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EREBROVASCULAR disease accounts for a sub-
stantial worldwide burden of death and disability.

In addition to well-established risk factors such as hy-
pertension, myocardial infarction, diabetes mellitus,
and smoking,

 

1

 

 an increasing body of evidence sug-
gests that lifestyle factors contribute to the risk of
stroke. In this issue of the 

 

Journal,

 

 Berger et al.

 

2

 

 re-
port, on the basis of their study of U.S. male physi-
cians 40 to 84 years of age who were participants in
the Physicians’ Health Study, that light-to-moderate
alcohol consumption may prevent stroke. The over-
all relative risk of stroke was 0.79 (95 percent confi-
dence interval, 0.66 to 0.94) for those who reported
consuming as little as one alcoholic drink per week
and remained near this level for alcohol intakes up
to one or more drinks per day. This finding con-
firms most previous cohort and case–control stud-
ies, in which the risk reduction associated with light-
to-moderate alcohol consumption ranged from 20
percent to 60 percent.

 

3-5

 

Thus far, with regard to wine, beer, and spirits, no
consistent evidence has emerged that any one bever-
age confers a greater health benefit than another.

 

5

 

 The
protective effect has been found for both men and
women,

 

3,6

 

 but only for adults over 35 years of age.
Although an increased risk of stroke has been found
to be associated with heavy drinking in studies world-
wide — including in Japan

 

7

 

 and South America

 

8

 

 —
no significant protective effect of light drinking has
been reported in these studies.

The discrepancies among studies may be attribut-
able to the small number of subjects in some, result-
ing in insufficient statistical power, or to the different
categorization of drinking in different countries. Dif-
ferences in susceptibility among ethnic groups are also
possible. However, the Northern Manhattan Stroke
Study found a protective effect of moderate alcohol
intake against ischemic stroke among whites, blacks,
and Hispanics.

 

5

 

 Moreover, since the early 1980s, the
definition of light drinking has changed from less
than 35 g per day

 

7

 

 to less than 12 g per day, espe-
cially in the United States.

 

2

 

 The effect of light alcohol
intake on hemorrhagic stroke remains controversial,
whereas a large increase in the incidence of hemor-
rhagic stroke has regularly been reported among heavy
drinkers.

 

3,4

 

When strokes of all types are considered together,
the net benefit is due to the reduction in the incidence
of ischemic stroke, the most frequent type, associat-
ed with moderate drinking. The existence of such a
protective effect of alcohol consumption is support-

C

 

ed by the reduction in mortality observed by Thun
et al. in a cohort of 490,000 U.S. adults.

 

9

 

 Among
5766 Scottish men, however, a dose-related increase
in mortality has been reported that may be related
to particular patterns of drinking in Scotland.

 

10

 

 Al-
cohol may also be beneficial in the prevention of de-
mentia, another burdensome disorder in aging pop-
ulations.

 

11

 

Certain biases and pitfalls may weaken studies on
alcohol consumption. First, surveys of alcohol intake
must take into account the quantity of alcohol con-
sumed as measured by the number of drinks (corre-
sponding, on average, to 12 to 15 g of pure alcohol
per drink, the equivalent of 120 ml of wine) and the
frequency of drinking per week. Therefore, subjects
with unusual drinking patterns, such as sporadic binge
drinking, which is related to an excess risk of stroke
and death, may go unrecognized within a study popu-
lation. Second, self-reported alcohol consumption can
be misleading, because it may be underestimated by
50 percent, as compared with alcohol purchases.

 

4

 

 Even
if there is a good correlation between a first and a
second questionnaire, this does not exclude a system-
atic bias due to the underestimation of alcohol con-
sumption by some respondents. Therefore, the as-
sumption that this bias does not modify the relation
between the categories, but only precludes conclu-
sions about the absolute quantity of alcohol that has
a beneficial effect, remains to be demonstrated. Third,
subjects participating in a survey are more likely to
be interested in their health status than those who
drink very heavily and who may be less likely to agree
to participate. This factor may explain why only 3.1
percent of the physicians in the data base used by
Berger et al. reported having more than one drink
per day.

 

2

 

The pathophysiologic mechanisms by which alco-
hol may contribute to the prevention of cardiovascu-
lar disease and stroke remain unclear. An increase in
high-density lipoprotein cholesterol has been docu-
mented but may not be causal.

