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edicine has the potential to bring more to patient
are—and to physician development—than ever be-
ore.1 However, current trends in US medicine are
eaching today’s medical students, residents, fellows,
nd physicians the wrong lessons. These trends include
onsequences of turning away patients who lack ade-
uate insurance or the means to pay for their care;
cientists selling findings from publicly funded re-
earch to securities analysts or traders; and news of
cientific fraud or of academic health centers agreeing
o large settlements for billing excesses or fraudulent
illing. Because academic medicine also instills a phy-
ician’s values during training,2,3 when today’s physi-
ians-in-training observe such trends, unprofessional
alues are encouraged.

The US medical community must counter these neg-
tive trends to achieve the fullest potential for patients
nd the medical profession. This commentary develops
he notion that US medicine in general—and academic
edicine in particular—should cultivate a civic form of

rofessionalism rather than “knowledge workers.”4 In-
eed, a few elements of what is traditionally understood
s professionalism may be expendable, such as an over-
nsistence on the principle of professional autonomy if
autonomy” means that the physician must always be in
harge.5 In fact, physicians are now expected to work
ell with others on health care teams, often in quite
iverse roles.6

Requests for reprints should be addressed to Eric B. Larson, MD,
PH, Group Health Center for Health Studies, 1730 Minor Avenue,

uite 1600, Seattle, WA 98101-1448.
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What distinguishes civic professionalism, according
o William M. Sullivan, is a focus on service and the
ublic good.7 Sullivan argues that “the professions are
ital reminders that human welfare ultimately depends
pon cultivation of values such as care and responsibility,
hich cannot be produced by self-interest alone.”7 He
efines civic professionals as “focusing on the quality
f their craft and the inventiveness of their practice”
o “provide an alternative model of what work can be:

contribution to public value, as well as a source
f motivation and deep personal satisfaction.”7 Eliot
reidson has called for a similarly “reborn” type of
rofessionalism.8

NOWLEDGE WORKERS, PROFESSIONALS,
ND MARKET FORCES

t is crucial that medical professionalism not be eclipsed
y the trend to consider physicians as typical knowledge
orkers.9,10 This phrase comes from sociologist Peter
rucker, a scientist who wrote extensively about the de-
elopment, organization, and management of work.11 Ac-
ording to Drucker, postindustrial society places in-
reasing value on acquiring, organizing, and applying
he most highly valued commodity: knowledge. While
rofessionalism is declining, a new type of workforce is
merging to serve new types of knowledge industries,
ervices, and organizations.11 Knowledge workers are rel-
tively independent, self-directed, and untied to tradi-
ional agrarian, guild, or corporate structures. They are
obile, entrepreneurial, and range from programmers

nd engineers to consultants in a variety of fields.
nowledge workers tend to be continual learners who
dapt to new knowledge and to novel employment and

dicine. All rights reserved.
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conomic markers. They expect their work to be de-
ned by results, not quantity or duration. Highly edu-
ated and highly skilled, knowledge workers are largely
otivated by being “expert”—that is, effective at ap-

lying their specialized knowledge.
The distinction between

knowledge worker and a
rofessional is important.12

nowledge workers are ac-
ountable primarily to them-
elves, their employers or
lients, and perhaps an
nformal peer group. A
nowledge worker may
ct without any particular
egard for greater societal
alues. By contrast, a pro-
essional is a member of a guild or common association
hat traditionally regulates itself through values incor-
orated in training and enforced in a set of common
rofessional standards, which society explicitly recog-
izes and sanctions. A professional—by education, so-
ial compact, and calling—is a socially conscious actor
ho is connected to broader societal obligations and

xpectations.13 This definition is particularly true of a
ivic professional.

The knowledge worker is a natural adaptation and
ital contributor to the modern information society.
daptable and unencumbered by traditional workforce

imitations, the knowledge worker is well suited to
he needs of fast-changing organizations. Unlike the
ocially conscious professional, the nonprofessional
nowledge worker functions as an agent of Adam
mith’s “unseen hand” of the marketplace.14 If the goal

s maximum productivity, market effectiveness, and
exibility, such unencumbered knowledge workers may
e ideal.

In The Social Transformation of American Medi-
ine, Paul David Starr defined “a profession” as “an
ccupation that regulates itself, through systematic re-
uired training and collegial discipline; that has a base
n technical, specialized knowledge; and that has a
ervice rather than a profit orientation enshrined in its
ode of ethics.”15

Former Supreme Court Justice Louis Brandeis noted
n the early part of the 20th century that true profes-
ionals:16

Are the keepers, transmitters, and advancers of
knowledge gained at least in part through experience.
Are governed by a guiding code of ethics that in-
cludes service to others.
Set and enforce their own standards.
Value performance above reward.

Professionals have a system of rewards (monetary

PERSPECTIVES VIEW

● Concepts surrounding
could transform medi

● Applying civic profess
lenges and opportuni
nd honorary) that are ends in themselves, not means to s
n end of individual self-interest. In particular, mone-
ary rewards for professionals are primarily symbols of
ork achievement—sufficient for security, but not so

arge (nor so small) that professionals continually strive
or more.

