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 Editor’s note: The following are excerpts from
the Scudder Oration Dr. Mattox presented during
' the 1999 Clinical Congress in San Frencisco, CA.

t the dawn of anew millennium, m’e_d.icine,
surgery, and trauma care face some of the
most complex changes of our more than

tlcle wﬂl foeus on the guantum changes we face at
this turn of the century and the millenniam. It will
also: (1) propose five theorems relative to the cur-
rent “TraumaLine,” or series of seminal events
pertaining to frauma care, focusing on perceptiohs
of trauma changes and change agents and the im-
pact of these diverse, complex, and discontinuous
change forces on trauma and medieine at this

Traumaline 2000; and (2) propose a methodologi-

cal approach to effect major health care change
Thearems cmd corollaries

"ESSentiaﬂjr, five th_eorems and attendant corol-

" laries have been at work throughout history to

‘bring about change in health care. These are de-
scribed as fullows.r :

8,000 years of recorded history. This ar- -
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j Change may becontznuaus
» or discontinuous
Continuous change is slow, methodical; and mo-

. motonous, often leading to ‘nedlocriby.-ln-_the.ab- :
-sence of new-technology, methodology;. or outside
change agents, slow, methodical and dlmost-mo-

notonous progress is seen in-dociety; govemment
religion, law; education, and medicine.
By 1950, all of the essential elements that we now

“think of as “medicine” were in place, including
anesthesia, surgicalinstruments, antibiotics, X-ray _

imaging, hospital-based care for critical patients;

emergency rooms; ambulances, and stindardized :.

educational modules. During the last 50 years; we

" have almost become lulled into-complacent accep-

tance as these:essential cliniéal eléments of medi-

cine:have undergone steady;: contmuous-change. :

However, changes outside the clinical realfi have
been considerable and have had significant effects.

The relatively immediate future, howéver; prom-
ises new and great challenges, effected by discon-

tinuous change forces.. These diseontinuoﬁsf' -
change forces, if met with appropriate visionand

leadership, will herald guantum progress, noticas
tastrophe. Discontinuous change is sudden, sur-
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prising. It often is the result of forces outside the
‘established norm and leads to quantum alterna-
tives; Many:of-the advances-in mediciné and sur-
gery, .in-particular, spring from-discontinuous

or-agent outside: medicine. -
~As-major paradigm shiffs oceur; the nntlal oppo-
sition to discontinuous:change:consumes more
energy than-alk otheraspects:of change;-and; so,
people become more willingto change:: Prime. ex-
amples in clinical medicinginclude the debates on
‘type-and volume 6f: aggresswe fluid resuscitation
- and the focus:on attempts to'raise blood pressure
- -in-patients with-posttraumatic hypotension: Dis-
putes ragedabout location of intravenous sité; type
_of instrument:for- rapid-infusion; size-of't bmg,

that could: restore blood pressure:-With' supernor:
.. mal-blood:pressuresas; the objectiv
blinded to:the dangers of: ‘cyclic hyper-resuseita:
tion: Similarly; there was'strong initial’ ‘registarice
“E gmmlmally invasive surgery; partlcularly
Iaparoscoplc cholecystectom i

cant.chang Vent:k‘.However Ahi :subsequent'
. change actlons }vere 'dehberate an of

times of change: - An-event; trigge
_produ ]

an agentto
-anoutcome: A primerexample-of this
he discovery 'of: penicillinby: Fle

_ penicillin, which ushered in the: ntzb" tic "era—

change, often precipitated by an unexpected event _

time:to-insert a line; and-even the: typesof Auids -

éwere

penstarice: and was .ars1g?mﬁ- .

