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vIay be demoted or fired, thereby perhaps harming 
)atients' care, or a point of dissent may become more 
lifficult to resolve because publicity can provoke de­
lial or defensiveness. Public dissent is warranted only 
Nhen internal dissent has demonstrably failed to rem­
~dy a harmful situation, when outside pressure is likely 
o be required to achieve change, when public 
;ilence allows the harmful situation to continue, and 
Nhen the potential harms to patients from public 
lissent are relatively small. for example, the proposed 
losing of a clinic may justifY efforts to galvanize com­
nunity support through public dissent. 
With direct professional disobedience, the fourth 
form of activism on the spectrum, professionals act 
against authorities, publicly disobeying rules or laws 
that are antithetical to health care. Direct professional 
disobedience has a clear potential to harm patients, 
the profession, and professionals themselves. It should 
therefore be reserved for situations in which both 
internal and public dissent have failed, direct disobe­
dience is likely to be effective in remedying the prob­
lem, the problem is very serious (preferably, its seri­
ousness can be documented empirically), and the 
action entails as little halm as possible. 58 Surreptitious 
disobedience, such as secretly "gaming" a billing 
code to obtain coverage for services, is not jus­
tifiable as a form of direct professional disobedience, 
since it is neither publ ic nor aimed at achieving sys­
tematic change. 59 In contrast, delivering free care de­
spite a policy to the contrary, urging colleagues not 
to comply with California's Proposition 187 (which 
called on physicians not to treat illegal immigrants), 
and openly breaking a contractual "pag rule" are ex­
amples ofjustifiable disobedience.6o

,6 

ndirect professional disobedience is the disobeying 
)f otherwise unobjectionable rules in order to call 
tttention to a wrong. 58 Indirect actions become 
lppealing when it is not helpful to disobey directly. 
,'or example, physicians may not be effective in pro­
esting a health plan's underprovision for the unin­
;ured by directly caring for them - providing charity 
;are is a normal part of professionalism and in an open 
;ystem it may even facilitate the injustice. But an 
ndirect action, such as collectively refusing to honor a 
hess code, might call attention to the situation. 
\Ithough the danger of harm from such an action 
nay seem remote, indirect disobedience can be more 
mrmful than direct disobedience, because in the latter 
he action itself preserves patient care. Protestors may 
tlso overestimate the effectiveness of their cam­
)aigns. 58 To be justified, the disobedient act should, at 
1 minimum, be clearly linked with the offensive 
;ituation, be seen as reasonable by the public, be un­
ikely to result in greater harm to patients or others, 
md be likely to result in lasting positive change. 
~inally, a principled exit from medical practice with­
lealth care system is justifiable in catastrophic 
;ircumstances. Patients will frequently be harmed by 

a physician's exit, so it must be justifiable on the fol­
lowing moral grounds. The harm to be prevented 
must be obvious and large: advocacy, dissent, and 
disobedience must have been tried; and there must 
be a good prospect that health care overall will be 
substantially better served if the professional makes 
a principled exit than ifhe or shc continues to exert 
a strong voice for change within the organization. 
Because a principled exit is sometimes easier than dis­
obedience, particular care should be taken to avoid 
distorted versions of it. A scl f-righteous exit helps no 
one in need (and actually does harm by eliminating 
a potential source 0 f advocacy) and primarily serves 
the dissenter's self-image. 'T'his type of exit is an act 
of sci f-righteousness or even cowardicc masq uerad­
ing as professionalism. In the right circumstances, 
however, an exit may be both honorable and coura­
geous. In one very unusual circumstance, profes­
sional disobedience and exit were chosen simultane­
ously by a group 0 Cphysicians as the only way to 
maintain the moral base of medical practice: Dutch 
physicians in World War II turned in their licenscs 
but continued to practice underground. to avoid 
practicing undcr Nazj rule.'4 The extreme nature 
of this example illustrates the burden of proof that 
those who wish to exit must mcet before claiming 
that such an action is necessary to maintain profes­
sionalism. 

CONCLUSIONS 
We believe there is an essential role for profession­

alism in society that market-driven and government­
controlled health care alone cannot provide, and we 
propose three core elements of medical profession­
alism: devotion to service, profession of values, and 
negotiation within society. Each element can be mis­
applied, but in balance they offer normative guidance. 
The model calls on physicians to engage in profes­
sional activities along a spectrum of advocacy, there­
by helping to preserve the decency and stability that 
are essential to civilized society. 

MATTHEWK. WYNIA, M.D., M.P.H. 
American Medical Association 

Chicago, IL 60610 

STEPHEN R. LATHAM, J.D., PH,D, 

Quinniplac School of Law 
New Haven, CT 06518 

AUOIEY C. KAO, MD., PHD.
 
JESSICA W. BERG, J.D.
 

LINDA L. EMANUEL, M.D., PH.D.
 

