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Donald W, Light, University of Medicine and Dentistry of New Jersey

Professionalism is an Anglo-American disease.
—Fliot Freidson, 1983

Monopoly is essential to professiorialism.
—Eliot Freidson, 2001

For more than two decades, an international crisis
of professionalism has pervaded health care and
weakened the grip of professional organizations
over the training and oversight of professional
work, especially in the United States and United
Kingdom where professionalism is a preoccupa-
tion. Governments and other institutional payers
have moved in to monitor professional behavior,
control costs, and reduce large variations in the
quality of clinical practice (Hafferty and Light
1995; UK Secretary of State for Health 2007).
The unquestioned trust in the medical profession
to apply the best scientific and technical informa-
tion and skills to the needs of patients and fulfill
a tacit social contract has been shaken.

I focus here on some aspects of the shaken
trust in the medical profession that have to do
with “markets,” a term that refers to dynami-
cally constructed arenas of economic exchange
but also to the actors in those markets who have

been challenging the elevated status of profes-.

sions as state-protected monopolies that claim to
provide complex and vital services to clients for
their benefit in an impartial manner. For decades

" during the Gilded Age and into the twentieth

century, professions were widely regarded by
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Durkheim and others as standing over against
markets. By the 1970s, however, historical and
contemporaneous evidence indicated that the
medical profession was a kind of self-serving
monopoly operating within protected markets
(Berlant 1975; Burrow 1977; Freidson 1970a,
b; Larson 1977). This radical recasting, as well as
evidence of overtreatment, undertreatment, mis-
treatment, and excessive charges, led to a revolt
by governments, businesses, and other payers that
transformed them into active buyers demanding
accountability and good value. (I described the
dynamics and evidence of this transformation in
previous editions of the handbook [Light 1989,
2000]). Since 2000, however, organized profes-
sional bodies have mounted campaigns to restore
their professionalism and lost trust, with Eliot
Freidson’s last work (2001) as an intellectual bea-
con and inspiration to them. Yet as we will see,
the professions-and-markets debate ignores 2
graver development of the commercial construc-
tion of medical categories, medical evidence, and
clinical behavior that sociologists have largely
overlooked in their research on risk, illness, and
treatment.

The Countervailing Powers Framework

Single accounts of the rise of professions, while
describing their relationships with the stat
universities, and other bodies, tend to be what
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Andrew Abbote (2005) wryly describes as the
«pistoriography of imminent development,” and
they tend not to consider the wider ecological
context. The framework of countervailing powers
enables one to consider through historical periods
the changing tensions, alliances, interests, rheto-
rics, and degrees of control among key stake-
holders (Light 2000). They include organized
professional groups, the state as legitimator and
regulator, payers such as the state and insurers,
clients as individuals or larger organized bod-
ies, and corporations that make up the medical-
industrial complex. This framework resonates
with and expands on Elliott Krause’s (1996)
major comparative study in which he empha-
sizes three parties—the state, capitalism, and the
professions—at the corners of a triangle. They vie
to construct the reality of a domain, the structure
of markets, the culture of professional work and
its organization, status, and power. Jill Quadagno
(2004) has made a valuable contribution by ana-
lyzing, with her theory of stakeholder mobiliza-
tion, how these conflicts translate into decisions.
The countervailing powers framework first in-
structs researchers through the process of identi-
fying the domain or field force, the major actors,
and the nature of relations between them. Each
in turn is made up of countervailing powers,
such as the occupational competitors for profes-
sional status and greater jurisdictional control in
a given domain (Abbott 1988). The professional
constellation of countervailing forces ranges from
the crucible of its academic and research seg-
ment, with strong ties to the medical-industrial
complex, to competing providers both within
medicine and in alternate paradigms of healing,
to forms of clinically managed care that employ
protocols to shape how professional work should
be done. The state is a constellation in itself of
countervailing power groups or divisions with
different functions and priorities: the sponsor of
health-care services and public health, the funder
of most basic research to foster innovation and
¢conomic growth (Light 2006), the promoter of
commerce at home and abroad, and the creator
and enforcer of regulations. Clients or patients as
a whole are composed of diverse, often conflict-
ing groups of varied size and wealth. As Everett
C Hughes (1994 [1965], 46) pointed out, by the

1960s law and medicine were carried out in com-
plex organized settings where “it becomes hard to
say who is the client; . . . is it the insurance com-
pany or the patient?” If who the client is remains
unclear, especially when one client (the patient)
wants to have all their medical bills paid and the
other client (the insurer) wants to pay as little as
possible (Light 1992), can either patients or in-
surers trust how professionals will exercise their
autonomy and discretionary expertise? A certain
amount of the doctor as double agent seems un-
avoidable, even in a public health service (Angell
1993; Stone 1997).

A profession or professional cluster interacts

with other countervailing powers in a political -

and cultural marketplace, as well as in the eco-
nomic marketplace. Buyers and. customers, often
not. the same persons in health care, are the key
agents in markets. If they are lazy or uninformed
or uninterested, sellers have more opportunities
to exploit them. An occupation selling its ser-
vices can claim it is expert and ethical and needs
state protection from charlatans; the question is
whether patients and politicians will buy the ar-
gument. A surgeon can claim that a twenty-minute
cataract operation is worth $1200 for his time
(plus the bills for everything else), but will pay-
ers agree? Patients have become an increasingly
important countervailing power, in part through
patient-advocacy groups for specific conditions
(often sponsored by pharmaceutical companies
to advocate for costly drugs), but also through
increasingly rigorous patient-reported outcomes
measures (PROMs) (Picker Institute Europe). Pa-
tients with chronic conditions also become expert
at them, and the expert-patient movement mo-
bilizes this knowledge for better care. Whether
these developments constitute deprofessionaliza-
tion depends on how paternalistic one’s model of
professionalism is.

Sometimes stakeholder dominance character-
izes the relations among countervailing powers.
This imbalance can last for years, but the counter-
vailing powers framework requires one to exam-
ine how the other parties are reacting and how
the stable state may hide unfolding tensions and
countermoves. A central problem with professional-
dominance theory was that it could explain only
how dominance begets more dominance and
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not how countervailing powers organize against

‘it to recast power relations (Light and Levine

1988). Any dominant party elaborates itself, of-
fends other parties, and neglects important needs.
Ironically, the launch of professional-dominance
theory in 1970 (Freidson 1970a, b) coincided
with the beginning of its demise, as physicians
exploited every opportunity to raise fees and in-
crease services, as corporations moved in to ex-
ploit the protected markets, and later as payers
revolted against these excesses (Light 2004; Starr
1982). This is not the first time that sociologists
theorize a historical trend as it is ending and a
new era beginning,

An example of countervailing powers radi-
cally reframing what good professional health
care meant and how it should be organized took
place when President Richard Nixon in 1971
proposed universal access using a reorganization
of health services based on market incentives
that would turn the excesses and pathologies of
Freidson’s professional dominance on their head.
Nixon proposed establishing a national network
of health plans—based on rewarding prevention,
primary care, and minimal use of hospitals or
subspecialists—called health maintenance organi-
zations, long regarded by the AMA as seditious
hotbeds of socialism but now reconceived as en-
lightened business enterprises (Nixon 1972, item
63; Starr 1982). This proposal for well-managed,
equitable, and universal health care did not hap-
pen, but one could see the countervailing powers
in full force, contrary to professional dominance
theory, reflecting a historic imbalance of power.

