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Everyone experiences change. The older we are the more
change we have experienced. We see change everywhere:
in government, politics, business, religion, law, and all
aspects of our society. Our profession, medicine in gen-
eral, and surgery in particular, has changed drastically.
Much, if not most, of this professional change has cer-
tainly occurred for the better. Surgeons working with
anesthesiologists, nurses, technicians, and support staff
around the world save more lives, cure more diseases,
restore more functions, and correct more deformities
than ever before in history. And this is accomplished
with greater diagnostic accuracy, greater surgical preci-
sion, greater safety, and less pain than ever. Fundamental
research, advanced technology, undergraduate medical
education, graduate medical education, continuing
medical education, hospitals, and clinics financed by
government and the private sector make this possible.
Those changes permit a sense of satisfaction and accom-
plishment, a belief that perhaps working together we
have improved lives and contributed to society.

But change has also brought problems to healthcare,
such as high costs and limited access. Despite advances,
the quality of healthcare in the United States is being
challenged by our profession, by government, by busi-
ness, and by the public. We have concern about the
effectiveness of medical practice. So, change is produc-
ing significant tension for our profession, and that is not
surprising because progress and improvement will not
occur without conflict. We should briefly review history
and our professional responsibilities to prepare more ef-
fectively for the future.

When physicians and surgeons ponder medical his-
tory they usually recall memories of heroic pioneers,
scientific discovery, technologic advances, and conquests
of disease. The study of history inspires and provides
direction. Economists, social scientists, and scholars of
health policy view medical history differently and pro-
vide different insights than do doctors. Many young
surgeons may not know the history of the medical pro-

fession in the United States particularly from the socio-
logic, economic, and political perspective, so a brief sur-
vey may help.1,2

The 17th century
In the early English colonial period medical practitio-
ners were either self-taught or learned through appren-
ticeships. There were no medical schools, medical soci-
eties, hospitals, or medical licensure. England made
little, if any, attempt to influence the practice of medi-
cine in its American colonies. Home remedies were the
only care available.

Today’s healthcare faces the challenges of cost, quality,
access, and complex relations with government and the
corporate sector. It is ironically prophetic that the first
law concerning medicine in the English colonies, en-
acted in the Virginia Assembly on October 21, 1639,
stated: “. . . consideration being had and taken of the
immoderate and excessive rates and prices expected by
practitioners of physic and chiurgy and the complaints
made to the Assembly of the bad consequences there-
of . . .”. This law regulated physician fees because the
plantation owners complained of overcharges and poor
service. This represents the first legislation regulating the
practice of medicine in the English colonies.

The 18th century
Medical practice went unregulated until 1736, when the
Virginia Assembly passed an act regulating fees and ac-
counts of medical practitioners. In 1760 and 1762 New
York and New Jersey, respectively, adopted medical li-
censure based on examination. Then, in 1773 Connect-
icut required licensing before fees could be collected for
medical services.

Medical societies also developed in the colonies. The
first society was the Medical Society of Boston (1736),
followed by the New York City Medical Society (1749),
the New Jersey Medical Society (1766), and the Medical
Society of Philadelphia (1767). Although almshouses
served the colonies, the first colonial hospital to serve the
sick specifically, the Pennsylvania Hospital, opened in
Philadelphia in 1752. The University of Pennsylvania
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Rising costs
Throughout the 1960s the costs of healthcare continued
to rise steeply. Cost, availability, and quality became in-
creasingly important issues. Despite the presence of
splendid academic medical centers or health science cen-
ters, and modern, well-equipped community hospitals,
many people believed they could not get medical atten-
tion. The medical profession, politicians, and insurers
could not slow the rising costs of healthcare. Several



Health Care Financing Administration (HCFA) focused
on hospital reimbursement as a strategy to save money.
In 1983 HCFA organized hospital services according to
diagnosis, establishing Diagnosis Related Groups
(DRGs). Hospitals were then paid a predetermined
amount established in the DRG schedule. If the hospital
provided the care for less than the DRG payment, it
made a profit in that instance, but if the care for that
patient cost more than the DRG payment, the hospital
lost money. The DRG system reduced hospital costs and
reduced patient days in the hospital. Hospital managers
diligently worked to reduce the costs of care and elimi-
nated unessential expenditures. The implementation of
the DRG system was important not only because it
saved the system money, but also because it was the first
effective cost control measure directly managed by the
US government.

