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Abstract
The current discussions surrounding the German health care system
are being determined and defined by the concepts of "profitability",
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"efficiency" and "saving". These concepts also determine the demands
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made on this system and have had an effect on themedical profession.
The economy's growing influence on physicians' decision-making and Medical Sociology, Freiburg,

Germanythe increasing necessity to look at and regulate services under economic
aspects arising from the need to save costs are seen by the medical
profession as a threat to its autonomous conduct and freedom to make
decisions, in other words it sees it as a danger to its medical orientation.
Conflicts between medical autonomy and economic orientation in
physicians' conduct are therefore already foreseeable, as are conflicts
between medicine and economy in regards to who has the power to
define the terms of the public health system.
Objective: This article will outline the area of conflict based on the
available literature. It will discuss how the political and economic regu-
latory attempts affect the medical profession's autonomous conduct.
It will also discuss which conflicts of conduct emerge for physicians,
what types of solutions the medical profession tends to develop as a
reaction, andwhether or not this tension betweenmedical and economic
orientation can be resolved in an acceptable way.
Methodology: This article should first outline the changed economic
and political basic conditions and the attempts to reform the German
health care system, using this as a starting point. Following this, it will
explore the significance professional autonomy acquires within the
concept of profession from the point of view of the sociology of profes-
sions. With this in mind, the third part of this article will describe and
analyze the effects of advanced economization on the medical profes-
sion's autonomous conduct, which has long been regarded as uncon-
tested. This part of the article will also describe and analyze themedical
profession's strategies it uses to defend its autonomy. Finally, this article
will discuss whether or not a stronger integration of medical and eco-
nomic responsibility is possible.
Conclusion and summary: The conclusion that will be drawn from this
discussion is that the medical profession can only avoid the pending
loss of its autonomy (deprofessionalization) if it is able to combine cost
efficiency and quality (and integrate economic aspects into its actions).
If it is unable to do so, it will lose more and more control over the public
health system to the state, economy, and management.

Keywords: medical profession, professional autonomy, theory of
professions, economy, efficiency, health care system, health care reform

Zusammenfassung
Die Begriffe „Wirtschaftlichkeit", „Effizienz" und „Sparen", die gegenwär-
tig die Diskussionen und die Anforderungen im deutschen Gesundheits-
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system bestimmen und definieren, betreffen auch die medizinische
Profession. Der wachsende Einfluss der Ökonomie auf die ärztlichen
Entscheidungsprozesse und die aus dem Sparzwang resultierenden
Anforderungen, medizinische Leistungen verstärkt unter ökonomischen
Aspekten zu betrachten und zu steuern, werden von der ärztlichen
Profession als Bedrohung ihrer Handlungsautonomie und Entscheidungs-
freiheit wahrgenommen bzw. als eine Gefahr für die medizinische Ori-
entierung gesehen. Konflikte zwischen medizinischer Autonomie und
ökonomischer Orientierung auf der Ebene des ärztlichen Handelns sind
damit ebenso vorprogrammiert wie Konflikte zwischen Medizin und
Ökonomie hinsichtlich der Definitionsmacht im Gesundheitswesen.
Zielsetzung: Der Beitrag stellt das skizzierte Konfliktfeld auf der Basis
der vorliegenden Literatur dar und diskutiert, wie sich die politisch-
ökonomischen Steuerungsversuche auf die Handlungsautonomie der
medizinischen Profession auswirken, welche Handlungskonflikte für
Ärzte entstehen, welche Lösungstendenzen die Ärzteschaft als Reaktion
entwickelt, und ob das Spannungsverhältnis zwischen medizinischer
und ökonomischer Orientierung zu einem akzeptablen Ergebnis geführt
werden kann.
Methodik: Dazu werden als Ausgangslage zunächst die geänderten
ökonomischen und politischen Rahmenbedingungen und Reformversu-
che im deutschen Gesundheitssystem skizziert. Danach wird dargelegt,
welcher Stellenwert der professionellen Autonomie im Konzept der
Profession aus Sicht der Professionssoziologie zukommt. Vor diesem
Hintergrund werden im dritten Schritt die Auswirkungen der fortschrei-
tenden Ökonomisierung auf die lange als ungefährdet geltende Hand-
lungsautonomie der medizinischen Profession sowie die Strategien der
Ärzteschaft zu deren Verteidigung beschrieben und analysiert. Abschlie-
ßend wird erörtert, ob eine stärkere Integration von medizinischer und
ökonomischer Verantwortung möglich ist.
Ergebnis und Fazit: Aus der Diskussion wird der Schluss gezogen, dass
die medizinische Profession dem drohenden Autonomieverlust (Depro-
fessionalisierung) nur dann Einhalt gebieten kann, wenn es ihr gelingt,
Kosteneffizienz und Qualität zu verbinden (bzw. ökonomische Aspekte
in ihr Handeln zu integrieren). Gelingt dies nicht, wird sich die Kontrolle
über das Gesundheitswesen weiter in Richtung Staat, Ökonomie und
Management verlagern.

Schlüsselwörter: Ärzteschaft, professionelle Autonomie,
Professionstheorie, Ökonomie, Wirtschaftlichkeit, Gesundheitssystem,
Gesundheitsreformen

Introduction
Increasing costs and limited financial resources have led
tomany considerations in the German health care system
regarding economic efficiency [2]. Within this context, the
medical profession and its share in the responsibility for
its services being economically efficient have been in-
creasingly criticized. It has been accused of being ineffi-
cient and of largely lacking economic orientation in the
provision of its services. Health care policies have attemp-
ted to urge physicians through economic guidelines to
act in a more cost-conscious manner than in the past.
This has created a conflict-riddled relationship of tension
between these attempts and medical orientation (as the

basis of physicians' conduct), which is how the medical
profession sees itself. The medical profession sees the
economy's growing influence as a threat to its autono-
mous conduct and its freedom to make decisions. This
article will discuss the following questions: How this area
of conflict developed, how the economy's attempts to
gain control are affecting the medical profession's
autonomy, which possible conflicts arise for physicians
in their conduct, which solutions the medical profession
tends to develop in reaction, and finally whether or not
the conflict of objectives betweenmedical and economic
orientation can be resolved in an acceptable way.
First, the changes in the basic economic and political
conditions and the attempts to reform the German health
care system will be outlined and used as a starting point.
Following this, the significance of professional autonomy
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will be discussed within the concept of profession from
the point of view of the sociology of professions. With this
in mind, the third part of this article will describe and
analyze the effects of advancing economization on med-
ical profession's autonomy, which has for so long been
regarded as uncontested, as well as the medical profes-
sion's strategies to defend its autonomy. Finally, this art-
icle will discuss whether or not a stronger integration of
medical and economic responsibility is possible. A sum-
mary will conclude this discussion.

Changes in the basic conditions and
reforms of the health care system
The demographic development, the shift in the health
problem situation, the continuing medical and technical
progress, the rising care demands of those receiving
services ("the spiral of demands"), and the increase in
health care expenditure that has been caused by the
complex ensemble of these factors (while financing pos-
sibilities become more limited and premium income
erodes) have all put the German system of health care
provision under constant pressure to reform and trans-
form itself ([58], p. 8), ([59], p. 172). The result is a per-
manent political and scientific dispute as to which reforms
are the right reforms. Economic measures are mainly
treated as tools for regulation in this dispute. Many differ-
ent programs and demands are represented in the debate
on establishing a health care system that is both high in
quality and meets patients' needs, while also operating
under the condition of limited finances. These programs
and demands tend to focus increasingly on practicing
physicians' economic efficiency and quality of services.
The number of physicians is still on the rise and has
reached 304,177 (as of 12/31/2003) [3]. The hypothesis
often expressed within this context, that the growing
number of physicians is, in itself, responsible for the ex-
pansion of non-medically induced services (supply-in-
duced demand) and, as a result, the increase in expendi-
ture for treatment, is, however, much debated and still
lacks clear empirical support [8].
Though the opinion is widely shared in Germany that the
public health system needs to be reformed and the eco-
nomic problems solved, it is still hard to perceive positive
objectives for society and health care policies that could
serve as a point of orientation. Also missing is a clear
model for changes. Opinions differ greatly regarding which
course the reforms should take and where they should
lead ([70], p. 24 ff.). The spectrum ranges from positions
that almost do not budge from the current applying regu-
lations and deny that health can be discussed in econom-
ic terms to suggestions on how to rationalize medical
services. There are alsomodels for mandatory basic care
with additional, voluntary services that may be assured,
and the reform-oriented position of efficiently organized
heath care that is still financed based on the principle of
solidarity [16]. Lastly, there are the positions that demand
a radical restructuring. They see competition andmarket-

