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Physician Professionalism and
Organizational Efforts to Improve
Quality: A Systems Perspective

Jessica M. Bartell, MD, MS; Maureen A. Smith, MD, MPH, PhD

ABSTRACT

The issue of physician professionalism has grown in
importance in recent years, in part because of percep-
tions that our rapidly changing health care system and
the incentives associated with managed care threaten
professionalism. Inherent conflicts between physician
professionalism and the financial and non-financial in-
centives used by health care organizations in quality
management may be undermining the effectiveness of
quality improvement initiatives. This paper examines
the role of system redesign in quality improvement and
the implications of a systems approach for physician
job satisfaction, professionalism, and the quality of pa-
tient care. We contend that a systems perspective may
be more compatible with physician professionalism
and may be a more effective method of quality im-
provement that could alleviate some of the resistance
that accompanies the implementation of quality im-
provement efforts. Disease management programs and
multidisciplinary patient care teams are discussed as ex-
amples of potentially useful system-level interventions.

INTRODUCTION

In recent years, the issue of professionalism among
physicians has been the central focus of numerous na-
tional and international medical conferences, medical
journal publications, and public initiatives by profes-
sional organizations.! Concern by these organizations
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over the effects of a changing US health care delivery
system on physicians’ primary dedication to patients
has spawned a call for renewed commitment to the
principles of the primacy of patient welfare, patient au-
tonomy, and social welfare.2 In part, this professional-
ism “movement” has been motivated by perceived neg-
ative effects of organizational efforts to manage quality
(and cost) on the ability of physicians to serve as advo-
cates for their patients.> In the current era in which
competition between health care organizations is in-
creasingly based on reducing inappropriate variations
in care* while improving quality of care and patient sat-
isfaction,’ it is important to reconcile the concept of
medical professionalism with quality improvement ef-
forts in order to improve physician acceptance of the
quality improvement process.

There has been increasing recognition that quality
medical care is a property of systems, not just of indi-
viduals. In 2001, the Institute of Medicine issued its re-
port on health care quality, Crossing the Quality
Chasm, which stressed the importance of system design
in creating health care environments that are both safe
and that produce quality health-related outcomes.
Human factors engineering (a concept adapted from
the field of industrial engineering), which promotes
system design as a method to improve the interactions
between the worker and the work environment, is in-
creasingly used to address issues of worker efficiency
and safety. Systems design has also been identified as an
important component of quality improvement and pa-
tient safety. Research has shown systems improvement
that decreases reliance on individual memory and at-
tention decreases error rates and improves quality of
care.” This systems approach to changing physician be-
havior may not only be a more effective approach, but
may also be better accepted by physicians than the tra-
ditional incentive approach. Furthermore, this ap-
proach may be more reconcilable with the concept of
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physician professionalism because of its more indirect
effects on physician behavior.

In this paper, we examine the tension between
physician professionalism and the incentives (financial
and non-financial) that currently predominate in qual-
ity management efforts. We examine the roles of system
redesign in quality improvement and discuss the impli-
cations of a systems approach to quality management
for physician job satisfaction, professionalism, and the
quality of patient care.

PHYSICIAN PROFESSIONALISM

The concept of professionalism implies that profession-
als are bound by the ethics of their professions to serve
in their clients’ best interests. Professionals are drawn
to their professions because of an altruistic desire to
serve, and this altruism restrains them from responding
primarily to their own economic self-interest. They are
also embedded in a community of peers with similar al-
truistic intentions and values that serve to further re-
strain their self-interest.8 The idea of physician profes-
sionalism dates back to the Hippocratic oath, which
instructed physicians to practice medicine for “the ben-
efit of patients and abstain from whatever is deleterious
and mischievous.”® Patient trust in the physician-pa-
tient relationship is based on the idea that physicians
have responsibility and control over medical decision-
making and prioritize the needs of patients over all
other considerations.?