 

5,12

 

 The effects of alco-
hol on thrombosis and on nitrous oxide metabolism,
and their potential relation to the prevention of car-
diovascular disease,

 

2,13

 

 are controversial. Moreover, the
apparent protective effect of a single drink per week,

 

2

 

or even a single drink per month,

 

5

 

 suggests that other
mechanisms may be involved. The anxiolytic proper-
ties of alcohol may reduce the deleterious cardiovas-
cular consequences of stress. Moreover, regular mod-
erate alcohol consumption may reflect a special way
of life. We know more or less how to quantify drink-
ing, smoking, physical activity,

 

14,15

 

 body-mass index,
and diet. However, despite our best efforts to control
for bias, we still are unable to quantify a lifestyle that
integrates special attention to the quality of food con-
sumed,

 

1,12

 

 regular physical activity,

 

14

 

 moderate alcohol
consumption,

 

12

 

 and a general concern for health. This
way of life may be a factor in the prevention of stroke
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and other diseases, and we may still be measuring its
confounders.

Should doctors prescribe alcohol as a preventive
measure as if it were a medication? It is well estab-
lished that alcohol can induce dependence and that
alcoholism is a major social, economic, and health
burden associated with deviant behavior, violence, sui-
cide, accidental death — particularly among teenag-
ers and binge drinkers — and homicide. Moreover,
heavy drinking can result in damage to the liver, pan-
creas, upper gastrointestinal tract, nervous system, and
heart and to the developing fetus. However, the as-
sumption that an increase in average alcohol intake
would increase the number of heavy drinkers in a pop-
ulation is unproved. Still, the serious health problems
associated with excessive alcohol intake demand that
we take a cautious approach.

Since the health benefits of light-to-moderate al-
cohol consumption have been demonstrated, how
should we advise individual patients? Among healthy
adults over 35 years of age, the benefits attributable
to alcohol have to be balanced against the risks. The
greatest benefit of alcohol in the prevention of cardio-
vascular disease may be evident among persons with
the highest base-line cardiovascular risk.

 

2,9

 

 The high-
er the base-line risk, the more likely it is that alcohol
may be protective. Thus, alcohol may have a partic-
ular benefit in secondary prevention after stroke or
myocardial infarction.

Finally, when advising patients about the preven-
tion of cardiovascular disease and stroke, physicians
must consider not only alcohol consumption, but also
a host of other important risk factors, including hy-
pertension, cigarette smoking, diabetes, body weight,
physical activity, and abnormalities of blood lipids.
Any recommendations about alcohol intake must be
made in this broader context.
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NE of the most devastating tragedies of modern
medicine was set into motion by the over-the-

counter marketing of thalidomide in Europe during
the late 1950s for the treatment of morning sick-
ness. The drug was withdrawn in the 1960s after the
appearance of reports of teratogenicity and phocome-
lia associated with its use. The recent return of tha-
lidomide stems from the broad spectrum of its phar-
macologic and immunologic effects.

 

1

 

 Thalidomide
has been approved by the Food and Drug Admin-
istration for the treatment of erythema nodosum
leprosum, an inflammatory manifestation of leprosy,

 

2

 

and potential therapeutic applications span a wide
spectrum of other diseases.

In 2000, multiple myeloma will be diagnosed in
about 13,700 patients in the United States. This in-
curable bone marrow cancer accounts for 2 percent
of cancer-related deaths.

 

3

 

 Treatment of this disease
has been notoriously difficult. In this issue of the

 

Journal,

 

 Singhal et al. report on the use of thalido-
mide as a single agent in the treatment of refractory
myeloma.

 

4

 

 In their study, 76 of the 84 patients in
the trial (90 percent) had received at least one cycle
of high-dose chemotherapy, and 42 percent had high-
risk cytogenetic abnormalities. The overall rate of re-
sponse was 32 percent, as evidenced by a reduction
of at least 25 percent in the level of the myeloma
protein in serum or Bence Jones protein in urine.
This response was associated with a decrease in the
percentage of plasma cells in bone marrow, indicat-
ing a reduction in the tumor burden. Since the me-
dian time to disease progression among patients who
had a response had not been reached after a median
follow-up of 14.5 months, the responses appear in

O
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some cases to be durable. Given that the patients in
the study had relapsed after chemotherapy, which was
usually given in massive doses, this effect of thalido-
mide is indeed remarkable.

Although the results of Singhal et al. indicate that
a new drug can be added to the armamentarium of
agents against myeloma, important questions remain.
The study design called for a gradual increase in the
dose, but only 55 percent of the patients received
the intended maximal daily dose of 800 mg; it is un-
clear whether this was due to dose-limiting toxicity.
Most patients received 400 mg of thalidomide daily,
but whether there is a dose–response relation in the
antimyeloma activity of thalidomide was not estab-
lished. Both factors are critical, since somnolence,
neuropathy, and other side effects were common with
the higher dose of thalidomide. The optimal dose of
thalidomide and schedule of administration therefore
remain to be determined.

A low plasma-cell–labeling index, indicating a slow
rate of tumor-cell replication, was associated with a
response to thalidomide, but it is unclear whether
other factors that are useful for predicting the out-
come of conventional or high-dose chemotherapy
will also apply to thalidomide. The absence of clini-
cally significant treatment-related myelosuppression
suggests that thalidomide can readily be tested in
earlier stages of myeloma, both alone and with other
types of chemotherapy.