Besides the search for a wider analytic frame-
work than theories of professional dominance
or deprofessionalization, material for the coun-
tervailing powers framework came from a large
comparative study of health professions in Ger-
many that showed how the sharply countervailing
relations with the state completely changed from
Weimar to the Nazi period, and then again after
1945 under two contrasting visions of state and
society (Light and Schuller 1986). By comparing
in detail how professional-state relations altered
mother-and-child care, abortion, psychotherapy,
occupational health, drug supplies, ambulatory
care, and hospirtal care in East and West Germany
in the postwar decades, this large team project
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provided the materials for the countervailing
powers framework.!

The internal elaboration of professional, state,
or payer dominance can also result in unmanage-
able structures and neglect of vital needs. Back-
lashes occur, either; overtly or surreptitiously, ag
they did in the first wave of market reforms of
professional services in Europe (Light 2001). Suc-
cess also has unintended consequences. In health
care, a byproduct, of clinical success is that more
people live longer with chronic conditions and
disabilities, changing the nature of professional
work, clinician-patient relations, and the medical-
industrial complex (Albrecht 1992; Mechanic
2006, ch. 6). Finally, larger external sociocultural
movements can also change the entire domain of
and relations among the countervailing powers,
such as the civil rights movement and its manifes-
tations in gay, disability, and women’s rights.

As an organizing framework for research, the
domains or arenas of countervailing powers ben-
efit from Abbott’s (2005) brilliant exposition of
“linked ecologies,” a systematic extension of for-
mative Chicago-school studies of occupations by
Hughes and in urban studies by Park, Burgess,
and others. Just as each countervailing power in
health-care markets is made up of its own coun-
tervailing powers in flux, so a given ecology is
made up of other linked ecologies, “each of which
acts as a (flexible) surround for others” (246).
Thus jurisdictional claims by a profession have to
succeed not only among other claimants for pro-
fessional work but also with clients, insurers or
health plans, and the state within the ecology of
countervailing forces. The state jtself “is itself an
ecology, a complex interactional structure filled
with competing subgroups and dominated by
ecological forces quite similar to those driving the
system of professions” (246). The same could be
said for health plans or insurers and for clients or
employers organizing their care.

Abbott provides a richly suggestive vocabulary
for analyzing the sociological dynamics of profes-
sions and markets, such as actors, locations or
arenas (the cluster of problems or areas of work),
links, ties, claims, jurisdictions, settlements (ar-
ranged balances less exclusive or permanent than
jurisdictions), bundles of political decisions and
actions pertaining to a location, and hinges that

e
su
re
og
ce
CcO
ce

in
to
Sic
les

Pr
Pc

Ci

te
as
(1
$O
ex
in
ar

cij
KC’]
th

St

fe
gl

ar

P
€x
in
ta




Liling

stare,
1age-
ack-
ly, as
ns of
Suc-
iealch
more
5 and
sional
dical-
hanic
leural
ain of
ywers,
nifes-

h, the
5 ben-
on of
f for-
s by
1rgess,
wver in
coun-
ogy is
which
(246).
\ave to
)T pro-
ters or
ogy of
self an
: filled
ed by
ng the
wld be

ents or

\bulary
profes-
ons or
work),
1ts (ar-
1t than
ns and
res that

reward actors in two or more ecologies. Abbott
summarizes: “The concept of linked ecologies
recognizes that events within any particular ecol-
ogy are hostage in some sense to events in adja-
cent ecologies” (2005, 254). He illustrates this
conceptual framework by examining medical li-
censing in the United States and England in- the
nineteenth century and disciplinary settlements
in universities. These analytic tools can be used
to understand historic changes at the intraprofes-
sional level, the interprofessional level, and the
level of health-care systems.

Professions as a Countervailing
Power against Markets

At the turn of the twentieth century, leading so-
cial thinkers in Europe and America advocated
the spread of professionalism as the anridote to
rampant capitalism, the antimarket countervail-
ing power. Political economists were claiming
economics to be a science (and a profession)
(Bledstein 1976). Thus their theory of how unfet-
tered self-interest benefits society was promoted
as scientific, not ideological. But Durkheim
(1957) observed that pure self-interest destroyed
society: “It is not possible for a social function to
exist without moral discipline. Otherwise, noth-
ing remains but individual appetites,” which
are boundless and unable to control themselves.
Hope lay in occupations developing moral dis-
cipline and becoming professional communities:
“Therefore, the true cure for the evil is to give
the professional groups in the economic order a
stability they so far do not possess,” so they can
flourish (10, 16). The moral development of pro-
fessions comes from being a community; a colle-
gium “within which these morals may be evolved,
and whose business it is to see they be observed”
(16). Within professional groups, members com-
pete for respect and status among their peers by
exhibiting their service to others and excellence
in their work, not by seeing who can undercut or
take over whom.

Durkheim hardly mentioned how specific
professions work and offered no evidence for
how professional ethics could rescue society from
big business and amoral market forces. But he

was convinced, as were other leading intellectu-
als, that occupations could be a countervailing
force against the ruthless capitalism of the early
twentieth century. Each could develop its own
moral order and form of professional ethics and
together they would finction as “a kind of moral
polymorphism” in which “the greater the strength
of the group structure, the more numerous are
the moral rules appropriate to it and the greater
the authority they have over their members”

(Durkheim 1957, 7). Haskell, an important his-

torian of the professions, characterized this view

of professions “as a ‘countervailing market,” struc-
turing a set of inducements and sanctions that
can pull the path of self-interest up out of the rut
of purely pecuniary advantage” (1984, 217).

In a similar vein, across the English Chan-
nel from Durkheim, R. H. Tawney mounted an
influential critique of a society based on material
self-interest and acquisitiveness. He also believed
that the professionalization of occupations would
infuse them with a principled, disinterested
dedication to serving society that would counter
relentless market forces. “A profession may be de-
fined most simply as . . . a body of men who carry
on their work in accordance with rules designed
to enforce certain standards both for the better
protection of its members and for the better ser-
vice of the public,” he wrote in The Acquisitive So-
ciety. “So, if they are doctors, they recognize that
there are certain kinds of conduct which cannot
be practiced, however large the fee offered for
them; . . . it is wrong to make money by deliber-
ately deceiving the public, as is done by makers
of patent medicines, however much the public
may clamor to be deceived” (1920, 94-95). What
Tawney overlooked was how actively doctors
participated in concocting and promoting cure-
alls in Europe and the United States. While they
no longer concoct them, physicians today play
a central role in promoting and prescribing the
latest drugs, even though most have no evidence
of being superior to existing drugs (Brody 2007;
Goozner 2004; Healy 2004).

