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Abstract

This article discusses whether physicians have social obligations and whether these obligations imply a
moral duty to work in the public sector. The article focuses on the context of the Chilean health system,
which has an unequal distribution of physicians to the detriment of the public sector, thus making the
issue a particularly pressing one. After addressing arguments from different ethical theories and some
empirical evidence, the article concludes that the physician has some social obligations in relation to a
fair distribution of health resources, and that professional excellence should incorporate cultivating
virtues related to social justice. In addition, it is argued that the moral duty to work in the public sector
can be placed in the context of prima facie obligations which admit exceptions and allow the possibility
of conflict with other professional obligations.

www.medwave.cl 1 doi: 10.5867/medwave.2017.09.7105


mailto:baguilera@udd.cl

MEf)ave

Introduction to the debate and its application to
the Chilean context

In a recent opinion piece published in the influential British
Medical Journal, entitled “Private practice is unethical—and
doctors should give it up,” [1] English cardiologist John
Dean has encouraged a debate about an uncomfortable yet
important issue for reflection about the medical profession
and its social role. From his perspective, private medicine
is not ethical since it is organised in terms of money rather
than the needs of patients or society. In this article, we
evaluate Dean’s arguments and their applicability to the
Chilean context in order to examine whether doctors have
obligations which make it questionable to develop their
practice in the private sector, and whether a moral duty to
work in the health public sector can be derived from this.

It is important to note that the above mentioned comment
is made within the context of the English health system,
which like other developed countries has high levels of
performance regarding quality of care, access, efficiency
and equity [2]. By contrast, the Chilean public health
system (represented by the National Health Fund,
FONASA), despite its wide coverage, has poor equity
indicators. It is also particularly striking that doctors are
unequally distributed between the public and private
sectors. Chile has a relatively low proportion of doctors in
relation to other countries at the Organisation for Economic
Co-operation and Development (OECD). The availability of
medical specialists in the public sector is 46.6% [3]. This
situation leads to inequality since the public sector covers
around 80% of the population and concentrates those with
the highest need of medical care (the poorest, senior
adults, and women of reproductive age) [4],[5].

Another feature of the Chilean case is that the private
sector offers incentives, such as better income, facilities,
and favourable conditions for professional development.
Without a doubt, this partly explains why doctors migrate
to the private sector, which is estimated to be 50% two
years after finishing their speciality training [6]. While in
societies with a liberal approach, such as Chile, doctors
have the right to choose where they can work
professionally, they are not exempted from the ethical
responsibility of deciding to work in one health system or
the other. We think that given the reality of the Chilean
health system, it is especially relevant to reflect on this
decision and its implications.

In search of the internal good of the medical
profession

The main argument posited by Dean, questions the
association between medicine and business, since it would
encourage doctors to favour profit over their patient’s
health. This point makes sense when considering the
proposition that medicine, as any practice, seeks an
internal good that defines its identity and standard of
excellence [7]. Since Hippocrates, this internal good has
been the restoration of health and the relief of the suffering
occasioned by illness. Thus it is argued that when external
goods are sought, such as money, professional prestige or
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fame, physicians corrupt their professional practice and
even forget the meaning of their profession and cease to be
good doctors, subsequently losing social legitimacy [8].

It is interesting to note thatif the internal good of medicine
is formulated around virtues specific to the doctor-patient
relation, private practice could be seen as compatible and
even more favourable for the professional fulfiiment. This
would be the case of physicians who despite concentrating
on people with more resources and less needs treat their
patients with genuine interest and high quality standards
[9]. This leads us to the question about whether the good
internal to medicine is limited to ensure well-being of the
patient or includes a more ample social commitment,
directed to the general good of the population.

Although it is widely recognized that the internal good of
medicine is mainly aimed at patients, authors such as
Pellegrino and Thomasma [10] incorporate virtues with
social orientation, such as justice, compassion and altruistic
detachment. In this sense, Pellegrino says “for the virtuous
physician in pursuit of excellence in the moral life, medical
knowledge, however, is not proprietary. It is held in
stewardship for those who need it and not just for those
who can pay” [10]. These ideas are reflected in the
interdisciplinary project “The goals of medicine” by the
renowned Hastings Center, a document warning that “the
hazards of the market include the introduction of an alien
set of economical values into the institution to medicine,
whose inherent ends have been historically been
philanthropic and altruist, not commercial” [11].

Other joint statements of organizations and groups of
physicians have shown a more explicit commitment with
social justice in health. For example, in 2002 the
international  initiative  “Project for the medical
professionalism” issued a document establishing a
“principle of social justice” among the three fundamental
principles of the profession, which requires the physician to
actively participate promoting a fairer and more egalitarian
health system [12]. Even with more emphasis, the Manual
of Ethics of the World Medical Association posits the need
of a more social approach when allocating resources,
according to which the “physicians are responsible not just
for their own patients but, to a certain extent, for others as
well” [13]. It should be highlighted that these documents
can be considered binding for physicians in Chile, since they
have been incorporated as appendices in the last issue of
the Code of Ethics of the Chilean Medical Association [14].

