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Professionalism: an ideal to be sustained

Richard L Cruess, Sylvia R Cruess, Sharon E Johnston

Introduction

A gulf has developed between the medical profession
and the society it serves. As one observer noted, “A
better informed community is asking for accountability,
transparency, and sound professional standards”,
whereas medicine feels that “the professional’s
autonomy is severely restricted by budgets, bureaucracy,
guidelines, and peer review”.! The concept of
professionalism bridges the interests of physicians and
society** as society’s need for the healer and its belief in
the inherent virtue and morality of professionalism have
served as the basis of modern medicine.>® They are the
source of the rights and privileges granted to the medical
profession and of the values that physicians feel
contribute to what is noble and good in their calling.
Recently, a series of highly publicised events has
encouraged the view that the medical profession fails to
meet many of the obligations required to sustain its
professionalism. In all countries, irrespective of the
structure of the health-care system, threats to the values
of professionalism are seen.' As physicians and society
try to bridge the gap widened by the perceived lapses in
professional standards, a redefinition of expectations
and roles is taking place. To prevent medicine from
becoming a commodity in a market-oriented world,
physicians must participate in shaping the profession’s
future and understand the principles and obligations
associated with being a member of a profession.

Role of professionalism

Society has used the concept of the profession to
organise and deliver many of the complex services it
requires, with the rationale that the expertise necessary
to the practice of certain vocations is not easily
comprehensible to the average citizen.>>>*

Traditional professionalism came to apply to
knowledge-based activities requiring long periods of
education and training and entailing service for the
common good. In medicine, it was the services of the
healer, whose roots can be traced to Hellenic Greece
and the Hippocratic Oath,” which were organised
around the ideal of the professional.>® The role of the
healer has remained fairly constant, but the concept of
professionalism has changed* in response to societal and
professional needs. As this occurred, medicine’s status
and autonomy were challenged and its performance
questioned. The major areas of concern relate to
professionalism and its associated obligations. These
challenges are not isolated events but are part of a
continuing process, altering and expanding what is
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expected of the professional and the role of medicine in
society.

There is a social contract between society and
medicine that hinges on professionalism.® This contract
has been and remains largely unwritten, leading
physicians to treat it as an implicit rather than an
explicit concept. As societal expectations have changed
and new demands made upon the medical profession,
the social contract has changed and the profession must
adapt. A definition that is agreed on and explicit must
serve as the basis for the expectations of both society
and medicine.

Nature of professionalism

The core elements of a profession are possession of a
specialised body of knowledge and commitment to
service.” The Oxford English Dictionary defines a
“profession” as, “The occupation which one professes to
be skilled in and to follow. a) a vocation in which
professed knowledge of some department of learning or
science is used in its application to the affairs of others
or in the practice of an art founded upon it, b) in a wider
sense any calling or occupation by which a person
habitually earns his living.”"°

The word “professes” represents a public commit-
ment to a set of values—ie, the Hippocratic Oath or its
modern equivalent. The importance of the acquisition of
knowledge and skills that are used to serve others is
emphasised, and tacit knowledge is recognised as
science and art are included. Because knowledge is used
in serving others, professions are identified as being
altruistic and value laden.

For a century the social science and ethics literature
have gone beyond the definition and have agreed on the
characteristics of a modern profession.>®!! First, as
professions hold specialised knowledge not easily
understood by the average citizen, they are given a
monopoly over its use and are responsible for its
teaching. Second, this knowledge is used in the service
of individual patients and society in an altruistic fashion.
Third, the inaccessible nature of the knowledge and the
commitment to altruism are the justification for the
profession’s autonomy to establish and maintain
standards of practice and self-regulation to assure
quality. Fourth, professionals are responsible for the
integrity of their knowledge base, its expansion through
research, and for ensuring the highest standards for its
use.

Licensing bodies and professional associations have
responsibility for many professional activities, and use
collegiality to establish common goals and encourage
commitment to them.?” They have the obligation to
discipline unprofessional and incompetent behaviour.
These institutions serve an essential function, and
professionalism can only survive if they function
properly, which requires the support and participation
of individual physicians.

156

THE LANCET ¢ Vol 356  July 8, 2000



VIEWPOINT

The literature recognises that morality and virtue are
required” and that professionalism remains an ideal to
be constantly pursued.* Society believes that the
professions will place the welfare of society above that of
the profession, and its trust is linked to its perception of
how medicine meets its obligations.”* If the public
perceives that medicine 1is failing in its duties,
professional status may be withdrawn or modified.