.&.t'mad mte "'acts urmg :

_ : eming
in: 1929 The: eVent was:a: mold thiat prevented

- growth: of bacteria on an’agar-plate." The agent -

was Alexander Fleming; and the outcome was

ciearly & discontimiotsicharige:
Change outcomes aﬁ'ected by ¢
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throughout history, the evaluatlon and treatment
of trauma have been the sentinel catalysts and har-
bingers of the evolution of medicine in general. In
truth, trauma datelines have reflected societal evo-
_ lution. Today is no exception. Medical break-
throughs developed for trauma have positive im-
pacts on all aspects of medicine, including:
= - Ambulance transport.
s Wound care.
» TUnderstanding fluid and electrolytes.
» Developments in renal failure and renal di-
aIys1s
Bloeod transfusmn and blood banking ad-
vances.
» Resuscitation advances.
Heart and vascular surgery.
Surgical critical care advances.
- Systems approach to public health issues.
Regionalization of specialized health care.
: - Peer verification of categorlzed health care
facilities.
© = Development of staged approaches to com-
plex problems (“damage control”).
* Evidence-based medicine. :
+ - Prognosis and outcome expectations..
Trauma-advances. often predate advances in
the rest of medicine. Even the most, cursory re-
view of medical advances points to the fact that
- most developed for trauma care existed many

years and sometimes centuries before that tech- - .

nology-or treatment was extended to other ar-
eas of surgery and medicine. Suturing heart
‘wounds predated the first successful mitral com-
missurotomy by at least 25 years. Reconstruc-
tion of vascular injuries and complications re-

- lating to vascular injuries predated vascular

. surgery for nen-trauma etlologws by decades.
And, ambulances were used in warfare for
trauma transport long before they were incor-
porated into municipal hospital transport. .

Crises in trauma care correlate and often pre-
cede crises in medicine. Likewise, the surgeons at

- the forefront of trauma care have oiften encoun-

- tered problems relating to treatment and health _

care delivery issues long before the same or simi-

- lar problems were encountered by other dlsmphnes

in medlcme Some examples inctude: :
- Infectious complications followmg §urgery
" Complications of hypoperfusion.
Vlral 1nfect10ns foilomng blood transfusmns

» Coagulopathies.

o Inflammatory mediators.
~+ Multiorgan failure and systemic inflamma-
tory response syndromes,

* Interdisciplinary conflicts.

 Problems with ecoriomically driven “man-

“aged health care.”

* Medical legal consequences. .
* Barriers to payment schemes, i.e,, insurance,
« Issues of access.
+ Problems encountered with management—
driven “critical/clinical pathways.”
= Effects of punitive agenda-driven total qual-
ity management.
* Effects of market-drwen decision mak.mg
—Mass purchases. =
—Patient exclusion.
» Helicopters as prehospital transport vehlcles
" Effects of excessively aggresswe cyclie hyper-
resusmtatlon
When trauma care has made quality advances
medicine and society have benefitted. When
“trauma in trouble” héralds economic, access,

quality, and procedural problems, similar issues

will soon be e_ncountered in all heaith care areas.
A systems problem in trauma care delivery is a
predictor of health system breakdown in general.
The delicate ecosystem of health care, including

~ education, research, public health, hospzta!lzatmn

funding, and infrastructure, can be modeled and
predicted as accurately as other biologic ecosys-
tems. Where the various aspects of injury, includ-
ing preventlon prehospital transportation, emer-
gency center evaluation,  operative and critical
care, and rehabilitation are healthy, the entire
health system tends to thrive. -

Current health znformatibn" "
» is politically motivated.:
Current health information and the pohcles de-

veloped from it and disseminated to the public is
often politicdlly and economically motivated. For
“millennia, health policy was a matter determined

first by patients, then by the shamen, and ulti-
mately by the medicine guild, the universities, and,
until the mid portion of the 20th century, by pro-
fessional organizations. Economists, social scien-
tists, the business community, and government
now determine health policy. Decisions are more
often than not based on a profitable bottom line,
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rather than a quality cutcome. The power brokers
of current health policy use marketing strategies
to develop an infrastructure of apparent support.
Recall the press frenzy around the “health care
reform” meetings of highly select persons during
the early years of the Clinton administration. A
prearranged political and economic agenda was
to reduce costs and develop ¢ managed competi-
tion via managed profit plans.”
physicians and medical professional organizations
were basically excluded.
~‘The fastest way to destroy a culture is to destroy
its language, and a new “language” for health care
emerged. Witness the economically and politically
driven alteration of the health care lexicon; pa-
tients have become consumers and customers,
physicians have become health care workers and
providers, hospitals have become pavilions, nurges
have become extended practitioners, and insur-
ance companies have become managed care orga-
- mizations. No wender patients, families, and even
physicians are confused.
-In the United States, 14 percent of the. gross
domestic product (GDP) is spent on health care,
an- excess compared to other countries. These

to:what are considered direct health care costs
in other countries. While physicians’ orders in-

tures, much of the costs shifted to products and
services are hidden in innovative allocations. If
one uses the direct health costs reported by other
countries, the comparable percentage of the
GDP spent on direct health care in the United

-cost shifting include:

. *» Regulatory compliance.
«. Double- and triple-billing for services, such
X—ray and laboratory interpretation. -
s Defensive surgery and medicine.