Professions as a countervailing power to mar-
kets, or civic professionalism, also lay at the cen-
ter of progressive reforms advocated in the United
States by John Dewey, Jane Addams, and Herbert
Croly. The moral ecology of communities was
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being destroyed by big business and the amoral
pursuit of self-interest, they maintained. Croly
(1965 [1909]) proposed that a new spirit of pro-
fessionalism could become the moral salvation
of U.S. society (see Sullivan 2005, ch. 3). A new
citizenry would be responsible and enlightened
by a new American hero, the civic professional.
Jonathan Imbers 2008 study explores how the
moral authority of physicians during this period
was religiously infused.

Professionals were models of how to use ex-
pertise for social betterment by developing a sci-
entific approach to crime, poverty, disease, bad
food, dangerous drugs, poor housing, ineffective
teaching, and many other spheres of life (Bledstein
1976). People would learn that self-fulfillment
comes though mastery and dispassionate applica-
tion of rigorous knowledge and skills along with
others in 2 moral community. The cultural capital
of professionalism was contrasted with economic
capital, rather than regarding cultural capital as a
complementary form of economic investment as
we do today. The ethos of professional communi-
ties was the key attribute, not “autonomy,” a term
that then referred less to individual professionals
than to the profession as a whole standing apart
from amoral markets and ordinary occupations.

It may seem quaint to emphasize the degree
to which big business in this earlier great era of
raw market power regarded professions as com-
munities of experts with a strong antimarket
moral ethos. But a similar version of professions
as a countervailing power to markets underlies
the campaigns to restore professionalism today,
as well as Eliot Freidson’s (2001) construction of
professionalism as an ideal type over against reli-
ance on markets or bureaucracies as contrasting
ideal types. An echo sounds in Sciulli’s (2005)
important review of professions, which empha-
sizes a fiduciary responsibility to advance client
well-being, to apply services consistently to stan-
dards and to not tolerate opportunistic behaviors,
to design institutions for governance and regula-
tion of professional work, and to critically review
their knowledge and practices. The strongest echo
a century later is reflected in the work of the Car-
negie Foundation for the Advancement of Teach-
ing, a sustained assessment of U.S. professions
aimed at restoring civic professionalism (Sullivan
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2005). Freidson too emphasizes professionalism
as an antidote to expert services being driven by
consumers and profits, but more narrowly fo.
cused on those services and as a civilizing force
and an exemplary community of service.

:

Are Professionals Altruistic?

Social scientists, even economists, so widely be-
lieved that professionals were altruistic while the
rest of humankind pursued self-interest that when
Haskell (1984) reviewed all articles in major so-
cial science journals from their inception through
1940, he could find no critique until Parsons’s
1939 essay on the professions. Parsons found it
implausible that different motives drive business
executives than those that drive professionals, as
if the two groups were cut from a different cloth
or gene pool. He pointed out that profession-
als rationally apply universalistic knowledge and
technical competence in value-neutral, function-
ally specific ways to all relevant clients. But so do
business executives. Both provide services to cus-
tomers. Both are egoistic. Both want to succeed.
What differs is not their motives; rather, “the in-
stitutional patterns governing the two fields of ac-
tion are radically different” (Parsons 1939, 465).
These shape behavior and people’s “motives” and
define appropriate goals, actions, and rewards.
We cannot expect professionals to act too
differently from the market structure and insti-
tutional framework in which they practice. Most
will not be very altruistic or civic in a system
focused on generating revenues and profits. Put
them in a salary-based national health system like
the Veterans Health Administration, however, and
their motives will change. There seems little evi-
dence that professions are a countervailing power
against markets in a market-oriented system, and,
as I argue later, professions have a natural affinity
to markets and corporations that advance their
interests. Still, a notable number of professionals
since the mid-nineteenth century have dedicated
themselves, against the market-oriented grain,

. to developing workers’ health-care clinics, other

‘mutual aid cooperatives, poverty medicine, and
public health—all of which have played a critical
role in changing institutional frameworks (Light
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and Schuller 1986; Schwartz 1965; Tudor Hart
2008).

Freidson’s Case for Professionalism

In his final work, Professionalism: The Third Logic,
Eliot Freidson echoed an avalanche of articles in
the 1990s that argued against managed-care cor-
porations and consumerism as inherently anath-
ema to professionalism (Hafferty 2003, 137-38).
Freidson aspired to establish professionalism as
the third alternative or logic to Adam Smith’s
theory of markets and Max Weber’s theory of bu-
reaucracy for how social life can be organized.

At the heart of professionalism is discretion-
ary specialization, the application of technical
knowledge, skills, and tacit knowledge to prob-
lems that appear in various manifestations, guises,
and contexts, Freidson theorized (2001, 23-25).
Therefore, professionals must have “monopoly,
or control over their own work” (32). Full-time
dedication to this work over a lifetime enables
them to build up tacit knowledge and skills. The
profession must control the division of labor and
work, specifically, “each specialization controls
the work for which it is competent, negotiates
its boundaries with other specializations, and by
that method determines how the entire division

of labor is organized and coordinated” (55). The
profession must determine the qualification of
members and grant them permanent status in
sheltered labor markets where they have the ex-
clusive right to do certain kinds of work (73-78).
Credentials provide clear market signals about
who is competent and trustworthy.

i

Beneficial and Pernicious Competition

The neoclassical ideal type of market behavior

assumes many buyers and sellers, clearly defined
products or services, full information on prices
and value, and other attributes in the first col-
umn of Table 16.1. By contrast, professional ser-
vices are often characterized by uncertainties and
contingencies, as professionals try something, see
how well it works, and go from there. Informa-
tion is often asymmetrical, incomplete, unreliable,
and expensive. In health care there are often side
effects from drugs, surgery, or other procedures
that result in a Jarge volume of iatrogenic harm
(see Abraham, this volume; Light 2009). The
patient’s condition may also affect others when
contagion is involved or may affect relations with
others when mental or physical capacities are af-
fected. In addition, medical markets usually have
few hospitals or clinics, and institutional buyers

Table 16.1. Neoclassical markets versus markets for professional services

Conditions for beneficial competition

Conditions for pernicious competition

Product or service clearly defined; clear boundaries,
property rights

Product or service needed uncertain and contingent;
unclear boundaries

Buyers have full information on prices, quality, services

Buyers confront esoteric, complex, uncerrain, and con-

tingent information on services

Information cheap or free

Information and searching costly

No externalities. No harms or benefits to other parts of
self or others in this transaction.

Externalities. Harms or benefits to other parts of self or
others in this transaction.

Buyers rationally maximize clear preferences

Buyers scared, worried, vulnerable, conflicted

Many buyers and sellers, no relation to each other

Few sellers in a market; have historical, cultural, eco-
nomic, political ties

No barriers to entry or exit

Barriers to entry and exit

Market signals quick; markets clear quickly

Market signals muddled and slow

Source: Adapted from Scott et al. 2000

Italics indicate the predominant actors, logics, or governance mechanisms for each era (except in the current era, in which no

Predominant governance mechanism has yet emerged)
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(insurance companies, health plans), creating 2

. bilateral oligopoly, not a competitive market.