oriented self-regulation as the cure-all for providing better
health care. The Swiss health care economists Zweifel
and Breuer represent this last position. In their report
"Weiterentwicklung des deutschen Gesundheitssystems"
(The Future Development of the German Health Care
System) (written from the point of view of health care
economics), Zweifel and Breuer argue in favor of a com-
petition in the public health system that is mainly deregu-
lated and includes the insured, the insurers, and health
care providers to equal degrees [89].
With this in mind, health care policy-making has for years
felt its objective should be to initiate, organize and finance
a change of the health care system that would both keep
with the times and prove adaptable for the future. This
objective demands that those politically responsible reach
decisions on how to limit expenditure and how to utilize
existing financial resources efficiently to meet society's
needs. In order to gain control over the increase in
spending that started in the middle of the 1960s and to
keep the health care system affordable, reforms have
been continually implemented in the last 25 years and
the state has taken action that, according to the Council
of Experts for Concerted Action in Health Care (SVR), fo-
cuses mainly on the strategy and measures for dampen-
ing the rise of costs and for limiting the budget (this is
especially true for the period from 1975 to 1992). These
were intended to induce economization and raise the
cost awareness of service providers [69], ([83], p. 54).
The medical profession, which largely autonomously de-
cides who to treat according to which medical, and
therefore financial, conditions ([67], p. 107 f.), is affected
by important instruments applied to it by cost-containment
policies. One of these instruments was the introduction
of the limitation of spending based on the intake of rev-
enue in the Statutory Health Insurance (SHI, in German:
Gesetzliche Krankenversicherung, GKV). This limitation
was based on the principle of stable premiums, which
means spending should not increase more rapidly than
revenue [44]. Another instrument was sector-based
budgeting, which expanded slowly but surely to include
all of the SHI's service areas. In addition to this, there
weremeasures for strengthening the position of financing
institutions (health insurance companies and funds)
compared to the health care providers, or the Regional
Association of Statutory Health Insurance Physicians
(Kassenärztliche Vereinigungen) to be more precise. At-
tempts were also made to correct false incentives on the
part of health care providers (such as through the reform
of the German Drugs Act (Arzneimittelgesetz)). The result-
ing reorientation of the medical profession's reimburse-
ment system in ambulant and in-patient treatment should
urge health care providers to continue to rationalize
health care processes ([67], p. 247 ff.), as should the
introduction of the ambulant flat rate payment for each
case type ("Fallpauschale") and standard benefit volumes
("Regelleistungsvolumina") withmaximumpoints awarded
for individual physicians.
All reformmeasures have in common that they try to solve
the problem while remaining true to the principle of

3/13GMS Psycho-Social-Medicine 2005, Vol. 2, ISSN 1614-2934

Kälble: Between professional autonomy and economic orientation ...



solidarity (premiums established independently of indi-
vidual risk), especially the Health Care Reform Act from
1989, the Health Care Structure Act from 1993, and the
laws for the so-called 3rd stage of the health reform. They
also have in common that they have not been especially
effective up to this day ([64], p. 18), ([75], p. 240 ff.).
They have always only partly achieved the goal of closing
the financing gaps through cost-containing measures.
For this reason, there is an intensely growing demand for
health care policies that go beyond the previously domin-
ant cost-containing policies and that aremore than short-
term crisis management and "muddling through" [67].
The experiences made in the last few years have thus
shown that it is impossible to achieve long-term savings
potential and quality improvement without truly far-
reaching structural reform.
On January 1st, 2004, a new health reform law took effect
that was established as a compromise after the Social
Democratic and Green government and the Opposition
reached an agreement: The Statutory Health Care Mod-
ernization Act (Gesetz zur Modernisierung der gesetz-
lichen Krankenversicherung, GMG), otherwise known as
the Health Care Reform [23]. An important objective of
this law, which is part of the so-called Agenda 2010 (an
agenda that bundles all the government's planned
structural reforms), is to keep the health insurance system
affordable, at least in themiddle-term, through the devel-
opment of new financial sources (especially patients and
the insured are immediately affected by additional pay-
ments) and through structural renovations. The many
regulations of this law are sharply criticized by themedical
profession and are regarded by politicians as the first
step toward a structural reform. They affect not only pa-
tients and insured individuals, the regulations of this law
also affect physicians, pharmacists, hospitals, health in-
surance companies and funds, and associations to differ-
ent degrees. Some of the reform's important objectives
are the strengthening of patients' control over their situ-
ation, the improvement of the quality of patient care, the
further development of care structures, the restructuring
of reimbursement in the area of ambulant treatment
(expected in 2007), the reorganization of treatment with
medications, the dismantling of bureaucracy, and the
reform of organizational structures [7].
The structural measures that affect the medical profes-
sion and are especially expected to contribute to more
quality in patient care and to greater economic efficiency
in providing health care services include the establish-
ment of care that centers on general practitioners, the
support of competition between various forms of care
provision (through the approval of ambulantmedical care
centers and the partial opening of hospitals for ambulant
care), the improvement of conditions for "integrated care",
and the requirement that physicians' practices apply in-
ternal quality management (with surveillance from the
Regional Association of Statutory Health Insurance
Physicians (Kassenärztliche Vereinigungen)). The Institute
for Quality and Economic Efficiency in Health Care (IQWiG)
should address questions of fundamental significance

relating to the quality and cost-effectiveness of health
care services. Furthermore, all panel physicians are re-
quired to further educate themselves on a continual basis,
independent of their interests (mandatory further educa-
tion), so that they can contribute to improving and assur-
ing quality [7].
From the point of view of the author, the reform act ap-
pears to be a heterogeneous bundle of measures that
hardlymeets the demands for a comprehensive structural
reform. However, there are many structural elements in
this reform that point in the right direction: The strength-
ening of integrated care, for example, the general practi-
tioner system, and requirement of physicians to further
educate themselves, independent of interests. Beyond
this, it is questionable and remains to be seen whether
or not the reform, which the medical profession sees as
regimentation, and the measures, which are necessary
in principle for improving quality and efficiency, are tap-
ping all health care providers' economic efficiency poten-
tial, and whether or not the stabilization of the statutory
health insurance can be achieved in the middle-term, as
expected. Experts are already now expecting new finan-
cing problems to arise in the public health system in the
long-term. For this reason, it is to be expected that more
decisive changes in the financing of the statutory health
insurance will be necessary. Scientists and politicians
today are already arguing about the next reform steps
and about a fundamental change of systems in public
health care. Themodels proposed in this discussion, such
as the citizens' insurance ("Bürgerversicherung") or the
capitation fee ("Kopfpauschale"), are based on the separ-
ation of financing health care services from job incomes
(either through income-proportional fees or through a
flat-fee that is the same for everyone) and require (not
only in the author's opinion) a broad socio-political discus-
sion that not only takes the organization of the possible
change into account, but also the social, economic, labor
market, and financial-political effects [62], [67].
Before this article discusses how the changed economic
conditions and the reform and cost-containment policies
affect the medical profession and its privilege of
autonomy and freedom to choose therapies that society
grants it, it will first explain what significance professional
autonomy has within the concept of the profession from
the point of view of the sociology of professions.

