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Target Article

Addressing Dual Agency: Getting
Specific About the Expectations

of Professionalism
Jon C. Tilburt,Mayo Clinic

Professionalism requires that physicians uphold the best interests of patients while simultaneously insuring just use of health
care resources. Current articulations of these obligations like the American Board of Internal Medicine (ABIM) Foundation’s
Physician Charter do not reconcile how these obligations fit together when they conflict. This is the problem of dual agency. The
most common ways of dealing with dual agency: “bunkering”—physicians act as though societal cost issues are not their
problem; “bailing”—physicians assume that they are merely agents of society and deliver care typically based on a strongly
consequentialist public health ethic; or “balancing”—a vaguely specified attempt to uphold both patient welfare and societal
need for judicious resource use simultaneously—all fail. Here I propose how the problem of dual agency might begin to be
addressed with rigor and consistency. Without dealing with the dual agency problem and getting more specific about how to
reconcile its norms when they conflict, the expectations of professionalism risk being written off as cute, nonbinding aphorisms
from the medical profession.

Keywords: professionalism, role morality, dual agency, professional ethics, physicians, health care

In the Physician Charter on Professionalism written by the
American Board of Internal Medicine (ABIM) Foundation,
and European Federation of Internal Medicine, we are
told that physicians must uphold the best interests of
patients while simultaneously insuring that health care
resources are distributed justly in society. In the absence of
more specifics, these expectations represent a conundrum:
Physicians cannot uphold these two core tenets of profes-
sionalism (ABIM Foundation 2004; Snyder 2012) all the
time. They demand something physicians cannot deliver
in our current U.S. health care system. Frequently, the best
interests of individual patients stand in conflict with socie-
tal interests in just distribution of health care resources,
and physicians find themselves betwixt and between. Yet
both remain part of medicine’s modern-day professional-
ism pipe dream. Despite their popular appeal, these dual
expectations of professionalism require physicians to live
their professional life with a divided heart—a problem
referred to as “dual agency.”

Dr. Smith is precepting in the resident clinic where Ms. S is
seen. Ms. S is a 43-year-old mother of three with morbid obe-
sity (body mass index [BMI] of 53), sleep apnea, chronic pain,
dilated cardiomyopathy (ejection fraction 35%), and chronic
renal insufficiency (creatinine 1.4). She was abused as a child
and suffers from posttraumatic stress disorder (PTSD). Her
obesity makes it difficult to care for her children or hold down
a job. She is on public assistance. Ten years ago she took

“phen-fen” for weight loss and was left with permanent heart
valve damage and congestive heart failure. She currently
receives Medicaid for her health care coverage. The state legis-
lature recently decided to opt out of Medicaid expansion
under the Affordable Care Act and is contemplating addi-
tional potential cuts to services for children and the elderly in
the coming years (due to declining income tax revenue and an
9% unemployment rate) unless their entitlement program
expenses can be constrained. Aware of the Medicaid crisis
and Ms. S’s need, the physicians wonder what their responsi-
bilities are to Ms. S as well as their responsibility to help
support the solvency of the state Medicaid program. They
want to do what is best for the patient and Medicaid, which
they view as an important social justice initiative. Should they
recommend gastric bypass surgery to Ms. S?

Cases like this illustrate the challenge of dual agency.
Should the physician seek the individual good of the
patient even if doing so further jeopardizes an important
societal mechanism for achieving justice for populations?
Should society’s interests in just distribution of health care
ever trump the patient’s need in the day-to-day care of
patients? If the preceding expectations of professionalism
are binding and not just aspirational platitudes, taking
them seriously requires that the profession own up to the
challenges those expections create, examine the options
that exist for reconciling them, and take any needed steps
to embody them in the contemporary practice of medicine.
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In the following I argue that (1) the stated expectations of
professionalism require potentially irreconcilable compet-
ing commitments; (2) these competing commitments create
the problem of dual agency; (3) the main strategies to deal
with the problem fail; and (4) further conceptual work is
needed to delineate how physicians can reconcile these
competing commitments. My primary objective is to fully
acknowledge and appreciate the seriousness of the dual
agency problem. I illustrate how this problem is conceptu-
alized by drawing on insights from recent focus groups
with physicians (Sabbatini et al. 2014). Secondarily, I hope
to begin sketching the kind of reconstructive work neces-
sary to address dual agency constructively in the profes-
sion and that might inform further specification of or
revisions to professionalism statements and codes.