Economists Smith, Jeremy
Bentham, and John Stuart Mill con-
sidered individualism and self-in-
terest responsible for market forces
promoting greater community inter-
est.17 Often, however, this interest
did not come to pass; therefore, Bran-
deis and 19th century moral philoso-
phers, such as Emile Durkheim, ar-
gued that business should emulate
traditional professions (law, clergy,
magistracy, and medicine) to solve

he social problems resulting from the unbridled individ-
alism and self-interest of the “Robber Barons.”16 These
ndividuals saw professionalism as a way—even in busi-
ess—to let strong individualism lead to greater social
ood, limiting the excesses of unbridled market forces.

This notion has again become prominent in the spir-
ted debate about Duncan Foley’s Adam’s Fallacy: A
uide to Economic Theology.18 The book criticizes
mith’s assumption that the pursuit of self-interest nec-
ssarily leads to social good. Foley calls uncritical
cceptance of the fallacy “economic theology.” The
ook’s tenets have stirred many debates, including one
f the Internet’s most trafficked economics blogs: Uni-
ersity of California, Berkeley, Professor of Economics
rad DeLong’s semi-daily journal.19 Foley cites the
chronic crisis of health care in advanced capitalist
ocieties [as] Adam’s Fallacy in microcosm.”18 He ar-
ues that “commodity logic,” which penetrates more
nd more of human life, would have an unfortunate
arallel if physicians became commodities (knowledge
orkers) rather than true professionals.
Some commentators and influential policy makers

dvocate letting the “medical marketplace” work and
eeing what happens. However, market forces tend to
e inefficient in medicine, typically promoting more
are than optimal.20

HE FUTURE OF MEDICAL
ROFESSIONALISM: ACCOUNTING
ND SARBANES-OXLEY
or several decades, medicine has experienced rapid
hanges to the professional and practice environment.
s a result, the future of medical professionalism may
e at risk.21,22 Change has uncovered and created major
tresses throughout the medical profession and the
ealth care system. While the pace of change may have
lowed recently, the impacts are still reverberating and
ore change is certain. To be sure, the medical profes-
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1007Larson Physicians: Civic Professionals, Not Knowledge Workers
air and almost perverse, with high demands for visits
hat are too short; the proportion of college graduates
ho apply to US medical schools has decreased;23

atients—especially the poor and disenfranchised mi-
orities—have less access to health care,24 with emer-
ency rooms becoming the safety net for general med-
cal care;25 and, as the Institute of Medicine (IOM)
dentified, the medical system suffers from quality
hasms and safety problems.26

However, rather than focusing on how medical pro-
essionalism is suffering, the prospects and the ratio-
ale for medical professionalism should be discussed in
he context of substantial gains and almost certain con-
inued growth of the medical knowledge base. To
chieve the promise that all this knowledge offers, the
edical profession will need truly civic medical pro-

essionals and more effective self-regulation.
There are highly publicized examples of individual

hysicians making unethical choices that run contrary
o expected professional ethics. Recently, some physi-
ians were reported to have “sold” information about
npublished drug trials to hedge fund managers.27

ome medical schools are forced to adopt burdensome
ompliance programs as part of settlement agreements
elated to charges of billing fraud. These are hardly
xamples of a profession that is effectively regulating
tself.

Like medicine, accounting is a profession that has
ot always regulated itself as well as it should. Arthur
ndersen, one of the world’s largest accounting firms,
eglected its professional responsibilities to society and
as found guilty of obstructing justice in the Enron

candal. More significant than the firm’s resultant loss
f clients and effective dissolution was the transforma-
ion of the entire accounting profession, which the
overnment has regulated since the Sarbanes-Oxley
ct of 2003.28 Could medicine also lose the privilege of

elf-regulation?
The Enron case and the near demise of accounting as

self-regulated profession illustrate the importance of
istinguishing a nonprofessional knowledge worker
nd a knowledge worker who is also a civic profes-
ional. In modern post-industrial society, where knowl-
dge is the most highly valued commodity, and espe-
ially for medicine, where knowledge is expanding
apidly and will predictably do so even more rapidly,
edical professionals must aspire to produce and sus-

ain physicians who are not only knowledge workers
ut also truly civic professionals.

NOWLEDGE TURNS: OPPORTUNITIES AND
HALLENGES

n 2005, Andrew Grove, former chairman of the board
f Intel Corporation, offered a compelling view of what
e called “knowledge turns.”29 He wrote that both the

ealth care and microchip industries are based on sci-
nce and populated by extremely dedicated and well-
rained individuals striving to use the results of this
cience. Granted, important differences between the 2
ndustries exist in complexity, safety, and legal and
thical concerns; however, they both depend on devel-
ping research results and turning them into widely
vailable products and services, called a “knowledge
urn” in electronics and “translating research into prac-
ice” in medicine. According to Grove, the number of
ransistors that can be included on a microchip has
oubled annually (per Moore’s law) over the past 40
ears, eclipsing the rate of progress made in the war on
ancer during the same time. Grove traces this discrep-
ncy to the microchip industry’s recognition of the
mportance of rapid knowledge turns, whereas the same
annot be said for health care.