When one or more of the conditions neces-
sary for beneficial market competition are lack-
ing, the stage is set for pernicious competition,
where the sellers or providers can exploit consum-
ers and payers by charging a great deal for services
or medicines of little value, and by delivering ser-
vices of unknown quality or safety. Hospital and
other service corporations have ties with suppliers
in oligopolistic markets, and competition rewards
inefficient fragmentation as each market player
constructs niches to maximize profits (Geyman
2004; Lundberg 2000; Starr 1982). In sum, the
failures in health care to meet the prerequisites
of beneficial markets would seem to strengthen
the case for professionalism to prevail instead, ex-
cept that many physicians and their professional
societies have demonstrated an affinity for com-
mercial enterprises that enhance their repertoire
of tools, equipment, devices, or drugs and that
increase revenues—a prominent feature of the
golden age of medicine (Light 2004; Starr 1982).

Professional Paternalism

It becomes clear in the chapters “The Assault on
Professionalism” and “The Soul of Professional-
ism” of his book Professionalism that Freidson
extends professional control to encompass “who
is to perform what tasks and how much will be
paid, on what terms” Still more broadly, in the
development of the U.S. health-care system up
to the 1960s, the profession “almost completely
realized ideal-typical professionalism,” he writes.
“During the Golden Age, physicians had vircually
complete control over the terms, conditions, and
content of their work. They were free to charge
all that the pockets of their patients could yield
and to decide how much charity or free care to
provide to whom” (2001, 180, 181, 184).

This remarkable characterization reflects a pa-
ternalistic ideal that leaves access and affordability
up to each practitioner. It fails to take into account
all the detail that Freidson himself provided thirty
years earlier in his pathbreaking books Profession
of Medicine (1970a) and Professional Dominance
(1970b). Professionalization in the progressive
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era involved converting hospitals from charitable
institutions into fee-based “doctors” workshops”;
claborating specialization for greater control over 3
niche, more prestige; and higher fees; developing
provider—based insurance that reinforced profes-
sional control over fees through passive reimburse-
ment; and establishing relations with medical
supply and pharmaceutical companies that en-
hanced professiohal power (Light 1989; Starr
1982). These changes served as ecological hinges
and new jurisdictions among the profession, chari-
table institutions, manufacturers, and insurers.
These organizational features improved the
quality of medical services but resulted in an in-
verse relationship between the availability of ser-
vices and the need for them (Quadagno 2005), an
“nverse care law” (Tudor Hart 1971) reflected in
Part I of this volume (see Link and Phelan; Kawa-
chi; and Dubowitz, Bates, and Acevedo-Garcia).
This professional focus on treating sick patients
also fits the conservative capitalist agenda to treat
injured or sick workers and get them back on the
job without addressing the upstream occupational
risks, forms of exploitation or inequality, or issues
of public health that led to their becoming injured
or sick (Brown 1979; Navarro 1976; Navarro
and Muntaner 2004; Waitzkin 1983, 2001). The
great industrial fortunes of the nineteenth cen-
tury bankrolled the campaign of the medical elite
for a model of professionalism based on clinical
intervention and for stopping broader efforts to
improve occupational safety, reduce poverty, and
improve public health for all (see references in
Light 1989). Herein lies a fatal flaw in Freidson'’s
ideal type: individual professional autonomy pays
litle attention to social causes of ill health, social
injustices, or inequities. The organized profession
has opposed universal health care in virtually every
country that has attained it. Lacking a societal
frame, as Parsons implies, professionals usually
pursue their self-interests. If “monopoly is essential
to professionalism,” as Freidson claims, should we
not be worried about possible abuses (2001, 3)?

Aqtonomy’s Fallout: Dominance, Then Revolt

The autonomous exercise of discretionary special-
ism ‘that lies at the heart of Freidson’s third logic




ironically led to the assault on professionalism
that Freidson deplored. Freidson’s own empiri-
cal studies of professional dominance were joined
by an impressive number of studies by historians
and sociologists summarized in the last edition of
¢his handbook (Light 2000) and by more recent
historical accounts (Gordon 2003; Light 2004).
First, while the organized profession as a collectiv-
ity is granted autonomy, each professional claims
this autonomy for him- or herself. This greatly
weakens the possibility of collective autonomy
in which professionals together monitor each
other’s practices and discuss better ways to treat
certain kinds of cases. Individual professionals are
protected from accountability and can cover up
mistakes (Hughes 1958).

In a powerfully challenging review of Freid-
son’s book, Fred Hafferty (2003, 140-41) cites
numerous studies that document physicians miss-
ing a large number of clinical disorders, doing
tests incorrectly, prescribing drugs for unproven
indications, and ignoring dangerous side effects,
which leads him to conclude: “T find it difficult
to imagine how medicine can justify its calls for
‘independence’ and ‘freedom of action,’ given the
prevalence of physician ineptitude and culpabil-
ity.” Individual autonomy leads to large variations
in how individual clinicians diagnose and treat
the same symptoms or problems, implying that
the scientific basis for their decisions is thin or be-
ing selectively applied. Thus individual autonomy
undermines the central claim of professionalism.

Second, these variations become amplified as
autonomy leads to specialization, an extension of
the “third logic” through internal segmentation,
which gains for professionals greater autonomy,
control over the scope of their work, capacity to
do research, greater prestige, a competitive edge
for patients, and income. Early specialization
began, sometimes without any clear technical
or therapeutic advance but often with advances
based on professional rhetoric and theoretical
models (see Stevens 1998; Halpern 1988; Scull
1979; Louden 2008; and Weisz 2006; Zetka
2008). Initial claims of expertise lead to—in Ab-
bott’s terms—settlements and, if successful, to
jurisdictions. Specializing enables more detailed
knowledge and research to develop, and cer-
tainly patients believe that specialty care is bet-

ter, though considerable evidence questions how
much better off many patients are. Structurally,
specialization elaborates a linked ecology within
clinical practice, with ties and hinges to terms of
payment and commercial suppliers. It can also
prompt “the erosion of medicine from within”
(Zola and Miller 1973). Specialty societies erode
the centralized power of the overall medical as-
sociation, highlighting differences in agendas and
priorities, and political control becomes more dis-
sipated. Specialization also creates monopolistic
niches and specialty societies that lobby for bet-
ter pay for more elaborate care than for primary
care (Light 2004; Stevens 1971). As a result, the
market for primary care and family medicine is
dying in the United States (McKinlay and Mar-
ceau 2008), even though integrated, nonprofit
health systems like Kaiser-Permanente, the Veter-
ans Health Administration, or the UK National
Health Service find that primary-care teams can
treat more than 90 percent of patient needs with
greater continuity and at lower cost.