PROFESSIONALISM REQUIRES COMPETING

COMMITMENTS

Cases like the one just described illustrate the moral diffi-
culties physicians face in 21st-century professionalism.
While physician roles in cost containment have been dis-
cussed for nearly 30 years (Angell 1985), the ABIM Physi-
cian Charter on Medical Professionalism (hereafter, the
Charter), the most widely accepted international declara-
tion of professionalism, espouses three core principles—
primacy of patient welfare, patient autonomy, and social
justice—along with its 10 derivative commitments: (1) pro-
fessional competence, (2) honesty with patients, (3) patient
confidentiality, (4) appropriate relations, (5) improving
quality, (6) improving access, (7) scientific knowledge, (8)
just distribution of finite resources, (9) maintaining trust
by managing conflicts of interest, and (10) professional
responsibilities (ABIM Foundation 2004). While it is
important to recognize that the Charter was a consensus
document not fully supported or justified, it has neverthe-
less achieved quasi-reverential status in the profession.
Here I hope to examine potential gaps in making the Char-
ter logically consistent and actionable.

The Charter’s limitations become apparent when
applied to cases like the one just described. It requires a
physician to uphold the patient’s welfare—the first princi-
ple listed in the preceding paragraph—and also to uphold
a commitment to just distribution of finite resources (com-
mitment 8)—but does not specify how to uphold both val-
ues simultaneously. Rather, it seems to force conflicting
obligations. In the case of Ms. S, gastric bypass is a scientif-
ically established treatment option for this patient’s obesity
and would improve her long-term health.

Medicaid distributes health care to those with less
opportunity and thus promotes just distribution of health
care resources. If physicians regularly made individual
decisions without regard to Medicaid sustainability, those
choices would threaten the just distribution called for in
the Charter. In the case under discussion, near-term bud-
get shortfalls threaten the viability of the entire state Med-
icaid program. Even if gastric bypass may be cost-effective
for managing long-term complications of morbid obesity,

in the short term it would likely dramatically increase the
costs of care for this patient and (if treating like cases alike)
hundreds of other patients like her in her state. If general-
ized to the whole state, widespread adoption of efficacious
bypass to similarly needy Medicaid patients would greatly
exacerbate short-term budget shortfalls and thereby fur-
ther exacerbate this state’s Medicaid finances before its
revenues recover.

Following the Charter, what is the physician to do?
How can physicians caring for patients like Ms. S reconcile
the welfare of this patient with the compelling need to
maintain a justice-promoting program? There is no clear
answer in the Charter. Pursuing, not pursuing, or delaying
gastric bypass each appear to contradict an important com-
mitment absent a clear spelling out of how those commit-
ments relate.

Historically, the compelling and overwhelming com-
mitment to patient welfare lent a common sense resolution
to this apparent dilemma: Individual patients’ interests
come first. Full stop. Under this common sense consensus,
physician commitment to social justice was construed nar-
rowly and pertained primarily to avoiding discrimination.
Increasingly, for good or ill, this commonsense consensus
interpretation cannot be taken for granted. The prevailing
dialogue in the general medical literature suggests that jus-
tice is overtly part of every physician’s job, and the scope
of the justice commitment stretches way beyond avoiding
discrimination, to actively working to preserve and reallo-
cate health care resources for society. Whether that shift in
the ethos of medicine is justifiable and logically coherent
under the said norms of the profession lies as the heart of
this article. At a minimum, what we say are the norms of
the profession should be logically consistent and attain-
able. The Charter, as written, leaves open a more expan-
sive interpretation of the commitment to justice, which in
turn forces a potential conflict. Thus, it is imperative to get
more specific about the norms of professionalism so they
can be logically consistent and attainable.

THESE COMPETING COMMITMENTS CREATE THE

PROBLEM OF DUAL AGENCY

The Charter and other ethics declarations without being
specified create an untenable demand on the moral life of
physicians because they appear to require physicians to
uphold simultaneously two compelling ethical norms that
often conflict. This situation insists that physicians exercise
“dual agency” (Abrams 1986). Dual agency means simply
an avowed requirement to act simultaneously on behalf of
two different parties with competing interests.