.- site visits.
'« Medical-legal costs. .
* Continuing medical educatlon (CME) and
other indirect costs.
A simple example of cost shifting can be observed
in the administration of a tetanus shot. A single

to manufacture. In past years, a physician or hos--
pital purchased multidose vials. When a patient

' recewlng a tetanus shot presented to theoffic

Clinically active

care costs stem from these r S

“eation, but rather 1nto

data are overstated and inflated when compared-

fluence well over 75 percent of health expendi- -

‘States is probably as low as 7 percent Areas of

»" Periodic- outside voluntary and regulatery :

dose of tetanus toxoid costs a fraction of a penny -
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hospital, the injection was given, the patient re- =
assured, and a reasonable charge assessed. Today, o
witha regulatory mandate for smgie—dose vials and

ig approximately: $28 ‘The:y

charged for supply reimbi

of which is beyond the phy
By some estiinates, 33-£

profit oes’ toward bio:




many specialists prescribing too many expensive
tests and procedures. The Pew report supported
this theory and recommended that medical schoels
and graduate medieal education (GME) focus on
markedly i 1ncreasmg the number of pnmary care
physicians and “physician extenders.” It is now
acknowledged that many parts of the Pew report
were faulty, and we do:not have a wholesale ex-
cess of specialists. In any event, two separate is-
sues have evolved. First, with the marked increase
in nurse and general practitioners, theremaynow
be too many primary care providers. Second, if an
excess of specialjsts does exist, over 70 percent of
this glut is in disciplines outside surgery.

-Many adverse cutcomes have oceurred because
surgeons have been passive observers instead of
prepared change agents. We have been un-
derrepresented, unprepared, and unw:]hng agents
‘during the major external economic, political, and

social changes of the last 40 years.

Downsizing and reductions of speclalty care are
required to achieve cost control, and quality can
be improved during this reduction in costs, In con-
struction of a paradigm, if the observation, descrip-
tion, hypothesis, experimental design, data collec-
tion and/or data interpretations are flawed, the
conclusions are often also incorrect. Based on a
faulty observation and hypothesis, society ac-
cepted an incorrect conclusion for centuries that
the éun revolved around the earth. I propose that
some of our current observations, hypotheses, and
¢onclusions regarding health care are egually
faulty. Therefore, our approaches to fund.mg, ac-
cess, and delivery are incorrect. :

Because of the hypothes:s that speclahsts,.m-
_cluding surgeons and trauma/critical care sur-

. geons, contributed fo the excessive spending of the
‘GDP on health care, regulators and private ‘en-
terprise concluded that health eare costs must be
controlled by downsizing; that is, reducing the
number of specialists and reducing the amount of

- money that went to specialists and redistributing
it to the generahsts. The contention that society
desires a reduction in access, a reduction in spe-
-cialty care, and a reductmn in regionalization of

- specialized facilities is not supported by hard data.

- Issues of quality have ‘been: repiaced by motlva-

- tions for profit:. ..

- 'In the 1950s, businesses started offermg health
insurance as a benefit of employment and the pa-
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tient became largely disenfranchised from directly-
contributing to health payments or distributing
the risks for high-cost care, including trauma care.
It could have been predicted that with advances
in technology and treatments, including antibiot-
ics, cancer therapy, trangplantation, complex sur-
gery, and trauma/critical care, the payors would
want to reduce their costs. Profit and controls
became more important than access, quality, and
outcomes, with no strategy to ensure continued
quality care in the face of drastic cost reductions
or reallocations. Nowhere was this dichotomy
more apparent than in attempts to balance the
‘budgets of the nation’s busiest trauma centers.
Today, the health management complez, includ-
ing the state and federal governments, often puts
- ¢ost controls ahead of access, quality, and portabil- -
ity. Precertification, adverse selection, and man-
datory discounting are instruments to restrict ac-
cess. One might even suggest that the resource-
based relative value scale used to calculate Medi-
care payment is one form of putting economics
ahead of patient safety and quality care.