Freidson knew all this, wrote critically about it,
yet hardly mentioned it as the dark, institutional
side of his ideal type in Professionalism: The Third
Logic, the side he researched with distinction for
forty years (Halpern and Anspach 1993). “Where
he concluded Profession of Medicine with concerns
about a new tyranny of professionalism,” Robert
Dingwall observes, “7hird Logic concludes with
a call to sustain the independence of professions
as a source of resistance to the greater tyrannies
of markets and capital” (2008, 139). Freidson’s
chapter “The Assault on Professionalism” be-
moans countervailing efforts by governments and
employers, through insurers as their agents, to re-
view and restrict tests, drugs, and procedures but
does not cite the evidence that many of these are
unnecessary and have harmful side effects. Freid-
son writes that peer review “created significant
constraints on the freedom of physicians to do
their work however they wished,” but given the
wide variations in quality of care, one might re-
gard peer review as reinstating the social contract
between the profession as a whole and society.
Freidson describes the dismantling of legal pro-
tections of professions from antitrust strictures as
tragic, without mentioning the self-serving forms
of collusion and consumer exploitation that led
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to the removal of those protections (Havighurst
2003). The failure to describe the pathologies
of unfettered autonomy and the reasons why
countervailing powers have risen up to contain
them keeps several recent works on professions
and markets from being either accurate or real-
istic (Ameringer 2008; Leicht and Fennell 2001;
Relman 2007; Sullivan 2005). Changes such as
evidence-based medicine, clinical protocols, and
clinical pathways are part of the buyers’ revolt
summarized in Table 16.2. These changes aim
to improve quality and to reduce variation and
unnecessary procedures resulting from profes-
sionalism based on individual autonomy, though
they have their downsides. Targets and guidelines
fragment care of the whole patient into bits and
deflect attention both from what is not measured
and from how what is measured may interact
with aspects of a patient’s situation. Nevertheless,
this new focus represents a fundamental realign-

"ment of countervailing powers, and even of the

knowledge base of medicine (Timmermans and
Kolker 2004), in which the state and insurer/pay-
ers redefine their roles, the nature of oversight,

and the meaning of professionalism to base these
on accountability (see Table 16.3).

The New Professionalism:
Accountability and Value,

Professionalism based on accountability is the
outcome of countervailing powers today and
a reconceprualization of medical science, prac-
tice, and profession. It represents a shift from a
training-and-license model to a competency/per-
formance model of professional work and thus
to team models of care, like those that have been
developing in the British National Health Service
and elsewhere (Kuhlmann 2006). This shift lays
the foundation for nonphysician clinicians to as-
sume more professional work and even to replace
physicians (McKinlay and Marceau 2008). What
once was trust in the quality and integrity pre-
sumed of holders of medical degrees has become
“enforceable trust” (Portes and Sensenbrenner
1993), or what Kuhlmann (2006) calls “justified

trust,” based on visible markers and measurable

I
i
Ji Y/
ii Table 16.2. The buyer’s revolt: axes of change
Dimensions From provider driven To buyer driven
Ideological Sacred trust in doctors Distrust of doctors’ values, decisions, even
competence
Clinical Exclusive control of clinical decision making Close monitoring of clinical decisions, their cost,
and their efficacy
Emphasis on state-of-the-art specialized Minimizing of high-tech and specialized
J - . . .
‘ interventions interventions
i Lack of interest in prevention, primary care, and - Emphasis on prevention, primary care, and
i chronic care funding
[
‘ .
; Economic Carte blanche to do what seems best; power to set Fixed prepayment or contract with accountabili
p prepay
fees; incentives to specialize for decisions and their efficacy
Informal array of cross-subsidizations for teaching, - Elimination of “cost shifting”; pay only for services
research, charity care, community services contracted
Political Extensive legal and administrative power to define Extensive legal and administrative power to direct
and carry out professional work without competi- professional work and shape the organization
tion, and to shape the organization and econom- and economics of services
ics of medicine
Technical Political and economic incentives to develop any Political and economic restraints on developing
new technology in protected markets new technologies
Organizational Cottage industry Corporate industry

Potential excesses
« and dislocations

Overtreatment, iatrogenesis, high cost, unnecessary
treatment, fragmentation, depersonalization

Undertreatment, cuts in services, obstructed access,
reduced quality, swamped in documentation
of work
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Table 16.3. Aspects of traditional versus new professionalism

Autonomy-based traditional professionalism

Accountability-based new professionalism

Quality focused on process and determined individually,
so effectiveness and quality variable

Quality focused on outcomes established through
clinical research, with guidelines, protocols, and care

pathways

Subspecialization and hospital care as the center of
power and prestige

Focus on primary care, prevention, and management;
subspecialization and hospital care as backup

New clinical research elite sets evidence-based standards

and protocols

Physician-based practice and authority; delegated work
to nurses, others

Team-based practice and collaboration

Oriented toward episodic treatment of acute problems

Oriented toward prevention and management of risks or

problems to maximize functioning

outcomes. Demands for evidence of quality and
value by countervailing powers are rescuing the
medical profession from itself by hoisting it by its
own petard, demanding it take science seriously
(DeVries, Lemmens, and Bosk 2008). This effort
can lead to new alliances among countervailing
powers and also to the danger of commercial in-
terests gaining unprecedented power by shaping
clinical trials and evidence.

Despite the growth of evidence-based medi-
cine, clinical guidelines, and systems for measur-
ing quality, professional dominance is far from
being reduced to “a historical curiosity,” as a
colleague put it to Robert Dingwall (2008). The
managed-care backlash, encouraged by physi-
cians, has forced employers and managed-care
companies to become less assertive as a counter-
vailing power and to shift the problem of cost
containment to employees by making them pay
increasing proportions of physician charges as
well as insurance premiums (Robinson 2001).
Since then, entrepreneurial specialist physicians
have found myriad ways to increase tests, proce-
dures, revenues, and profits.

Freidson ends his book on professionalism as
the third logic with the chapter “The Soul of Pro-
fessionalism,” where he claims the worst scenario
would be professionals turning into “merely tech-
nical experts in the service of the political and
cultural economy,” as in a national health service
or universal health plan (2001, 212). Should this
occur, he predicts, quality of service to clients will
change as discretion is minimized. Line practi-

tioners will be less satisfied, and consumers (his
word) will sense a perfunctory, standardized treat-
ment of their problems. The spirit of ideal-typical
professionals will be lost, as will be “their distinc-
tive moral position that considers the use of their
knowledge in light of values that transcend time
and place” (213). What that moral position is, or
what values transcend time and place besides a
dedication to quality work, is not described but
harkens back to Durkheim, Tawney, and Croly,
who were equally vague and romantic about the
moral ethos of professions in their day.

Hafferty (2003, 146-48) draws on his close
observations and research to report that medical
students often arrive with a desire to help and
heal others but that training makes them more
cynical, a pattern found repeatedly over the past
forty years. Medical students come to disavow
altruism .and fear burnout and vulnerability to
manipulative, demanding patients. They “reject
the presumption that being a physician involves
obligations” and assert “a healthy and cared-for
self . .. as a precondition to helping others.” The
point of being a doctor is to have a good life and
not work too hard, he reports from the field. Yet
student leaders of the American Medical Student
Association have for years been outspoken critics
of commercialized medicine and a system that
leaves forty-six million uninsured and millions of
insured patients paying large sums for uncovered
portions of their bills precisely when they can least
afford it (AMSA 2009). They join a long tradi-

tion of public-spirited physicians working against
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the prevailing system. Thus the institutionalized
ethos of most medical schools, residencies, and
faculty weakens the “soul of professionalism,” but
an altruistic minority finds compatible places to
practice on the margins, such as public hospitals,
community health clinics, the National Health
Service Corps, the Indian Health Service, some
service-oriented nonprofits, and the Veterans
Health Administration.

