National health policies
for improving the care
of the surgical patient

JONATHAN E. RHOADS, MD, FACS, Philadelphia

Dr. Mahorner, Fellows of the College and
(Guests:

The privilege ol addressing the Fellowship
on this occasion has been, by tradition, the
special prerogative of the President, IL is a
once In a lifetime opportunity to which each
has dedicated himsell with all his energies.
When I read the ingugural addresses of my
predecessors, I can hear the sound of their
voices. In every instance they haye the ring of
sincerity and reverberate with the high pur
poses with which their professional pursuits
atu] Ltheir personal lives have been imbued. Col-
lectively Lthese statements refleet the history of
the College und many of its aspirations, Some
have heen addressed especially to the new
Fellows just inducted; others to the entire
Fellowship., My own remarks are intended for
yvou as I'ellows, rather than as Initiates,

We are obviously in the midst of immense
social chunges, which are alfecting many parts
ol our society, The traditional patterns of our
own professional lives will he affected by these
changes in i variety of ways,

Awareness ol these changes led Dr. Preston
A, Wide to eall o planning conference at Quak-
brook, [llinois in 1966, which in turn led to the
establishment of a Committee of Surgical
Services under the chairmanship of Dr. Robert
M. Zollinger in 1966, This committee vrganized
a major conference in Chicago May 28, 1967
which was addressed by Dr, Phillip Lee and
other government representatives.

In the past five years the critical discussions
at meetings ol the Board of Regents, and I
believe also at the Board of Governors, have
focused increasingly on Lhe needs felt by Ameri-
ca for new programs of health care. A second

In brief. ..

This is lhe Presidential Address delivered by
[r. Rhoads following his tnauguration as
Nifty-second President of the American College
of Surgeons during convocation ceremonies in
Atlanlic Cily October 21, 1971.

planning meeting was held in I’hoenix, Arizona
in 1968, In July, 1870 a study of surgical ser-
vices was undertaken by a committes headed
by our then first viee president, Dr. Francis
D. Moore. This group joined forces with a sim-
tlar committee of the American Surgical Asso-
ciation, appointed by Dr. William D. Holden
to conduct the Study on Surgical Services for
the United States (SOSSUS) with the aim of
providing facts for decisions which are in the
process of being made in Washington. Dr.
George D). Zuidema serves as chairman of the
joint study.

Becausce of the very real possibility that
Congress will launch legislation in Lthis current
session, and reach a series of decisions prior to
acquisition ol these facts, a subcommittee on
pending legislation was formed in May, 1971
under the chairmanship of Dr, William A.
Altemeier. This committee may have to speak
for the College when certain of the pending bills
come up [or hearings. Obviously this is a heavy
responsibilily, as it is never possible to have an
exact ronscnsus among 32,000 Fellows on all
of the questions which eould arise al committee
hearings.

It is therefore very important that cach ol
yvou who has not done so respond to the ques-
tionnuire which was sent to the Fellows early
in September, 1971. Your responses may be
used to help define the stands taken by com-
mittee spokesmen at legislative hearings.

Two guestionscome to the fore: (1) What can
our College, or any professional organization,
do to shape national health programs? and (2)
If we could do what we wanted, what would be
our proper role?

In my opinion, the answer to the first ques-
tion is closely tied in with the answer to the
second, Clearly the elected representatives of
the people of the United States are not going
to allow the suppliers of surgical services to
dictate the terms on which these scrvices are
to be supplied. We have never asked for that.
On the other hand, the representatives must de-
pend on those who have the pertinent knowl-
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edge to advise them on how Lheir chosen ob-
jectives are Lo be achieved. Most but not all,
of the people who have this knowledge are
within the medical profession.

The more I have pondered the gquestion of
what our proper role in guiding federal legisla-
tion is, the more 1 come back to the College's
primary objective: the improvement of the care
ol the surgical patient. 1 believe that if the role
of this College in adwvising those in government
is aimed at this, our basie objeclive, we can be
of maximum benefit to our fellow eitizens and
to theireleeted representatives, Furthermore, as
the latter have reason to rain confidenee in our
matives, our advice is likely Lo earry real weight.