New therapies for myeloma are urgently needed.
The five-year survival rate for patients treated with
chemotherapy has remained at 29 percent for more
than four decades. In an overview of 6633 patients
from 27 randomized trials in which combination che-
motherapy was compared with melphalan plus pred-
nisone, the response rates were higher with com-
bination chemotherapy, but there was no difference
in survival.

 

5

 

 A randomized, controlled trial conduct-
ed by the Intergroupe Français du Myélome showed
that high-dose chemotherapy followed by autolo-
gous bone marrow transplantation resulted in better
response rates, overall survival, and event-free surviv-
al than conventional chemotherapy, but few, if any,
patients were cured.

 

6

 

 Moreover, the high mortality
rate among patients with myeloma who undergo al-
logeneic bone marrow transplantation has limited
the use of this procedure. More needs to be done to
improve the outcome of high-dose chemotherapy
and autologous hematopoietic stem-cell rescue and
to make treatment of residual disease after transplan-
tation more effective — for example, through the
use of vaccination against the patient’s own myeloma
protein or other forms of immunotherapy.

 

7

 

 
The mechanism of action of thalidomide in myelo-

ma is unknown. Recent reports of increased blood-
vessel formation (angiogenesis) in the bone marrow
of patients with myeloma

 

8,9

 

 and the antiangiogenic
properties of thalidomide

 

10

 

 provided the rationale

for the study by Singhal et al. of thalidomide in my-
eloma. Factors produced by myeloma cells stimu-
late angiogenesis in the marrow, and it is likely that
progression of myeloma follows an increase in bone
marrow neovascularization.

 

9

 

 Nevertheless, Singhal
et al. found no correlation between signs of angio-
genesis in the marrow and the response to thalido-
mide, suggesting that inhibition of angiogenesis may
not be the primary mechanism of this drug in my-
eloma.

 

3

 

Possible mechanisms of action of thalidomide, its
in vivo metabolites, or both, in myeloma are shown
in Figure 1. Thalidomide may directly inhibit the
growth and survival of myeloma cells, bone marrow
stromal cells, or both. Oxidative damage to DNA me-
diated by free radicals, which probably has a role in
the teratogenicity of thalidomide,

 

11

 

 may be important
here. A second mechanism relates to the finding that
adhesion of myeloma cells to bone marrow stromal
cells triggers the secretion of cytokines that augment
the growth and survival of myeloma cells

 

12

 

 and in-
duces drug resistance in them.

 

13

 

 Thalidomide, by
modulating the profile of adhesion molecules,

 

14

 

 may
influence the growth and survival of tumor cells.
Cytokines that are secreted into the microenviron-
ment of the marrow, such as interleukin-6, 1

 

b

 

, and 10
and tumor necrosis factor 

 

a

 

, modulate the growth
and survival of myeloma cells

 

12

 

; thalidomide may
alter the secretion and biologic activity of such cy-
tokines.

 

15

 

 Thalidomide may inhibit vascular endo-
thelial growth factor and basic fibroblast growth
factor 2, which stimulate angiogenesis.

 

16

 

 Finally, tha-
lidomide may act against myeloma by inducing the
secretion of interferon-

 

g

 

 and interleukin-2 by CD8+
T cells.

 

17

 

 Determining which of these mechanisms
mediate the activity of thalidomide against myeloma
will be critical in defining its clinical utility and de-
riving more potent analogues with fewer side effects.
Two new classes of thalidomide analogues have al-
ready been identified: phosphodiesterase 4 inhibi-
tors, which inhibit the production of tumor necro-
sis factor 

 

a

 

 but have little effect on the activation of
T cells, and another class, which does not inhibit
phosphodiesterase, but instead markedly stimulates
T cells and the secretion of interferon-

 

g

 

 and inter-
leukin-2.

 

15

 

The efficacy of thalidomide treatment in patients
with refractory, relapsed myeloma suggests that this
drug can be used to overcome resistance to con-
ventional chemotherapy. Its demonstrated efficacy in
late-stage disease and its low toxicity provide the ra-
tionale for evaluating its effect in patients with early
disease, either as a single agent or in combination
with chemotherapy. Ongoing studies of the way in
which thalidomide affects myeloma cells and of resist-
ance to thalidomide in myeloma will guide the synthe-
sis of analogues with enhanced activity and even less
toxicity. Current clinical studies of thalidomide open
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possibilities for novel treatments that target the tumor
cell and its microenvironment.
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Figure 1.