Evolution of professionalism

The fundamental principles of professionalism have not
been analysed extensively by the medical community.
Most contributions have come from the social sciences
and bioethics.

The early literature was largely favourable. There was
faith in the virtue, morality, and service commitment of
professionals,””?® although the tension between self-
interest and altruism was identified. The collegial nature
of the profession was believed to encourage and foster
altruistic behaviour.®>>'”'® This belief did not survive the
period of deconstruction that started to take place in the
1960s and 1970s, when all forms of authority and
expertise were questioned. The assumption that
professions would be altruistic was greeted with
scepticism.>"*?* The entry of the state and the corporate
sector into health care caused medicine to adopt a
defensive role and to be perceived as pursuing its own
self-interest, rather than the good of society. Affluence,
modern science, and technology greatly increased
physicians’ incomes, and some saw that medicine was
just a business, with profit as its motivating force.

The monopoly enjoyed by all professions and the self-
serving use of the power it bestowed was scrutinised.***>*
The closed nature of professions and their inaccessibility
to many segments of society was noted.” Decades before
today’s controversies, the literature noted that
collegiality had led to a spectacular failure to self-
regulate.” Medicine was analysed in economic terms,
stating that as it controlled its own market it was able to
create a demand for its services, which it then exploited.
Issues of concern to society, such as accessibility, quality,
and cost, were felt to be ignored by medicine. Finally,
since medicine strongly influenced public policy, the
public concluded that defects in the health-care system
were mainly the responsibility of the profession.>**

Much of this literature seems to have been bypassed
by events, but it had a significant and lasting impact on
public opinion and policy. The conflict between the
profession’s ability to promote its own interests and its
obligation to serve society was believed to be a fatal flaw
in the social contract.

Since the early 1980s there has been a shift, and a
period of reconstruction seems to be underway. This
occurred as medicine lost control over its marketplace to
the state and corporate sector, which occurred at
different times in different countries.>*»* The sociology
literature, after examining the difficulty of maintaining
the values of altruism and service in alternative systems,
returned to professionalism as the preferred way of
organising the delivery of health care.*®*'** Titles
such as “Professionalism reborn”" or “The new
professionalism”? appeared. The literature became less
critical of the profession, shifting its attention to the
state and the corporate sector.

Despite renewed faith in professionalism by
sociologists, today it is society that seems to have lost

faith in medicine’s ability to uphold its part of the
contract. Thus, professionalism now faces its greatest
challenge from the public. To bring society and the
medical profession together there must be a renewed
commitment by medicine to answer current societal
concerns and to meet traditional and newly acquired
obligations. The level of trust must be rebuilt, both to
support healing and for medicine to serve as an expert
advisor on issues relating to health.®

Taking professionalism into the future

As the contract between society and the professions is
being redefined, both the public and the profession may,
at times, be dissatisfied or disillusioned. Concerns
expressed by the public as recorded in the lay press and
social science literature relate to the integrity of
medicine’s knowledge base, imperfect self-regulation
with unsatisfactory assurance of quality, less than
altruistic behaviour on the part of some physicians and
professional associations, and dissatisfaction with the
relationship between physician and patient.

The medical profession also has concerns. They
include, “frustrations in their attempts to deliver ideal
care, restrictions in their personal time, financial
incentives that strain their personal principles, and loss of
control over their clinical decisions”.?” Probably the most
demoralising is the belief that the evolution of health care
is undermining the values that give meaning and pride to
professionals. Much of medicine’s dissatisfaction arises
from the new levels of accountability demanded by an
aroused public®* and by the application of “accounting
logic” (the evaluation of outcomes primarily in financial
terms)® to the practice of medicine.

One of medicine’s traditional obligations is self-
regulation to ensure the quality of its services. However,
“self-regulation is a vehicle, not the goal or the core of
professionalism”.” In the Anglo-American world, state
authority and power is delegated to the professions for
this purpose.® Many aspects of self-regulation have been
carried out in an exemplary fashion and have often
represented pioneering efforts in society. However, it is
important to state that compliance with and
participation in these activities are not options but
obligations acquired by physicians on their voluntary
entry into the profession. In addition, self-regulation
was allocated to professionals because the nature of their
activities is such that they were thought to be the most
competent to evaluate them and this belief persists. To
maintain self-regulation professionals must carry out
these duties in a rigorous, effective, and transparent
fashion, or responsibility for regulation and discipline
will be transferred to others.