The profession and professional
autonomy
Professions are a special type of occupation ([11], p. 9),
[12] that is the subject of extensive research in the spe-
cialized sociology of occupations and professions [10],
[29], [49]. What the constitutive characteristics of a pro-
fession are is a debated issue and is something focused
on in its own respect within each variation of the theory
of professions. Professions are considered for the most
part to be relatively autonomous and science-based ex-
pert occupations in the service sector [50] that provide
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special services for society and their own special clientele
within a certain field of problems relevant to society,
thereby following a specific logic of conduct. They are
characterized by power and influence as well as privileged
opportunities of qualification, employment, and control,
and they therefore often enjoy a distinctive social esteem
(prestige). Professions are also characterized by an ex-
tensive monopoly over specific fields of occupation and
knowledge [1], [79]. They assert this monopoly against
competing occupations mainly with the help of the state
(social enclosure). Once established, professions are not
unchangeable entities that exist independent of time, but
rather transformable phenomena. They are influenced
and altered by processes of social change, meaning they
continually face the problem of adjusting to social
changes and can lose their influence and independence
while doing so ([73], p. 194 ff.). Looking at the develop-
ment towardmodern functionally-differentiated societies
[81] from the socio-historical perspective, it becomes
clear that the establishment of professions was accom-
panied by a "replacement of lay solutions by forms of ra-
tionalized expert solutions for problems" ([47], p. 15).
The profession of physician is regarded as being the
"prototype" of a fully professionalized occupation and is
often the subject of thorough analysis [20], [27], [33],
[79].
Professions can be seen from a variety of theoretical
perspectives in the sociology of occupations and profes-
sions. A theoretical position that everyone can agree on
that can capture all the facets of the field of occupations
and professions in modern society cannot be found at
this point in time, however ([49], p. XI f.), ([42], p. 18). In
the "struggle" for an adequate view of professions, the
classic theoretical positions are represented by the
characteristics theoretical approach, which attempts to
define and demarcate professions through outer charac-
teristics and is regarded by the sociology of professions
as being out-dated, although it continues to provide ori-
entation in debates on policies of professions, and the
structural-functional model of professions (Parsons),
which focuses on the description of the social functions
of professions. Newer theories include the revised
(structural-theoretical) theory of professionalization
(Oevermann) that builds on Parsons and brings the
structural logic of professional conduct (application of
scientific knowledge to each individual case) to the fore
through the idea of representational interpretation, and
the systems theoretical approach of professionalized
systems of function. In addition to this, there are two
theories that rely more strongly on collective and individu-
al interests as a starting point: The interactional model
of professions with its central categories of license and
mandate, which focuses primarily on problems and
paradoxes of professional conduct, and the power ap-
proach, which addresses interests and power and espe-
cially takes into account the active roles of occupational
groups that pursue and try to politically assert collective
and individual interests in the processes of forming and
establishing professions ([63], p. 31 ff.).

Within sociological discourse, a trend may be seen that
shows a movement from theories of characteristics to-
ward theories of functions and finally toward theories of
power (in the 1970s and 1980s) [9]. The turn toward
theories of power approaches was accompanied by a
critical questioning of the image of professionalism and
professions that had been drawn in a primarily favorable
light in literature up to the 1970s [34], [43]. In the soci-
ology of professions in the German-speaking region, the
systems theoretical approach of professionalized systems
of functions [81], [80], the structural theoretical approach
[61], [60], and the interactional approach [73], [74] pre-
dominantly determine the discourse of the sociology of
professions.
A central characteristic that marks professions in their
classic form, and therefore also the medical profession
[21], [20], [79], is their relatively high degree of occupa-
tional "autonomy" ([31], p. 282), [48]. This is generally
undisputed in the literature written on this subject, al-
though some authors give it different emphasis. The far-
reaching self-determination of occupational interests is
not only guaranteed to professions as an active collective
(collective autonomy referring to occupational self-organ-
ization [39]), but also granted to individual professionals
in their occupational conduct (individual autonomy refer-
ring to the selection of treatment methods in each case).
Autonomy, which Wilensky generally defines as "the au-
thority and freedom to regulate one's affairs within an
area of competence without surveillance" ([87], p. 206),
is expressed in professional control over the content and
conditions of occupational conduct, according to Freidson
([21], p. 134), or rather in the extensive substitution of
external control by others through internal self-monitoring
(surveillance by colleagues; peer-review). The acknow-
ledgement of autonomy, which is regarded as a worth-
while objective of every professionalizing project ([56], p.
15), is a decisive criterion for an occupation that has
undergone a successful professionalization, according
to Larson and Freidson. Autonomy makes it possible to
block external control and determine one's own actions
and work processes [20], [43]. According to Daheim,
having control over the assessment of the services and
standards of practicing an occupation not only signifies
independence from clients' evaluation of services, but
also extensive organizational independence from employ-
ing organizations ([15], p. 26). Freidson says that there
is an additional extensive independence fromgovernment-
al instances and from the market [22], (see also [71], p.
229). Professional autonomy, however, also includes
having control over the profession's scientific knowledge,
meaning its production and conveyance as well as its
application and evaluation in practice [1], [66], [65].
Autonomy of knowledge, autonomy of organization, and
autonomy of clientele are therefore core elements of
professional autonomy. Professions owe their privilege
of autonomy, and the opportunity to assert and maintain
it, to the state, which creates the required basic condi-
tions through legislation. Self-regulation cannot be carried
out without the state's protection [43].
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From the functionalist point of view, occupational inde-
pendence represents a kind of acknowledgement from
society of the professions' achievement in processing
andmanaging existential issues that have an exceptional,
social significance ([52], p. 574). From this point of view,
the medical profession's autonomy is based on the fact
that society can expect physicians not (or not only) to act
in the interest of maximizing their benefits but primarily
in the patient's and in the community's interest [13], [84].
From the power theory point of view, professional
autonomy, meaning extensive occupational self-determ-
ination, is created by successful professional policies
established in cooperation with the state; it is an "expres-
sion of the power resources belonging to each group of
occupations" ([68], p. 316). The extent of professions'
autonomy varies from country to country, and these dif-
ferences relate mainly to the role of the state: In particu-
lar, autonomy is more pronounced in American profes-
sions than in German ([68], p. 317).
Professional autonomy has fallen increasingly under cri-
ticism and intensified influence in the last few years: So-
ciety's confidence in professions' self-monitoring and
orientation toward the public good is dwindling [34], [57],
the level of education is rising and is leading to a decreas-
ing gap between professional knowledge and lay know-
ledge (physicians, for example, are increasingly faced
with "informed" patients who get the latest information
about their illnesses via the Internet), and the fact that
professionalized occupations are part of bureaucratic
organizations today are all developments that limit pro-
fessions in their occupational autonomy ([65], p. 291).

Medical autonomy before and in
the age of economization and cost-
containing policies
Themedical sociologist Siegrist stated that there are only
a few groups of occupations today that are capable of
exercising occupational autonomy to such a great extent
as the medical profession does. By this, he means the
medical profession is able to determine the content,
quality and quantity of work it performs on its own ([77],
p. 234). Physicians' orientation toward the public good
and their ability to heal and soothe physical and mental
illness legitimizes their claim on autonomy. This also
means that the medical profession insists on the mono-
poly of interpretation in medical questions and has signi-
ficant control over the development of the knowledge of
health and disease. According to Siegrist, three elements
form the core of autonomous medical conduct, ensuring
physicians a position of supremacy over other health care
occupations, though this varies from country to country
[18]. The three elements are: "Having the qualifications
and the right to make a diagnosis, having the qualifica-
tions and the right to conduct operative procedures, and
having the qualifications and the right to administer