Besides ignoring decades of evidence on how
autonomy undermines professionalism’s promise
to apply the best evidence, knowledge, and tech-
niques to solve the problems of clients, Freidson
and other champions of the medical profession
do not acknowledge how much of medicine can
be routinized around well-developed procedures,
resulting in a level of quality higher than that
produced by the variations of clinical autonomy.
The best health-care systems, like Kaiser Perma-
nente or the Veterans Health Administration,
use protocols and standards of practice to attain
high levels of quality, and England’s National
Health Service (NHS) has been working rapidly

toward that end for the entire national system
(Klein 2006; Oliver 2005). The NHS has steadily

strengthened and broadened primary care into in-
terprofessional teams, and the revolutionary new
contract in 2003 builds in payments for realizing
146 population-based targets for prevention, di-
agnosis, treatment, and monitoring of chronic
conditions that in effect define what the payer
(the government) regards as good clinical prac-
tice. An important critique points out that pay-
ing in proportion to effort does not correlate well

~ with paying in proportion to health gain, and vice

versa (Fleetcroft and Cookson 2006). Further,
payment for meeting clinical targets discourages
providers from treating the more deprived and

sicker patients who have more complex problems

and take more time (Heath, Hippisley-Cox, and
Smeeth 2007). Untargeted health needs also tend
to become more neglected.

A protocol-driven contract like that of the
new NHS embodies Freidson’s vision of the
worst that could happen to professionalism cen-
tered on autonomy: doctors and nurses reduced
to mere technical workers told how to do their
work by Big Brother. A new field study investi-
gates this prediction by observing how the new
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NHS contract’s. clinical targets are being imple-
mented (McDonald, Checkland, Harrison, and
Coleman 2009). Certain. general-practice part-
ners, designated “chasers,” use detailed electronic
clinical records shared by all to chase up those
who are not performing to standard. Contrary
to Freidson’s predictions, the “chased” actively
support the content of the targets and the goal
of implementing a 'uniform high standard of
care. The researchers found that the new system
overcomes a central problem: lack of specific in-
formation on how individuals practice (Freidson
1975). The protocols enable both managers and
providers to measure clinical performance. A GP
commented: “I mean although I hate it, I do, you
know, it’s very paradoxical' but I actually think
it’s a good idea and I think it makes things tan-
gible and quantifies things and although I think
it’s a lot of hard work, I. .. the bottom line is I
think patients benefit from it (McDonald et
al. 2009, 1202). The larger implication harkens
back to Parsons’s conclusion that the institutional
framework defines the goals and rewards of work.
Without a larger societal mandate to prevent ill-
ness, manage chronic conditions, and maximize a
population’s capacity to function, professionalism
in an open field becomes the victim of its own ex-
cesses and deficiencies. With a societal mandate,
the better qualities of professionals can be har-
nessed to beneficial societal ends (Light 1999).

Professionalism as Selfless Service to All?

At the end of his widely cited book on profession-
alism, Freidson turns away from his celebration
of the golden age of medicine when physicians
could treat whom they wanted, how they wanted,
and for as much as they wanted to lay down
moral mandates. “The ideology of professional-
ism asserts above all else devotion to the use of
disciplined knowledge and skill for the public
good,” he declares. The profession should “de-

clare social policies which deny equal access . . -

to be professionally unethical” (2001, 217). Such
policies would include much of the professionally
constructed health-care system and the social pol-

. icies of medical societies over the past fifty years.
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of quality, Freidson continues, should be declared
unethical too. So should investing capital in pro-
fessional services with the aim of maximizing
returns on profit, a practice that turns attention
from less profitable to more profitable proce-
dures, regardless of benefit. (Yet it is the assertion
of “professional autonomy” that underlies the
expansion of physician-owned clinics and hospi-
tals for profit.) Finally, “there can be no ethical
justification for professionals who place personal
gain above the obligation to do good work for all
who need it, even at the expense of some poten-
tial income” (218). And professionals should not
use patents to maximize profits.

If observed, these principles would turn
health-care professions into a powerful counter-
vailing force against the markets in medicine and
the marketlike behavior that result from profes-
sional autonomy. Freidson’s precepts offer greater
moral clarity than anything Durkheim, Tawney,
or Croly wrote. They are at such odds, however,
with the rest of his argument that one does not
know what to make of them. It is hard to imagine
sociologically how these principles could be car-
ried out except in a universal public health-care
system or a national health service. Every one of
them is violated every day in the U.S. health-care
system as physicians profit from their incorpo-
rated specialty practices that undercut integrated
care, and from the billions they accept from
manufacturers to use new drugs or devices before
their safety and added benefits are established
(Angell 2009). If Freidson had built his model of
professionalism on his strong ethic of public good
and social justice, it would have been profoundly
different. It would have taken into account his
groundbreaking empirical studies, including the
practices, limitations, and biases of professional
work in early group and prepaid practices (see
Freidson 1961, 1975).

Sources of Diminished Trust

If one examines the many accounts of diminished
professionalism and trust, one finds four quite
different sources: rare cases of bad-apple abusive
or incompetent practitioners; Widespread varia-
tions in treatment and cost for the same problem,

which suggests that autonomous professionals
do not apply a common body of expertise; self-
commercialization; and corporate cooptation or
colonialization.

Distrusting Self-Regqu‘tion
Reflecting a central institutional dynamic in the

United Kingdom but oddly peripheral in the
United States and: elsewhere, the few bad apples

among practitioners in that country led Brit- .

ish leaders to conclude that professional bodies
failed to monitor, investigate, and address seri-
ous cases of abuse, fraud, or incompetence and
thus jeopardized the public’s trust in practitioners
(Yeung and Dixon-Woods 2009). Professional
ethics—which Bledstein (1976) characterized as
“professional etiquette” and Berlant (1975) as a
vehicle for monopolization—were implicated in
colleagues’ failure to report suspicious behavior
and protect their fellow professionals rather than
patients. It seems that the social contract and the
public’s expectations that professionals will be
honorable, ethical, and up-to-date were not hon-
ored on the occasions when the profession’s assur-
ances were not upheld.

Such cases exist everywhere, but in the United
Kingdom, they have contributed to historic in-
stitutional changes among the countervailing
powers that surround the profession as the gov-
ernment has subsumed traditional professional
functions. British regulation no longer assumes
that medical professionals are competent until
found otherwise but rather that they must be
examined as “fit to practice” through detailed
reviews of work, “revalidation,” and remediation
when needed. The profession was given a chance
to design these reforms of accountability, but its
proposals were “scathingly rejected,” and institu-
tional redesign was turned over to government
officials. The General Medical Council (GMC),

responsible for education and registration, has

.been transformed from an organization based on

a nineteenth-century model with most members
selected by the profession to a model of public
accountability, with parity of lay and profes-
sional members appointed through an indepen-
dent commission. The power to adjudicate cases
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of professional misconduct has been transferred
to the new Office of the Health Professions Ad-
judicator. All regulatory functions of the GMC
are now overseen by an independent Council for
Healthcare Regulatory Excellence accountable
to Parliament (UK Secretary of State for Health
2007).

