The American Physician…A Unique Perspective

By J. Daniel Beckham
Doctors are Different

I was in the middle of a particularly difficult interview with an orthopedic surgeon one day when I suddenly realized that he and I were fundamentally different. That was not a conclusion I came to slowly as the result of careful investigation and analysis. It occurred to me in a flash.

You're probably thinking, "Well, obviously you're different. He's a doctor. You're a business consultant. He inserts 'bovie shunts.' You insert pie charts that say market share."

But I'm talking about significant, light year kinds of differences. I began to suspect that he wasn't really from this planet. That he'd been brought to earth fully grown. I decided to try to better understand what made him and other physicians so unique.

Now, mind you, that wasn't the first meeting I'd had with a doctor. I'd been interviewing doctors for years. I had worked in hospital administration, and I had marketed products to doctors while I was at American Hospital Supply Corporation and Baxter-Travenol. It dawned on me that most of what I knew of physicians was based on stereotypes and folklore. As I delved into the topic more, I began to realize how very little I really knew about these professionals who surely are the most influential determinants of health care consumption in the world. It was a sobering realization. It became apparent that I really didn't know one of my principal customers as well as I should.

So I began a disorderly but relentless investigation. I read old books. I poured through market research studies. I interviewed people who deal with doctors all the time. I did literature searches and perused the libraries of the American Medical Association. I scanned hundreds of magazines. And I succeeded in confirming my initial flash of insight. Doctors are different. But how and why?

Architects of Modern Medicine

The modern American doctor is a product of many forces. One thing that makes a physician a physician is the history of his profession. Many have molded the face of medicine. Here are some of the most important, either because of what they did or what they came to stand for.

Hippocrates (377-359 B.C.) may be the most famous and the most misunderstood of all physicians. It's not really certain which of the many contributions attributed to him were really his. The Hippocratic Corpus is a set of about 70 treatises collected over three to four centuries following his death. At the heart of that thinking was the revolutionary notion that illness is not the work of the gods but is instead the result of a malfunction of the body. The impact of this concept is immense. It meant man need no longer be simply a victim but might investigate--and perhaps impact--the course of illness and injury. Hippocrates laid out a path from magic to science. His approach was a model for the scientific method. It was Hippocrates, we think, who gave medicine the "bedside method." Many clinical methods of the Hippocratic school are still sound enough to take their place in textbooks today. But in those early roots of Hippocratic medicine can be found some of the medical profession's more troubling traditions including the "principle of non-communication" which encouraged physicians not to communicate information regarding an illness to the patient. Hippocrates also provided some of the glue that would help bind the Brotherhood of Medicine--the warning that physicians must always look first to their colleagues and teachers for mutual support and protection.

Galen (131-200 A.D.), the chief surgeon to the gladiators of Rome, destroyed everything the Hippocratic tradition had created in medicine. Where Hippocrates had been humble and cautious, Galen began a tradition of contentiousness and pedantry. He remade medicine to be more compatible with the then emerging Christian world. He insisted that all illness was caused by forces outside of man and was the work of an all powerful god. Galen's thinking dominated medicine for 1,500 years. Doctors needed only invoke the name of Galen to give their actions credence. He was literally regarded by some as a deity.

Paracelsus, born at the end of the 15th century, was an alchemist and also came to be known as the "King of the Quacks." He was wrong in most instances and unbearably arrogant, but he began to give science back to medicine by rejecting Galen and demanding a scientific approach that included observation and experience. With Paracelsus medicine began once again to become scientific.

Benjamin Rush graduated from Princeton at 15, became a professor of chemistry at the first American medical school at 24, and a Surgeon General at 37. He was also a signer of the Declaration of Independence. Rush did his medical training at Edinburgh. Other physicians of his time trained at Leyden in Holland. Later Paris, London and Vienna would draw Americans to their medical schools. His medical theories were essentially inept. Rush purged for malaria, bled patients for almost every ailment, and was a strong believer in horseback riding as a treatment for tuberculosis. But he became the most dominant physician in the new nation of America. His influence touched medicine in America for decades, particularly in the West and South. His phrase, "Desperate disease requires desperate remedies," appeared over and over again in contemporary American medical journals. Rush's popularity obscured the serious work being done by lesser known men and he, like Galen, probably retarded scientific progress. But he represented something unique--physician as leader, politician and social reformer. He would essentially be the last of his kind for 200 years because generations of physicians were preparing to hole up in laboratories and begin spinning out the first meaningful fruits of science in medicine.