Fortunately, many circumstances exist in health care
where the cost-effective and just action for society’s interests
aligns with the individual patient’s best interest. Those sit-
uations raise no moral dilemma. In recent focus groups I
helped administer, primary care physicians affirmed that
they do have an obligation to address health care costs by
helping patients figure out what they need, not necessarily
what they think they want. This process of stewarding patients
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toward appropriate care creates no conflicts of professional
role, but rather reinforces the prudent practice of medicine
(Pellegrino 1986; Pellegrino and Thomasma 1988).

However, in other circumstances, like the case just
described, doing what is right (beneficial, consistent with
their values, and clinically “indicated) for the patient is
expensive to the point that (if consistently applied across a
population) it could jeopardize the sustainability of justice
promoting structures of service delivery, thereby creating
the dual dilemma. In the same focus groups, participants
were asked what their role was in these sorts of dilemmas.
According to these doctors, if a patient really needs a treat-
ment, expensiveness should not be the determining factor
in whether the patient gets it. Clinical need trumps. Thus,
many physicians echo the commonsense interpretation
described earlier. They also affirm that as the treating phy-
sician, they ought not to be placed in the role of making
societal resource determinations: not because they do not
have some societal responsibility—they believe they do—
but rather, because physicians should not be asked to hold
the scales of justice in their individual hands in their daily
work with patients. Implied in these physicians’ responses
was some need for clarity or prioritization of the expecta-
tions of professionalism; when push comes to shove, our
respondent physicians prioritized ”primacy of patient
welfare“ over ”just distribution of resources" based on
their hunch that it is the right thing to do, not because the
Charter specifies they should. As health care cost concerns
deepen, relying on a commonsense consensus prioritiza-
tion may no longer be a given in the profession.

Professionalism’s potential for dual agency unfairly
places physicians in a position where they are asked to
make allocation decisions for scarce and or expensive ther-
apies. That obligation limits a physician’s ability to garner
the trust of individual patients (Angell, 1985). In the case
described, the physicians may have difficulty forming a
therapeutic bond with the patient if the patient is worried
that her best interests are not the physicians’ sole (or at
least primary) objective.

Conversely, the physicians’ ability to think clearly
about fair resource allocation could be further clouded by
a strong subconscious bond with some (but not all) of their
Medicaid patients, exacerbating attempts to distribute
resources fairly. Moreover, dual agency propagates hypoc-
risy by perpetuating a public image of physicians being
solely devoted to the well-being of individual patients,
while privately and paradoxically encouraging (or at least
permitting) the profession as a whole to withhold benefi-
cial therapies (Abrams 1986; Sulmasy 1992). Eventually, if
dual agency persists in the professional psyche, its conse-
quent hypocrisy could well create a backlash and collective
worsening in the mistrust of the profession.

CONVENTIONAL DUAL AGENCY COPING

STRATEGIES FAIL

In order for professionalism to mean something—to be
logical, consistent with historic norms of the profession,

and achieve the Charter’s objective—the profession needs
greater clarity on how best to cope with dual agency. Typi-
cally, responses to this challenge can be summarized into
balancing, bunkering, and bailing strategies.

Balancing

Balancing accepts the dual obligations of the Charter as truly
dual, equally valid, and morally binding expectations of
individual practicing physicians. Balancing has an intuitive
appeal. It allows the profession to hang on to the image of
fidelity to patient welfare while maintaining a façade of rel-
evance to societal issues and the “social contract” with the
profession. Balancing invites physicians to value their rela-
tionship with all patients—including future patients—with
similar regard to their relationship with individual current
patients. In practice, it asks physicians to keep other
patients in mind when they are with this patient. Balancing
recognizes there are many ways individual physicians can-
not be exclusively devoted to individual patients. After all,
a given individual physician’s time, energy, and other finite
resources are limited (Rulli, Emanuel, and Wendler 2012).
Balancing, therefore, acknowledges that physicians must
make tough choices all the time—how much time to spend
with this patient when another one is waiting; whether to
call a patient back or make it to the soccer game on time.
These conflicts weigh on the integrity of physicians and
must be acknowledged, embraced, and managed under the
balancing strategy. Individual patient welfare is just
another wheel squeaking for the grease of a caring doctor.
Promoting just allocation of health care resources on behalf
of society is another competing expectation that (for balanc-
ing proponents) rightly competes directly with individual
patient need. This sort of scenario seems to be what
Brennan and Lee (2004) advocate in a discussion of generic
versus brand name prescribing. They believe societal
demands compel physicians to recommend generic medi-
cations even if a patient requests otherwise.