healing measures, especially to prescribe medications
([77], p. 237 f.).
The necessary condition for asserting occupational
autonomy in society is the professionalization [24], [33],
in other words the institutionalization, of medicine as an
academic discipline. This institutionalization is based
mainly on physicians having separated knowledge from
patients' patterns of interpretation and thereby moving
it out of the range of patients' control and the control of
non-physicians ([30], p. 97 ff.). Thismeans that physicians
within the SHI (Statutory Health Insurance) system ac-
quired a central position of power over insured patients
who needed treatment [19]. This position of power has
been and will continually be secured and expanded, if
possible, by medical lobbyist policies.
According to the Social Security Code (Sozialgesetzbuch,
SGB V), the medical profession is, by and large, allowed
to define what is medically necessary and appropriate.
The medical profession thereby also decides who will be
treated for how long and under which financial conditions
([14], p. 61 f.). Even in the age before cost-containment
policies, which Freidson calls the "golden age ofmedicine"
([22], p. 182 ff.), themedical power of definition has been
closely tied to the "rule of economic efficiency" that is
dictated by the Social Security Code and which limits
medical autonomy at least somewhat ([17], p. 16). Ac-
cording to the Social Security Code (SGB V), "Health care
services must be sufficient, appropriate and economic;
they should not exceed the measure of necessity. Health
care services that are not necessary or are not economic
cannot be claimed by insured patients, cannot be per-
formed by health care providers, and cannot be approved
by SHI funds" ([78], § 12). When considering the valuation
of appropriateness and economic efficiency, the generally
acknowledged state of medical knowledge and medical
progress must be taken into account ([78], § 2). The
Federal Council of Physicians and SHI Funds
(Bundesausschuss der Ärzte undKrankenkassen) decides
which services in ambulant treatmentmeet these criteria,
while the Federal Council of Hospitals (Ausschuss
Krankenhaus) decides which services in in-patient treat-
ment meet these criteria ([67], p. 91). In cases of uncer-
tainty, the scientific communities of physicians define
what is necessary and economically efficient ([76], p.
273). The physician decides for his/herself which services
are necessary, appropriate, and sufficient in each specific
case of treatment, while also determining their economic
efficiency.
The task of paying attention to economic efficiency, more
precisely distinguishing between themedically necessary
and the medically dubious and therefore having a part in
the economic control of resources, is therefore an essen-
tial part of medical autonomy and an important criterion
of medical conduct. The much-discussed economic effi-
ciency of physicians' conduct today is therefore nothing
new, though the relevance of this criterion has changed
decisively alongside the developments of the basic eco-
nomic conditions.
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Until the middle of the 1980s, it was enough to valuate
medical measures from the physicians' point of view
without relating them to the economy or the national
economy's ability to afford health care. Until that point in
time, there were sufficient financial resources available
for financing all medical services provided (because
premium revenue was high and unemployment low,
among other things) ([64], p. 17). Since the middle of the
1980s, at the latest, experts have repeatedly pointed out
that the health care system would probably surpass its
load-bearing capacity sometime in the future, though
these warnings did not receive a great response either
in political debate or from the medical profession, which
did not think it needed to take part in such a discourse
because of its apparently safemonopolistic position. The
reimbursement per service rendered established by the
Statutory Health Insurance (SHI, or GKV in German) in
1955 was effective until the Health Care Structure Law
was introduced in January 1993 and meant that the SHI
paid for all services that a physician decided were neces-
sary for a patient, even if a physician chose the more ex-
pensive of two measures, thereby creating an advantage
in income for him/herself. For this reason, the physician
was able to refrain from making a decision based on
either the criteria of economic rationality and efficiency
or on the Social Security Code's rule of economic effi-
ciency. Rather, the physician was able to concentrate
fully on his/her profession's ethical obligation of serving
the patient. "He/She was able to fade out the business
management motives of profit and did not need to think
about the economic objective of saving costs. The physi-
cian, faithful to the Hippocratic oath, could do everything
possible for the patient" ([53], p. 102). A conflict did not
develop between medical and economic orientation re-
garding the choice and administering of medical meas-
ures (microlevel of medical conduct) because such a
conflict was ruled out by an insurance system that
covered all costs. The economic efficiency of the health
care system as a whole (macrolevel) was also not an ob-
jective of physicians' conduct affecting their use of re-
sources. As a whole, medicine was therefore outside the
reach of the economy.
The expansion of health care structures in the period
between 1965 and 1975 ([75], p. 230) and the growing
volume of provided health care services caused health
care expenditure to increase enormously from themiddle
of the 1960s onward. Health care policiesmust therefore
face the task of resolving the resulting tension between
guaranteeing sufficient and qualitatively good medical
care on the one hand and not overtaxing the national
economy's resources on the other. Themedical profession
and its professional organizations have fallen increasingly
under criticism in the debates concerning the reasons
and solutions for their increase in spending that resulted
in the depletion of resources for other areas of society
(labor market policies, education, culture, and so forth).
Doubt has arisen as to whether or not themedical profes-
sion is able to live up to its social responsibility regarding
economic resources. Furthermore, themedical profession

has been faced with the accusation of putting its own
professional and financial interests before orientation
toward the public good (by ensuring dominance in the
public health system and securing income opportunities)
([55], p. 194), [13]. The growing doubt as to "whether or
not the medical profession is doing its share in the regu-
lation of resources and can be regarded as a reliable
trustee", the fact that most physicians refuse to look
beyond their own field of profession in order to apply the
public health approach through the incorporation of the
economic dimension and society's point of view [26], the
widely-held public and political accusations and doubts
as to "whether or not physicians' specialized political ar-
guments really serve the public good and are not
primarily meant to increase their own income", and the
lack of the profession's acknowledgement of the fact
"that it completely lost the economic knowledge needed
to control the system despite the enormous expansion
of services" ([72], p. 77) have all led to the growing de-
mand that the medical profession's activities be placed
under state and market-mediated control [57].
The result of these developments was that basic legisla-
tive guidelines imposed economization onmedicine (more
on the term "economization" see [28]), which started in
all industrial countries, more or less, in the middle of the
1980s. Through the political guidelines for budgeting and
business administrative demands and regulating mech-
anisms (such as transformation to integrated care, evi-
dence-based medicine, guidelines) established by the
reform laws, themedical profession should be forced and
urged to act in amore cost and quality-consciousmanner
and to utilize existing resources in the most efficient way
possible. The medical profession is required to be more
result-oriented, more efficient, and more economically
profitable, without neglecting the quality of care and at-
tention given to patients. Furthermore, health care pro-
viders are urged to work together more intensely for the
benefit of patients and to treat this teamwork in a more
systematic way. The objective of this is to activate avail-
able resources for economic efficiency. Under the condi-
tions of cost containment, decisions made by physicians
therefore acquire a new dimension, or a new point of view
to be precise: Valuation based on monetary costs, which
many health care providers see as an unjustified restric-
tion on the practice of health care as they know it. The
result of this is that, even under the condition of assuring
and improving economic efficiency, the provision of high-
quality medical care to patients must be guaranteed.
Measures specifically designed for quality improvement
are thereby expected to keep the rationalization and cost-
containment from causing a drop in the quality of service
at the cost of the patient. Medical services are therefore
no longer seen only according to the medical criterion of
best-possible cure, but increasingly according to the
economic criteria of economic profitability and efficiency.
Therefore, the Health Care Structure Act from 1993, for
example, budgeted an upper limit for services for physi-
cians with practices in order to urge them to utilize their
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funding more economically and to take the economic
objective of saving money more into consideration.
As to medical thought and conduct in occupational prac-
tice, the demands for economic efficiency and for
budgeting gave it the task of maximizing the greatest
possible use of health care for certain patient collectives
within a given cost budget while also distributing services
in the fairest possible way. Physicians using the criterion
of economic efficiencymust not only estimate what every
diagnostic and therapeuticmeasure contributes to solving
a pending problem, they must also consider whether or
not the same or a similar effect could be achieved using
less resources or causing fewer costs. Economically-ori-
ented medicine can no longer simply ask: "What is med-
ically possible and sensible?" It must also try to achieve
the best cost-benefit ratio possible.
As a result, medical conduct has, for the first time, exper-
ienced and is experiencing the manifestation of conflicts
between medical and economic orientation, or rather
between ethics and the imperatives of the trend of eco-
nomization. It can therefore no longer avoid making
compromises ([53], p. 103 f.), [41]. In addition to this,
physicians are also committed to those covering the costs
and to economic guideline objectives, that is to say the
business performance of his/her institution (a hospital,
for example). The physician Stiefelhagen [82], (see also
[25]) speaks for many physicians when he says that every
physicianmust resolve this ever-growing conflict between
ethical and economic objectives every day in his or her
professional environment (such as: According to which
criteria should possible decisions of rationing be made?
Should the public good be put above the good of one in-
dividual? Should costs be allowed to play a role in therapy
at all?). At the same time, physicians complain about the
stressful work conditions that accompany economization
(such as the disregard of the Working Hours Act), the pay
that does not reflect the hours worked (which results in
the drifting of younger physicians toward alternative pro-
fessional areas, for example), and the increasing bureau-
cratization (such as the increase in documentation DRGs
need), all of which lead to the insufficient provision of
care for patients and a drop in care quality. Physicians
tend to see themselves more and more as being forced
into the role of rationing agents and entrepreneurs. This
means giving up central basic philosophies of the profes-
sion and altruistic motivations for pursuing this career as
well as the danger of losing authority and prestige (a so-
cial resource of professional autonomy) ([5], p. 1 ff.).
At the same time, the changes brought about by econom-
ization are creating new fields of practice and career op-
portunities for physicians, meaning new possibilities of
professionalization in such areas as Medical Controlling,
Health Care Management, Health Management, Quality
Improvement, and Quality Management in public health
institutions, and so forth [38]. Acquiring additional quali-
fications in one of the fields just mentioned, with the
resulting professionalization, grants physicians the oppor-
tunity to fill the key positions in health care institutions
and, for example, to implement measures for quality im-