 

 Potential Mechanisms of Action of Thalidomide and Its in Vivo Metabolites.
Thalidomide may inhibit the growth and survival of tumor cells, bone marrow stromal cells, or both (1); alter the profile of adhesion
molecules and interactions between tumor cells and bone marrow stromal cells (2); modulate the cytokine milieu and thereby affect
the growth and survival of tumor cells, bone marrow stromal cells, or both (3); inhibit angiogenesis (4); or increase the number of
CD8+ T cells by means of its immunomodulatory effects (5).
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HE article by Wintemute et al.

 

1

 

 in this issue of
the 

 

Journal

 

 adds to the growing literature that
connects firearms with increased risks of suicide and
homicide.

 

2-6

 

 Some of these studies have examined the
risks associated with the possession of firearms, and
some, the risks associated with ownership; now, this
article looks at the risks in relation to firearm pur-
chase. The findings are of particular interest because
they indicate that purchasers of handguns are at high
risk for suicide, particularly during the period imme-
diately after the purchase.1 This association is espe-
cially strong among women.

There are other interesting findings in this study,
as well as limitations. First, it is important to note
that Wintemute et al. found that the risk of death
from homicide among men who purchased hand-
guns was actually lower than that among men in the
general population. Although this finding did not
apply to women who purchased a handgun, it may
represent a true protective effect of handgun pur-
chase and needs to be considered seriously and ex-
amined further. Second, the current findings do not
demonstrate that the purchase of a firearm caused
suicidal behavior or actually increased the risk of sui-
cide among those who purchased handguns. Causes
of suicidal behavior may include a variety of factors,
ranging from depression and schizophrenia to a his-
tory of domestic violence or child abuse to impulsiv-
ity.7 Previous research indicates, however, that fire-
arms are more likely to be lethal than other commonly
used methods of attempting suicide.8-10 The data
presented by Wintemute et al. suggest that people
who are considering suicide may purchase a firearm
in order to carry out their plan with the most lethal
means available. This possibility challenges us to find
a way to prevent such purchasers of handguns from
committing suicide.

This is a serious challenge. The report by Winte-

T

mute et al. highlights the importance of firearm-
related suicide as a critical component of the overall
problem of firearm-related injuries. In fact, the most
common cause of firearm-related deaths in this coun-
try is suicide. In 1997 in the United States, 32,436
people died from firearm injuries: 17,566 (54 percent)
of these deaths were suicides and 13,252 (41 per-
cent) were homicides. Despite these numbers, suicides
by firearm have been virtually ignored in most dis-
cussions of how to prevent firearm-related violence.

We believe there are several explanations for this
lack of attention. First, most people are not aware of
how many suicides are committed with handguns.
Second, when people think of “handgun violence,”
they often think only of homicide, and because me-
dia attention is focused primarily on homicide, sui-
cide is less visible and inherently less threatening.

Third, many people are fatalistic about suicide, be-
lieving that little can be done to stop a person who
is intent on committing suicide from doing so. In
addition, it is commonly believed that the chosen
method of suicide is not an important determinant
of the outcome. Many people believe that access to
firearms is of little consequence in this regard be-
cause people who are suicidal are so intent on killing
themselves that they will find another means of do-
ing so if a firearm is not readily available.

Fourth, those who study the prevention of firearm-
related violence are usually separate from those who
study the prevention of suicide in general. Firearm-
related violence has traditionally been the domain of
criminal justice, whereas suicide has been seen as part
of mental health care. Wintemute et al. represent a
new breed of public health professional, successfully
bringing these two domains together to raise new
questions and stimulate new responses.

The report by Wintemute et al. should make us
ask, “What do we need to know and what do we need
to do to prevent firearm-related suicides?” To seek
answers, three areas need to be explored: What do
we know about the frequency and characteristics of
suicides by firearm? What are the causes of firearm
suicides? And what interventions are effective in the
prevention of firearm suicides?

First, we need to understand more about the cir-
cumstances under which suicides by firearm occur.
Do those who commit suicide by this method have
a history of domestic violence, child abuse, or de-
pression? Have persons who committed suicide with
firearms recently been involved in an interpersonal
conflict, or have they suffered a traumatic loss? And
what do we know about the firearms used to commit
suicide? Information about the types of firearms,
their storage, and their history of ownership and
ownership transfer would be useful in developing
strategies for prevention. For recent purchasers of
handguns who used a handgun to commit suicide,
was the handgun they used the same one that they
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purchased recently? How can we use the methods
developed by the Bureau of Alcohol, Tobacco, and
Firearms for tracing firearm purchases in homicides
and other crimes to examine these connections?

The study by Wintemute et al. included only adults,
since only adults can legally purchase handguns. We
need to look at the circumstances under which chil-
dren and adolescents with suicidal thoughts obtain
handguns originally purchased through legal chan-
nels or acquired through illegal channels. Progress in
this area will require collecting data on large num-
bers of firearm purchases and firearm-related injuries.
Wintemute et al. have been able to conduct many pro-
ductive studies in this respect because California sys-
tematically collects data and makes them available
for research. There have been multiple calls for a sys-
tem of firearm-injury surveillance to ensure the col-
lection of such data at a relatively low cost.11,12 Such
a system would permit more systematic analysis and
help to prevent firearm-related injuries and deaths.