In the case described, balancing means the physicians
must figure out how to meet the patient’s needs while
somehow not giving up on their commitment to societal
resource allocation. No set metric can guide balancing, but
it is still a physician’s job to do it. The scales might tip
toward societal resource needs. Surgery, even if clinically
indicated, might need to be delayed. Or the scales might
tip toward doing some sort of bariatric procedure to meet
the patient’s basic need, but perhaps the doctors would
advocate for a less invasive, less expensive procedure,
even if it is less efficacious. In the moral fog surrounding
the Charter’s language, proponents of balancing would
argue physicians are expected to “just figure something out”
that bears some sort of resemblance to affirming both patient
welfare and just resource allocation, but the Charter offers
little guidance on how to weigh those competing moral
considerations.

Balancing, however, represents a serious departure
from the historic norms of medicine because it abandons
the idea that physicians’ special obligations to their
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individual patients are exclusive and may supersede their
general obligations to any/all patients or society. In the
case described here, if the doctors treat the individual in
front of them as just one of hundreds of obese, single-
mother patients in the state, all of whom have equal claim
to the physician’s time, attention, and advocacy, the physi-
cians would be giving up on how special obligations to
individuals have been interpreted in the profession.

Bunkering

Advocates for a traditional ethic of the profession may
espouse the bunkering position to deal with dual agency.
They argue that all this talk of resource constraints in med-
icine should not bear at all on what physicians recommend
to patients. This interpretation has an intuitive appeal. In
our focus groups, physicians reflected on the “good old
days” of medicine when medicine was more personable,
less corporate, and less bureaucratic. Physicians long for a
practice of medicine that allows them to focus on the real
work of patient care, unencumbered by finances and
accounting or its broader economic impact. In response to
calls for a greater societal role, some proponents of bunker-
ing resist those calls. Instead, they insist physicians should
withdraw from discussions regarding resource constraints
(hence the term “bunker”) and just take care of patients
one at a time. Case closed. Let others deal with health care
financing.

The best supporting analogy for the bunkering position
comes from the legal system. Lawyers are the sole advo-
cates of individual’s interests. A defendant can be confi-
dent that the representing attorney has that defendant’s
best interest as their sole motivation. Judicial systems
thrive when exclusive individual advocacy thrives. Apart
from a few circumstances where public safety is con-
cerned, the legal profession upholds client loyalty and
advocacy very seriously (American Bar Association 2012).
So, too, physicians should be the sole advocate of the
patient’s best interests. Bunkering advocates could reason
by analogy: If society does not expect lawyers to take both
sides in a court case, so the argument goes, neither should
it expect individual physicians to defend both patient and
societal interests in conflicts over health care resource use.
And while circumstances of public safety constrain even
attorney–client privilege, fidelity to the interests of the
individual runs strong and deep in the legal system.
Should not the same be true in medicine?

Bunkering offers compelling and attractive solutions to
the case here, summed up by the phrase “not my job.” Pro-
ponents of this position, under cover of Hippocratic princi-
ples, simply assert that fixing societal health care costs is
not their problem; their job is only to figure out what is
medically indicated, and recommend what is indicated to
individual patients, one by one, without attention to the
“externalities” of health care financing or the generalizabil-
ity of the individual strategy for just health care systems.

Bunkering aligns well with the principle of patient wel-
fare but gives little credence to the Charter’s identification

of just distribution of health care resources as a key physi-
cian commitment. Moreover, bunkering blows past the
implicit value judgments in determining what is
“medically indicated” (Fuchs 2012), and thereby accepts
the existing political economy of health care as morally
neutral. Bunkering fails to see the ways in which the pro-
fession as a whole is complicit with nonbeneficial con-
sumption of health technology in the name of patient
welfare (Relman 1980).