provement and for controlling autonomously, or self-de-
terminedly. The strengthening of physicians' autonomy
cannot be expected if these positions are occupied by
competing occupations (such as economists).
Another effect of cost containment and economization
are the emerging disputes between medicine and the
economy regarding who is allowed to do the interpreting
and defining in the public health system. This can be seen
in the fact that, in addition to the Council of Experts for
Concerted Action in Health Care, there is a growing
number of so-called health care economists that are
active in political consulting and who follow a different
logic than the medical profession.
The medical profession believes its autonomy and free-
dom to make decisions is being massively restricted by
the external, political, and economic framework of the
health care and structure reforms and by their business
administrative perspective on the provision of medical
services ([64], p. 18). From the medical professional or-
ganizations' point of view, this questions the prioritization
of medicine over economy and casts doubt on the med-
ical profession's independence of content, while it also
questions physicians' autonomous decisions as to when,
how long, and at what cost medical procedures should
be performed on patients. For this reason, it is hardly
surprising that the medical professional organizations
are fiercely fighting the threat of their privilege of
autonomy being restricted and dominated by outside in-
fluences.
The medical profession is fighting against the demands
to be more economic and limit their budget, which they
see as a means for the state to gain control. It is also
fighting against the suspicion that it is mainly interested
in upholding its own (economic) advantages at the cost
of society [32], [82]. It fights on both fronts by putting
more emphasis on its orientation toward the public good
[55], [54] and by trying to convince the public that if pa-
tient care (in the sense of representing patients' interests)
is committed to humanitarian objectives, it has no room
for cost-benefit analyses. Physicians also argue that the
financing of health care servicesmust be oriented toward
the particular services needed, and not vice versa. Fur-
thermore, physicians argue that the quality of medical
services cannot be appropriately judged from a position
outside the medical profession (by health care econom-
ists, for example). According to the president of National
Medical Council (Bundesärztekammer), Hoppe, the core
tasks of medical professional policies must therefore be
to reestablish a sufficient measure of medical freedom
for physicians [32].
That themedical profession's resistance to outside control
can be successful is visible in the shape the health care
reform has taken. Although the implemented structural
measures of the Health Care Reform Act that took effect
in 2004 have influenced and limited the medical profes-
sion's autonomy, this has been to a much lesser degree
than the government coalition originally intended. Import-
ant areas of physicians' responsibilities have remained
intact due to the medical profession's power potential,
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which is still strong. As a result, the new Institute for
Quality and Economic Efficiency in Health Care (IQWiG),
which designs guidelines for treatment and provides ex-
pert reports, remains outside of the state's direct influ-
ence. Further education also remains physicians' own
responsibility. Even the monopoly of the Regional Associ-
ation of Statutory Health Insurance Physicians (KV), which
conducts the payment negotiations with SHI institutions
and is responsible for the allotment of funding among
groups of physicians, remains largely untouched.
Themedical profession fears and laments that the health
care reforms implemented so far have meant an increas-
ingly stronger regulation by the state on their free profes-
sional conduct. However, they have overlooked the fact
that extensive autonomy (as it existed in the time before
the reforms) can only be claimed as long as it lives up to
its responsibility to the public health system and its share
in the economic use of resources [84], [13]. In other
words, as the health care expert Schmacke stated, "the
measure of responsibility and power granted by politics
and society to regulate economic resources in the public
health system will remain intact as long as society's ex-
pectation connected with this responsibility can be valid-
ated" ([72], p. 77). The medical profession stresses its
medical orientation and adherence to the public good as
justification for its claim to autonomy when arguing with
representatives of the political system and the public.
According to Meuser and Hitzler [54], [55], this can be
understood as an attempt of professional policies to gain
acceptance, though it is hardly enough to keep health
care economists and health care policy-makers from cri-
ticizing physicians' lack of cost responsibility.

The necessity of redetermining the
relationship between medical and
economic orientation
Whether or not medically-responsible conduct and the
management of limited resources (and its accompanying
logic) are mutually exclusive, or if they can be combined,
remains a point that is constantly disputed. Though the
medical profession has mainly kept itself away from
economically rational criteria so far, the demand to be
simultaneous oriented toward both the patient's well-be-
ing and economic conditions forces it to at least take
economic aspects more into account or add economic
orientation (by weighing benefits and costs of several
kinds of medical intervention) to their otherwise exclu-
sively medical orientation (doing everything that could
help the patient). This therefore results in the necessity
to reflect more on a fundamental redefinition of the rela-
tionship between medical and economic orientation and
its integration (for example in the development of inte-
grated care that contains new forms of organizing health
care). This means the point of view representing this
particular profession and physicians' responsibilitiesmust
be expanded to form a perspective that is oriented toward

the entire system and to include an economic dimension
and the idea of community solidarity (public health care
perspective). This must then be conveyed at all levels of
college, training and further education (as for the eco-
nomy and for management, the opposite is needed: re-
cognizing medical ethics within medical orientation and
integrating this in education). Medical autonomy is not a
right acquired forever, but rather a concession made to
physicians in exchange for medical, and now economic,
responsibility. If the medical profession chooses not to
take part in a constructive and necessarily interdisciplin-
ary debate on howmedical and economic orientation can
be conveyed and kept in balance sensibly and on how
the quality of health care can be optimized (the medical
profession could push ahead with the first step in this
direction by establishing forums for the active, interdis-
ciplinary exchange of ideas with the objective of establish-
ing legitimating bodies and processes for solving the di-
lemma), then it will lose more control over the public
health system, which will be increasingly under the con-
ditions of shrinking resources (expected in themid-term),
to the state, economy, and management. This would
mean that the erosion of physicians' autonomy, which
scientific experts have observed (in Germany and other
industrial states) [51], [4], ([22], p. 185 ff.) and the trend
toward deprofessionalization that some authors have
observed since the 1970s (and which Krause calls "the
fall of a giant"; [40]) would continue [6], [88]. Therefore,
as the medical historian Unschuld states, physicians will
indeed be demoted from being designers to co-designers,
from those responsible to those sharing responsibility
[85].
The erosion of medical autonomy has increased in inten-
sity in the last few years due to the fact that health care
occupations are being made into academic subjects and
being professionalized (nursing, for example) and the fact
that the increasing number of new expert occupations
(and the qualifying academic education programs they
require) are developing and establishing themselves as
players in the public health system, occupations such as
health care managers, health care economists, nursing
scientists, nursing managers, and so forth [36].
Although physicians' dominance and autonomy is under-
mined by the public's loss in confidence, the increase in
state and economic regulations inspired by cost issues,
patients becoming more and more assertive, and the
volume of new expertise occupations, themedical profes-
sion is still the most important discipline and the most
powerful player in the public health systemwith its extens-
ive dominance over the other health care occupations
(from the point of view of the sociology of professions,
there is a controversial debate as to whether or not
evidence-based medicine strengthens physicians'
autonomy, or if it rather weakens it [86], [48]). This
paradoxical image characterizes the current situation of
themedical profession in Germany and in other industrial
nations [26], [46], [45]. In regards to the dimension of
autonomy in the medical profession discussed here, it
remains to be seen whether or not external political and
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economic regulations are indeed able to guarantee an
occupation's quality in the same way professional
autonomy has, at least in principle, been able to do.

Conclusion and outlook
The reorganization of the health care system to establish
an effective and efficient system that meets patient's
needs but also equally takes basic economic conditions
into account has become a constant task of health care
policies. The medical profession has yet to provide its
own stringent reform plan for this reorganization. Further-
more, the medical profession appears to have underes-
timated the speed, the degree, and effects economic
change has had on the public health system for some
time (this is apparent in the fact that management func-
tions in health care institutions are increasingly performed
by economists and lawyers, for example, who only have
limitedmedical expertise). Not only will new and changed
forms of organizing care and patient-related services
emerge within the process of changing the public health
system to incorporate more integrated care (individual
practices could be a thing of the past), but physicians will
also have to face radical changes in the structure of their
profession. The Health Care Reform Act that took effect
in 2004 has created the opportunity for physicians (to-
gether with other health care providers) to develop and
try out new forms of organization that make more quality
and economic efficiency possible (for example by support-
ing competition between the different forms of care, by
approving ambulantmedical care centers and by opening
up parts of hospitals for ambulant care). It is likely that
medical quality will thereby become a decisive factor of
competition. The successful physicians of the future will
be those who are able to combine cost efficiency and
quality and integrate economic aspects into their occupa-
tional conduct without compromising their medical orient-
ation.
It is not easy to resolve this conflict of objectives between
medical and economic orientation; it will require a solution
in the near future (though there is no satisfactory solution
in sight today). However, this conflict could lead to an
acceptable solution through the utilization of potential
economic efficiency and processes of optimization (at
least in the mid-term). If it is not possible to relieve this
tension, then it is the patients who could especially suffer
negative effects (through the rationing of health care
services, for example). However, this is not the only
reason why the medical profession should be taking part
in, or even leading, the attempt to change the public
health system so that it meets patients' needs, is afford-
able, and anticipates future developments.
In order to meet their future demands, physicians need
more than just their medical expertise, they need to have
a solid knowledge of the economy and of management,
be able to work in a team, and cooperate and communic-
ate with other professionals. This cooperative ability must
also be integrated in medical education and training on

all levels [35]. A new form of professional competence
may also be necessary. Hitzler and Pfadenhauer propose
to call this new form of professional competence "reflexive
competence" [30] (keeping inmind the increasing dissol-
ution of the binary concept of "healthy" and "ill"). What
theymean by this (with the acknowledged and considered
ambivalences arising from the progress of medical and
technical knowledge and with the unintended con-
sequences of medical conduct in mind) is that "reflexive
competence" qualifies physicians to be able to construct-
ively deal with ambivalences professionally and to provide
innovative answers to the questions discussed here and
to the problems of modern health care.