Pasteur is a fitting symbol of pioneering physician scientists. In the late 1800s, he paved the way for the identification of microscopic pathogenic organisms. Because of his contributions, medicine was ready to conquer illness in a way it never before dared contemplate.

William Welch returned from studies in Germany filled with the possibilities that he felt were inherent in laboratory research. He shaped a new medical school called Johns Hopkins, for the first time marrying medical education with scientific research and the laboratory. His legacy to America was the model upon which the world's great academic medical centers would be based.

Will and Charlie Mayo set about building an institution very different than Johns Hopkins. Although today Mayo Clinic boasts respected teaching programs as well as one of the best funded research programs in the world, it brought to life a unique focus on the needs of the patient first. By emphasizing physician leadership and teamwork as well as professional management, Mayo also became the prototype for dozens of respected multispecialty group practices nationwide.

The Dr. Kildare series of movies and television series represented the beginning of the great American romance with physicians and medicine. The physician as "selfless and heroic" emerged in the 1930s. The movies and television gave the physician image remarkable power. 

There also was Michael DeBakey (or Barnard, or Shumway, or Starzel), the great new generation of surgeons who demonstrated the power of the inspired scalpel in combination with scientific inquiry. Until them, doctors used surgery largely to explore and repair. Now, it was time to cut out and replace, to bundle space age technology with flesh and amazing daring. America's love affair with the physician deepened. 

One surgeon climbed above the rest and really began to lay the basis for a new social contract--a license that extended beyond the courts and beyond God. Denton Cooley made his own rules and played by them. "I have done more heart surgery than anyone else in the world. Based on this experience, I believe I am qualified to judge what is right and proper for my patients. The permission I receive, to do what I do, I receive from my patients. It is not received from a government agency or one of my seniors." Cooley drew a wider circle of freedom for doctors in pursuit of treatments and cures.

Paul Elwood represented something pretty unique--physician as social architect, physician estranged from the operating room and the patient's bedside. Paul Elwood became one of the most quoted and one of the most influential doctors in America. Here is the man who convinced an entire health care industry that HMOs and "super meds" would run their world. By so doing, he profoundly impacted the direction of medicine.

Tom Frist Jr. legitimized the role of physician as entrepreneur. He certainly wasn't the first physician entrepreneur. Armand Hammer (of Occidental Oil) is a physician, so were the founders of Baxter. The son of a Tennessee doctor once found himself in medical school with the son of the founder of Holiday Inns. The aspiring medical student became enamored with the notion of applying the Holiday Inn concept to health care. He became so enamored with the concept that his father, Tom Frist Sr., helped his son buy a hospital. It would be the first of what would eventually total 400 in the Hospital Corporation of America (HCA later became Columbia-HCA.)

Finally, there's the "physician as media maven." Arnold Relman through the editorial influence of the New England Journal of Medicine, fought, with powerful effect, what he viewed as the enemies of medicine (particularly for-profit healthcare organizations like HCA). He was an articulate defender of the sanctity of medicine. It was appropriate that he was located in Boston and that his temple was one of the more conservative of American institutions, Harvard Medical School.  C. Everett Koop also used media savvy to cultivate power and influence using the Surgeon General's office as a bully pulpit for reform including a largely successful war on tobacco.
Each of these doctors added his own piece to the medical psyche. Hippocrates gave the scientific method as well as physicians' traditions of silence and brotherhood. Galen contributed arrogance as did Paracelsus. Rush gave the American physician legitimacy. Pasteur gave him the ability to have an effect--to truly cure. Welch provided the modern hospital-based medical school experience that shaped physician values with consistency. Kildare solidified the doctor's growing status as an American hero. DeBakey and the super surgeons took him to new heights of heroic intervention in the human condition. Cooley removed him one more step from the laws and morays of society. Elwood gave him the power to reshape the economics and social dynamics of medicine. Frist gave him the right to be entrepreneur first, doctor second. And Relman infused new fight into the old traditions.