Subsequently, after extensive academic study, HCFA
introduced a similar program to control the cost of pro-
fessional fees. After studying physicians’ work and eval-
uating the factors influencing the difficulty of the work,
social scientists developed the Resource Based Relative
Value System (RVU) to determine physician’s fees under
Medicare part B. The RVU system assumed a global
budget for Medicare professional fees and compensated
physicians for their productivity as measured by the
RVUs earned. This system reduced payments to doctors
who performed procedures and increased payments to
family doctors and to doctors who used cognitive skills.
The RVU system controlled the physician fee costs and
redistributed resources to decrease the costs of proce-
dures and to increase the availability of primary care.
The RVU system also intensified the fragmentation and
dissention already existing in the medical profession.
Specialty groups protected their interests by lobbying,
marketing, and using tactics to garner market share.

Then the commercial health insurance companies
soon began to withhold payment for services and to
discount professional fees. The application of these pro-
spective payment systems signaled the end of the con-
cept of uncontrolled fee-for-service from the govern-
ment, and also ended the profession’s illusion of
sovereignty observed by the corporate sector and espe-
cially the health insurance industry.

Managed care
In short order, Blue Shield and the commercial insur-
ance companies began discounting payment for profes-

sional services. Also, during this time HMOs dramati-
cally expanded enrollments, particularly in the Midwest,
Southwest, and Northeast US. The insurance industry
began cutting “medical losses” by requiring preapproval
for hospitalization, preapproval for procedures, second
opinions for certain procedures, and by denying pay-
ment for services provided to subscribers. Medicare
emerged as the most reliable of payers.

The expansion of the corporate for-profit hospital in-
dustry continued to expand, particularly in Texas and
Florida. Three corporations dominated the corporate
hospital industry but voluntary hospitals and hospital
systems played a major role in the economy.

By the end of the 20th century the medical profession
had lost power. Elliot Krause stated the matter succinctly
in his book, The Death of the Guilds: “No profession in
our sample has flown quite as high in guild power and
control as American medicine, and few have fallen as
fast. The particular forces that accounted for the rise of
the profession in 1930–65 have all contributed to the
decrease of professional autonomy and group guild
power since that period. The history of the rise and fall
of medicine’s guild power falls naturally into four eras:
the 1930s under Roosevelt, World War II, the immedi-
ate postwar period to 1965, and the Medicare/Medicaid
fight and the decline in power from 1970 to 1990.”
Krause goes on to state: “Rather, the profession’s ability
to control the association, the workplace, and the rela-
tion to the state itself were attacked by the federal state,
by the changes in the mode of producing healthcare, by
court decisions, and by divisions within the ranks of
doctors themselves.”5

The 21st century
Managed care, economists believe, has slowed the rate of
spending growth of the healthcare system. Healthcare
costs, predicted to exceed 20% of the Gross Domestic
Product (GDP) by 2000, have remained below 14% of
the GDP for several years. David Dranove estimated
that managed care eliminated $300 billion from na-
tional healthcare expenditures in 1993 without any mea-
surable effect on the quality of healthcare.4 Managed
care and market forces are reshaping the trillion-dollar
healthcare industry. Managed Care Organizations
(MCOs) cover more than a hundred million lives and
hospital systems control patient services. Federal and
corporate research funds continue to support advances
in science and technology.
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cially if they work together and develop healthy collab-
orative relationships.