Notes
This article is a newer version of a talk given for the
workshop "Mercatus ante portas! Professionals and the
demand for economic efficiency in their performance of
services" at the conference held by the Swiss Sociological
Society (October 1-3 2003, University of Zurich). I would
like to thank the anonymous experts at the journal PSM
for valuable encouragement and criticism.

References
1. Abbott A. The System of Professions. An Essay on the Division

of Expert Labor. Chicago/London: The University of Chicago Press;
1988.

2. Ahrens D, Güntert B. Gesundheitsökonomie und
Gesundheitsförderung. In: Ahrens D, Güntert B, editors.
Gesundheitsökonomie undGesundheitsförderung. Baden-Baden:
Nomos; 2004. p. 11-27.

3. Ärztestatistik der Bundesärztekammer [homepage on the
Internet].[cited 2004 May]. Available from:
http://www.bundesaerztekammer.de/30/Aerztestatistik/
100Archiv/02Stat2003/PDF/Tabelle01.pdf

4. Bauch J. Gesundheit als sozialer Code. Von der
Vergesellschaftung des Gesundheitswesens zurMedikalisierung
der Gesellschaft. Weinheim/München: Juventa; 1996.

5. Beschlussprotokoll des 105. deutschen Ärztetages vom 28.-31.
Mai 2002 in Rostock [homepage on the Internet].[cited 2004
October]. Available from:
www.bundesaerztekammer.de/30/Aerztetag/105_DAET/
04Beschluss.pdf

6. Bollinger H, Hohl J. Auf dem Weg von der Profession zum Beruf.
Zur Deprofessionalisierung des Ärztestandes. Soziale Welt. Z
Sozialwiss Forsch Prax 1981; 32 (4): 440-64.

7. Bundesministerium für Gesundheit und Soziale Sicherung. Die
Gesundheitsreform. Eine gesunde Entscheidung für alle! Berlin:
Referat für Öffentlichkeitsarbeit; 2003.

8. Cassel D, Wilke T. Das Saysche Gesetz im Gesundheitswesen.
Schafft sich das ärztliche Leistungsangebot seine eigene
Nachfrage?: Eine Analyse zur angebotsinduzierten Nachfrage in
der ambulanten ärztlichen Versorgung anhand deutscher
Paneldaten. Z Gesundheitswiss. 2001; 9 (4): 331-348.

9. Coburn D, Willis E. The Medical Profession: Knowledge, Power,
and Autonomy. In: Albrecht GL, Fitzpatrick R, Scrimshaw S,
editors. Handbook of Social Studies in Health and Medicine.
London/Thousand Oaks/New Dehli: Sage; 2000. p. 377-393.

10/13GMS Psycho-Social-Medicine 2005, Vol. 2, ISSN 1614-2934

Kälble: Between professional autonomy and economic orientation ...



10. Combe A, Helsper W, editors. Pädagogische Professionalität.
Untersuchungen zum Typus pädagogischenHandelns. Frankfurt:
Suhrkamp; 1996.

11. Combe A, Helsper W. Einleitung: Pädagogische Professionalität.
Historische Hypotheken und aktuelle Entwicklungstendenzen.
In: Combe A, Helsper W, editors. Pädagogische Professionalität.
Untersuchungen zum Typus pädagogischenHandelns. Frankfurt:
Suhrkamp; 1996. p. 9-48.

12. Conze W, Kocka J. Einleitung. In: Conze W, Kocka J, editors.
Bildungsbürgertum im 19. Jahrhundert. Teil 1: Bildungssystem
und Professionalisierung in internationalen Vergleichen.
Industrielle Welt; Bd. 38. Stuttgart: Klett-Cotta; 1985. p. 9-26.

13. Cruess SR, Johnston S, Cruess RL. Professionalism for Medicine:
Opportunities and Obligations. Med J Aust. 2002; 177: 208-211.

14. Czayka L. Die "Kostenexplosion" im Gesundheitswesen. In: Bress
L, editor. Medizin und Gesellschaft: Ethik - Ökonomie - Ökologie.
Berlin/Heidelberg/New York/London/Paris/Tokyo: Springer
Verlag; 1987. p. 45-66.

15. DaheimH-J. ZumStand der Professionssoziologie. Rekonstruktion
machttheoretischerModelle der Profession. In: DeweB, Ferchhoff
W, Radtke F-O, editors. Erziehen als Profession. Zur Logik
professionellen Handelns in pädagogischen Feldern. Opladen:
Leske & Budrich; 1992. p. 21-35.

16. DeppeH-U, BurkhardtW, editors. SolidarischeGesundheitspolitik.
Alternativen zu Privatisierung und Zwei-Klassen-Medizin.
Hamburg: VSA-Verlag; 2002.

17. Deppe H-U. Kommerzialisierung oder Solidarität? Zur
grundlegenden Orientierung von Gesundheitspolitik. In: Deppe
H-U, Burkhardt W, editors. Solidarische Gesundheitspolitik.
Alternativen zu Privatisierung und Zwei-Klassen-Medizin.
Hamburg: VSA-Verlag; 2002. p. 10-23.

18. Döhler M. Die Regulierung von Professionsgrenzen: Struktur und
Entwicklungsdynamik vonGesundheitsberufen im internationalen
Vergleich. Schriften des Max-Planck-Instituts für
Gesellschaftsforschung, Köln; Bd. 30. Frankfurt/New York:
Campus-Verlag; 1997.

19. Francke R. Ärztliche Profession im Recht der Gesetzlichen
Krankenversicherung. JahrbuchMedizin und Gesellschaft. 1987;
1: 68-93.

20. Freidson E. Der Ärztestand. Berufs- und
wissenschaftsoziologische Durchleuchtung einer Profession.
Stuttgart: Enke Verlag; 1979.

21. Freidson E. Professional Dominance: The Social Structure of
Medical Care. New York: Atherton Press; 1970.

22. Freidson E. Professionalism. The Third Logic. Oxford: Polity Press;
2001.

23. Gesetz zurModernisierung der gesetzlichenKrankenversicherung
(GKV - Modernisierungsgesetz - GMG) vom 14. November 2003.
In: Bundesgesetzblatt 2003: Teil I, Nr. 55: ausgegeben zu Bonn
am 19. November 2003. p. 2190-2258.

24. Göckenjahn G. Kurieren und Staat machen. Gesundheit und
Medizin in der bürgerlichen Welt. Frankfurt: Suhrkamp; 1985.

25. Görg K. Wandel um jeden Preis? Klinikärzte im Spannungsfeld
zwischen Ökonomie, Technik undMenschlichkeit. Dtsch Ärztebl.
2001;98 (18): A1172-A1176.

26. Hafferty FW, Light DW. Professional dynamics and the changing
nature of medical work. J Health Soc Behav. 1995;Spec No:132-
53.

27. Hafferty FW, McKinlay JB, editors. The Changing Medical
Profession. An International Perspective. New York: Oxford
University Press; 1993.

28. Harms J, Reichard C. Ökonomisierung des öffentlichen Sektors
- eine Einführung. In: Harms J, Reichard C, editors. Die
Ökonomisierung des öffentlichen Sektors: Instrumente und
Trends. Baden-Baden: Nomos-Verlag; 2003. p. 13-17.

29. Helsper W, Krüger H-H, Rabe-Kleberg U. Professionstheorie,
Professions- und Biographieforschung - Einführung in den
Themenschwerpunkt. Zeitschrift für qualitative Bildungs-,
Beratungs- und Sozialforschung. 2000; 1: 5-19.