We do not face government sponsored medi-
cal care without some experience, Many of us
have worked for the Veterans Administration
or have taken care of patients under Medicare.
In the VA pattern, the patient in general does
not have much choice of hospital, nor does he
have choice of physician, At times, in the past,
the medical service of VA hospituls has not
been a very enthusiastic one, nor one to whiech
many veterans turned if they could afford
private care. However, the alignment of VA
hospilals with medical schools has provided
the hospitals with enthusiastic trainees and
teaehor: ‘-.'.'i':ii‘h, fnr the Lime ]al‘::ll]'_, bzt 1m
proved Lhe situation significantly, With the ad-
vent of Medieare, which does afford the pa-
tient his chowe ol hospital or physician, a
significant falling off of demand Was noted in
the urologic service of our VA hospitals, where
many ol the patients are over 65,

It is too soon to cvalunte the Medicare pro-
gram fully in terms of life expectancy for those
reaching 65, though such figures should be
[orthcoming before long. It is clear to most of
us, however, that it is a tremendous advantage
to be able to go ahead in obtaining the studies,
the hospitalization, the intensive eare, and the
consultations that are indicated in the manape-
ment of those who are 65 years of age or older,
and Lo doso withoul the obstacle of unmet costs.

In general, our other relationships with the
patient and his family under Medicare have
heen unchanged with one or Lwo exceptions.
One of these relates to discharge from the
hospital. Today the elderly patient, and espe-
cially his busy relatives, would like him to stay
on & iew days longer; whereas in the past, when
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the cost fell directly on them, they co
wait for the day of discharge, It
places 4 strain on the doctor-patiey
ship to be accountable for the ea
of such patients.

Just as Medicare uncovered g fyir
latent demand for medical care in perg
:55, s0 T think we may expect the release of an
important new demand by those under g5 if
medical services became available without gn
economic impediment. As medicine places maore
emphusis on the preventive aspects, and sur-
gery is increasingly shown to be dependent for
its success ﬂfl_i?ﬂl'h-f diagnosis, public education
becomes critical. Without successful school |
systems and a substantially increased health I
content in the curriculum, a substantial per-
cenlage of the population will fuil to utilize
even the best, the closest and the freest of
health services. This educationul process must
be continued 4s people ape.

Continuing cdueation i3 essential for the phy-
sician; 1t ) equally important {or the juitient,

To muke medical care completely (ree, how-

cver, when even more basic health needs, name-
ly food, shelter and clothing, are not free scems
somewhalt illogical. Much eould be said in faver
of providing universal employment and a re-
verse income tax [or the support of the unem-
ployable, Then something eould be charged for
medical care, except in the case of emergeney.
In essence, however, medical care must be
available for all, and all should be edueated to
take advantage of it in a timely manner.

From these concepts, u number of obvious
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ly la'rge
Ons over

- R el

protlems emerge. One is high enst, and n rela-
tion ta the Wieh cost one must stz (1) Loo shiort
a supply of physicians; (2) the dihicalty of
drawing adequute numbers of people into the
medienl profession, due in the main Lo limita
tions on medical school admissions; (3) the
duplication of highly specialized fucilities
among competing hospitals; (4) the reluetance
of medical organizations to make good use of
auxiliary personnel, and (5) the influence of the
risk of malpractice suits on the costs of medical
care, a subject to which I will return later.
There is the unwillingness of physicians Lo
serve in remote areas or unsafc areas in cit;,'
districts, the over-emphasis on curative I"I‘lEd!*
cine, the under-emphasis on preventive me:}h
cine, und the under-emphasis on carly diagnosis.