According to this theory on professions, the physi-
cian is the central force from which healing power
originates and is controlled. From this philosophy
stems great responsibility and great respect. However,
it has been noted that physician professionalism also
fosters a “culture of blame” when things go wrong be-
cause, if physicians are responsible for the entirety of
the medical process, then they are also exclusively to
blame for poor quality care.!0 It is this desire to main-
tain autonomy and responsibility related to profes-
sional status that may, in part, explain physician re-
sistance  to connected with quality
improvement efforts.

incentives

AGENCY THEORY AND THE ROLE

OF INCENTIVES

Multiple and sometimes conflicting organizational in-
centives have created a sense among physicians that
their role as professionals may be threatened.!! These
organizational incentives include financial as well as
non-financial incentives to manage utilization, de-
crease inappropriate variations in care, encourage evi-
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dence-based practice of medicine, and increase pro-
ductivity. Examples of these incentives include salary
withholds and bonuses, utilization review, practice
guidelines, treatment reminders and prompts, and peer
comparisons.!2 These incentives are increasing in
prevalence and in influence: a study of the arrangement
that physicians make with managed care organizations
demonstrated that extensive utilization review oc-
curred in 62% of physician practices, 63% of physi-
cians used practice guidelines, and 68% received per-
sonalized profiles of their practice patterns.!> These
incentives, which are often viewed as a form of bu-
reaucratic control, may be resented by practicing
physicians who see control and authority over their
practice decisions as their professional responsibility.
As a result, these incentives have often been less than
fully successful in motivating actual changes in physi-
cian behavior. Even with additional training and incen-
tives, changing physician behavior is recognized as a
very difficult process.!4

The role and power of these incentives—as well as
physicians’ resistance to them—can be explained by
agency theory. Agency theory was developed in the
context of corporate interactions to describe the rela-
tionship between those who contract for services
(“principals”) and those who perform such services
(“agents”). This theory has been applied in the health
care setting to describe the interactions between
health care organizations (i.e., principals) and physi-
cians (i.e., agents).!> Agency theory says that financial
and non-financial incentives are offered by principals
in order to induce behaviors in agents that are consis-
tent with the goals of the principal.1¢ These incentives
cause physicians to balance the interests of their pa-
tients with another set of interests, namely the inter-
ests of the organization with which the physicians are
associated. This concept has been coined “double
agency” and refers to the tension between these differ-
ent influences and loyalties.> Because physician pro-
fessionalism suggests that physicians should act as
“perfect agents” for their patients by holding patient
goals paramount, the uncomfortable balance of hav-
ing to act as agent for both patients and organizations
may explain some of the physician resistance to orga-
nizational incentives.

There is growing distress among physicians, which
appears largely related to the incentives present in med-
ical practice associated with managed care. And this
distress may be contributing to the growing crisis of
confidence in physicians among patients? as well as to
increased career dissatisfaction among physicians in-
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volved in managed care.!” Furthermore, the inherent
conflicts between organizational incentives and physi-
cian professionalism may undermine effectiveness of
health care organizational quality improvement initia-
tives. For these reasons, a new approach to managing
medical practice and physician behavior is needed. A
systems perspective, which focuses on the structure of
health care, health care processes, and the interface be-
tween workers and the work environment, may be
more compatible with physician professionalism than
are direct incentives. It may also be a more effective
method of quality improvement and may help to im-
prove physician acceptance of organizational change
efforts.

A SYSTEMS PERSPECTIVE

The Institute of Medicine, in its report Crossing the
Quality Chasm, called on health care organizations to
take a systematic approach to quality improvement.t
The report pointed to evidence that systems changes
can effectively change practice and improve health
care quality by reducing medical errors and decreasing
inappropriate variations in care. While the safety and
efficiency arguments are convincing, it is becoming
increasingly apparent that system redesign may also
help physicians to improve their worklives and better
meet their patients’ needs while functioning within
the required constraints of a health care organiza-
tion.!8

Human factors engineering, which focuses on system
redesign to optimize the interactions between workers
and their work environments, has been incorporated
into the thinking of health care organizations in recent
years. For example, human factors engineering has been
employed in anesthesiology in the development of “en-
gineered safety devices” such as a system of gas connec-
tors that does not allow a gas hose or cylinder to fit the
wrong site. This type of advance, combined with new
technologies, standards and guidelines, and an emphasis
on a “culture of safety” has helped to dramatically de-
crease the rate of death due to anesthesia.!?

Efficiency in health care has similarly been helped
by systems improvements. The enormous expansion of
knowledge and technology in medicine in recent years
has made it impossible for physicians to apply all avail-
able preventive screening, convey all known informa-
tion about relevant medical conditions, and provide all
available treatments for each patient in the increasingly
limited time available for an individual office appoint-
ment. This situation, in which physicians find them-
selves on a hypothetical treadmill and “running faster
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just to stand still,” has been referred to as “hamster
health care.”18 Systems redesign such as computerized
screening protocols and electronic communications
may relieve the physician of some of the less demand-
ing functions of health care and therefore save time for
more meaningful patient care.

