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Medicine has claimed to be a profession based on
altruism and dedicated to the ends of providing
technically competent and morally sound care to
persons in need. The highest ethical standard, a
fiduciary ethos, prevails in, and sustains these
ends of medicine. It requires that physicians put
patients’ best interest ahead of their own legiti-
mate self-interest(s). When those ideals are com-
promised, so is the mission of medicine. We
believe that this lament is at the core of Janice
Tildon-Burton’s presidential commentary as
presented in the February 2007 issue of the
Delaware Medical Journal. 2  Doctor Tildon-
Burton well-illustrates the numerous burdens
that the business model of medicine has placed
upon both medicine as a practice, and upon the
individual practitioner.

In our experience, the majority of medical
students are still compelled by humanitarian
interests to endure the arduous path of medical
school and residency, and as Tildon-Burton as-
tutely notes, “…physicians just entering prac-
tice have some of the same idealism… [as] 25
years ago.”2   Yet, the reality check that she
describes is that young physicians’ idealism is
far too often tempered (if not deflated) by the
stark imperatives of “market-model” medicine.
We believe that the dissonance between the
values of physicians and those of the system in
which their practice(s) are enacted causes this
deflation of idealism, and  perhaps may be
eroding the integrity of medicine as a profession.

We agree with Doctor Tildon-Burton that
medicine has become “…big business”; but not
rightly so. Simply, the market ethos doesn’t
comport with the millennium-long ethos of medi-
cine as described by Plato in Book 1 of the
Republic: “…the physician, as such, studies only
the patient’s interest, not his own…The busi-
ness of the physician, in the strict sense, is not
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to make money for himself…all that he says and
does will be said and done with a view to what is
good and proper for the subject for whom he
practices his art.”3  Thus, while there is a
business to medicine, medicine is not business.4

The ends of medicine are humanitarian; the
ends of business are profit, enabled by the two
instrumental values of productivity and effi-
ciency.  The market has no concern or mecha-
nism for just distribution of goods and services.
Competition and price determine who gets health
care services. These agenda are furthered by the
imperatives to use technology, not universally
as a means to enhance the humanitarian dimen-
sions of medicine, but evermore as a competitive
tool by which to exact fiscal productivity, and
economic and temporal efficiency.5

Indeed, we may not sufficiently appreciate
how thoroughly technological imperatives and
the market have already infiltrated the practice
of medicine. The research agenda, much of
which is sponsored by industry, is being increas-
ingly shaped by commercial criteria, not simply
scientific criteria and/or the notion of the sci-
ence in the service of the “common good.” Use of
new technologies, techniques and services among
specialty and community hospitals may be as
much motivated by competitive market share
and revenue as it is by best serving the
community’s most pressing health care needs.6

The practice of “boutique medicine,” while satis-
fying certain goods, compromises others and
clearly relies upon economic differences to ac-
commodate patients’ access to health care. Phy-
sicians regularly experience the consequences of
direct-to-consumer advertising of drugs and cer-
tain medical technologies, and may render a
mixed verdict on these products’ overall value
based upon economic bias(es).  (As an aside, in
light of this, we suggest that the role of pharma-
ceutical manufacturers in funding CME and
professional meetings bears scrutiny given the
potential of commercial values to unduly influ-
ence medicine’s professed priorities and val-
ues.)7

This is not to say that we must abandon
technology or new techniques, for the diagnostic
and therapeutic benefits that technology (and
its applications) have achieved are responsible
for many of the successes of (the curative model

of) modern medicine.8 But we must also recog-
nize the limits of technology and medicine – the
use of technology is not a medical imperative,
and medicine cannot cure everything. Thus,
while the mortality of many diseases has been
lowered, we are now faced with a growing preva-
lence of chronic disorders that manifest longitu-
dinal as illness in a longer-lived population.
Hence, the very success(es) of medicine to date
has created a situation that illustrates the
limits of technological value-ladeness, as well as
those of the business ethos and market model.
The contemporary market model of medicine is
ill-prepared and inappropriate to effectively and
ethically deal with the increased chronic mor-
bidity that biomedical progress has created. If
we are to heal and care for those chronic disor-
ders that cannot be cured, we must recognize
the limitations and strengths of medicine that
affect these goals.

Robert Kuttner speaks of the “virtues and
limits of the market.”9  In this regard, we may
surely respect and honor the market’s apprecia-
tion for efficiency and productivity in medicine
as well as commercial endeavors. In fact, that is
precisely what we do in our continuous quality
improvement initiatives, our practice of evi-
dence-based medicine, and stewardship of ex-
pensive health care resources.10   It is foolhardy
not to adopt efficient billing and other office
practices so as to maximize our revenues. But to
prudently adopt appropriate market techniques
is quite different from appropriating the market
ideology, lock, stock and barrel.

But if the market unapologetically asserts
that when self-interested sellers (e.g., physi-
cians and health care organizations) enter with
the intention of maximizing their own welfare,
and encounter self-interested buyers (patients)
concerned with maximizing their welfare, some-
how, the collective is benefited, why are we still
uncomfortable with the notion of a business
model for medicine?  We suggest that it is
because much of the professionalism of medi-
cine is lost when it is construed as business. The
psychologist Howard Gardner recently stated
that this is because business is not strictly a
profession.11 As such business lacks the “code”
that holds inviolable certain rules, values and
virtues that are ethically sound, not just legally
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permissible.  As Gardner notes, in business
“professional standards are a vocational option,
not part of the territory…”11  We feel that this
underlies the discomfort with business as pur-
loining the purity of medicine, and the probity of
the physician-patient relationship. After all,
altruism and caring, key virtues in medicine,
are surely extra-market norms whose very ex-
istence is jeopardized by the market ethos.12

So to reconcile the art of medicine with the
business of medicine, we feel that an important
first step is the acknowledgment that medicine
is not business, and that the business aspect of
medicine should be constructed and construed
to enable right and good patient care. In other
words, we must work to align the “business of
medicine” with the ends of medicine.4, 12   This
calls for a sea change, and certainly such a
major paradigm shift requires a pervasive and
progressive alteration in education, training,
research, and practice; in actuality a change in
the “culture of medicine.” Recently, Ezekiel
Emanuel of the National Institutes of Health
has called for sweeping changes in the medical
curriculum to meet this challenge for change.13

As Doctor Tildon-Burton recommends, there is
the need to bring business courses into the
medical school (rather than sending physicians
to business school). But Emanuel also sees the
need to enhance critical thinking courses (e.g.,
statistics, evidence-analyses) and the humani-
ties (e.g., history and philosophy of medicine,
and inculcating ethics throughout all of medical
training). We agree with Doctors Tildon-Burton
and Emanuel. We are not advocating that the
‘pendulum of technological efficiency’ reverse
its swing. Rather we are calling for the philo-
sophical and ethical grounds that form the base
of the pendulum to catch up, and to advance in-
step with (if not lead) technological and market

progress. Committing to these values will keep
medicine as the most scientific of the humani-
ties, and the most humanistic of the sciences. It
is a matter of personal and professional integ-
rity that we are grounded in these foundational
commitments, lest we uncritically succumb to
the pressures and allure of the market, and lose
the meaning of medicine altogether.
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