Editorial

Healthcare professionals in general and doctors in particular are usually ranked highest and enjoy the most
respectable place in the society. This is because of the professional sanctity in which they deal with physical
and emotional well being of humans - the best of the creatures on the face of earth(Chapter 95," Al-Teen"
verse No. 4 Al-Quraan " undoubtedly, We have made man in the fairest standing"). It is, therefore, morally
expected that those engaged in this noble profession will display humanly possible highest levels of all traits
of medical professionalism throughout their professional career. Professionalism is the moral
understanding among professionals and public that gives concrete reality to this social contract.1 It is based
on mutual trust. In exchange for a grant of authority through licensing and credentialing, professionals are
expected to maintain high standards of competence and moral responsibility. Medicine depends on more
than competence and expertise, essential as these are. It cannot function as an institution without good faith
on the part of provider, patient and the public as a whole. The root of the public trust is the confidence that
physicians will put patients' welfare ahead of all other considerations, even the patients' momentary wishes
or the physicians' monetary gain.“Medicine must always be treated as a public good, never as a commodity.”
A professional is not required to ignore material considerations but is expected to subordinate financial
gains to the higher values of responsibility to clients and to the public interest.1
The ascendant ideology of the time, however, has promoted the culture of free markets in all fields of social
life. The underlying idea is that people will be better off if they are searching for the best “deal.” In the larger
social environment, however, this change has brought disturbing effects on professionalism. These are most
evident in the US,2 to some extent in Canada,3 and Britain but not unknown in rest of the world.4 It has
transformed the traditional doctor patient relationship of care and trust in to questions of cost and benefit. It
is generally observed that the doctors working in both public and private sector, pay more attention to and
5
are more altruistic towards their private patients, compared to their clients in public sector. Although nonfinancial (but having deep rooted financial implications in the long run) incentives such as status and
recognition, strategic influence, control over work and professional opportunities have been identified as
contributory factors,6 the main reason why individuals carryout dual practice in the health sector is to
4,7
supplement the income they derive from public work.
Not only this, it has been observed globally that lust for monetary gains has prompted medical practitioners
in conjunction with pharmaceutical industry to prescribe and promote unnecessary drugs.8,9 Also patients
are offered tests and procedures supported by little evidence of their clinical and/or cost effectiveness. These
traits erode both the scientific underpinnings of medical practice and professional ethics.10
As a natural outcome, health care delivery is being transformed from a mutually rewarding and trusting11-13
professional service delivered with dedication, compassion and concern, to the sale of a commodity in an
adversarial marketplace. Professional satisfaction from patient care is being eroded and increasingly
replaced by lust for monetary rewards14 and true altruism is being replaced by pseudo professionalism.
Though we have gone too far in this regard but there is always a way to return. Are we ready to return? Such
an alarming situation warrants immediate and planned resuscitative measures to resolve this vital issue
provided all concerned are made to realize its gravity and persuaded to join hands to revert the deteriorating
ethical values. Effective policies by government, continuous role play by media and appropriate action by
the assessment; credentialing and regulatory bodies are needed. But above all, it is the personal motivation
of the doctors in remembering the oath upon becoming a doctor, respect for ethics and religion.
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It may not be logical to put a ban on private practice; rather it should be explored as an opportunity to solve
this problem e.g. through self-regulation whereby significant weight is given to an individual's reputation as
a doctor in public practice, which influences his or her income-generating capacity in private practice. In this
regard, the role of professional bodies should be to link accreditation, certification and other means of
performance assessment with certain core competencies and participation in various activities within the
public sector. The incentive created enables competitive pressures within private practice to spill over into
the public sector in terms of improved quality, because a fall in quality in an individual's public sector work
7
is translated into reduced private practice earnings.
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