T'his means that publie health programs for
prevention and ambulatory eare facilities for
eurly dingnosis must be finaneed just us are-
quatcly as hospital care. Indeed, part ol our
present. high costs are undoubtedly due Lo t;htf
fact thatl insurance has been provided for in-
patient service and not provided in an equivas
lent way for out-patient service, But health



maintenance organizations (HMO’s), which
pay bonuses to physieians if they decrease utili-
zation of hospitals, seem to me to place the
physician in con(lict of interest, [ do not believe
that he should profit by early discharge, nor
should he be in a posture in which a resisted
discharge order might even scem remolely Lo
he motivated for the profit of the physieian, [,
therefore, think we should reject this “qgmckie’”
solution Lo the reduction of medical costs,

About two years ago, the Association of
American Medical Colleges and the AMA pub-
lished a juint statement to the effeet that medi-
cal schools should accommodate all students
who are well qualified and who seek admission,
I do not believe that we are doing this, [ do
helieve thut addilional opportunities must e
created for students to go into medicine. Medi-
cal education, per se, for these ncew recruils
should be adequately financed directly, and not
through research and research traiming prants
or uny other subterfuge. More overall planning
for numbers of specialists, numbers of special-
ized facilities, ete, will be necessary, A varipty
of inducements will be required o balunce the
systom geographically, The manpower erisis in
medicine is a very rewl one und is perhaps best
solved both by educating more persons to be
physicians, and by supplementing the efforts of
physicians with less thoroughly trained person-
nel who are pither prepared as physicians'
assistunls or who are graduates of nursing pro-
grams with additional specialized training,

An enarmous harrier to this line of develop-
moent lies in professional Hability. Not only are
partially trained individuals more likely to make
some kinds of mistakes, but they are at a disad-
vantage in delending themselves and the physi-
cians to whom Lhey are responsibile in the cuse
of unhappy oceurrences thul are not their fault.

I believe the present pattern in professional
liability, which has led at times to liabilily in-
surance premiums consuming more than ten
percent of the patient’s fee, incrcases Lhe cost
of medical care in a number of ways. First, it
has led the physician to expand the records so
Lhat it takes more time to write and to read,
and is more expensive to store; sccondly, it
increases the demand [or laboratory tests and
X-ray examinations and decreuses the interval
between one set of tests and the next. Pro-
fessional liability is, as I have emphasized, a
major block preventing the transier ol appro-
priate responsibilities from the doctor Lo a4 well-
trained assistant who is not an M D.

A new system for handling malpractice
should be evolved which recognizes that the
physician does not charge in terms of the life-
time earnings of the patient he may save, and
cannot. be expected to be responsible [or the
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[ifetime carnings of those patients in whom Lhe
end result is uncxpecledly unfortunate. One
expense of the system is the legal [ees of the
plaintiff’s lawyer which, under the contingency
fee system, are often one third or more of the
patient’s potential lifetime earnings. A sounder
arrangement wonld be some form of insurance
for every physician apainst all premature
catastraphies, plus a liubility on the part
of the physician for elearly defined sins of
omission and commission adjudicated in terms

- of his seale of charges, probably under a ceil-

ing Such as Lthe Warsaw Convention provides
the international air carriers. Such a reform
would enable young doetors Lo go into prae
tice sooner, nlder doctors to stay in practice
longer, and would oot only reduce the cnor-
mous cost, now over ten percent of gross in
some specialties, but would also save an enor-
mous drain on the time ol doctors in proliferat-
ing records, in worry and concern about medico-
legal matters. Most particularly, it should
permit medical judgments conecerning the num-
ber and variety of expensive tests ordered to
return to normal levels,

HHow much can the cost of fine medical care
he reduced by better organization? Undoubted-
ly @« number of valid economies can be intro-
duecd. On the other hand, the purpose of medi-
cal research i to flind new ways of keeping
people in health, The now ways are often ex-
pensive. The survivor of a series of five polen-
tially mortal illnesses will usually have con-
sumed much expensive medical care which
would not have been consumed had the treat-
ment of the first illness failed and he had died
then. Tn 1920 the insulin bill {for the United
Stules was zero, In 1970 it was estimated at
2100 million for insulin and insulin substitutes.
Therefore, we must look primarily at the pro-
ductivity of the patients salvaged in order to
realize the value ol medical eare. It is unwise to
promise the public that the kind of care they
want will be cheap because thesystemischanged.