Great Battles

In addition to being shaped by history's most influential physicians, today's doctor is molded by the battles his predecessors fought and the battles he's still waging.

Superseding the Priests
The first great battle doctors fought was against the priests. Remember that all medicine up until the 19th century was an odd mixture of treatment and the spiritual. The church held close its divine ability to influence the outcome of the human condition. There was, of course, great power in healing. When Zeus struck down Hesculapius with a thunderbolt for daring to raise the dead, he meant to send a clear message to mortal man--"tread here not." Christ was, of course, well known for his role as the "Great Healer." His "laying on of hands" ran counter to the scientific approach of earlier Greek physicians.

The priests and later the ministers provided, and frankly still provide (as early Sunday morning television will reveal), medical services to their congregations and the public. In Colonial America, ministers used their medical powers to attract new parishioners. They also sent bills for their medical services. The ministers felt strongly about the right of the clergy to control all aspects of life in the community. The emerging class of professional physicians resented the clergy's interference in the professional matters of laymen. In truth, the line between the clergymen and the doctors was not always clear. The Reverend Robert McKean was the first president of the New Jersey Medical Society. The great founder of the Methodist Church, John Wesley, was also the author of a classic do-it-yourself medical book that went through 32 editions. There was a point, however, where "science"--no matter how often horribly wrong and "unscientific"--had to face down the ministers and remove them from medical affairs. That appears to have occurred during the 18th century. 

Battling Each Other

Modern physicians concerned about a glut in their numbers would benefit from a look at America in the late 18th century and throughout most of the 19th. Arguably, there were more doctors than society could stand. Indeed, William Byrd once referred to New Jersey as a place free of the three great scourges of mankind: "Priests, Lawyers and Physicians." One colonial physician remarked to a friend about the dismal prospects for appointment to a medical lectureship, "We have so many of the Faculty already destroying his Majesty's good subjects, that in the humor people are, they had rather one half were hanged that are already practicing, than breed up a New Swarm." Doctors in early America took many forms and they were constantly at odds with each other. In a pattern that would later be institutionalized in residency programs, young unschooled men would apprentice to practicing doctors, some of them trained in Europe. European training was the most consistent point of distinction for the upper echelon of physicians. Some doctors were ministers. Some were barber-surgeons. (At the time, surgery was greatly disdained and practiced most often by those who also cut hair.) Apothecaries, whose trade was compounding and selling drugs (almost all of which were completely useless), also functioned as doctors. Current battles between M.D.s and chiropractors had their predecessors in colonial days. The barber-surgeons, for instance, found their livelihoods threatened by ship's surgeons who were treating patients while in port. In New Amsterdam (New York), the barber-surgeons successfully petitioned to prohibit the ship's surgeons from practicing while in port.

The university-trained physician, on the other hand, was a "gentleman" who often returned to Europe after finding the New World neither lucrative nor comfortable. The number of university-trained physicians in America declined all the way through the end of the 17th century and wouldn't increase until Americans started going to London, Leyden, Edinburgh, Paris and Vienna for training. The greatest number of American physicians at the beginning of the revolution were apprentices. Of 3,500 practitioners of the colonies, only 400 held M.D. degrees. Out of this hodgepodge, a core of "regulars" emerged--otherwise known as allopaths. They would later be challenged by a couple of sects, most notably the homeopaths whose principal tenet of treating with diluted medication made them very popular with patients who feared the side-effects of the allopaths' undiluted dosages.

It was, in fact, the challenge posed by the homeopaths that gave impetus to the formation of the American Medical Association which made homeopaths the center of many of its "ethical" concerns. It would be a mistake to regard the homeopaths as quacks. Most boasted stronger academic training than the allopaths and they were more scientific practitioners. The allopaths, however, eventually won the day. Allopathic medical schools churned out more allopaths, swamping--and eventually absorbing--the smaller numbers of the homeopaths. Well into the 20th century, the number of physicians exceeded the demand. The majority only eked out a living. Eventually licensing and medical education would bring down the number of physicians and create mechanisms for controlling competition.

