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PERSPECTIVE

Medical Professionalism in the New Millennium: A Physician Charter

Project of the ABIM Foundation, ACP-ASIM Foundation, and European Federation of Internal Medicine*

To our readers: 1 write briefly to introduce the Medical Pro-
fessionalism Project and its principal product, the Charter on
Medical Professionalism. The charter appears in print for the first
time in this issue of Annals and simultaneously in The Lancer. 1
hope that we will look back upon its publication as a watershed
event in medicine. Everyone who is involved with health care
should read the charter and ponder its meaning.

The charter is the product of several years of work by leaders
in the ABIM Foundation, the ACP-ASIM Foundation, and the
European Federation of Internal Medicine. The charter consists
of a brief introduction and rationale, three principles, and 10
commitments. The introduction contains the following premise:
Changes in the health care delivery systems in countries through-
out the industrialized world threaten the values of professional-
ism. The document conveys this message with chilling brevity.
The authors apparently feel no need to defend this premise, per-
haps because they believe that it is a universally held truth. The
authors go further, stating that the conditions of medical practice
are tempting physicians to abandon their commitment to the
primacy of patient welfare. These are very strong words. Whether
they are strictly true for the profession as a whole is almost beside
the point. Each physician must decide if the circumstances of
practice are threatening his or her adherence to the values that
the medical profession has held dear for many millennia.

Three Fundamental Principles set the stage for the heart of
the charter, a set of commitments. One of the three principles,
the principle of primacy of patient welfare, dates from ancient
times. Another, the principle of patient autonomy, has a more
recent history. Only in the later part of the past century have
people begun to view the physician as an advisor, often one of
many, to an autonomous patient. According to this view, the
center of patient care is not in the physician’s office or the hos-
pital. It is where people live their lives, in the home and the
workplace. There, patients make the daily choices that determine
their health. The principle of social justice is the last of the three
principles. It calls upon the profession to promote a fair distri-
bution of health care resources.

There is reason to expect that physicians from every point

on the globe will read the charter. Does this document represent
the traditions of medicine in cultures other than those in the
West, where the authors of the charter have practiced medicine?
We hope thart readers everywhere will engage in dialogue about
the charter, and we offer our pages as a place for that dialogue to
take place. If the traditions of medical practice throughout the
world are not congruent with one another, at least we may make
progress toward understanding how physicians in different cul-
tures understand their commitments to patients and the public.
Many physicians will recognize in the principles and com-
mitments of the charter the ethical underpinning of their profes-
sional relationships, individually with their patients and collec-
tively with the public. For them, the challenge will be to live by
these precepts and to resist efforts to impose a corporate mental-
ity on a profession of service to others. Forces that are largely
beyond our control have brought us to circumstances that require
a restatement of professional responsibility. The responsibility for
acting on these principles and commitments lies squarely on our

shoulders.
—Hawold C. Sox, MD, Editor

hysicians today are experiencing frustration as changes

in the health care delivery systems in virtually all indus-
trialized countries threaten the very nature and values of
medical professionalism. Meetings among the European
Federation of Internal Medicine, the American College of
Physicians—American Society of Internal Medicine (ACP-
ASIM), and the American Board of Internal Medicine
(ABIM) have confirmed that physician views on profes-
sionalism are similar in quite diverse systems of health care
delivery. We share the view that medicine’s commitment to
the patient is being challenged by external forces of change
within our societies.

Recently, voices from many countries have begun
calling for a renewed sense of professionalism, one that
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Hospitalier Universitaire Vaudois, Lausanne, Switzerland; Alberto Malliani, MD, Universita di Milano, Milan, Italy; Hein Muller, MD, PhD, Ziekenhuis Gooi-Noord, Rijksstraatweg,
the Netherlands; Daniel Sereni, MD, Hépital Saint-Louis, Paris, France; and Eugene Sutorius, JD, Faculteit der Rechts Geleerdheid, Amsterdam, the Netherlands. Special Consultants:
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is activist in reforming health care systems. Responding
to this challenge, the European Federation of Internal
Medicine, the ACP—ASIM Foundation, and the ABIM
Foundation combined efforts to launch the Medical
Professionalism Project (www.professionalism.org) in
late 1999. These three organizations designated mem-
bers to develop a “charter” to encompass a set of prin-
ciples to which all medical professionals can and should
aspire. The charter supports physicians’ efforts to ensure
that the health care systems and the physicians working
within them remain committed both to patient welfare
and to the basic tenets of social justice. Moreover, the
charter is intended to be applicable to different cultures
and political systems.

PREAMBLE

Professionalism is the basis of medicine’s contract with
society. It demands placing the interests of patients above
those of the physician, setting and maintaining stan-
dards of competence and integrity, and providing expert
advice to society on matters of health. The principles
and responsibilities of medical professionalism must be
clearly understood by both the profession and society.
Essential to this contract is public trust in physicians,
which depends on the integrity of both individual phy-
sicians and the whole profession.