The physician and the private practice

Another argument put forward by Dean suggests that the
development of the private health sector hinders the public
sector since valuable resources are diverted from it. This
idea can be extrapolated to the Chilean case, where we
have seen that there is a disproportionate concentration of
medical specialists in the private sector. However, it could
be replied that this argument is not convincing since it
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presumes, without justification, that the public system is
more valuable than the private health system. After all, the
migration of physicians to the private sector is not negative
per se, since it could be possible that the privatization of
health services could have favourable results for the
general population, as according to some would be the case
after the privatization of other public services in Chile [15].
In fact, after the economic liberalization process began in
Chile in the 80’s, important health indicators (such as, life
expectancy and maternal and infant mortality) have
maintained good levels in comparison with other countries
with similar gross domestic product [16].

However, more than resulting from privatization processes,
these indicators would be explained by the high levels of
coverage and strength of the public sector, as well as
improvements in other social health determinants
[17],[18]. It can be said that the dominant view in the
literature suggests that the health system privatization in
Chile has resulted in an inefficient and unequal distribution
of health resources [19],[20],[21]. From a global point of
view, according to two recent systematic reviews, there is
no evidence to support that the private health service is
more efficient in the use of economic resources or that it
achieves better health results than the public sector
[22],[23]. Although private health can be associated to
improvements in the access and service quality, this takes
place in a population with higher income and is detrimental
to those more deprived [17],[24]. In fact, the users of the
National Health Fund report to be more vulnerable and
unsatisfied with the health system than their counterparts
in the private sector [25].

In short, the evidence does not support the thesis that the
expansion of the private health has globally benefited
people’s health. Is it derived from this assertion that it is
unethical to work in the private sector? This consequence
can be avoided if it is contended that the responsibility to
share the health services fairly does not lie on the individual
physicians, but on those managing the health systems. This
idea is compatible with the function assigned by Rawls to
social institutions of distributing rights and fundamental
duties for individuals [26]. However, it is questionable to
place the virtue of justice on a merely institutional level,
since it is individuals who endow institutions with justice
[27]. In addition, if there is evidence that the institutions
are not ensuring certain minimal requirements of justice, it
would be the individuals who are responsible to restructure
the institutions in order to perform their function
adequately [28].

However, it is possible to assert that the social obligations
of the physicians are more important than those required
by the other members of the society, since the concept of
profession supposes the adoption of obligations towards
others which are higher than those possessed by any
individual by virtue of their participation in a social
framework [29]. Similarly, unlike the obligations assumed
by other members of the society, such as the commitment
to pay a debt to a third party, the obligations of health
professions are inherent to their exclusive position as
expert professionals and providers of essential services for
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the community in which they are part. It is this community
which entrusts the physician the role of providing these
services, which entails a higher degree of commitment than
other activities [30].

Conclusions

As a summary, we can say that although the main duty of
a physician is to pursuit the highest satisfaction of the
needs of a patient, it is also important to assume
commitments and responsibilities related to an efficient and
just administration of the health services in the population,
services of which the physician plays an indispensable part.

How to link these responsibilities is still controversial [31].
However, in any case it is preferable to avoid delegating
this type of decision to professionals who do not have the
technical competence nor share the interests of medicine
[32]. As noted by Weinstein [33], the medical community
should participate in collective actions of social agreement,
aimed at defining common goals regarding the
management and allocation of resources. These
agreements can give rise to policies and clinical guidelines
allowing physicians to perform their role responsibly as
agents and advocates of patients.

Even though it is possible to assert that the internal good
of medicine can flourish both in the public and private
systems, the professional performance exclusively in the
private sector risks of disconnecting the physician from
social obligations inherent to their profession, among which
to ensure an adequate distribution of the medical care
hours according to the needs of the community is included.

In any case, these obligations are not strict norms, but
ethical guidelines that must be balanced in view of other
obligations, similarly to what happens with the prima facie
principles of medical ethics [34]. In this regard, there is
some flexibility to recognise that private sector physicians
can create spaces to develop their social obligations
through, for example, self-regulating organizations of the
professional career or contributing to the education of
future physicians.

Finally, given that the social character of the medical
profession can be taught and integrated through
experience, we join other calls to incorporate contents and
practices in the training of future physicians that allow the
development of social virtues and professional
responsibility extended to the society as a whole
[35],[36],[37].
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Notes

From the editor

The authors originally submitted this article in Spanish and
subsequently translated it into English. The Journal has not
copyedited this version.
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