In this respect the analogy with the law breaks down.
Unlike medicine, most lawyers use low-tech systems to
think and act on behalf of clients. There is typically no
third-party payer (including government) and lawyers
charge what they believe to be a fair price. If law had gone
the direction of medicine with increasing use of technology
driving professional behavior, government investment in
subsidizing legal services, and the associated skyrocketing
prices, they might be facing similar challenges. (In the case
of public defenders, there is arguably an analogous dual
agency consideration where public defenders represent
the interests of their client but in a publicly sanctioned
position and for the purpose of the common good.) Thus,
bunkering ignores the realities of the world in which
physicians operate and from which they benefit economi-
cally. A pure bunkering position would also require
amending the norms of professionalism to less than its cur-
rent scope and would entail refusal to participate in at least
government-sponsored insurance.

Bailing

Bailing, a third strategy for dealing with dual agency, goes
the opposite direction of bunkering to resolve the problem
of dual agency. Bailing calls upon physicians to own their
societal obligations fully. Conversely, bailing implies that
physicians should abandon the parochial norms of the pro-
fessional guild (hence, “bailing”) for a more enlightened,
modern view of medicine’s obligations. The bailing strat-
egy espouses that the moral status of the profession rests
solely on the collective interests of society. Any obligation
to individual patients derives from the “social contract”
with the profession as a whole. Physicians have no special
obligations to an individual patient they have taken care
of. Patient-specific special obligations (so the argument
goes) are antiquated and must be abandoned for the social
justice cause of medicine. In the described case, the advo-
cate of “bailing” simply would tell the patient the predica-
ment along these lines. “I‘m very sorry, Ms. S. You are
eligible for gastric bypass; it would be the best thing for
you. However, you have to understand that while I took
an oath to help you, I’m put in a position where I cannot
do that because when it comes right down to it, medicine’s
fundamental responsibility is to serve the health of the
whole population. The social contract with the profession
means sometimes I have to withhold beneficial treatments
from you. Even if I advocated for bypass for you, I couldn’t
in good conscience do the same for all patients like you
because doing so would cause Medicaid’s demise. My
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advocating for your getting surgery would be unfair to
others. Maybe in the future when budgets are better we
can revisit this option. Meanwhile, let’s look for some
cheaper ways to address your weight.” This position takes
seriously the societal role to distribute health care resour-
ces, but discounts the “primacy” of individual patient wel-
fare called for in the Charter and implied in the very
notion of the profession being a voluntary spoken obliga-
tion to individual patients.

In a recent provocative book, Greg Bloche (2011)
argues for a version of bailing. He argues that physicians
have said one thing and done another for too long. Physi-
cians still publicly espouse the said ancient Hippocratic
norms of fidelity to patient individual interest while in sev-
eral key ways privately (or in some cases not so privately)
embodying actions that affirm the lived pressures, appe-
tites, and allegiances of the judicial system, markets, and
government public health mandates. He concludes that
given the extensive social role that physicians do play, the
profession ought to eradicate the myth of the Hippocratic
ideals and renegotiate a new honest agreement with soci-
ety about their role. In effect, Bloche espouses an open and
honest approach to bailing that he hopes would unshackle
the profession from its hypocrisy and salvage the profes-
sion’s credibility. (Whether Bloche’s solution is the best
thing for medicine, society, and patients is an open ques-
tion. After all, one could just as easily imagine a process of
cleaning house within the profession to address corrupt
appetites and allegiances underlying the hypocrisy and
thus bolster the high-minded ancient ideals of the profes-
sion.) Bailing gives up on the idea of medicine as a profes-
sion altogether (i.e., a voluntarily spoken calling with
special obligations to individual patient welfare) and
merely subsumes the meaning of being a physician under
the collective consequentialism of a public health ethic.