30. Hitzler R, Pfadenhauer M. Reflexive Mediziner? Die Definition
professioneller Kompetenz als standespolitisches Problem am
Übergang zu einer "anderen" Moderne. In: Maeder C, Burton-
Jeangros C, Haour-Knipe M, editors. Gesundheit, Medizin,
Gesellschaft: Beiträge zur Soziologie der Gesundheit (= Santé,
médecine et société ...). Zürich: Seismo-Verlag; 1999. p. 97-115.

31. Hodson R, Sullivan TA. The Social Organization of Work. 3th ed.
Belmont, CA: Wadsworth; 2002.

32. Hoppe J-D. Das ärztliche Grundrecht der Handlungsfreiheit ist
bedroht. Ärztezeitung. 31.10.2002. Available from:
http://www.aerztezeitung.de/docs/2002/10/31/197a01201.asp?
cat=/magazin/20_jahre/aerzte_politik

33. Huerkamp C. Der Aufstieg der Ärzte im 19. Jahrhundert. Vom
gelehrten Stand zum professionellen Experten: Das Beispiel
Preußens. Göttingen: Vandenhoeck und Ruprecht; 1985.

34. Johnson T. Professions and Power. London: MacMillan; 1972.

35. Kaba-Schönstein L, Kälble K, editors. Interdisziplinäre
Kooperation im Gesundheitswesen. Eine Herausforderung für
die Ausbildung in der Medizin, der Sozialen Arbeit und der Pflege.
Ergebnisse des ForschungsprojektesMESOP. Frankfurt: Mabuse;
2004.

36. Kälble K, von Troschke J. Gesundheitswissenschaftliche Aus-
und Weiterbildung in Deutschland: Entwicklung,
Entwicklungsstand, die europäische Perspektive und die
Herausforderung durch das neue Graduierungssystem. Z
Gesundheitswiss. 4. Beiheft. Troschke Jv, editor. Public Health
- Entwicklungen und Potentiale. 2001; 39-53.

37. Kälble K, von Troschke J. Studienführer
Gesundheitswissenschaften. Bd. 9 der Schriftenreihe der
Deutschen Koordinierungsstelle für Gesundheitswissenschaften
an der Abteilung für Medizinische Soziologie der Universität
Freiburg. Freiburg: Eigenverlag; 1998.

38. Kälble K. Strukturen der (postgradualen) Weiterbildung an
deutschen Hochschulen - Ein Überblick über
Qualifikationsmöglichkeiten im Bereich Management und
Ökonomie. In: Burk R, Hellmann W, editors.
Krankenhausmanagement für Ärztinnen und Ärzte. Grundwerk.
Loseblattwerk. 6. Ergänzungslieferung. Landsberg/Lech: ecomed;
2004, VII-1.

39. Kleine-CosackM. Berufsständische Autonomie undGrundgesetz.
Studien und Materialien zur Verfassungsgerichtsbarkeit; 32.
Baden-Baden: Nomos Verlag; 1986.

40. Krause EA. Death of the Guilds: Professions, States and the
Advance of Capitalism, 1930 to the Present. New Haven, CT:
Yale University Press; 1996.

41. Kühn H. Ethische Probleme der Ökonomisierung von
Krankenhausarbeit. In: Büssing A, Glaser J, editors.
Dienstleistungsqualität und Qualität des Arbeitslebens im
Krankenhaus. Göttingen/Bern/Toronto/Seattle: Hogrefe; 2003.
p. 77-98.

42. Kurtz T. Das Thema Beruf in der Soziologie: Eine Einleitung. In:
Kurtz T, editor. Aspekte des Berufes in der Moderne. Opladen:
Leske & Budrich; 2001. p. 7-20.

43. Larson MS. The Rise of Professionalism: A Sociological Analysis.
Berkeley/Los Angeles/London: University of California Press;
1977.

11/13GMS Psycho-Social-Medicine 2005, Vol. 2, ISSN 1614-2934

Kälble: Between professional autonomy and economic orientation ...



44. Leidl R. Die Ausgaben für Gesundheit und ihre Finanzierung. In:
Schwartz FW, editor. Das Public Health Buch. Gesundheit und
Gesundheitswesen. 2. völlig neu bearb. und erw. Auflage.
München/Jena: Urban und Fischer; 2003. p. 349-366.

45. Light DW, Levine S. The Changing Charakter of the Medical
Profession: A Theoretical Overview. Milbank Q. 1988; 66
(Supplement 2): 10-32.

46. Light DW. Countervailing Power: The Changing Charakter of the
Medical Profession in the United States. In: Hafferty FW,McKinlay
JB, editors. The Changing Medical Profession. An International
Perspective. New York: Oxford University Press; 1993. p. 69-79.

47. Luckmann T, SprondelWM. Einleitung. In: Luckmann T, Sprondel
WM, editors. Berufssoziologie. Köln: Kiepenheuer & Witsch;
1972. p. 11-21.

48. Lützenkirchen A. Stärkung oder Schwächung ärztlicher
Autonomie? Die medizinische Profession und das Beispiel der
evidenzbasierten Medizin aus soziologischer Sicht. Zeitschrift
für ärztliche Fortbildung und Qualität im Gesundheitswesen.
2004; 98: 423-427.

49. Macdonald KM. The Sociology of the Professions.
London/Thousand Oaks/New Dehli: Sage; 1995.

50. McClelland CE. Zur Professionalisierung der akademischen
Berufe in Deutschland. In: Conze W, Kocka J, editors.
Bildungsbürgertum im 19. Jahrhundert. Teil 1: Bildungssystem
und Professionalisierung in internationalen Vergleichen.
Industrielle Welt; Bd. 38. Stuttgart: Klett-Cotta; 1985. p. 233-
247.

51. McKinlay J, Arches J. Towards the Proletarianization of the
Physicians. Int J Health Serv. 1985; 15: 161-195.

52. Merten R, Olk T. Sozialpädagogik als Profession. Historische
Entwicklung und künftige Perspektiven. In: Combe A, Helsper W,
editors. Pädagogische Professionalität. Untersuchungen zum
Typus pädagogischen Handelns. Frankfurt: Suhrkamp; 1996. p.
570-613.

53. Meulemann H. Gemeinschaftsorientierung auf dem Prüfstand.
Z Gesundheitswiss. 2003; 11 (2): 100-120.

54. Meuser M, Hitzler R. Gemeinwohlrhetorik ärztlicher
Berufsverbände im Streit um die Gesundheitsreform. In: Münkler
H, Fischer K, editors. Gemeinwohl und Gemeinsinn. Rhetoriken
und Perspektiven sozial-moralischer Orientierung.
Forschungsberichte der interdisziplinären Arbeitsgruppe
"Gemeinwohl und Gemeinsinn", Bd. II. Berlin: Akademie Verlag;
2002. p. 177-205.

55. Meuser M. Ärztliche Gemeinwohlrethorik und Akzeptanz. Zur
Standespolitik der medizinischen Profession. In: Hitzler R,
Hornbostel S, Mohr C, editors. Elitenmacht.Wiesbaden: VS-Verlag
für Sozialwissenschaften; 2004. p. 193-204.

56. Mieg H. Problematik und Probleme der Professionssoziologie.
Eine Einführung. In: Mieg H, Pfadenhauer M, editors.
Professionelle Leistung - Professional Performance. Konstanz:
UVK Verlagsgesellschaft mbH; 2003. p. 11-46.

57. Münkler H. Profis ohne Professionalität. Die Gesetze desMarktes
und das Ethos des Berufes. Mitteilungen der deutschen
Patentanwälte. 1994; 25 (10): 254-6.

58. Noack HR. Public Health an der Schwelle zum 21. Jahrhundert:
Tradition, Modernisierung, Herausforderung und Vision. In: Polak
G, editor. Das Handbuch Public Health. Theorie und Praxis. Die
wichtigsten Public-Health-Ausbildungsstätten. Wien/New York:
Springer; 1999. p. 8-36.

59. Nolte P. Sozialstaat, Gesundheit und Gerechtigkeit. Neue
Sozialpolitik in veränderter Welt. In: Nolte P. Generation Reform.
Jenseits der blockierten Republik. München: Beck Verlag; 2004.
p. 170-181.

60. Oevermann U. Professionalisierungsbedürftigkeit und
Professionalisiertheit pädagogischen Handelns. In: Kraul M,
Marotzki W, Schweppe C, editors. Biographie und Profession.
Bad Heilbrunn: Klinkhardt 2002. p. 19-63.