These new practices, standards, and institu-
tions apply to all health professions in consistent
ways that end the variable practices of profes-
sional organizations. Thus the autonomy of both
individual clinicians and their professional bodies
has been sharply curtailed, even though breaches
of trust are rare. These new institutional arrange-
ments in effect carry out parts of the mythic
social contract that the organized profession
did not monitor or enforce well. They aim to
make professional work more trustworthy, and
they provide a model for how state professional
boards in other countries could assure the pub-
lic that health professionals meet high standards.
Few state boards in the United States measure up
(Public Citizen 2008), yet similar cases of un-
ethical or incompetent behavior have not led to
significant U.S. reforms. Comparative research is
needed on how the linked ecologies of counter-
vailing powers operate in different countries.

Reining in Autonomous Market Behavior

The irony that autonomy leads to diminished
trust by generating widespread variations in pro-
cedures, cost, and quality when specialists treat
the same cases has led to evidence-based medicine
and clinical guidelines (Hafferty and Light 1995;
Timmermans and Berg 2003). Yet Americans re-
ceive care that meets established quality standards
only about half the time (McGlynn et al. 2003).
Quality varies considerably, not only by insur-
ance status and other market variables, but even
after controlling for them. Are quality and the
application of professional expertise less variable
elsewhere, in universal health-care systems that
do not operate largely by economic markets? His-
torians maintain that medicine was ever thus—
centuries of doctors running cottage practices
based on charismatic and legal authority, mar-
kéting useless or harmful cures, and having littde
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systematic knowledge of which treatments work
better (Imber 2008; Wootton 2006).?

A variety of measures have been taken to es-
tablish clinical standards. From a market perspec-
tive, these are analogous to measures to protect
the public from unacceptable variations in other
service industries, but they represent a revolu-
tion in medicine. For example, a cardiac team
trying to decide how 'to treat a patient who has
severe congestive heart failure can use compara-
tive data to estimate. his five-year survival chances
based on tracked cases—medication 9.4 percent,
angioplasty 26.5 percent, or bypass surgery 46.2
percent—and then review treatment choices with
the patient (Millenson 1997). New Jersey, like
several other states, publishes the risk-adjusted
mortality rates of hospitals and surgeons so that
patients can choose a surgeon with a proven
track record (State of New Jersey 2009). A profit-
seeking managed-care company, however, can use
guidelines to squeeze time, tests, and treatments
for profit (Burdi and Baker 1999). Researchers
find that unless physicians choose and develop
evidence-based guidelines themselves, as they do
in large physician groups or physician-run orga-
nizations like Kaiser-Permanente, they resist them
(Audet et al. 2005; Rittenhouse et al. 2004).

In the United Kingdom, particularly in En-
gland, the government as payer and governor of
a national health service has developed National
Service Frameworks that detail clinical standards
for large clinical areas (e.g., cardiology) or kinds
of patients (e.g., children). It established NICE,
the National Institute for Clinical Excellence, to
assess which of hundreds of new medicines, de-
vices, and procedures meet criteria for effective-
ness and value. Such efforts generate controversies
about approaches or products not included, and
about over- or underrating. Clinical governance
has become a public rather than a self-governing
professional function, overseen by the English
Care Quality Commission. Pay now depends in
part on meeting quality targets and leads to a cer-
tain amount of gaming and displays of compli-
ance. These changes tacitly shift decisions about
how to stay within a budget to doctors practicing
evidence-based medicine and diffuse responsibil—
ity for rationing when it occurs (Harrison 1998).
It changes the professional basis of work from

the
epid

mer]

may
sion
sion
othe
but

In ¢
fort:
mar
con
with

Self-

The
cormn
mec
stitt

Cor
per:
sior

thei
tho
imp
tior
me
hig
1o 1
cal
the
dur
anc
con

the

Fou
pro
fess
fes:
anc
for
acc

Bl
did




has

ces
‘nt,
6.2
ith
ike
ted
hat

ven

use
nts
LEXS

nal
irds
nds
CE,

, tO

ive-
sies
and
nce
ing
lish

5 in

the individual application of medical science to
epidemiological evidence of effectiveness (Tim-
mermans and Kolker 2004). Some observers
may see this constellation of changes as profes-
sionalism destroyed; others regard it as profes-
sionalism finally realized (Millenson 1997). Still
others in Scotland and Wales agree with the goals
but not the particulars of the English approach.
In the United States, there are many similar ef-
forts to establish quality standards, one for each
managed-care group or plan, specialty society,
consulting firm, and government initiative, each
with a somewhat different focus and approach.

Self~-Commercialization

The third source of diminished trust, self-
commercialization, although ever-present in
medical practice, has shaped the large-scale in-
stitutionalization of practice and markets in the
twentieth century (Larson 1977; Starr 1982).
Contrary to the claims of Freidson and spokes-
persons for the profession, I contend that profes-
sionals have a considerable affinity for business
and have embraced corporations that enhance
their diagnostic and treatment capacities, even
though new tests, devices, and drugs may not
improve clinical results. Health-care corpora-
tions arose to exploit the protected markets the
medical profession created in which margins were
high and it was nearly impossible to lose. Calls
to restore professionalism overlook the rapid es-
calation of costs, the unnecessary procedures, and
the professional corporatization that occurred
during the golden age of professional autonomy
and dominance. Professions s markets and self-
commercialization would characterize what led to
the buyers’ revolt (see Table 16.2).

“William Sullivan, writing for the Carnegie
Foundation’s long-term project on restoring
professionalism, misconstrues the decline of pro-
fessional sovereignty as beginning when the pro-
fession partnered with government after Medicare
and Medicaid were passed, resulting in “less room
for autonomous maneuver” (2005, 57). Sullivan’s
account overlooks the history of Blue Cross and
Blue Shield, a kind of nonprofit insurance that
did not interfere with providers freedom to

bill as they liked (Law 1974; Somers and Som-
ers 1961). Later, as conﬁmercial insurers began
to write health insurance, they emulated this
model of passive reimbursement. As Medicare
and Medicaid took shape in 1964, the profession
threatened not to treat the elderly and the poor
unless both programs were based on reimburs-
ing what providers charge. Services and charges
rapidly increased, and Congress has been trying
to curb both ever since. By addressing neither
self-commercialization among physicians who
turned their practices into corporations during
the golden age of medicine from 1945 to 1975
nor the implications of this process for the social
contract (which is never described), the Carnegie
Foundation project is likely to be strong on rhet-
oric but ineffective.

A new account of U.S. health-care profes-
sions and markets by Carl Ameringer (2008),
sponsored by the Milbank Fund, likewise misses
the extensive self-commercialization in the 1950s
documented in the authoritative study by Somers
and Somers (1961), as well as expanded forms in
the 1960s documented by several studies cited in
previous editions of this handbook. Ameringer's
starting point—the Federal Trade Commission’s
attack on collusive and protectionist medical
practices after 1975—makes it look as if neocon-
servatives attacked a noble profession. Ameringer
mentions neither the self-serving ethics and prac-
tices that resulted in excessive tests, drugs, opera-
tions, hospital procedures, and charges (Berlant
1975), nor prior concerted efforts by Congress to
regulate professional expansion (Starr 1982). Phy-
sicians and hospitals effectively sidelined or cir-
cumvented these efforts. Self-commercialization
is especially prevalent in the United States, where
physician practices incorporated in the 1970s
and where specialists have invested in stand-alone
clinics or diagnostic centers that siphon profitable
cases from general hospitals, weakening them and
fragmenting care. This trend led many leaders to
conclude that only the market discipline of cor-

porate managed care could bring professionally

driven health care under control. Mahar (2006)
describes the resulting “Hobbesian marketplace”
that pits providers against each other and against
payers in a “war of all against all” that wastes up
to one of every three dollars on administrative
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complexity, profits, and unnecessary or unproven
but overpriced procedures and products.