Recent intrusions into medicine’s autonomy have not
occurred spontaneously, but have resulted from
dissatisfaction with medicine’s performance and because
of the cost and complexity of modern medicine, which
has lead to new forms of accountability.?® The Bristol
cardiac surgery cases (with subsequent changes in
legislation), instances of financial conflict of interest,
sexual impropriety, and a failure to identify and deal
with impaired physicians lead to the belief that
collegiality, a valuable part of professionalism, has been
used to protect professional colleagues.

Scientific fraud and unexplained variations in the rate
and type of medical interventions for similar diseases
have cast doubt on the integrity of medicine’s
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knowledge base and has led to demands for evidence-
based medicine and guidelines. These factors and the
failure to identify incompetent behaviour are the cause
of demands for recertification and revalidation. Finally,
the failure of educational institutions to be sensitive to
the needs of the communities they serve has cast doubt
on medicine’s ability to set and maintain standards. For
the most part these are failures of the professional to
meet societal obligations and not those of the healer
caring for patients.

Medicine needs to develop a coherent and integrated
approach to meet new societal demands. In the UK,
action has been suggested by the General Medical
Council.*® In North America, guidelines for the
behaviour of professionals®' and their associations®” have
appeared. As part of these initiatives, efforts must be
made to incorporate the ideal of professionalism, with
its underlying foundation of altruism, morality, and
virtue into the regulatory procedures that will reassure
society. Physicians who regard bureaucracy, guidelines,
and peer review' with suspicion must come to believe in
both their appropriateness and validity.

New responsibilities have been acquired by the
medical profession under the heading of account-
ability.”®  Traditionally,  physicians have been
accountable to their patients and to their colleagues.
They are now responsible to individuals, the state, and
corporate sector, who pay for services, and to society for
the impact of their decisions on resources and on the
community. These levels of accountability are now part
of professional life and have had a wide impact on the
practice of medicine. The application of accounting
logic® to physicians’ activities has affected their decision
making and has often limited the amount of time
allocated to treat patients. Finally, the additional
responsibility for the health of populations often
conflicts with the physician’s primary responsibility to
the individual patient, creating tensions that have yet to
be resolved.”

The social contract must be renegotiated carefully
and with the participation of the medical profession.
More rigorous self-regulation must occur, formal
recertification or revalidation should continue to be
implemented, further guidelines developed and used
wisely, the new levels of accountability accepted, and
the relationship between physician and patient should
continue to come under scrutiny. These are now part of
medicine’s professional obligations.

However, as changes are instituted, society should be
mindful of the worries and concerns of the profession, as
a demoralised and underperforming medical profession
is incompatible with an effective health-care system.!!
First, most physicians believe with passion and some
justification that there is a moral base to what they do
and that they have genuinely served their patients to the
best of their abilities. They believe that they are
deserving of respect, despite real failings in performance
by some individuals and the profession. For this reason,
changes that society demands should be instituted with
sensitivity and understanding. Second, the pressures of
accounting logic® must be tempered so that physicians
have the time and the needed autonomy to serve the
patient."?**” Third, guidelines are only uniformly
applicable in situations of absolute -certainty,***
something that rarely exists in medicine. Thus the use of
guidelines and evidence-based medicine must take into

account real variations in the needs of the patient.
Fourth, the increasing transparency of regulations and
discipline must be used judiciously, not to protect
physicians, but to avoid inappropriately jeopardising
public trust in the healer. Finally, medicine should
expect and demand that major changes in the processes
used to assure accountability are validated before they
are implemented. Evidence is required as a basis for
medicine and must apply equally to regulatory
procedures for them to function as an extension of
professionalism’s core elements.

Conclusions

The ideal of the professional spans three centuries,
originating in the 19th century. During the 20th
century, some of the values and obligations of the
profession were neglected and serious questions were
posed as to whether professionalism constituted a
proper basis for the organisation of the delivery of
health care. As we enter the 21st century, the concept
seems not only to have survived but also to be once
more endorsed, albeit in renewed form. This renewal
should build on the morality and altruism of the original
concept, and these qualities should be transferred to the
new processes through which the profession is held
accountable to society. As medicine negotiates a new
understanding with society, the preservation of the
ideals of professionalism, which serve as the basis of
trust, is of great importance. Professionals should show
that professionalism is a benefit to society. For this to
occur they should meet their obligations. The stakes are
high, as adequate health care for the public is
inconceivable without a committed medical profession,
and physicians cannot function effectively as healers
without the trust of the patient and society.
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