At present, the medical profession is confronted by
an explosion of technology, changing market forces,
problems in health care delivery, bioterrorism, and glob-
alization. As a result, physicians find it increasingly dif-
ficult to meet their responsibilities to patients and soci-
ety. In these circumstances, reaffirming the fundamental
and universal principles and values of medical profes-
sionalism, which remain ideals to be pursued by all phy-
sicians, becomes all the more important.

The medical profession everywhere is embedded in
diverse cultures and national traditions, but its members
share the role of healer, which has roots extending back
to Hippocrates. Indeed, the medical profession must
contend with complicated political, legal, and market
forces. Moreover, there are wide variations in medical
delivery and practice through which any general princi-
ples may be expressed in both complex and subtle ways.
Despite these differences, common themes emerge and
form the basis of this charter in the form of three fun-
damental principles and as a set of definitive professional
responsibilities.
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FUNDAMENTAL PRINCIPLES

Principle of primacy of patient welfare. This principle
is based on a dedication to serving the interest of the
patient. Altruism contributes to the trust that is central
to the physician—patient relationship. Market forces, so-
cietal pressures, and administrative exigencies must not
compromise this principle.

Principle of patient autonomy. Physicians must have
respect for patient autonomy. Physicians must be honest
with their patents and empower them to make in-
formed decisions about their treatment. Patients’ deci-
sions about their care must be paramount, as long as
those decisions are in keeping with ethical practice and
do not lead to demands for inappropriate care.

Principle of social justice. The medical profession must
promote justice in the health care system, including the
fair distribution of health care resources. Physicians should
work actively to eliminate discrimination in health care,
whether based on race, gender, socioeconomic status,
ethnicity, religion, or any other social category.

A SET OF PROFESSIONAL RESPONSIBILITIES

Commitment to professional competence. Physicians
must be committed to lifelong learning and be respon-
sible for maintaining the medical knowledge and clinical
and team skills necessary for the provision of quality
care. More broadly, the profession as a whole must strive
to see that all of its members are competent and must
ensure that appropriate mechanisms are available for
physicians to accomplish this goal.

Commitment to honesty with patients. Physicians
must ensure that patients are completely and honestly
informed before the patient has consented to treatment
and after treatment has occurred. This expectation does
not mean that patients should be involved in every
minute decision about medical care; rather, they must
be empowered to decide on the course of therapy. Phy-
sicians should also acknowledge that in health care,
medical errors that injure patients do sometimes occur.
Whenever patients are injured as a consequence of med-
ical care, patients should be informed promptly because
failure to do so seriously compromises patient and soci-
etal trust. Reporting and analyzing medical mistakes
provide the basis for appropriate prevention and im-
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provement strategies and for appropriate compensation
to injured parties.

Commitment to patient confidentiality. Earning the
trust and confidence of patients requires that appropri-
ate confidentiality safeguards be applied to disclosure of
patient information. This commitment extends to dis-
cussions with persons acting on a patient’s behalf when
obtaining the patient’s own consent is not feasible. Ful-
filling the commitment to confidentiality is more press-
ing now than ever before, given the widespread use of
electronic information systems for compiling patient
data and an increasing availability of genetic informa-
tion. Physicians recognize, however, that their commit-
ment to patient confidentiality must occasionally yield
to overriding considerations in the public interest (for
example, when patients endanger others).

Commitment to maintaining appropriate relations
with patients. Given the inherent vulnerability and de-
pendency of patients, certain relationships between phy-
sicians and patients must be avoided. In particular, phy-
sicians should never exploit patients for any sexual
advantage, personal financial gain, or other private purpose.

Commitment to improving quality of care. Physicians
must be dedicated to continuous improvement in the
quality of health care. This commitment entails not only
maintaining clinical competence but also working col-
laboratively with other professionals to reduce medical
error, increase patient safety, minimize overuse of health
care resources, and optimize the outcomes of care. Phy-
sicians must actively participate in the development of
better measures of quality of care and the application of
quality measures to assess routinely the performance of
all individuals, institutions, and systems responsible for
health care delivery. Physicians, both individually and
through their professional associations, must take re-
sponsibility for assisting in the creation and implemen-
tation of mechanisms designed to encourage continuous
improvement in the quality of care.

Commitment to improving access to care. Medical
professionalism demands thart the objective of all health
care systems be the availability of a2 uniform and ade-
quate standard of care. Physicians must individually and
collectively strive to reduce barriers to equitable health
care. Within each system, the physician should work to
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eliminate barriers to access based on education, laws,
finances, geography, and social discrimination. A com-
mitment to equity entails the promotion of public
health and preventive medicine, as well as public advo-
cacy on the part of each physician, without concern for
the self-interest of the physician or the profession.