American Medical Association 
Chicago, II 60610 

The opinions expressed in this article .ire those of the authors 
and may not reflect the official policies of the American Medical 
Association 

Volume 341 Number21 1615 



The New England Journal of Medicine 

We are indebted to Professors Raben Baker, Edmund Pellegrino, 
Dennis Thompson, Eliot Freidstn, Thomas Donaldson, and Henry 
Richardson and Mr. Raben Dvekfor critiquing the manuscript in 
Important ways, especially by insisting on a clear moral foundation 
j(H our understanding ofprofessionalism; and to Julie Powers for as­
sisting in the preparation of the manuscript. 

REFERENCES 
I. Grumhach K, Osmond 0, Vranizan K, Jaffe 0, Bindman AB. Primary
 
care physicians' experience of financial incentives in managed-care systems.
 
N Engl .I Med 1998;3391516-21
 
Z Angell M. The doctor as double agent. Kennedy but Ethics] 1993,3.
 
279-86.
 
3. Kisarcr JP. Managed care ind the morality of the marketplace. N Engl
 
.I Med 1995;33350-2
 
4. Feldman OS, Novack DH, Graccly E. Effects of managed care on phy
 
sic ian-patient relationships, quality of care, and the ethical practice ofmed
 
Icine. Arch Intern Med 1998;158:1626-32
 
5. Kao AC, Green DC, Zaslavsky AM, Koplan IT Cleary PD. The rela
 
tionship between method of physician payment and patient trust. .lAMA
 
1998;280 1708-14 . .
 
6 B1umcnthal D. Effects of market rcfonns on doctors and their patients.
 
Ilealth Aff(Millwood) 1996;15(2)170-84. .
 
7. Anders G. Health against wealth: HMOs and the breakdown of medical
 
trust Boston: Houghton MifBin, 1996.
 
8 Sullivan WM. What is left of professionalism after managed care? Has
 
tingsCent Rep 1999;297-13.
 
9. Donclan K, Blcndon RJ, Lundbcrg GO, ct at. The new medical mar
 
ketplace: physicians' views. Health Aff (Millwood) 1997;] 6(5): 139-48..
 
10. Klein S. AMA to establish national collective bargaining umt, Amen
 
can Medical News. July 5,1999;421, 34-5.
 
1I. Parsons T. The professions and social structure. Social Forces 1939,17:
 
457-67.
 
12. Idtm. Essays in sociological theory. London: Free Press, 1954. 
13. VoUmer HM, Mills DL. Professionalization. Englcwood Chffs, N..I.:
 
Prentice-Hall, 1966.
 
14. Freidson E. Professional dominance: the social structure of medical 
care. Chicago: Aldine, 1970. 
15. Krausc EA Death of the guilds: professions, states, and the advance
 
of capitalism, 1930 to the present. New Haven, Conn Yale University
 
Press, 1996.
 
16. Larson MS. The rise of professionalism: a sociological analysis. Berke
 
ley: University of California Press, 1977.
 
17 Starr P. The social transfonnation of American medicine. New York:
 
Basic Books, 1982.
 
18. Buchanan A Is there a medical profession In the house? In: Specc R,
 
Shimm 0, Buchanan A, cds. Conflicts of interest in clinical practice and
 
rcsearch. New York. Oxford University Press, 1996:105-36.
 
18. Freidson E Professionalism reborn: theory, prophecy, and policy Chi­

cago: Umversity of Chicago Press, 1994.
 
:0 Curry R. Medicine for sale. Knoxville, Term.. Grand Rounds Press,
 
992.
 

: I. Gordon R, Simon S. The redemption of professionalism? In: Nelson
 
(, Trubeck 0, Solomon R, eds. Lawyers' ideals/lawyers' practices: trans
 
ormations in the American legal system. Ithaca, N. Y.: Cornell University
 
'ress, 1992:230-57.
 
:2. Reuschcmeyer D. Comparing legal professions cross nationally: from
 
I professions-centered approach to a state-centered approach. Am Bar
 
'ound Res .I 1986(Summer):415-46.
 
:3. Swick HM, Szenas P, DanofID, Whitcomb ME. Teaching profession
 
t1ism in undergraduate medical education. .lAMA 1999;282;S30-2.
 
:4. Reynolds PP Reaffirming professionalism through the education com
 
nunity Ann Intern Med 1994;120609-14.
 
:5. Crucss RL, Crucsi SR. Teaching medicine AS a profession in the serv
 
ce of healing. Aod Med 1997:72941 52.. ..
 
:6. Cruess RL, Crucss SR, Johnston SK ReneWing profeSSionalism: an
 
'pportunity for medicine. Acad Med 1999,74 g-8 84
 
:7. Biumcnthal D. The vilal role ofprofessJOnalism m health care reform
 
lealth Aff(Millwood) 1994;13(1)2526 

:8. Emanuel L Bringing market medicine to professional account. .lAMA 
997,2771004-5 

29. Pellegrino ED, Reiman AS. Professional medical associations:
 
ethical
 
and practical guidelines. .lAMA 1999;282:984-6. .
 