5 : Changes in delwery are
« modeled on changes in trauma : :
Bespite external barriérs, the American College
of'Surgeons’ Committee on Trauma (COT) has
established standards for trauma centers and
- trauma surgeons’ education. This systems ap-
proach was literally an outgrowth of the inner-
¢city -safety-net hospitals in major -10.8. cities,
‘goupled with dedicated private and university hos- -
‘pitals supplementmg city and county hosp1ta1 sys—
tems:t
‘Funding for. safety—net hosmtals is most o&en_
-arid:consistently from: local taxing authorities,.
vnth supplements from Medicare, Medicaid; and-
arious insurers. The local government becomes
-guarantor of “mdlgent insurance.” If this type -
ealth care coverage is taken into consideration,
verstated figure of 44 million uninsured
Ainericans drops to far less. As has been shown
v the trauma-systems in our larger cities, the
ma model does work, using local solutionsto
‘problems, with supplements from the other
munity hospitals and other reimbursement
ources. Developed because of the increasing so-
iolence and an epidemic of motor vehicleac-
nts (MVAs) in America; this model provides
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solutions to health care dﬂemmas. Because of this -

local subsidy of health programs, especially via
teaching and community hospitals, we are not
stepping over dying bodies of the uninsured, who
some. would lead us to believe have no access to
quality health care.

Contemporary health access and delivery crises
are frustrations shared by the public. Although
finding expedient solutions, the contemporary
trawma system has exposed numerous disparities
in our health care delivery logic. The trauma sys-
tem has produced a type of discrimination, in that
the ,highest quality of trauma care is frequently
found in the hospitals designed as safety nets for
the indigent and those without formal coverage.
Current frustrations include understaffed, under-

equipped, and underfunded facilities. In addition,.

repeated harassment from faceless managed care
administrators and oppressive hassies from gov-
ernment regulators continue. Many surgeons just
give 1ip on trying to navigate the barriers purpose-
fully constructed by those who wish to restrict
access and reduce costs.

Payment and/or support for trauma care from

the government and other payors are often less
than 50 percent of the actual costs, and sometimes
as low as 10 to 15 percent of the costs of providing
care; yet individual members of society expect to
achieve immortality because of the care they re-

. ceive at regional, specialized centers of excellence,

including trauma centers.

Specifically, in the area of trauma, reimburse-
ment for services rendered under lifesaving and
desperate conditions is grossly inadequate and

undez-supported. In recent testimony, a trauma
surgeon from Miami, FL, stated that payments
“for trauma patients covered only 14 percent of

the expenses. Some managed care organizations
reimburse at rates from 30 to 70 percent less

than Medicare rates. Consider the intense and -

foé_u_s’ed evaluation and stabilization in a resus-
citation area of an emergency center, a compiex

* operation. performed by several trauma surgi-
cal specialists involving multiple areas of the.

body, and a prolonged and complex stay in a sur-

gical intensive care unit. The total work hours -

consumed in providing emergency and operative
services are incalculable.

‘Two months ago, 1 recexved a series of phone '
calls from a clerk readlng from her guldelme book_ _

about a patient with whom our practice had no
pre-arrangement. The patient required vascu-
lar, neurosurgical, orthopaedic, and general sur-
gery operations and intensive care, and the plan
administrators were asking that I arrange dis-
counts {(and double discounts) on both hospital
and physician fees, which were already less than
25 percent of the tnne and service given to this
patient. The patient survived and will fully re-
cover, but the financial support for her care is
still in limbo. No business can leng endure when
expenses continue to exceed income. I remind
you that 150 million Americans are covered by
some managed care plan, and virtually all of
these plans inadequately address and/or cover
fraxuima care.