Corporate Co-optation

Beyond the long-standing ties between the pro-
fession and companies as countervailing powers,
a more recent development involves the ways in
which one commercial sector, the pharmaceutical
industry, has succeeded in co-opting medical sci-
ence, medical journals, and the creation of new
risks or diseases. Pharmaceutical companies shape
how physicians are trained, what they know
about a given disease, how they think abour alter-
nate approaches to treatment, and what medica-
tions they have patients ingest (Abramson 2004;
Brody 2007; Relman and Angell 2002). Models
of pathology and risk are developed to sell drugs
to treat them and often are based on synthetic
or surrogate endpoints that eventually prove to
have little clinical relevance, such as the serotonin
model of major depression (Curtiss and Fairman
2008; Healy 2004; Horwitz and Wakefield 2007;
Lacasse and Leo 2005; Moynihan and Cassels
2005).

Companies retain prominent clinical re-
searchers and fund their work in order to create a
commercialized science of heart disease, or meno-
pause, or social anxiety disorder, or osteoporosis
(Conrad 2007; Moynihan and Cassels 2005).
Marcia Angell (2009), the former editor of the
New England Journal of Medicine, sammarizes the
extensive investigations by the U.S. Senate into
what she and Senator Charles Grassley call “the
corruption” of universities, academic research,
and prominent physicians through company
grants, fees, and retainers that greatly increase
psychiatric diagnoses, especially in children, and
prescriptions for powerful drugs of unclear or un-
proven clinical benefit (see also Bass 2008; Lane
2007; Petersen 2008). These practices and insti-
tutional patterns of co-optation also appear to ex-
ist in other countries.

Commercial constructions of medical science
are initially promoted through articles in medical
journals, often written by hired ghostwriters and
fronted by physicians who agree to be the authors
of record for a fee (Ross et al. 2008). Articles on
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sponsored research are three to four times more
hkely to find the results favorable to the spon-
sor’s product than are articles based on research
funded by independent sources (Lexchin et 3],
2003; Turner et al. 2008). Salespersons then give
the published articles to practicing physicians
as proof that the sponsor’s drug is better than
the one they are prescribing. This pharmaceuti-
cally managed bias in medical science thus leads
physicians, patients, and managers to inaccurate
conclusions about the efﬁcacy and safety of new
drugs.

At the same time, companies sponsor invita-
tional conferences on a new disease model to give
heads of specialty services around the country
the opportunity to meet the leading clinical re-
searchers, all expenses paid, at a five-star resort,
where attendees have a light schedule and the rest
of each day off. Company-sponsored sessions at
professional specialty meetings further establish
the purported veracity of the new disease model,
as do thousands of continuing medical educa-
tion courses for practitioners, most of which are
now sponsored by pharmaceutical companies as
well (Relman 2007; U.S. Senate 2007). Over 90
percent of physicians report receiving gifts, perks,
or money from drug companies, and they choose
to get information about what to prescribe from
sales reps who are required to spend their large
monthly allowance in ways that will most ef-
fectively result in their doctors writing more
prescriptions for new drugs (Lee 2007). Lakoff
(2005) refers to the pharmaceutical companies’
“sculpting” of doctor-patient interaction, as phy-
sicians’ expertise is shaped by market-based sci-
ence and the gift relationship established by their
receiving samples of costly new drugs, which the
doctors then bless and give to patients.

These clustered techniques of what Suddaby
and Greenwood (2001) describe as “colonizing
knowledge” begin by commodifying knowledge,
honing complex volumes of test results down
to a simple message and story, which are used
to persuade physicians to prescribe and patients
to want a new drug. About a hundred thousand
sales reps in the United States alone are carefully
trained in the social psychology of friendship
with all their physician customers to sculpt their
prescribing decisions (Fugh-Berman and Ahari

2007).
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2007). Personal sales reps are supplemented by
industry-funded patient groups, which lobby
their physicians and legislators for new drugs that
cost thousands a year. Other physicians, includ-
ing three past editors-in-chief of the New England
Journal of Medicine, have written books about the
co-optation of medicine and physicians’ clinical
decisions by the pharmaceutical industry and how
it endangers patients (Abramson 2004; Angell
2004; Avorn 2004; Breggin 1991; Brody 2007;
Glenmullen 2000; Kassirer 2005; Relman and
Angell 2002). Six out of every seven new drugs
offer no or few clinical benefits over existing ones
and yet bear greater risk for adverse side effects
(Light, in press).

Concluding Comment

This review of the relations between the medical
profession and markets has gone from profes-
sions against markets. to professions as markets,
to professions marketed and colonized. Strangely,
almost none of the policies to restore profession-
alism or of the sociological studies of the profes-
sion mention or address this most pervasive threat
to professional knowledge and practice. For ex-
ample, Susan Chimonas, Troyen A. Brennan, and
David J. Rothman at the Center on Medicine
as a Profession studied how physicians handled
the conflicts of interest that arise from seeing
drug sales representatives and were so struck by
the physicians’ forms of denial and rationaliza-
tion that they concluded “only the prohibition
of physician-detailer interactions will be effec-
tive” (2007, 189). They are part of a larger group
that has called on academic medical centers to
join members of Congress and state governments
in eliminating commercial conflicts of interest
(Brennan et al. 2006). They call for the prohibi-
tion of all gifts, free samples, company-sponsored
professional education, and ghostwriting so that
independent, trustworthy professionalism can
be restored. Wider patterns of professional com-
mercialization have led Arnold Relman (2007),
a champion of professional integrity for the last
thirty years and past editor-in-chief of the New
England Journal of Medicine, to conclude that
all medical practice must be completely decom-
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mercialized under a salaried national health ser-
vice. The physician-writer John Geyman (2008)
summarizes the evidence and comes to a similar
conclusion, with an emphasis on the profession
serving the health needs of all, not just their pa-
tients. Durkheim and the later Freidson were
wrong: the health-care professions do not em-
body a higher moral order for society but need to
be rescued from market forces and from pursuing
their own self-interests.

Notes

This essay has benefited from comments from Robert

Dingwall, Mary Dixon-Woods, Allen Fremont, Fred

Hafferty, Antonio Manturo, Daniel Menchik, and

Arnold Relman, none of whom are responsible for its

content. B

1. One sees complete state dominance today in many
dictatorships, usually to carry out internecine warfare
and genocide, but sometimes to support population-
based health care.

2. Imber (2008) notes that the basis for trust has
shifted from medical professionals’ moral integrity to
their effective application of expert knowledge.
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