GETTING SPECIFIC ABOUTWHAT PHYSICIAN

PROFESSIONALISM REALLY SHOULD EXPECT

The profession cannot cope with dual agency by balancing,
bunkering, or bailing, for the reasons just articulated. If the
problem of dual agency exists as I have argued, and if
common coping strategies fail, professionalism currently
expects something physicians cannot deliver. In turn, and
as a key expression of professionalism, the Charter risks
an anachronistic fate as a merely aspirational document.
For the Charter (and the whole of professionalism) to be
more than a fanciful hope, its norms must be logically
coherent, attainable, and consistent with what it means to
be a professional.

One might accurately argue that the lack of clarity of
how physicians should reconcile these competing commit-
ments is an unsavory by-product of our society’s inability
to achieve meaningful, just structures within which physi-
cians can practice. If a closed system with societally negoti-
ated limits were arrived at fairly and classes of technology
were rationed but not at the bedside (Sulmasy 1992),
physicians could act as the “ideal advocate” for the best

interests of patients within the constraints of that system
(Daniels 1987). Commentators from across the political
spectrum agree on these as viable options. Absent these
structural changes, however, the Charter asserts a kind of
“ambivalence and vagueness” about physician ethics that
we’ve known about for decades (Wolf 1994) and that
plagues the profession. It is willing neither to fully
embrace nor to let go of individual physician roles in limit
setting. Absent those larger structural changes, however,
physicians interested in professionalism will need to sort
through how to reconcile the dual agency problem.

The current lack of clarity in the expectations of profes-
sionalism suggests physicians must either give up on some
major tenet of the Charter or get a lot more specific about
how these dual expectations might fit together.

Assigning Priority

One strategy for getting such clarity would be assigning
clear priority in the principles and commitments. By struc-
turing the Charter with 3 principles and 10 commitments,
its framers may have been implicitly assigning priority to
the principles, believing the commitments were derivative
of the principles. For instance, the Charter could have
clearly stipulated something like “In circumstances when
commitments appear to conflict with principles, principles
take priority, and when principles conflict, individual
patient welfare takes priority.” But priority is not spelled
out in the Charter. Physicians may fill this lack of clarity
with their own intuitive, ad hoc prioritizing strategies like
the commonsense interpretation described earlier. In our
focus groups, physicians shared a variety of strategies they
use to reconcile their dual-agency obligations. They fear
that failure to prioritize leads to erosion of the therapeutic
bond, capricious resource allocation, and public hypocrisy.
Other physicians may reject the commonsense interpreta-
tion for a different set of priorities. Failure of the Charter to
articulate how principles and commitments interrelate
when they conflict almost necessitates the ad hoc solutions
from physicians whose intuitions are anything but unified.

In the preceding case, as long as Mrs. S has access to
bariatric surgery and she decides together with her physi-
cian whether it is best for her, a prioritized view of the
Charter could support her getting bariatric surgery. If soci-
etally mandated rationing demands she wait in a queue
for the surgery, the physicians are exercising their duty to
her welfare within the constraints established by the state.
Within those constraints they can help her manage her
weight as best they can until surgery is available. Delineat-
ing more clearly the priority of principles and commit-
ments would not eliminate all conflicts in the norms of
professionalism, but it would officially acknowledge the
fact that logical inconsistencies exist and need to be
adjudicated.

Admittedly, assigning priority could have disagreeable
consequences as well. For instance, if stated too strongly,
assigning priority in such a way that “primacy of patient
welfare” always “wins” could run the risk of a kind of
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“functional bunkering.” In such a scenario, one might run
the risk of saying physicians are committed to multiple
norms, but on the other hand acting as if the only thing
that really matters is primacy of patient welfare. Whether
prioritization is the right way to resolve the problem of
dual agency remains an unanswered normative question
worth further in-depth analysis.

Specification

Similar strategies that specify clearly how principles apply
in specific situations and that provide transparent and repro-
ducible moral reasoning for how those norms can be recon-
ciled would further delineate the seemingly contradictory
expectations of the Charter. For instance, if one could define
why in a given circumstance it may be defensible to with-
hold gastric bypass for 12 months for justice reasons, but not
categorically exclude it as a last-resort treatment option, one
would be operationalizing the relationship between primacy
of patient welfare and just distribution of health care resour-
ces. This would at least acknowledge the tension between
the two said professional norms.