Second, we need to understand a great deal more
about the causes of firearm-related suicide, in partic-
ular how handgun purchase is related to suicidal be-
havior. For example, would persons who try to pur-
chase a handgun with the intention of using it to
commit suicide be successful in committing suicide
if they were prevented from purchasing the gun? Are
depression and other forms of mental illness impor-
tant risk factors for firearm-related suicide among
purchasers of handguns, or are handgun purchasers
who are suicidal more likely to be characterized by
impulsivity? Immediate access to a firearm may be a
much more important risk factor for someone who
is impulsive than for someone who is seriously de-
pressed. The high risk that might be posed by impul-
sivity would not just be the risk associated with the
impulse to purchase the handgun, but might also re-
flect the high risk associated with the impulse to use
the handgun if it were available. Does violence per-
petrated by an intimate partner play a part in suicidal
behavior among women who purchase guns? Since
Wintemute et al. found that only about 10 percent of
all suicides by firearm were committed by recent pur-
chasers of handguns, how did the other 90 percent of
persons who committed suicide with a firearm gain
access to the weapon?

Finally, at the time a handgun is purchased, there
are often processes in place (such as waiting periods
and background checks) that may help prevent suicide,
but their effectiveness has not been evaluated. Do
waiting periods prevent suicides among people who
are impulsive by preventing them from having access
to a handgun during the time they have the suicidal
impulse? If waiting periods do prevent impulsive sui-
cides, what is the optimal length of a waiting period
for the prevention of the greatest number of these
suicides? Can background checks be used to identify
persons who are at high risk for suicidal behavior?

There do not appear to be any screening instruments
for suicidal tendency that are sufficiently specific for
use in preventing persons who are suicidal from tak-
ing possession of a firearm at the time of sale. The
problem is that suicide is so rare among handgun
purchasers that even a highly specific screening tool
would yield many more false positives than it would
identify real cases, so screening is probably not a good
option.1 Would it be more effective to screen all pur-
chasers for mental health problems with the use of
a questionnaire at the time of sale?

The issue is no longer whether we should apply
science to the problem of firearm-related injuries, but
how we should do so in the effort to prevent such
injuries. Eleven years ago, an editorial in the Journal
called for more scientific investigation of firearm inju-
ries,13 as did a recent report by the Institute of Med-
icine.12 Kassirer14 has called on the government, to-
gether with foundations and the private sector, to
intensify efforts to describe the problem, identify risks
and protective factors, and evaluate strategies for pre-
vention. Scientific investment in this area remains lim-
ited despite the magnitude of the problem. Expand-
ing efforts to answer some of the questions we have
posed here may help to preserve the legality of fire-
arm ownership while saving many lives. To use science
to answer these questions is only common sense. We
cannot afford not to do so.
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Sounding Board

MEDICAL PROFESSIONALISM

IN SOCIETY

ODAY, at the dawn of a new century, genuine
medical professionalism is in peril. Increasing-

ly, physicians encounter perverse financial incentives,
fierce market competition, and the erosion of pa-
tients’ trust,1-7 yet most physicians are ill equipped to
deal with these threats.8,9 The role of professionalism
has been so little discussed that it has virtually dis-
appeared in the battle between those who favor mar-
ket competition in a trillion-dollar industry and those
who seek greater government regulation.8 Physicians,
feeling trapped between these camps, are turning to
unionization and other tactics.10

In the first half of this century, medical profes-
sionalism was generally understood according to the
structural–functional approach of Talcott Parsons and
his school.11-13 This approach catalogued the distinc-
tive characteristics of professions and then attempted
to discern the social function of each. For instance,
professional cooperation, rather than competition,
was seen as serving the public good by increasing
the speed of dissemination of new information. Par-
sons also believed that professionals were predis-
posed to public service because they were less inter-
ested in amassing wealth than in achieving recognition
among their colleagues for doing good work.11

Although their work was illuminating in many
ways, the structural functionalists failed to consid-
er the moral foundations of professionalism, and this
failure resulted in a confusing conflation. Distinctive
characteristics rather than moral premises were used
to define professionalism. For example, self-regula-
tion, which is a distinctive characteristic necessitated
by the nature of professional work, was understood
instead as the essence of professionalism. In the ab-
sence of an explicit moral base, critics could readily
claim that self-regulation by physicians was nothing
but a cover for the monopolization of trade.