30. Silovc D. Doctors and the state: lessons from the Blko case Soc
 
Sci
 
Med 1990;30:417 29.
 
31 Pellegrino ED. Guarding the integrity of medical ethics: some
 
lessons
 
from Soviet Russia . .lAMA 1995;2731622-3
 
32.Idrm. The Nazi doctors and Nuremberg: some moral lessons revisited
 
Ann Intern Med 1997; 127:307-8.
 
33.Grodin MA, Annas GJ Legacies of Nuremberg: medical ethics and
 
human rights .lAMA 1996;2761682-3.
 
34. Alexander L. Medical science under dictatorship. N Engl J Med
 
1949;
 
241 :39-47
 
35.dc Tocqueville A Democracy' in America. In: Mayer JP, translator.
 
Garden City, NY. Doubleday, 1969
 
36.Dworkin R. Decline of the Mandarin class. Baltimore Sun, September
 
8,199811A
 

37. Orentlicher D. The influence of a professional association on physician
 
behavior. Albany Law Rev 1994,57:582-605.
 
38. Council on Ethical and Judicial Affairs, American Medical Association.
 
Caring for the poor. ,lAMA 1993;269:2533-7.
 
39. Lundbcrg GO, Bodine L. Fifty hours for the poor ,lAMA 1987;258'
 
3157.
 
40. Pellcgrino ED. Altruism, self-interest, and medical ethics. ,lAMA 1987;
 
258: 193940.
 
41 Cunningham PJ, Grossman .1M, St Peter RF, Lesser CS. Managed care
 
and physicians' provision of charity care. ,lAMA 1999;281 1087-92.
 
42. Cunningham Pl Pressures on safety net access: the level of managed
 
care penetration and uninsurance rate in a community. Health Serv Res
 
1999;34(1 ):255-70.
 
43. Gray BH. Trust and trustworthy care in the managed care era. Health
 
Aff(Maiwood) 1997;16(1):34-49 .
 
44. Kerr EA, Hays RD, Mittman BS, Siu AL, Leake B, Brook RH. Pn 
mary care physicians' satisfaction with quality of care in California capitated 
medical groups. ,lAMA 1997;278:308-12. 
45. Jaklevic Me. Doc income still rising - AMA data. Mod Healthcare
 
1998;28(13)3 .
 
46. Rodwin MA Medicine, money, and morals: physicians' conflicts ofm
 
terest. New York: Oxford University Press, 1993.
 
47. James C. "Hope" series returns with darker view ofdoctors. New York
 
Times. September 23, 1999:B I, B9.
 
48. Cauthcn DB. Luxurious cars: should physicians flaunt their wealth?
 
,lAMA 1989:262: 1631
 
49. Reinhardt UE Resource allocation in health care' the allocation of life
 
styles to providers. MUbank Q 1987;65: 153-76.
 
50. Pellcgrino ED, Thomasma DC. A philosophical basis of medical prac
 
tice. Oxford, England: Oxford University Press, 1981
 
51. Boswcll l Life of Johnson. Oxford, England: Oxford University Press,
 
1904.
 
52. Pellcgrino ED. The medical profession as a moral community. Bull
 
N Y Acad Med 1990;66:221-32
 
63. Orr RD, Pang N, Pellegrino ED, Sicgler M. Use of the Hippocradc
 
Oath: a review of twentieth century practice and a content analysis of oaths
 
administered in medical schools in the US. and Canada in 1993. J Clin
 
Ethics 1997;8377-88.
 

54. Veatch RM. A theory of medical ethics. New York: Basic Books, 1981
 
55. Brody H, Bonham VL Jr. Gag rules and trade secrets in managed care
 
contracts: ethical and legal concerns. Arch Intern Med 1997;157:2037-43.
 
56. WeberM. Economy and society: an outline of interpretive sociology.
 
New York: Bedminister Press, 1968.
 
57. Emanuel L Professionalism and accountability in managed care. In:
 
American Board of Internal Medicine Report of the 1996 Summer Con
 
ference. Philadelphia: American Board of Internal Medicine, 1996:67-72.
 
58. Cohen eMil itant moral ity: civil disobedience and bloethics Hastings
 
Cent Rep 1989,19(6)23-5.
 
59. Morrcim EH. Balancing act: the new medical ethics of medicine's new
 
economics. Washington, D.C. Georgetown University Press, 1995.
 
60. Ziv TA, 1.0 B. Denial of care to illegal immigrants: Proposition 187
 
in Cali fornia. N Engl] Med 1995;332,1095-8.
 
61 Wooltundlcr S, Himmclstem DU. Extreme risk -- the new corporate
 
proposition for physicians. N Engl J Med 1995;333: 1706-8.
 

01999, Massachusetts Medical Society. 