Commitment to a just distribution of finite resources.
While meeting the needs of individual patients, physi-
cians are required to provide health care that is based on
the wise and cost-effective management of limited clin-
ical resources. They should be committed to working
with other physicians, hospitals, and payers to develop
guidelines for cost-effective care. The physician’s profes-
sional responsibility for appropriate allocation of re-
sources requires scrupulous avoidance of superfluous
tests and procedures. The provision of unnecessary ser-
vices not only exposes one’s patients to avoidable harm
and expense but also diminishes the resources available
for others.

Commitment to scientific knowledge. Much of medi-
cine’s contract with society is based on the integrity and
appropriate use of scientific knowledge and technology.
Physicians have a duty to uphold scientific standards, to
promote research, and to create new knowledge and en-
sure its appropriate use. The profession is responsible for
the integrity of this knowledge, which is based on scien-
tific evidence and physician experience.

Commitment to maintaining trust by managing con-
flicts of interest. Medical professionals and their organi-
zations have many opportunities to compromise their
professional responsibilities by pursuing private gain or
personal advantage. Such compromises are especially
threatening in the pursuit of personal or organizational
interactions with for-profit industries, including medical
equipment manufacturers, insurance companies, and
pharmaceutical firms. Physicians have an obligation to
recognize, disclose to the general public, and deal with
conflicts of interest that arise in the course of their pro-
fessional duties and activities. Relationships berween in-
dustry and opinion leaders should be disclosed, espe-
cially when the latter determine the criteria for conducting
and reporting clinical trials, writing editorials or thera-
peutic guidelines, or serving as editors of scientific jour-
nals.
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Commitment to professional responsibilities. As mem-
bers of a profession, physicians are expected to work
collaboratively to maximize patient care, be respectful of
one another, and participate in the processes of self-
regulation, including remediation and discipline of
members who have failed to meet professional stan-
dards. The profession should also define and organize
the educational and standard-setting process for current
and future members. Physicians have both individual
and collective obligations to participate in these pro-
cesses. These obligations include engaging in internal
assessment and accepting external scrutiny of all aspects
of their professional performance.

SUMMARY

The practice of medicine in the modern era is beset
with unprecedented challenges in virtually all cultures
and societies. These challenges center on increasing dis-
parities among the legitimate needs of patients, the
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available resources to meet those needs, the increasing
dependence on market forces to transform health care
systems, and the temptation for physicians to forsake
their traditional commitment to the primacy of patients’
interests. To maintain the fidelity of medicine’s social
contract during this turbulent time, we believe that phy-
sicians must reaffirm their active dedication to the prin-
ciples of professionalism, which entails not only their
personal commitment to the welfare of their patients
but also collective efforts to improve the health care
system for the welfare of society. This Charter on Med-
ical Professionalism is intended to encourage such ded-
ication and to promote an action agenda for the profes-
sion of medicine that is universal in scope and purpose.

Requests for Single Reprints: Linda Blank, ABIM Foundation, 510
Walnut Street, Suite 1700, Philadelphia, PA 19106-3699; e-mail, Iblank
@abim.org.
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Executive Summary

The Medicare Quality Improvement Organization (QIO) Program (formerly referred to as
the Medicare Utilization and Quality Control Peer Review Program) was created by
statute in 1982 to improve quality and efficiency of services delivered to Medicare
beneficiaries. In its first phase, which concluded in the early nineties, the Program
sought to accomplish its mission through peer review of cases to identify instances in
which professional standards were not met for purposes of initiating corrective actions.
In the second phase, quality measurement and improvement became the predominant
mode of Program operation. As a result of significant changes that have occurred in our
understanding of how to improve quality, as well as changes in the environment to
promote public reporting of provider performance and the development of performance-
based payment programs, the QIO Program launched the QIO 8 Scope of Work (SOW)
with a revised approach to supporting high levels of provider performance.

Section 109(d)(1) of the Medicare Prescription Drug, Improvement, and Modemization
Act 0of 2003 (MMA) mandated that the Institute of Medicine (I0OM) conduct a review of
the Program and how its impact could be enhanced. The IOM issued a report based on its
study on March 9, 2006. The Centers for Medicare & Medicaid Services (CMS) also
undertook its own intensive internal review of the Program beginning the fall of 2005.
As a result of the IOM study and the internal Agency review, CMS has determined that
there is a need for improvement of the Program to enable it to effectively promote high
quality, efficient, and person-centered care for Medicare beneficiaries. This report
responds to Section 109(d)(2) of the MMA, which requires the Secretary to report on the
results of the IOM Study, including any recommendations for legislation, and provides a
discussion of how CMS is taking action to address the issues raised in the Study.