In the 1960s, a critical academic literature seized
on this weakness, combined it with empirical evidence
of professional self-interest, and asserted that profes-
sional ethics were a cynical ploy.14-18 As Freidson not-
ed, “When the leaders of the profession invoke ethics
and the values of professionalism, [the] critics declare
it a self-serving ideology that masks the reality of na-
ked self-interest.”19 Practical attacks on professional-
ism gained strength from these criticisms. Through-
out the 1970s and 1980s, claims that physicians were
exploiting their trade monopoly led to the use of an-
titrust legislation against physicians.20

By the 1990s, many academics were reaffirming

T

the importance of professional self-regulation, espe-
cially in health care.19,21 Sociologists who study the
professions have become less cynically focused on
power. They have acknowledged that professional self-
regulation, although susceptible to abuse, serves nec-
essary social functions.19,22 Still, the earlier attacks
on professionalism left this term with no coherent
meaning. Lacking systematic knowledge about pro-
fessionalism, many people use the term to refer to
ill-defined, sometimes self-serving, concepts.23-25 A
clarification of genuine medical professionalism is nec-
essary if the current unraveling is to be reversed.8,26-28

PROFESSIONALISM IN SOCIETY

Medical professionalism is more than merely an
activity that straddles market competition and gov-
ernment regulation. Likewise, it is much more than
a technical necessity for delivering a needed good or
service, and it cannot be reduced to a “deal” nego-
tiated with society. We think of professionalism as an
activity that involves both the distribution of a com-
modity and the fair allocation of a social good but
that is uniquely defined according to moral relation-
ships.29 Professionalism is a structurally stabilizing,
morally protective force in society. Along with pri-
vate-sector and public or government activities, it is
a cornerstone of a stable society.

Dramatic failures of medical professionalism to
provide moral protection have occurred in recent
memory, each failure marking a time of social disar-
ray or worse. Apartheid in South Africa overpowered
core health care values,30 as did the Soviet Union’s
misuse of psychiatric diagnoses.31 The perversion of
medical values, and the complicity of physicians and
other health care practitioners in this perversion, were
an integral part of Nazism.32-34

The social role of professionalism as a stabilizing
force is not unique to the medical profession. Com-
plex societies in different times and places have had
in common a need for meritocratic, dedicated sub-
groups that function to keep private interests and
government power in balance through attention to
greater social goods. For instance, de Tocqueville re-
marked that American lawyers of his time served as
a stabilizing force in American society, tempering
the excesses of government and private industry.35

Similarly, the protected Mandarin class in pre-Com-
munist China served this role for many years, criti-
cizing both the state and the private sector in order
to protect vulnerable social goods.36

Professions protect not only vulnerable persons
but also vulnerable social values. Many values are vul-
nerable: individuals and societies may abandon the
sick, ignore due process in judging the guilt or inno-
cence of a person accused of a crime, provide inad-
equate support for education, propagate information
that suits those in power while stifling different per-
spectives, and so on. Values are so vulnerable that it
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is hard to think of any society that has not at times
lapsed in protecting them. Good civilizations, how-
ever, limit and reverse such lapses, in part by entrust-
ing designated groups of people — physicians, law-
yers, teachers, journalists, and others — to safeguard
the values. When professionalism in these core social
activities becomes unsteady, it marks the emergence
of societal problems.

That the need for professionalism is more than
technical does not undermine the legitimacy of the
technical argument.19 In medical matters, neither pa-
tients as consumers nor government regulators have
sufficient training, experience, or time to assess ev-
ery health care product and service; the services pur-
chased are too complex, rapidly changing, and dif-
ficult to correlate with measurable outcomes. Lay
medical education can alter the scope of needed pro-
fessional oversight, and this is desirable in many
cases. But illness will always limit the ability of pa-
tients to “shop around” when important purchasing
choices must be made.3 Professional groups, through
the establishment of standards, education, and peer
review, can go a long way toward supplying quality
assurance.37

In making a full case for professionalism, we do
not wish to overstate the claim. In particular, we note
that respect for human worth, trustworthiness, and
the protection of important values are not the exclu-
sive province of professionals; neither is competence.
But they are particular obligations of professionals.
We also remain mindful that professionals, no less than
entrepreneurs or government officials, can misuse
their power and have done so. The danger that pow-
er will be misused is inherent in any system that as-
signs authority to a group of people to police them-
selves. A full understanding of what professionalism
entails provides some protection against this danger.

A MODEL OF PROFESSIONALISM

Three core elements of professionalism, each dif-
ferent in nature, are necessary for it to work proper-
ly. First, professionalism requires a moral commit-
ment to the ethic of medical service, which we will
call devotion to medical service and its values. This
devotion leads naturally to a public, normative act:
public profession of this ethic. Public profession of
the ethic serves both to maintain professionals’ de-
votion to medical service and to assert its values in
societal discussions. These discussions lead naturally
to engagement in a political process of negotiation,
in which professionals advocate for health care val-
ues in the context of other important, perhaps com-
peting, societal values.