Or one might invoke a conceptual distinction between
perfect and imperfect duties to further specify the relation-
ship between competing norms. Perfect duties imply
agents holding those obligations are blameworthy and
face enforcement of consequences if they fail to conform to
the norm. Imperfect duties derive from a “qualified super-
erogationism” in which a duty is real, not optional, but is
not universally enforced or does not imply the same
amount of blame when violated (Heyd 2012). In the case of
a conflict between a norm of fidelity to patient welfare and
commitment to just resource distribution, one could inter-
pret the norm of fidelity to patient welfare as a perfect
duty and the norm of commitment to just resource distri-
bution as an imperfect duty (or vice versa). In such an
instance if commitment to justice were an imperfect duty,
the doctors in Ms. S’s case are responsible to uphold both
norms of professionalism, but if their actions failed to con-
form to principles of just resource distribution they might
not face the degree of specific reprimand that they might
expect if they violated fidelity to patient welfare. Whether
framers of the Charter or leaders of the professionalism
movement would be satisfied with such an interpretation
is an open question. Nevertheless, drawing distinctions
like those between perfect and imperfect duties is the kind
of conceptual clarification that documents like the Charter
need so that they can be logically consistent and attainable.

Some may argue that this kind of specification repre-
sents little more than a post hoc justification of a heuristic
or gestalt judgment or functional dismissal of the impor-
tance of one of the conflicting norms. If so, specification of
the relationship of competing norms suffers from the same
problems as balancing, discussed earlier, namely, that
there is no uniform measure by which (or vantage point
from which) to independently evaluate different kinds of
goods.

Defining Distinct Roles and Spheres

Another such strategy could include defining different roles
and spheres where the different expectations of professionalism
are more or less operative. This approach is called “role
morality” (Applbaum 2000). Using a “role morality” tack,
one might argue from a premise that within the profession,
individual physicians may occupy multiple roles includ-
ing care provider, administrator, public health official,
medical educator, policymaker, and others in overlapping
spheres. I favor such an approach. Each of these roles
entails a distinct set of obligations specific to that role
within those respective spheres. Role morality manages
competing obligations by delineating in which settings
those obligations apply.

Clarifying the role moralities of physicians could bring
clarity to the dual agency problem of professionalism. For
instance, in the role as patient care provider in the sphere of a
resident continuity clinic, for example, as in the case
described, a faculty member’s moral obligation is to seek
and defend the best interests of individual patients seen in
that clinic, as the faculty teaches the resident. The faculty
member’s obligations as a care provider overlap with (but
in this case do not conflict with) his or her obligations to
teach. However, arguably the care provider role takes pre-
cedence over and constrains the secondary obligation in
the teacher role. In the sphere of the individual patient
clinic, that faculty member’s role obligations determine
what information is relevant to the clinical deliberation. In
that role, the fact that the physician (for example) also may
sit on the state Medicaid policy advisory committee is irrel-
evant to the patient care sphere and role of care provider.
While the externalities of the state Medicaid budget con-
strain treatment possibilities offered in coverage, a clearer
account of role morality of medicine (practiced with the
best interests of patients at heart) might argue that other
roles and responsibilities can never trump the best for
patients when the patient is in front of them within the
constraints of the system that exists. Such an interpretation
could be consistent with a traditional ethic of medicine
and the commonsense interpretation of the Charter.

A second derivative part of a role morality argument
could include a “profession-wide” citizenship role in the
sphere of public health and health policy. This is a second-
ary level of obligation. Arguably, the profession as a whole
has a collective citizenship role in society at large. In that
collective role in the public health sphere (distinct from
clinical medicine), the individual professional as a deriva-
tive member of the profession must advocate for justice in
systems, payment, and structuring of care. This citizenship
role is typically exercised through participating in profes-
sional societies. Physicians may not agree on such an active
level of participation, but a role-morality strategy for
addressing dual agency could explicitly entail some sort of
citizen-professional role in the sphere of public health.
Individual physicians participate in the collective
medical profession’s citizenship—what the Charter calls
“commitment to professional responsibility”—to advance
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the good for all patients. Through this role in the public
health sphere, members of the profession exercise citizen-
ship obligations, contribute to policy debates and defend
the just allocation of health care resources as they see it.