The report states that healthcare should be safe, effec-
tive, patient-centered, timely, efficient, and equitable.
Thirteen specific recommendations delineate the ac-
tions required to achieve the aims. The recommenda-
tions generally address responsiveness to patients and
involvement of patients in their care, evidence-based
and monitored practice, safety, the development of in-
formation infrastructure, payment methods, and clini-
cal education.

How can surgeons contribute to the development of a
health system for the 21st



Epilogue
What has happened and is happening to the practice of
medicine is what has happened to the family farm, the
corner market, the neighborhood hardware store, and
your favorite little bookshop. What used to be the prac-
tice of medicine is now the trillion-dollar-a-year health-
care industry. The IOM predicted that by 2007 health-
care in the United States will cost more than $2 trillion
and require 20% of the gross domestic product. Predict-
ably, tension will continue among healthcare providers,
the government, and the corporate world. Although the
medical profession has lost power and stature it remains
a vital resource enhancing the quality (and quantity) of
life. As the healthcare system for the 21st century evolves,
medicine’s role will change, and certainly the way doc-
tors practice the profession will change.

But certain things will remain unchanged. To func-
tion effectively in the healthcare system in the healthcare
industry we will need guidelines to sustain a focus on the
welfare of sick people. To navigate in a trillion-dollar
industry we need a compass: medical ethics.12 The future
medical information system will undoubtedly provide
abundant clinical data and the latest in scientific knowl-
edge whenever and wherever we need it. Whether infor-
mation technology will keep us straight with nonmalfea-
sance, beneficence, justice, and respect for autonomy
remains to be seen.

The simmering of medicine, government, and the
corporate sector in the broth of the trillion-dollar econ-
omy at some point will involve discussions of self-
interest versus the interests of others or altruism. Albert
Jonson provided a simple but useful definition of these
antonyms: “Self-interest is the principle that one should
act so as to promote for oneself the values of preserva-
tion, growth, and happiness; even good done for others
must rebound to one’s own good. Altruism is the prin-
ciple that one should act so as to promote the preserva-
tion, growth, and happiness of other persons even to the
detriment of one’s own interest.”13

Altruism and self-interest coexist in all moral lives.
They have a reciprocal relationship that varies from time
to time and from circumstance to circumstance. All
healthy people have self-interest as a matter of getting
along and survival. Many people have the capacity to take
the interests of others to heart. A person practicing medi-
cine must exhibit altruism to fulfill medicine’s mission. Pa-
tients expect to have their interests supported. When we
engage in dialogue with payers, government workers, cor-

porate representatives, and managers about patient-related
matters, we must support the interests of patients. We must
protect the interests of patients in the operating room, the
consultation room, the treatment room, the hospital room,
the clinic, and the emergency room.

Paul Starr provided a useful definition of professions:
A profession is an occupation that regulates itself
through systematic required training, and collegial dis-
cipline; has a base in technical specialized knowledge;
and has a service rather than a profit orientation en-
shrined in its code of ethics.1 I will add a defining char-
acteristic that should apply to medicine. Medicine is an
occupation that strives to sustain trust. In the heart of
every patient there must dwell the question: Can I trust
this doctor?

We have discussed change. Some things change: sci-
entific knowledge, the economy, politics, payment
schemes, public opinion, and relations with govern-
ment. Some things do not change: the medical profes-
sion’s mission of service. The medical profession has
served the interests of societies and patients since hun-
dreds of years before Christ. The medical profession has
been shaped by the best of Western civilization. We are
the medical profession and we must never forget. We
must never forget that we are here to serve. Our mission
is to preserve health and prevent disease, to cure disease,
to relieve pain and suffering, to restore function, to cor-
rect deformity, to discover new knowledge, to improve
the quality of living, and to improve the quality of dying.
We accomplish this mission by incorporating the scien-
tific method into our professional lives and by steadfastly
protecting the interests of the sick.
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