Three weeks ago in Houston, the fourth largest
city in the U.S., every hospital that could receive
critical patlents, including pediatric, trauma, and

_ cardiac cases, requested “drive-by” status due to

nonavailability of adequately staffed intensive care
unit beds and overflowing emergency depart-
ments. With intensive communication among sev-
eral major hospitals, three pediatric ICU beds were
arranged -and four adult surgical intensive care
unit beds were mobilized, although the nursing
staﬁing ratio did not meet the accepted standard
in any of the hospitals. At this time, our hospital
(Ben Taub General Hospital) had no unoccupied
patient gurneys. When administration sought
“agency nursing” to assist with the patient over-

* load, none was available.

- The discontinuous change forces reflected by

‘continuing problems in the trauma and safety-net

hospital systems are a harbinger of the continu-
ing and future frustrations throughout the House
of Medicine. Trauma centers, particularly safety-
net hospitals, are unheralded profit centers for
community, university, and for-profit hospitals.
The costs incurred in such trauma facilities are

‘considerably lower than in other hospitals, par-

ticularly for-profit hospitals. Should these inner-

city, quality-care hospltals——whlch educate much

of the health personnel in all disciplines and pro-
fessions—not exist, the costs in the non-safety net

~ hospitals would increase considerably in areas of
education for nurses, clerks, technologists, and
‘physicians, and patient care costs for those with
traditional insurance or managed care. Several cit-
. ies in this country have developed alliances among
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the local medieal schools, medical societies, private
hospitals, the business community, and safety-net
hospitals. The “Houston plan” just discussed, for
instance, sets forth such a health allisnce and is

-trauma programs.
safety-net hospitals) are a model -for new

- Many of the major discontinuous changes that
have occurred in the research and educational en-
vironments have sprung from models suggested
in trauma care. Fellows of the-American College
of Surgeous, with- our-experience in trauma sys-
tems, are prepared to participatein HealthLine
2000 and offer visionary solutions to many other

‘proeess and agendas _
In 2000, we are approachmg a $5, 000 per capita

safety-net hospitals, a $500 per capita per year

—expenditure (1/10 indemnity insurance expendi-

" tures) is not uneommon. This amount is incred-

ibly inadequate, and I am not recommending it as

a national target. ] am merely demonstrating what

has been achieved out of necessity e.nd can serve
asa model for future planmng :

Cmssmads chozces, cmd deczswns

We stand at: the cusp of 4 new century, a new
mxlienmum and this time coincides with greater
‘external and internal threats than ever to-the

the attempt-at health care reform-approximately
six years. ago, most of organized -medicine, the

-even at'the table. As a result; we have experi-
enced ori'a daily-basis the oppresswe éffort to
‘managé care from a solely economic approach:

- ingto: apply “medical McCarthyism? via bureau-
‘cratic quality management and cookbook ‘eriti-
cal pathway: appreaches and-treat . this- profes—

ong frustrated with: th1s take-it:orileave-it at-

nd-lack
are: the

f aceess, lack of choice;-lack 6f-voic
abzhty ‘Nowhere else in soéii

based on Houston’s community suppert for the -
Trauma systems (particularly in the nation’s
“HealthLine 2000” solutions and. approaches.

- trawmacare.

' health issues. Or, we can wait for others to set the -

per year’ expendzture for health care. For many

guilds of mechcme, surgery, and-trauma care; In

. trauma commumty, and: our patients: were not.
We have alse witnessed the futility of attempt: - =

sion like a fast-food franchise. Not only are sur-

itude; but our patients are frustrated withlack

vic er: and the receiver of a’ servme.so -dlsen- '

franchised from participating in the:dec¢isions
regarding availability and costs. A backlash is
building, and managed care will surely, in the
not-too- dlstant future, be of hastorre 1nterest '
only.

