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CONTEXT Patients may participate in teaching in
many ways, in different settings and with different
degrees of expert supervision. The majority of
patients are generally very willing to participate in
teaching. At times, however, patients may decline to
see students because they are too sick, wish to main-
tain their privacy, prefer to have more expert care, or
simply wish to have no involvement with students.
This raises the question as to whether patients have
any obligation to participate in education.

METHODS A number of arguments are advanced to
justify the claim that patients have an obligation to
participate in student teaching. These include: that
patients should participate in training for the benefit
of others if they wish to benefit from the care of those
who have learnt from others; that, without patient
participation in teaching, the entire health system
would collapse; that participation in education pro-
vides a benefit over and above the provision of indi-
vidual care; that, as we all benefit from the presence
of a functioning health system, we should all be pre-
pared to contribute to it, and that patients should
‘pay� for free public health care by participating in
teaching.

CONCLUSIONS None of the arguments that patients
have an obligation to participate in medical educa-
tion are convincing. We believe that patients partici-
pate in training largely out of altruism rather than
obligation. Where possible, sick patients should be
substituted for by healthy patients or simulations.
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CASE

I was 16 years old, self-esteem in tatters, joints
swollen. The god-like specialist, with his army of
young trainee doctors in attendance to prod and
probe – ‘You don�t mind, do you?� – would not have
been happy with a refusal. He had an obligation to
get young recruits off to a hands-on start. I had no
such obligation, but no understanding of the legal-
ities. The lasting effect was affirmation after affirma-
tion of the horrible affliction that had beset this
athletic Australian teenager – a life-long affliction at
that. Devastation and more emotional turmoil…

Thirty-five years on and many doctors� surgeries and
hospitals later (both public and private), I do, of
course, realise the necessity of playing my part in
enlightening essentially healthy medical students to
the horrors of rheumatoid arthritis, and imparting
the psychological and physical evidence of the disease
that can be fought on many fronts (especially
psychological). This realisation in no way makes me
feel obliged to co-operate.

I have consistently paid top dollar for private
hospital care and added airfares to reach my chosen
specialists. If I�m not in the mood I feel I should,
and do, say, ‘get lost, I�m here to see Dr X.� My self-
esteem is still very much an issue – when you try to
live a life as normal as possible, you don�t want to be
unnecessarily reminded of a condition you try hard
to down-play.

Hands-on experience for those in training, though,
must happen after instruction in empathy for
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patients. Patients could well be persuaded to assist
with clinical training – they have a lot to offer in terms
of both the vagaries of their conditions and the
healing process ) but they are definitely under no
obligation to do so. Patients need to be reassured that
the quality of their care, whether private or public,
will not be compromised. Preying on the vulnerable is
unforgivable, and I for one reserve my right to say
‘Get lost!� (Clare Hart)

INTRODUCTION

Doctors continue to learn from patients throughout
their professional lives. This is both uncontroversial
and unavoidable. Many patients who seek medical
care are also recruited into participation in more
formal types of medical training. There are a variety
of ways in which they participate, from occasions
when students simply watch what is happening, to
procedures involving patients that students perform
either with or without supervision.

There is a learning curve involved in the assimilation
of many clinical skills. Practitioners learning a new

procedure, or those who have performed only a small
number of procedures, have higher complication
rates than those who have more experience.1 This
concept is frequently used to argue that the involve-
ment of learners may be unethical because it is
associated with greater risks for the patient.2

The involvement of students may also have other
adverse effects upon patient care, including:

• marginalisation of the patient in the doctor�s
duties;

• strain in the patient–doctor relationship, as a
patient who expects to see the doctor is instead
seen by students and junior medical staff, and

• exposure of the patient to potential harm,
discomfort and invasion of privacy.3

Despite these problems, patients generally have
favourable attitudes towards medical student
participation in clinical care. Most studies suggest
that 90–98% of patients are willing to participate in
student teaching, enjoy their interaction with
students and are comfortable in disclosing personal
information to students. High levels of acceptance
of the involvement of medical students in patient
care have been reported in emergency depart-
ments,4 general medicine,5 ear, nose and throat
departments6 and general practice.7 By contrast,
studies in obstetric settings have found that 25–40%
of antenatal patients are unwilling to have
medical students involved in their intrapartum care
and a further 20–30% of patients prefer a student
of the same sex.8

Although most patients appear happy to participate
in medical training, occasionally patients will wish to
tell a student to ‘Get lost�. This brings up the question
of whether patients have any obligation to be involved
in training.

IS THERE AN OBLIGATION FOR PATIENTS TO
PARTICIPATE IN TRAINING?