Quality improvement efforts that incorporate sys-
tem redesign may also be more successful in changing
physician behavior, maintaining physician job satisfac-
tion, and preserving physician professionalism than tra-
ditional incentive approaches. System redesign, which
is based on the idea of making it “easy to do things
right and hard to do things wrong” may be a more in-
direct, easier approach to changing physician behav-
ior.10 Well-designed systems may be less resented than
direct financial and non-financial incentives set forth
by health care organizations. Often, systems changes
are quite invisible, so they are not in conflict with
physician autonomy and control. However, involve-
ment of physicians in the process of system design is
important to both the success of the system and to
physician acceptance.!® Maintenance of a sense of job
control and participation in the process of organiza-
tional change may improve physician acceptance of and
adherence to organizational quality improvement pro-
grams.!1

NEW APPROACHES

There have been a number of developments in the way
that health care is provided that focus on incorporat-
ing a systems approach to quality improvement. These
approaches, including disease management programs
and collaborative multidisciplinary patient care teams,
have largely been developed by organizations looking
for ways to provide quality health care while balanc-
ing the needs of physicians, patients, and health care
organizations.20 While still in the early stages of devel-
opment and evaluation, these approaches show great
potential for incorporating a systems approach to
health care while preserving physician professional-
ism.

Disease Management Programs

Disease management is a concept that first appeared in
the US health care field approximately 15 years ago. It
is a system for managing chronic conditions at a health
care system level in order to improve the effectiveness
and efficiency of care across the continuum of care.
High prevalence, high cost conditions are selected.
Disease maps and care maps are established to deter-
mine how the disease is managed within the health care
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organization and what drives the costs of care. The
most expensive and highest risk patients are identified
and interventions to improve care for these patients are
evaluated. The programs are monitored and adjusted as
necessary using a continuous quality improvement
framework. Some examples of these successful disease
management programs include focused discharge plan-
ning and post-discharge care for patients with conges-
tive heart failure,! intensive monitoring, education,
and follow-up for diabetes mellitus by nurses and nurse
case managers,2? and tertiary prevention of coronary
heart disease risk factors.23

Disease management programs take advantage of
system-level analyses to identify the need for interven-
tions and implement changes in the structure and
processes of care around certain high-prevalence, high-
cost diseases. Interventions may include physician in-
centives such as education, bonuses, and profiles, but
these incentives are established as only a part of multi-
ple interventions contributing to system redesign.2+
The responsibility for management of the condition is
therefore spread more equally across the many partici-
pants in the delivery of health care—physicians, other
practitioners, employees more indirectly involved in
patient care (e.g., receptionists, administrators, other
clinic personnel), and patients.?> If implemented well,
disease management programs should improve physi-
cian worklife through better coordination and support
of care.26

Multidisciplinary Patient Care Teams

The development of multdisciplinary patient care
teams within health care organizations takes advantage
of system-level work redesign to provide effective
health care. These teams have been especially effective
for managing the health care of patients with chronic
diseases.?” By taking advantage of team members’ indi-
vidual skill sets, patient care teams can create a system-
level health care delivery system in which individuals’
roles and functions are optimized and effectiveness of
care is maximized. This type of quality improvement
intervention has the potential to improve care through
population management, protocol-based regulation of
medication, self-management support, and intensive
follow-up.?” Similar to other system-level approaches,
this type of quality improvement effort does not take
away from the professional role of physicians or create
pressure on physicians to change the way they practice
medicine with financial incentives or negative conse-
quences for non-compliance. Instead, these teams cre-
ate a collaborative, positive environment to supplement
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physician expertise in the day-to-day management of
chronic illness.

CONCLUSIONS

Incorporation of a systems perspective into quality
improvement efforts may help improve physician ac-
ceptance of quality management activities and decrease
the tension between these activities and physician pro-
fessionalism. Establishment of disease management
programs and multidisciplinary patient care teams are
examples of system-level interventions that may be ef-
fective in improving quality while preserving physi-
cian professionalism. More research is needed to deter-
mine which system-level interventions are most
effective and to what extent these interventions truly
have positive effects on physician job satisfaction,
physician attitudes toward quality improvement ef-
forts, and ability of physicians to maintain a sense of
professionalism.
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