" But what is to follow lts demlse‘7 It is un]ﬂsely
that we will return to the days of barter or-a‘fee-
for-service medical economy. “What’s ‘next?” is'a
questmn that plagues every forward—thmkmg in-

James Carnco MD FACS 1

forces/events meludmg
= Mehsaged care: ot
“Adverse selectmn and exclusron S
,Maldzstnbutlon of spec:ahzed faclhtles

*“Slgmﬁcant futlhty issues.” 7
. Premendous cost: ‘and: pohcy conflicts.:
+ Inerease in MVA-inj
“Increase in' MVA- de
Decrease iny manag

dploﬁni'oé
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Sodetal'chénges are having a profound effect on

_our continuihg ability to provide quality trauma

care, particularly in the inner-city safety-net hos-
pitals that provide services to the uninsured. The
regulatory and mansged care industrial comp]exes
make it increasingly difficult for patients to gain
access to-care and for physicians to care for pa-
“tients. Yet, physicians continue to be blamed for
mcreasmg’ hea]th care costs and the bureaucratie
response is that physicians, therefore, must be con-
. trolled in order to reduce costs. The fact that many
* of the costs are fixed regulatory/legal industrial
complex costs and administrative costs continues
'to be omitted from the data.
“ The complexity of the methodologles that man-

; aged care plans, Medicare, and other insurers use

to determine payments for medical services ever
- .increases. The resource-based practice expense
©relative value units (RVUs) are becoming more
complex and result in' a common theme—more
work with less income.,

Sadly, “You ain’t seen nothing yet * Health In-
surance Portablhty and Accountability Act re-
quirements have not yet been fully implemented.
. When they are, they will create tremendous new

~data reporting mandates, increasing the physi-
cian bureaucratic hassle factor significantly. One
“ must.further ask, “What is the problem for
~which this is the solution?” Many of the nation’s
physicians asked the same question of other pro-
grams such as the resource-based relative value
gcale, relative value units, CPT coding, and di-
ag’nostlc -relatéd groups. Certainly, there has
been resource shifting from direct patient care

1o fund the tremendous infrastructure needed

to fuel this regulatory industrial complex, but
has the overall quality of care actually 1mproved
with these programs?
-Tt-should not go unnoticed that because of
.these issues the American Medical Association’s
1999 Congressional Agenda for Organized Medi-
cineand the 1999 report of the Governors to the
"ACS (two days prior ta this Scudder Oration),
already have been widely circulated. These is-
sues are on the minds of physicians, nurses, and
patients alike and have direct impact on the

challenges of TraumaLine 2000 (see boxed

. agenda this page).

In both formal and informal health care gather-
ings all across America for the past 10 years,
discussions of these topics have focused on meth-
ods of optimizing quality patient care. On April
15,1999, David Hoyt, MD, FACS, Chair of COT,
testlfied before a congressmnal spending sub-
committee in favor of trauma system-develop-
ment funding for fiscal year 2000. During that
presentation, he reported that the COT has de-

veloped a methodology to improve care through

a model program, He further documented that
this model has resulted in both regional and
national reductions in trauma. mortahty and
morbidity, and alsc affected other areas of health
care outside of trauma. As stated throughout
this talk, as goes irauma care, so goes the rest
of medicine. Problems in trauma reflect ¢urrent
or 1mm1nent problems m other: areas of health
care. .

A new century and anew millenmum are here
The symptoms of a societal disease are heralded

.by the crises in trauma care and the apathy that

accompanies the denial of a problem. We face
numerous new potential external change events,
each of which could yield posﬂ;we or negatwe

_ effects.

* Mandated health economic reform..
« Emphasis on production concepts. -
-+ Emerging Web-based. medical information

‘and record evolution with computenzed pathway

and managed care plans.
* Microanalysis of compliance w1th mdely pub—
hmzed and distributed cost controls and outcomes.

 VOLUME 85, NUMBER 11, BULLETIN OF THE AMERICAN COLLEGE OF SURGEONS




‘,-'*'“"*-\_\

« Installation of video cameras to “document
mistakes.” _ .
Additional nonmedical external change agents
are altering the very foundation laid by the earli-
‘est shamen of the Egyptian papyri as well as the
founders of the ACS, including Dr. Seudder. These
change agents include informatics, automation,
artificial intelligence, instrumentation, big busi-
ness, insurance companies, government, robotics,
and a regulatory mandate for zero tolerance with

super»speclahzed assembly line. These change
agents can create major alterations in the way

by nonphysicians or a return to proféssional qual'-
" ity, empathy, and individual patlent/phymclan in-
teraction.

ernmeénts, and as a society: Do you/we have the
courage to fail? The willingness to take risks? The
visioh to recognize the potential benefits of chs-
ontmuous change events‘? : :

_ Recommmdatzons

Therefore Ioffer the fo]lowmg recommendatlons
1. The Federatmn of Trauma Organizations,
developed by the American Association for the

and position itself to respond to the current and
impending change forces.