Today, medicine—especially academic medicine—is
n the midst of implementing changes that will speed up
nowledge turns:

The National Institutes of Health is devoting specific
amounts of its budget to improving translation—that
is, the National Institutes of Health Roadmap Initia-
tives, which are designed to identify medical re-
search science proposals that address current and
anticipated scientific challenges and have the poten-
tial to contribute “extraordinary contributions to
medical research.”30

Creation of a functional, nationwide system of in-
teroperable electronic health records, which will rev-
olutionize how physicians practice and how patients
receive care, enabling them to more effectively take
care of themselves.
Realization of the IOM vision of what a new health
system might look like, as described in Crossing the
Quality Chasm: A New Health System for the 21st

Century.31 The IOM report called for replacing cur-
rent systems of care with new ones to meet 6 aims
that are not currently being met: safety, timeliness,
efficiency, effectiveness, equitability, and patient-c
entered care. IOM also described 5 essential competen-
cies for clinicians: provide patient-centered care; work
in interdisciplinary teams; employ evidence-based
practice; apply quality improvement; and utilize
informatics.32

Some clinical microsystems are already working to
chieve this vision of a new health care system for the
1st century by aspiring to design and deliver care
ased on 10 rules:33

1. Care is based on continuous healing.
2. Care is customized according to patient needs and

values.
3. Patients control their own care.
4. Knowledge is shared and information flows freely.

5. Decision-making is evidence-based.
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6. Safety is a system priority.
7. Transparency is necessary.
8. Needs are anticipated.
9. Waste is continuously decreased.
0. Cooperation among clinicians is a priority.

All of these initiatives are worthwhile, but massive,
ndeavors. It seems farfetched to imagine they could be
ccomplished by cadres of nonprofessional knowledge
orkers. However, civic professionals could certainly

dopt these elements as an inspirational vision.

ESURGENT INTEREST IN MEDICAL
ROFESSIONALISM
lthough medicine has much to offer, including the prom-

se of vast improvements, the well-publicized lapses in
rofessional conduct and failure to provide quality pa-
ient care causes frustration and complexity in the
ealth care system. Fortunately, this situation has re-
ulted in a resurgence of interest in and advocacy for
edefining, reviving, and advancing medical profes-
ionalism. One example, Project Professionalism, has
eveloped a new physician charter endorsed by the
merican Board of Internal Medicine Foundation,
merican College of Physicians Foundation, and Eu-

opean Federation of Internal Medicine.34 According to
he charter, “Unprofessional behavior and attitudes on
he part of some physicians have eroded medicine’s
istorically respected position.”34

The best response to this situation—both for the
edical profession and for the society in which physi-

ians work and live—is to embrace professionalism,
deally civic professionalism. Physicians can act as
ivic professionals by “placing the interest of patients
bove those of the physician, setting and maintaining
tandards of competence and integrity, and providing
xpert advice to society on matters of health,” with “the
rinciples and responsibilities of medical profession-
lism . . . clearly understood by both the profession and
ociety.”34

The physician charter articulates 3 fundamental
rinciples for both individual physicians and the entire
rofession that will maintain integrity and the public
rust: patient welfare, patient autonomy, and social jus-
ice. The charter states, “Market forces, societal pres-
ures, and administrative exigencies must not compro-
ise the physician’s dedication to serving the interest

f the patient. Altruism contributes to the trust that is
entral to the physician-patient relationship,” and ends
ith the admonition that “physicians must reaffirm

heir active dedication to . . . not only their (our) per-
onal commitment to the welfare of (our) patients but
lso collective efforts to improve the system for the

elfare of society.”34
IVIC PROFESSIONALISM AND US MEDICINE
hysicians must embrace civic professionalism as a
asis for renewal of medicine. It is absolutely critical to
he character, quality, and future of good health care
nd to the research, education, and training on which
edicine is founded. US medicine has long displayed

xceptional entrepreneurial and business acumen.35

hysicians should expand this spirit to embrace the
ublic good more consciously.36 One publication re-
ently called for “exceptional” health professionalism
s the way to “get the physician right.”9

Medical schools, and especially departments of in-
ernal medicine, must develop programs to train and
raduate civic (or “exceptional”) medical profession-
ls.37 Academic medicine and professional organiza-
ions can and should take a leadership role in promoting
n inspirational vision of civic professionalism.38 For
xample, physicians should readily admit when self-
egulation has failed and respond by developing more
ffective self-regulation, whether in science, practice,
r, especially, business practices. Merely being knowl-
dge workers is not part of an inspirational vision for
he future of medicine. The enterprise of medical edu-
ation can include exposure to ideas such as civic
rofessionalism, the IOM’s vision for a new health care
ystem, and the knowledge revolution, along with train-
ng experiences that exemplify these ideas. In so doing,
edical education can become more relevant to serving

he needs of patients and society.39
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