Devotion to Medical Service

Physicians should cultivate in themselves and in
their peers a devotion to health care values by plac-
ing the goals of individual and public health ahead

of other goals. That is, physicians must be devoted to
the work of providing health care.

Physicians who value individual and public health
more than other social goods remain motivated to
work hard even when the financial rewards for such
work are not great. They criticize and police one an-
other even when such actions have personal, social,
and financial costs. They offer high-quality services
whether or not patients are capable of judging their
quality. They continue to provide health care even
when, as during an epidemic, they risk their own
health. And they maintain their obligations to care
for financially disadvantaged patients.38-40 Today, the
ascendance of marketplace values puts health care
for the poor at particular risk.3,41,42 Physicians should
influence the organizations in which they practice to
adopt policies that address the care of impoverished
persons. Similarly, physicians must resist incentives that
place the trust between patient and doctor and even
patient care at risk.5,43,44 Devotion to medical service
is so important that physicians must avoid even the
appearance that they are primarily devoted to their
own interests rather than to the interests of others.
Dramatic rises in physicians’ incomes over the past
four decades have fostered the trust-destroying belief,
whether true or not, that physicians as a group are
greedy and take advantage of patients.17,45-49

Public Profession of Values

Physicians should speak out about their values. The
word “profession” means, from the Latin, “speaking
forth.” Public avowal of values has been a distinctive
feature of the professions from before medieval times.

Although acting on one’s professional devotion to
medical service is a form of public profession of val-
ues, it is not enough. The unique nature of the re-
lationship between patient and physician requires an
explicit and professionally protected moral base so
that there can be legitimate shared expectations,
even in circumstances, such as emergencies, in which
individual relationships have not had time to ma-
ture. The patient–physician relationship is based on
shared experiences of vulnerability and the potential
for health or illness and on a resultant respect for the
inestimable value of human life and health.50 Fur-
thermore, health care values focus on the public as
well as the individual. As Samuel Johnson noted, “A
decent provision for the poor is the true test of civ-
ilization.”51 Health care values reflect this assertion.
Through public profession of health care values, pa-
tients and the public hear about these values as well
as the standards that result from them. They hear that
physicians’ commitment to such important standards
as never exploiting patients’ inherent vulnerability
and not abandoning patients is timeless. They hear
that other, specific aspects of health care values are
delineated in a continuous dynamic process with so-
ciety, to which physicians bring their training, profes-

The New England Journal of Medicine 
Downloaded from nejm.org at ST MAARTENSKLINIEK on May 17, 2017. For personal use only. No other uses without permission. 

 Copyright © 1999 Massachusetts Medical Society. All rights reserved. 



1614 · November 18, 1999

The New England Journal  of  Medicine

sional virtues, interprofessional relations, and above
all, experiences in caring for patients. Finally, public
profession of values — for example, by participating
in “white-coat ceremonies,” posting ethics codes in
waiting areas, and contributing to and espousing the
standards of a professional association — demands
commitment.52,53 A public, collective commitment
to fulfill legitimate expectations implies an accept-
ance of accountability for one’s professional actions,
as well as an acceptance of the shared standards of
the profession, which may sometimes conflict with
personal beliefs.

Negotiation Regarding Professional Values
and Other Social Values

Public profession of values inevitably requires pro-
fessionals to engage with the public in negotiating
social priorities that balance medical values with other
societal values. This political process of negotiation
should lead to what is sometimes referred to as a so-
cial contract between physicians and the public.54

The process of negotiation not only clarifies legit-
imate public and professional expectations but can
also prevent counterproductive paternalistic behavior
on the part of professionals. Individually, the process
fosters patient-centered care by including each pa-
tient’s health goals in decision making. Collectively,
it can help accommodate a suitable social disposition
toward medical care. The process of negotiation can
make clear professionals’ obligations to meet public
needs, reminding the profession that it cannot have
everything its own way and simultaneously demand-
ing appropriate advocacy. Tension may develop be-
tween what society wants of physicians and physicians’
devotion to health care values. For example, portions
of society today favor intense market competition
among physicians as a way to lower the costs of care.
But such competition encourages the development of
trade secrets among physicians, such as proprietary
practice guidelines,55 and impedes the collegial in-
teraction and information sharing that are needed to
provide high-quality care. The challenge for physi-
cians is to be accountable to the public and its chang-
ing values while protecting core health care values.

An Archetypal Model of Professionalism

We propose that an ideal archetypal model19,56 of
medical professionalism entails the three elements of
devotion, profession, and negotiation. The model is
ideal in that it is not descriptive of the reality today
or in any other era. It is archetypal because it is in-
tended to describe only core elements of profession-
alism. The purpose of the model is to provide a
normative guide.