Conquering the Flesh

The next great battle was against the body itself. The American physician had, to be honest, more than a little bit of a credibility problem. This shouldn't be surprising in that their most famous representative, Benjamin Rush, certainly helped more of his patients to an early demise than to an early recovery. What doctors needed was some evidence that they indeed could make a difference. They had always benefited from a major advantage in this regard. They still do, in fact, because the human body has an enormous capacity for "self-cure." That result is, however, difficult to separate from the physician who is always happy to take credit for it. Yet more solid evidence of success was needed. The public could not long be expected to tolerate a medical profession with no proven capacity to cure. Although the physician of the 19th century had a wide range of methods, he had three favorites, none of which worked and which, in fact, were harmful to the patients’ prospects.

As has been noted, Benjamin Rush was a strong proponent of bleeding. In fact, bleeding was popular all the way throughout most of the 19th century. The French developed a significant business around leeches. They imported them in five sizes as did England and America. From 1806 to 1821, the price of leeches increased 20-fold. A large leech could take a full ounce of blood. Hospitals hired people to provide the leeches and to apply them. A particular problem with bleeding was that most of the physicians consistently overestimated the amount of blood contained by the human body. As you can imagine, such an over calculation held the potential for leaving the poor patient thoroughly drained.

A variation on bleeding was "cupping." Paper was placed in a cup and ignited. Cup and contents were then immediately placed over an incision in the skin. A vacuum was created sucking up the skin, underlying tissues and blood. Blistering was another favorite. The skin was blistered with chemicals and heat. Scalding oil was often poured into open wounds. Pus was described as "laudable" and its appearance welcomed as a sign of recovery.

The French also had a fondness for enemas, and those preferences were transferred to America. The doctors liked weapons that "worked"--in other words, techniques that produced visible and predictable actions like vomiting, purges and changes in body temperature. The doctors had no diagnostic tools. There was no clinical laboratory and the thermometer was still years away. Although they often took a pulse, it was not to take a count but instead to feel for the "fullness" or "shallowness" of the pulse. A stethoscope remained the tool of elite consultants and was disregarded by the average physician.

Experimentation, accident and the scientific method came to the rescue and began to give the doctors their cures. Pasteur's work allowed pathogens to be chased. Joseph Lister contributed antiseptics. At laughing gas parties, revelers hurt themselves but felt no pain. As a result, anesthesia joined the stable of medical tools. Surgery began its climb to legitimacy with new techniques in obstetrics. Amputations no longer led inevitably to death. Vaccines and anti-toxins for diphtheria, typhoid and tetanus significantly reduced the incidence of death. In the 1800s, diphtheria and typhoid had been the leading causes of death. The doctor at last had started to conquer the object of his concern--the body. On October 7, 1895, the New York Times quoted the Johns Hopkins pathologist and founder, William Welch: "The discovery of the healing serum is entirely the result of laboratory work. It is an outcome of the studies of immunity. In no sense was the discovery an accidental one. Every step leading to it can be traced, and every step was taken with a definite purpose and to solve a definite problem."

"The First Thing We Do, We Kill All The Lawyers"
There were other battles. Some are still raging. The classic struggle between lawyers and physicians emerged in almost direct proportion to the surplus in the numbers of each. As Steve Masterson, head of the Academy of Florida Trial Lawyers recently pointed out, "Florida has more physicians per capita than any other state. Florida also has more lawyers per capita than most other states. When you put those two factors together, you have a malpractice problem."

Legal skirmishes continued in two key areas: attempts to bust physicians' monopoly powers and soaring litigation by patients. Anyone who doubts the pervasiveness of this struggle with lawyers need only review the covers of the last few years' issues of Medical Economics. The American Medical Association estimates that doctors spend $15 billion a year on "defensive" medicine. The average malpractice award jumped from $166,000 in 1974 to $1.18 million in 1985. A decade ago, there were about three malpractice claims per 100 physicians. Today, the number is 20 per 100. Premiums now range from $2,000 per year to $100,000. Physicians may win this skirmish as well. There is growing sentiment to move malpractice out of the courtroom altogether.