2. -Each of us should intensify efforts to encour-
age the business community, organized medicine,

cﬁeerle er. for dn:ect

er was when he-created

minimum database in a contracted fragmented

medicine is practiced,-either toward-automation

A different course is the choice that rests mth'
each of us as individuals, as organizations, as gov- .

Surgery of Trauma to address composite trauma
issues and strategy, should reconvene immediately -

: become ‘the change’,-

ation justa century ago.:
ition, the COT Shouid‘ RS ;
i ———Dlsaster preparednes

for an expanded vision--a vision to take the forces
of managed care forward, not try to-turn them

- around. We cannot, at this point, go back; rather,
_we must-take health: care’ forward into the new .

‘millennium with our goal being quahty care for
realistic costs. '

“The mechanism of that expanded vision is & com-
bined presidential, congressional, professional, and
public-based commission on medicine; composed
of the American-College:of-Surgeons;” American
Association of Medical Colleges; the U.S: Congress,
the National Association-of Public:-Hospitals:and
Health Systems, the Institute:of Medicine; appro-
priate foundations; the General Accountinig Office,
the American Surgieal Assdciation; and:-all’other
major professional and health care associations.

" By commeon:-agreement; rio:agency:or-individual

will take eredit for formation:of this’ cornmission
and ‘all will smlultaneously announceits: 'forma-
tion: - . ;
This idea-is: net new-or; mque A.lready Dr .
Francis Moore has recommended-a similar: strat~§
egy-to the American: Surgmal Assoeiation; but with
a more limited scope. My. view is-that limited-orga-
nizational: task: forces have limited:fmpact. The
national commission-on. medicinéwold be:all-en-

- compassing.. It would look to.the system:soliitions

that have been successﬁﬂlf demonstrated m ourL

A 11.51: of potentlal items and issue
smn, sheuld address: mclude

Nemmm .2M'Bmm_.or;mlm3;m?d




—Disease management.

—Disesase prevention, wellness, and early detec- -

tion
—“Dislocations” of health care -
—Downsizing strategies
~—Emergency condltmns
—FEthics
—Evidence-based medicine
—Futility : '
—High-risk medical ‘conditions
—TLocal {city, county, regional, and state) solu-
tions to health costs
~—Managed care evolution, access, agendas, and
liability
—Pre-existing medlcal condltmns
—Regulation
" —Safety-net hospitals as proﬁt centers
—3Societal expectations
—Specialty care access
~-~Teaching facilities
—Terrorism, weapons of mass destruction
—Veterans affairs health

C. Health economic issues
—Emerging technology
—Financing indigent health gare

- —Fraud and abuse
—Health advertising
—Gene therapy
—Government calculation of relative values
—Local health tax as “msurance
—Medicare problems
—Medicaid managed care
—Medical industrial eomplex
—Minimally invasive therapy
—Molecular therapy |
--Prepayment plans
—Prioritization: programs
—Rigk sharing . * -
—Uninsured populatwn
_—Portability
—Federal health care ﬁnancmg

D. Workforce issues .

- —Credentialing, certlficatlon and hcensure
—Health extenders, nonphysma.n health pro-
 viders

- —Military mechcme issues.
—Primary vs. specialty care
" —Projected needs and excesses
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" E. Researchfinformatics issues

—Cloning .

—Databases

—Funding methodologles

"—@Genome project

—Ownership of patient, physician, and health
information

—Priorities in research

—Security of the mechcal record

—Telemedicine

C{;}sma rema:ries

Modern advances have and will generate frus-
trations. However, these change events should in-
spire a prepared change agent 1o affect a \nsmnary
outcome, ‘ _

Tt is obvious that the last 30 years have braught
more technological, ethical, genetic, political, eco-

_nomie, and philosophic change events to-impact -

on trauma care than the last several million years
combined. These together are the change events
of Traumialine 2000. Let us use these change
events to create a positive discontinuous change
outcome. I trust that together we will take advan-
tage of the discontinuous societal change events
to continue to create quantum better heaith care

'for our pat:ents.. ' B -
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