Each element may fail, may be misapplied, or may
not be in balance with the other two. A failure of
devotion to the ethic of medical service leads to self-
protective behavior on the part of physicians, as oc-

curred, for instance, in the difficult transition to man-
aged care and at the start of the AIDS epidemic.
Failure to profess health care values publicly may
lead to uninformed, misinformed, or piecemeal pub-
lic policies. And failure to negotiate an acceptable
social contract leads the public to establish other
contracts in order to obtain what it needs and wants.
As one example, “alternative” practitioners and ther-
apies become more attractive to the public when
they provide something desirable that the profession
has ignored in individual or social negotiations. Yet
negotiation does not mean simply giving the public
what it wants. An overemphasis on satisfying public
demands, without attention to core health care val-
ues, will ultimately leave both professionals and so-
ciety unprotected. In addition, professionalism may
be misused if physicians become devoted, as individ-
uals or groups, to values derived from other sources,
such as business values. Finally, an exaggerated de-
votion to an ethic that is determined solely by pro-
fessionals may lead to paternalism or to the refusal
to consider other important perspectives.

A SPECTRUM OF PROFESSIONAL 

ACTIVISM

With this model of professionalism as devotion,
profession, and negotiation, exactly how, in a prac-
tical sense, should physicians act on behalf of pa-
tients, the public, and health care values? What types
of activity constitute professional advocacy?

The advocacy activities of individual professionals
should fall along a spectrum, with more extreme ac-
tions requiring more stringent justifications.57 At one
end of the spectrum is routine advocacy for patients
and public health. Routine advocacy constitutes phy-
sicians’ regular daily activity. Physicians working in
health care delivery organizations — coordinating
care, working to improve practice guidelines, and so
on — should advocate health care values rather than
government or corporate values, speaking on behalf
of patients and health care. Occasionally, this type of
advocacy may be personally risky. For instance, phy-
sicians who appeal adverse coverage decisions on be-
half of their patients may put at risk their standing
with health plans.

If advocacy fails, physicians have an obligation to ex-
press internal dissent with regard to activities or pol-
icies that undermine core health care values. This
responsibility is what distinguishes genuine profes-
sionals from “company docs.” Although internal dis-
sent is not always clearly distinct from routine advo-
cacy, it is a negative form of activism that may go
against an internal hierarchy. Internal dissent may re-
quire courage and skill to achieve a positive outcome,
but it generally requires minimal moral justification.

Public dissent is next on the spectrum and should
be used with more care. It may raise tensions and
backfire, causing harm. For instance, the dissenter
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may be demoted or fired, thereby perhaps harming
patients’ care, or a point of dissent may become more
difficult to resolve because publicity can provoke de-
nial or defensiveness. Public dissent is warranted only
when internal dissent has demonstrably failed to rem-
edy a harmful situation, when outside pressure is like-
ly to be required to achieve change, when public
silence allows the harmful situation to continue, and
when the potential harms to patients from public
dissent are relatively small. For example, the proposed
closing of a clinic may justify efforts to galvanize com-
munity 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 profession-
al 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 harm as possible.58 Surrepti-
tious disobedience, such as secretly “gaming” a bill-
ing code to obtain coverage for services, is not jus-
tifiable as a form of direct professional disobedience,
since it is neither public nor aimed at achieving sys-
temic 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 “gag rule” are ex-
amples of justifiable disobedience.60,61

Indirect professional disobedience is the disobey-
ing of otherwise unobjectionable rules in order to
call attention to a wrong.58 Indirect actions become
appealing when it is not helpful to disobey directly.
For example, physicians may not be effective in pro-
testing a health plan’s underprovision for the unin-
sured by directly caring for them — providing char-
ity care is a normal part of professionalism and in an
open system it may even facilitate the injustice. But
an indirect action, such as collectively refusing to hon-
or a dress code, might call attention to the situation.
Although the danger of harm from such an action
may seem remote, indirect disobedience can be more
harmful than direct disobedience, because in the lat-
ter the action itself preserves patient care. Protestors
may also overestimate the effectiveness of their cam-
paigns.58 To be justified, the disobedient act should,
at a minimum, be clearly linked with the offensive
situation, be seen as reasonable by the public, be un-
likely to result in greater harm to patients or others,
and be likely to result in lasting positive change.

Finally, a principled exit from medical practice with-
in a health care system is justifiable in catastrophic
circumstances. 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 if he or she 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 self-righteous exit helps no
one in need (and actually does harm by eliminating
a potential source of advocacy) and primarily serves
the dissenter’s self-image. This type of exit is an act
of self-righteousness or even cowardice masquerad-
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 of physicians as the only way to
maintain the moral base of medical practice: Dutch
physicians in World War II turned in their licenses
but continued to practice underground, to avoid
practicing under Nazi rule.34 The extreme nature
of this example illustrates the burden of proof that
those who wish to exit must meet 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.
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