It is plausible to argue that physicians attain resolution
of dual agency not by balancing, bunkering, or bailing in
their role as caring professional, but by distinguishing the
roles and responsibilities that professionalism requires in
distinct spheres and tangibly devoting themselves to advo-
cate for welfare and justice in the most pertinent sphere. In
the case presented earlier, the physicians should in their
clinical role advocate for this patient and get her the best
care she has access to. At the same time, in a citizen-profes-
sional role they should contribute constructively to the
common good by advocating for policies that fairly extend
the benefits of basic health care and bolster the efficiency
and sustainability of health care coverage for those who
would not otherwise have access to it. Such a conceptuali-
zation would need further explication. For instance, ought
we to construe the obligations associated with individual
caring professional roles and collective citizen-professional
roles as perfect or imperfect duties?

This position is not without its problems practically
and theoretically. Practically, due to the nature of physi-
cian work and health care financing, most days, most of
the time, this role morality strategy would functionally
insulate physicians from the responsibility of advocating
for just structures of care because 99% of the time, most
doctors are wearing their patient care hat (so to speak).
Professional organizations may bear that role, but individ-
ual physicians could largely feel like they are off the hook
and resort to a role very similar to bunkering under cur-
rent conditions of voluntary professional group affiliation.
Theoretically, some might argue that such a distinction
does not really solve the dual agency problem but merely
relabels it. Instead of having a conflict between two profes-
sional principles, with role morality, one trades a direct
conflict in principles for a conflict in roles with no way of
reconciling how those roles should be prioritized.

Admittedly, this article does not satisfactorily solve the
issue of dual agency. Articulating specification, prioritiza-
tion, role morality, or some combination thereof may offer
only incremental clarity to the dual agency problem. It
does begin at least to manage the logical inconsistency of
asking an agent to hold to “p” and “not p” obligation at
the same time. Role morality if worked out more
completely or combined with some version of specification
at least acknowledges that one can really only wear one
hat at a time, and when one is wearing “x” hat, one’s main
job is “y.”

BEYOND DUAL AGENCY

Leaders in medicine and society cannot hold the profes-
sion to a moral standard that is not logically or practically
possible, as currently appears to be the case in the wording
of the Physician Charter on Medical Professionalism. At
the same time society can ill afford the Charter to become a

merely aspirational anachronism of the late 20th century.
Holding one another accountable for the moral demands
of professionalism is only possible if physicians acknowl-
edge the problem of dual agency and address it robustly.

Getting to a workable solution surrounding the ten-
sions and paradoxes of dual agency will require either
drawing better distinctions like those I have outlined in
the preceding, narrowing the scope of what society holds
physicians accountable for, or reimagining altogether the
nature of physicians’ obligations. Arguably, there could be
a role for empirical investigation in devising better solu-
tions. After all, physicians have been grappling with multi-
ple roles and divided commitments for quite some time.
Even in the permissive environments of fee-for-service
insurance, physicians are creating workarounds every day
to deal with constraints imposed on their practice from
forces outside the doctor–patient relationship. Presumably
some physicians have found ways to make that imperfect
process more patient-centered. What is going on in physi-
cian thought processes when they face such challenges?
How do physicians handle resource constraint issues
empathically in the clinical encounter? In those every day
frustrations of practice, there may be lessons about how
physicians can operate with integrity as advocates for the
patient while meeting their obligations to payers and soci-
ety that finesse the dual agency problem better that the the-
oretical conflicts would suggest.

At the same time, further conceptual articulation of the
relationship between said norms of professionalism could
be valuable. Whether through making better ethically
defensible distinctions, defining levels of obligation,
assigning clear priority in the principles and commitments,
specifying more clearly how principles are applied, or
defining different roles and spheres, or through some other
means, those articulating professional norms need to wres-
tle with the expectations of professionalism in a vigorous
and logical manner so that physicians of today and tomor-
row can both embrace and be held to that standard.

Without grappling with those seemingly impossible
expectations, physicians will suffer moral paralysis, stuck
with irreconcilable anguish over their impossible dual
roles, saddled with untenable self-expectations and
unavoidable hypocrisy. With a lot more grappling, the
expectations of the profession might still be salvaged and
the profession might still be able to constructively contrib-
ute to the changing landscape of health care as citizens
and professionals in the coming decades. &
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