As a general legal principle, a patient may refuse to
see or be treated by a medical student, in the same
way that he or she may refuse to be treated by any
particular doctor or, indeed, any other person.
Although this would seem to be straightforward, in
fact the law is not entirely clear.9 (In Australia, it may
come down to the nature of the contract between the
health care provider [hospital] and the patient and
the circumstances of the admission into hospital. It
would probably be against public policy for a hospital

Overview

What is already known on this subject

It is often assumed that patients have an
obligation to participate in student teaching or
may ‘pay� for their care by participating in
teaching.

What this study adds

There is no clear basis for claiming that patients
have an obligation to participate in education.

Patient participation in education derives from
altruism rather than obligation.

Suggestions for further research

Future research might examine the obligations
patients feel they owe to students and how
necessary it is that real patients participate in
medical education. It might also investigate
whether privately insured patients feel them-
selves less obliged to participate in student
teaching than patients in public hospitals.

238 ª Blackwell Publishing Ltd 2008. MEDICAL EDUCATION 2008; 42: 237–241

M Lowe et al



to insist [contractually] that students be able to
provide treatment to a patient in an emergency
department but not unreasonable to ask that students
have access to the patient�s medical record during an
elective admission [absent any provisions of privacy
legislation].) If a patient wished to receive medical
care and the hospital insisted that students be
involved (in some way), it is not absolutely certain
whether the patient could refuse this aspect but
receive all other care. This approach may be analo-
gous to the situation with other medical trainees. A
patient in a public teaching hospital must accept that
some health professionals, who are also undergoing
training, may participate in his or her care (although
the extent of this involvement may be subject to
negotiation). In practice, health care authorities do
not require patients to participate in student learning
and often explicitly state that they may refuse to see
students.

Despite this, there is a view in the medical community
that patients (particularly those who are treated
without paying) do have some ethical obligations to
participate in training. This attitude has been docu-
mented in a number of surveys and anecdotal
reports.10,11 For example, a recent letter to the British
Medical Journal suggested that:

‘Valid consent is required to perform any examina-
tion. That is common courtesy, basic respect for the
person, is the law and that is what must be done. As a
patient, however, about to be examined by a health
professional trained with the cooperation and con-
sent of previous patients, surely it would be unethical
of me to refuse a request to be examined by a
student?�12

There are a number of possible arguments that might
be used to justify such an obligation.

A ‘golden rule� argument

Patients may have an obligation to be involved in
medical training out of simple pragmatism. Most
people would prefer a doctor to have learnt
cannulation, intubation or emergency surgery in a
controlled, supervised environment rather than trying
it for the first time when they present in an
emergency. Of course, such an argument only follows
if training does occur in a controlled supervised
environment: indeed, it places a moral obligation on
the training institution to provide this.

The difficulty with this argument is that the risks
associated with training are likely to be incurred by

people other than those who will receive the benefits
from having a trained workforce. It is possible for
some people to ‘freeload� by refusing to participate in
training but reaping the benefits of having a trained
workforce. This freeloading appears to break the
‘Golden Rule� of ethics: that we should do to others
what we would want others to do to us. Although the
Golden Rule can be interpreted in a number of
different ways, we use the term here to talk about the
altruistic idea that we should participate in training
for others� benefit because we would like others to
participate in training for our benefit.13

Freeloading may strike one as morally objectionable,
but it is unclear whether the Golden Rule repre-
sents a moral obligation or a form of moral altruism.
This is particularly the case where there appears to
be no shortage of others who are willing to participate
in training.

An argument of necessity

Recent guidelines issued from the Royal College of
Pathologists suggest that patients have a moral
obligation to allow the use of their surplus tissues for
teaching, research and quality assurance because
otherwise the system would collapse. The authors
argued that:

‘One approach to defining an unethical act argues
that, if the principle underlying an act cannot be
‘‘universalised’’ (i.e. if we cannot will that the
principle of the act be acted upon by everyone), then
the act is unethical… In the present context, if
everyone (without specific reason) refused to allow
their tissues to be used for teaching, quality assurance
and research, the health services they need and have
benefited from, and which produced the samples,
could not exist. The act cannot be universalised,
which indicates that to act this way is immoral. An act
is morally unworthy if the principle underlying it
cannot be shared.�14

The argument suggests that there is an obligation for
patients to participate in teaching, quality assurance
and research, because without such an obligation the
system would collapse. This argument is surely
questionable, as there are many other ways that the
system could be set up. For example, in an education
system in which patients do not voluntarily contrib-
ute, it is possible to pay them for their services. A
medical degree is a valuable commodity, and most of
the people who contribute to training are paid.
This is becoming increasingly likely to include
simulated patients (SPs), who are professional or
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amateur actors trained to simulate various conditions
for students to learn upon, and perhaps even ‘real�
patients.