61. Oevermann U. Theoretische Skizze einer revidierten Theorie
professionalisierten Handelns. In: Combe A, Helsper W, editors.
Pädagogische Professionalität. Untersuchungen zum Typus
pädagogischen Handelns. Frankfurt: Suhrkamp; 1996. p. 70-
182.

62. Opielka M. Gesundheit ist ein öffentliches Gut. Frankfurter
Rundschau. 11.12.2003.

63. Pfadenhauer M. Professionalität. Eine wissenssoziologische
Rekonstruktion institutionalisierter
Kompetenzdarstellungskompetenz. Opladen: Leske & Budrich;
2003.

64. Porzsolt F. Klinische Ökonomik: Die ökonomische Bewertung
von Gesundheitsleistungen aus Sicht des Patienten. In: Porzsolt
F, Williams AR, Kaplan RM. Klinische Ökonomik. Effektivität &
Effizienz von Gesundheitsleistungen. Landsberg/Lech: ecomed;
2003. p. 17-40.

65. Rabe-Kleberg U. Professionalität und Geschlechterverhältnis.
Oder: Was ist "semi" an traditionellen Frauenberufen?. In: Combe
A, Helsper W, editors. Pädagogische Professionalität.
Untersuchungen zum Typus pädagogischenHandelns. Frankfurt:
Suhrkamp; 1996. p. 276-302.

66. Rabe-Kleberg U. Verantwortlichkeit und Macht. Ein Beitrag zum
Verhältnis von Geschlecht und Beruf angesichts der Krise
traditioneller Frauenberufe. Bielefeld: Kleine; 1993.

67. Rosenbrock R, Gerlinger T. Gesundheitspolitik. Eine
systematische Einführung. Bern/Göttingen/Seattle/Toronto:
Huber; 2004.

68. Rüschemeyer D. Professionalisierung. Theoretische Probleme
für die vergleichende Geschichtsforschung. Geschichte und
Gesellschaft. 1980; 6 (3): 311-325.

69. Sachverständigenrat für die Konzertierte Aktion im
Gesundheitswesen. Gutachten2000/2001: Bedarfsgerechtigkeit
und Wirtschaftlichkeit. Band 1: Zielbildung, Prävention,
Nutzerorientierung und Partizipation. Baden-Baden: Nomos
Verlag; 2002.

70. Sachverständigenrat für die Konzertierte Aktion im
Gesundheitswesen. Gutachten 2003: Finanzierung,
Nutzerorientierung und Qualität. Band I: Finanzierung und
Nutzerorientierung; Band II: Qualität und Versorgungsstrukturen.
Kurzfassung. o.O.; 2003.

71. Schaeffer D. Professionalisierung der Pflege. In: Büssing A, Glaser
J, editors. Dienstleistungsqualität und Qualität des Arbeitslebens
imKrankenhaus. Göttingen/Bern/Toronto/Seattle: Huber; 2003.
p. 227-243.

72. Schmacke N.Welche Bündnisse für Gesundheit haben Zukunft?
In: Deppe H-U, Burkhardt W, editors. Solidarische
Gesundheitspolitik. Alternativen zu Privatisierung und Zwei-
Klassen-Medizin. Hamburg: VSA-Verlag; 2002. p. 74-86.

73. Schütze F. Organisationszwänge und hoheitsstaatliche
Rahmenbedingungen im Sozialwesen. Ihre Auswirkungen auf
die Paradoxien des professionellen Handelns. In: Combe A,
Helsper W, editors. Pädagogische Professionalität.
Untersuchungen zum Typus pädagogischenHandelns. Frankfurt:
Suhrkamp; 1996. p. 183-275.

74. Schütze F. Schwierigkeiten bei der Arbeit und Paradoxien des
professionellen Handelns. Ein grundlagentheoretischer Aufriß.
Zeitschrift für qualitative Bildungs-, Beratungs- und
Sozialforschung. 2000; 1: 49-96.

12/13GMS Psycho-Social-Medicine 2005, Vol. 2, ISSN 1614-2934

Kälble: Between professional autonomy and economic orientation ...



75. Schwartz FW, Kickbusch I, Wismar M. Ziele und Strategien der
Gesundheitspolitik. In: Schwartz FW, editor. Das Public Health
Buch. Gesundheit und Gesundheitswesen. 2. völlig neu bearb.
und erw. Auflage. München/Jena: Urban und Fischer; 2003. p.
229-242.

76. Schwartz FW, Klein-Lange M. Berufsfelder in der
Krankenversorgung. In: Schwartz FW, editor. Das Public Health
Buch. Gesundheit und Gesundheitswesen. 2. völlig neu bearb.
und erw. Auflage. München/Jena: Urban und Fischer; 2003. p.
271-273.

77. Siegrist J. Medizinische Soziologie. 5., neu bearb. Auflage mit
48 Abbildungen und 13 Tabellen. München/Wien/Baltimore:
Urban & Schwarzenberg; 1995.

78. Sozialgesetzbuch, Fünftes Buch (V) Gesetzliche
Krankenversicherung. Artikel 1 des Gesetzes v. 20. Dezember
1988, BGBl. I S. 2477 (homepage on the Internet]. [cited 2003
September]. Available from:
http://bundesrecht.juris.de/bundesrecht/sgb_5/

79. Starr P. The Social Transformation of American Medicine. New
York: Basic Books; 1982.

80. Stichweh R. Professionen im System dermodernen Gesellschaft.
In: Merten R, editor. Systemtheorie Sozialer Arbeit. Neue Ansätze
und veränderte Perspektiven. Opladen: Leske & Budrich; 2000.
p. 29-38.

81. Stichweh R. Professionen in einer funktional differenzierten
Gesellschaft. In: Combe A, Helsper W, editors. Pädagogische
Professionalität. Untersuchungen zum Typus pädagogischen
Handelns. Frankfurt: Suhrkamp; 1996. p. 49-69.

82. Stiefelhagen P. Ärztliches Ethos in Gefahr: Monetik statt Ethik?
Der Hausarzt. 2002; 20: 6-7.

83. Stollberg G. Medizinsoziologie. Bielefeld: transcript; 2001.

84. Taupitz J. Ärztliche Selbstverwaltung an der Schwelle zum 21.
Jahrhundert. Deutsches Ärzteblatt. 1997; 94 (46): A3078-A3090.

85. Unschuld PU. Der Arzt als Fremdling in der Medizin? Von der
Triebfeder zum Getriebenen. In: Bundesärztekammer, editor.
Fortbildungskompendium "Fortschritt und Fortbildung in der
Medizin", Band 25. Köln: Deutscher Ärzteverlag; 2001. p. 13-23.

86. Vogd W. Evidence-based Medicine und Leitlinienmedizin.
Feindliche Übernahme durch die Ökonomie oder
wissenschaftliche Professionalisierung der Medizin. MMW-
Fortschritte der Medizin. 2004; 146 (1): 11-14.

87. Wilensky HL. Jeder Beruf eine Profession? In: Luckmann T,
Sprondel WM, editors. Berufssoziologie. Köln: Kiepenheuer &
Witsch; 1972. p. 198-215.

88. Wolinsky FD. The Professional Dominance, Deprofessionalization,
Proletarianization, and Corporatization Perspectives: An Overview
and Synthesis. In: Hafferty FW, McKinlay JB, editors. The
Changing Medical Profession. An International Perspective. New
York: Oxford University Press; 1993. p. 11-24.

89. Zweifel P, Breuer M. Weiterentwicklung des deutschen
Gesundheitssystems. Gutachten im Auftrag des Verbands
Forschender Arzneimittelhersteller e.V. (VFA). Zürich:
Sozialökonomisches Institut Universität Zürich; 2002.

Corresponding author:
Karl Kälble
Albert-Ludwigs-University Freiburg, Department for
Medical Sociology, Hebelstr. 29, 79104 Freiburg,
Germany
karl.kaelble@medsoz.uni-freiburg.de

Please cite as
Kälble K. Between professional autonomy and economic orientation —
The medical profession in a changing health care system: . GMS
Psychosoc Med. 2005;2:Doc01.

This article is freely available from
http://www.egms.de/en/journals/psm/2005-2/psm000010.shtml

Copyright
©2005 Kälble. This is an Open Access article distributed under the
terms of the Creative Commons Attribution License
(http://creativecommons.org/licenses/by-nc-nd/3.0/deed.en). You
are free: to Share — to copy, distribute and transmit the work, provided
the original author and source are credited.

13/13GMS Psycho-Social-Medicine 2005, Vol. 2, ISSN 1614-2934

Kälble: Between professional autonomy and economic orientation ...