CMS views the QIO Program as a cornerstone in its efforts to improve quality and
efficiency of care for Medicare beneficiaries. The Program has been instrumental in
advancing national efforts to measure and improve quality, and it presents unique
opportunities to support improvements in care in the future. Consequently, CMS is
undertaking these activities to ensure that the Program is focused, structured, and
managed so as to maximize its ability for creating value. These improvements support
broader initiatives to provide transparency for beneficiaries and create performance-based
payment programs for providers. Most health care providers deliver care to Medicare
beneficiaries as well as patients insured by commercial insurers. Recent efforts to
improve quality reflect the idea that shared quality improvement goals and consistent
quality measures for all patients will result in less burden to providers, as well as the
opportunity to identify and achieve meaningful performance improvements. Thus, to
achieve demonstrable and significant improvement in care for Medicare beneficiaries, the
Program is supporting partnerships that engage a broad group of stakeholders for the
purpose of improving quality of care for all patients based on common goals and
measures. This approach facilitates leveraging private sector resources and expertise at
the local and national level, with a potentially more significant impact on the quality and
efficiency of the health care system.



CMS’ response to the IOM study includes the following important Program improvement
actions:

e Strengthening evaluation design to better assess the impact of the Program

e Strengthening financial oversight and establishing requirements for QIO board
governance to assure appropriate use of contractor funds and the representation of
key constituencies

e Increasing competition for QIO contracts

e Enabling QIOs to release information to beneficiaries about QIO findings related
to their complaints

e Directing QIOs to focus on the local achievement of national quality and
efficiency goals, to improve care for beneficiaries with significant medical needs

e Directing QIOs to support local initiatives to develop and use information on
quality and cost to help beneficiaries, their caregivers, and their health
professionals make better choices about their treatment options, and self-care

The paper has three sections. The first provides a brief history of the Program, with an
emphasis on recent activities relevant to Program improvement activities. The second
describes IOM’s mandate under the MMA as well as the IOM recommendations to the
QIO Program to enhance its impact. The third summarizes CMS’ response to the IOM
recommendations. Generally, the IOM recommendations for restructuring and improving
the QIO Program are consistent with the improvements that have been undertaken in the
QIO Program. As part of CMS’ ongoing internal review of the QIO Program, CMS will
continue to consider the IOM recommendations and make changes as appropriate to the
Program.

Also included are two appendices — QIO 8" SOW Performance Measures and Proposed
QIO Contractor Governance Guidelines.



Section One: Background

In 1982, Congress established the Medicare Utilization and Quality Control Peer Review
Program, which was incorporated into Title X1 of the Social Security Act. The purpose
of the Program, as stated in Section 1862(g), is to improve the efficiency, effectiveness,
economy, and quality of services delivered to Medicare beneficiaries.

Initially, during the Program’s first phase, case review by physician peers was the
primary method of accomplishing its purpose. Peer Review Organizations (PROs)
reviewed cases referred by beneficiaries and providers and selected via sampling to
identify instances in which professional standards were not met, and required providers to
implement corrective action plans or referred them for sanction proceedings where
appropriate. Although case review may have resulted in improvement by individual
providers, the improvement was not systematic or measurable, and the reliability of case
review determinations was questionable.

In the early nineties, in part in response to the recommendations of a report by the
Institute of Medicine (IOM), the Program made a major change in its method. Case
review was supplemented by the collection of data for quality measures, and where there
was opportunity for improvement, PROs (renamed Quality Improvement Organizations
or QIOs several years ago) offered technical assistance to providers. During this second
phase of the Program, improvement on quality measures occurred. However, the impact
of QIO activities on these improvements was not clear, and in 2003, the MMA mandated
a review by the IOM of the Program’s effectiveness.

Also over the past decade, the quality improvement landscape in health care has changed
dramatically in several respects:

e Qaps in healthcare quality are more widely recognized by policymakers,
consumers, and provider organizations. The landmark IOM publication “To Err
1s Human,” that documented safety issues in hospital care, stimulated such
recognition.

e The need for more fundamental changes in health care processes and systems to
deliver consistent high-quality care is also recognized, again in part as a result of
another IOM report, “Crossing the Quality Chasm.”

e Movement has begun and momentum has now developed toward consumer
choice in healthcare, through public reporting of provider performance and, more
recently, performance-based provider payment.

Cognizant of these trends, the Program launched a strategic planning process in
preparation for the current contract period (the QIO 8" Scope of Work or 8™ SOW—
effective in August 2005). Through this process, the Program determined that although
improvement had occurred on clinical quality measures during the recent contract
periods, there was a need for improvement of the Program if it was to succeed in
promoting broader, more rapid improvement that resulted in high levels of quality for
Medicare beneficiaries and efficient use of Medicare resources. To accomplish this,
CMS planned improvements of QIO quality improvement work in the 8™ SOW around