A utilitarian argument

Utilitarian arguments are based upon the value of
maximising the greatest good for the greatest num-
ber of recipients. A utilitarian argument in favour of
participation in training recognises that if a doctor
performs a procedure with a patient, only the
patient will benefit. If a student learns the procedure
with the patient, then both the patient and future
patients will benefit. Greater good will therefore flow
from allowing a student to perform the procedure.3

It is difficult to see, however, how such an abstract
argument could convince any but the most intellec-
tual of patients of their obligation to participate in
medical training.

A communitarian argument

Communitarian arguments suggest that we derive
benefits from membership of the wider community
and have corresponding obligations. A communitar-
ian argument in favour of participation within med-
ical training would suggest that, as we all benefit from
the presence of a medical system, we should all be
prepared to contribute to it.

A communitarian argument does not appear to
demand that ‘patients� have any greater obligation to
participate in medical training than anyone else in
the community, particularly as the distribution of
illness in the community is so demonstrably inequi-
table. Indeed, a communitarian perspective suggests
that participation in medical training should be
spread across the entire community, and not con-
centrated upon those who are powerless and sick.

Models of training that use healthy community
members as teaching associates, demonstrators or SPs
have been highly successful. People appear to par-
ticipate in these schemes out of a sense of obligation
to the wider community, rather than to medical
training per se.15

The ‘compensation when unable to pay� argument

It is sometimes stated that private patients in private
hospitals and clinics should not have to put up with
students as this is among the privileges they get from
paying for their treatment. Although the argument
used to support this idea is rarely spelt out, it

probably rests on the notion that those who use the
public hospital system get something for nothing.
Doctors, who may feel under-appreciated within the
public sphere, may argue that as patients do not have
to pay anything financially, it is appropriate for them
to pay in other ways. Statements such as ‘Well, it is
a teaching hospital after all,� are used to justify this
attitude, although the distinction between teaching
hospitals and other institutions is probably quite
unclear to patients.

The idea that patients in public hospitals must pay for
their care may also assuage some of the contradictory
feelings doctors may be subject to when using
patients in teaching. One study, for example,
described how tutors reported that they had an
uncomfortable sense of increased obligation towards
patients whom they were using for teaching.16 If
doctors were to believe that patients were paying for
their keep in this way, they might be more able to
suppress this feeling of obligation.

There are many practical problems with this argu-
ment. The health care system is funded in part by
taxes and levies, in part by private payments, in part
by insurance and compensation payments, and in
part by other sources. The argument would suggest
that there are varying levels of responsibility for
student teaching across all of these funding types.
Many people who use public hospitals do so because
they cannot afford private care. To paraphrase
Waterbury, anything that puts an additional burden
on poor people should be met with public disdain.3

CONCLUSIONS

There does not appear to be any wholly convincing
argument that patients have an obligation to partic-
ipate in medical teaching. Because of this, we believe
that patients participate in medical training largely
out of altruism rather than obligation. It is important
that this sense of altruism is not offended, as the
current economics of medical training depend upon
it greatly.

Communitarian considerations suggest that healthy
members of the community should be used more
widely than they are currently. Terms such as
‘patients as teachers� and ‘parents as teachers� are
being used more frequently and suggest that the
role community members will play in education is
changing.17 In general, students should probably
train with people who are as healthy as possible
before moving to more vulnerable populations. This
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is likely to bring the question of financial compen-
sation for people involved in medical education into
greater prominence.

If patients are to feel that there is benefit to the
community from their participation in medical
training, there is a moral obligation on the training
institution to provide a controlled supervised envi-
ronment. It is possible to diminish the possibility of
harm to the patient and the learning curve effect
through appropriate selection of patients for training
purposes, careful supervision of learners, and the use
of models, computerised systems and other
simulations.18

Healthy people from the community, patients from
private hospitals and clinics, and patients from
teaching hospitals may all be approached to help with
teaching. What is important is that the process of
consent be genuine, rather than representative
merely of lip service. Patients who are involved in
teaching must be able to draw personal boundaries,
retain privacy and consider the risks and benefits of
student participation in their care. The challenge
for medical educators is to develop an authentic
process of consent whereby the risks of student
participation are acknowledged but contained, and
whereby patient altruism is encouraged but not
assumed.
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