What concern should we have for our own
monetary compensation? While this is not the
mission of the College, it is unrealistic to sup-
pose thal we have no conecern for il as indi-
viduals. So far as academic medicine is con-
cerned, the brilliant study of the problem by
James V. Maloney, Jr,, which appeared in the
July 1970 issue of Surgery, clearly demonstrates
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the reality of the economic motivation of both
surgeons and non-surgeons in patient care and
teaching. 1t is reasonable to presume thal the
economic factor operates just as strongly out-
side of academia as within it. The implications
of Maloney's study for the design of a national
health system are [ar-reaching. From the point
of view of the publie, the recompensc and work-
ing conditions of surgeons must be sufficiently
attractive to draw able studenis into the ficld,
Otherwise everyone is the loser,

In contemplating the remuneration question,
I wm part!y reassured by the history of the two
major controversies botween  the Amervican
Medical Associption and Lhe public, namely
Blue Cross and Medicarc. In hoth situalions
the publi¢ very generously overrode medieal
objections to changes that were clearly and
predictably beneficial to the profession in a
financial sense. Why did the doclors objeet”
Many feared loss of freedom, including freedom
to serve the patient in the way that seems best
for him, freedom to improvise when the
routine methods of care do not meet the prob-
lem, freedom in teaching and in research, and
freedom to selecl where one lives and onc's
pattern of work.

Some of the medieal plans now under study
obviously threaten these freedoms. How can
they hest be preserved? 1 believe they can best
be preserved under a pluralistic system, and
that they would be least likely. to survive
under a single monolithie plan, The doctors’
freedoms are indissolubly associuted with the
palients’ freedoms. The patients’ [reedoms
should include choice of physician, not only at
the primary level but at all levels. They should
include the right to a choice of hospital, the
right to a system in which he is not only guar-
anteed the essentials of excellent health care,
but is [ree to add to this by supplemental pay-
ments of his own funds {or greater frequency
of examinations, less waiting time, a single
room, or other thinegs that he wants, even
though they are not medically essential,

I am convineed that a national health policy

and a national health program ean be designed

that will improve the care ol the average surgi-
cal patient. Kventually such a program must
be very broad in scope because health is not
solely a matter of medical and hospital care. A
truly national health program must assure ade-
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quate 'tmmunts of gond fnnFl, good water ang
g‘nnd air for everyone, not simply when we ara
smk,lhul. from birth. It must inclide effective
public safety measures and better measyres t
prevent erime, since homicide is an iﬂﬂl’E:’lSiﬂ;g]y
significant cause of death in the United States
If we arc to have mental health as wel aé
physical survival, we must insist on those
other freedoms for which this COUNtry was
brought into being; namely, the right o hherty
and the right to pursue huppiness.

Advances in medical seience and technology
have made possible the concentration or foeys.
ingr ol many expensive resources for the benefil
of the very ill person. This has made virtually
all of us medically indigent Tor cortain types of
illnesses. We need universal insurance against
medical eatastrophe, and we need to have Lhe
ordinary Llypes of medical and hospital eare
underwritten for those who cannot afford them.
It is not elear that we will be able to reduce Lhe
cost of medical care without lowering its quali-
ty: it 18 clear that we must strive Lo inerease
its value.

I"he most promising avenues to this end
appear Lo be prevention, an area in which
surgery has a much brger role o play than is
commaonly realized. We must focus on carly
digpnosis and prompt elimination of cgrly nen
plasms and other hazardous conditions. A
broad range of facilities for different mlensities
in medical care must be bronght into being and
equitably financed. These must range {rom the
intensive care unit, with one or more highly
trained physicians availahle 24 hours a day, to
the very simple oflice Tneility, Fioaneing must
be s0 organized that there is no incentive to pul
a patient in a more expensive facility than his
condition requires, and no incentive Lo keep
him out of an expensive facility when he re-
guires it for treatment or safety.

All of us in the medical profession are, in the
last. analysis, patients, nol doctors, What we
would want for purselves is a good mensure of
the quality of medical care we must strive 1o
make availuble to all.

el us face the future with confidente that
the care of the surgical putient can be improved
much further. We have already pledged our
selves Lo serve this end. Let us alse urge our
government to adopt 4 nutional health F“l_l':ﬂ’
which will serve this same purpose with fidelity.
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