Keeping Control of the Workshop
Administrators first began to appear on the scene in the 1800s and the basis for another struggle was laid. These "superintendents" faced complex challenges that led one observer to remark, "He requires the strength of Samson, the wisdom (at times) of Moses, and the patience of Job. He ought to be a good beggar, a good businessman, a bit of a lawyer and have enough piety to admit him to the pulpit." But just as the systems necessary to support the physicians became increasingly sophisticated, administrators found themselves able to revel in their own mysteries. It's ironic that just as the workings of medicine were too complex (physicians felt) for laymen to understand, so too did the make-up of the hospital, particularly its management, become too complex (the administrators asserted) for the doctors to understand. Physicians came to accept the administrator's role, although grudgingly. 

Administrators may have promulgated the perspective of the hospital as a three-legged stool, but doctors knew there was only one leg that might lead to collapse, and that leg was made of physicians. Another analogy is, perhaps, more appropriate than the three-legged stool--it's the late David Kinzer's "aircraft carrier." (Kinzer, a physician, was also a president of the Massachusetts Hospital Association): "We knew, you see, that this was our ship. It had been created for us. Obviously, therefore, the officers and crew of the ship were in our service. If they weren't they belonged on shore. In our minds, these points were beyond argument, as changeless as revealed truth. We weren't helping the ship carry out its mission; the ship helped us carry out ours. After all, what good was an aircraft carrier without pilots?"
This struggle between hospital executives and physicians, like the one with the lawyers, is still very much alive. Some administrators anticipate a hospital run by a lay executive and staffed by employed physicians. And some physicians, many of them recent grads of MBA programs, envision more hospitals run by doctors.

Outmaneuvering the Payers and the Numbers
Of course, there are still other battles to be waged. The payers are starting to ask some tough questions. First they wanted to know about length of stay. Interestingly, length of stay collapsed in the face of only moderate scrutiny. Now, concern is being focused on quality indicators. This will probably create a much uglier situation. A physician glut is laying the foundation for another critical battle. This one threatens to rip the economic heart out of medicine. Too many goods or services chasing too few customers, in most economies, causes prices to collapse. Physicians have done a reasonable job of side-stepping the laws of supply and demand. But a supply of too many doctors may lead to pitched battles within medicine. Doctors may once again actively battle each other. There is already evidence of this as the professional associations representing the various clinical specialties begin to market against other specialties. It will become a particularly difficult world for foreign-trained physicians.

While it has made incalculable contributions to medicine, the computer has also created a real problem for physicians. It has made available for analysis and reporting massive amounts of data regarding patient care and physician involvement in that care. Those numbers are being analyzed and interpreted with clarity and efficiency never before possible. Doctors whose patients have had consistently poor outcomes compared to patients with similar conditions will find themselves confronted by the media, regulators, insurers and consumers. Practice patterns will become subject to intense scrutiny. The veil of secrecy that has characterized medicine since its earliest days will be lifted. Indeed, the computer promises to chew worm holes in the very foundation of physician power. Physicians with good numbers can be expected to distance themselves from physicians with bad numbers. There will also be some interesting insights. Is the Cleveland Clinic really that good? Is a community hospital really the best place to go for an uncomplicated procedure? Do allopaths have better outcomes than osteopaths?

Staying Ahead of Technology
Finally, there's the battle with technology. Anyone who is familiar with the movie "2001: A Space Odyssey" remembers the classic struggle that took place between Dave Bowman, a crew member, and HAL, the spaceship's computer. It was a struggle to see who would win the right to move forward in the next step of evolution. Would it be the human or the computer? (Author Isaac Asimov has set forth the interesting possibility that man's creations might represent the next critical step in evolution. Man of the flesh might not be the heir apparent. Instead, his computers and robots might conquer him and move ahead without him.) 

This science fiction scenario holds some interesting implications for doctors. It also makes an analogy between a doctor and a pilot relevant. Will the day come when pilots are superfluous? Is it not feasible that a jet equipped with advanced technology might fly itself with complete effectiveness? Drop bombs with complete precision? Is it not also feasible that an incision might be made with complete precision without the benefit of a doctor's careful eye? Is there a possibility that advanced medical technology will become "democratized" the way the microcomputer has and thereby become accessible and controllable by nonphysicians? Is it possible that science and technology which have been the allies of the physician for the last century may turn against him and attempt to leave him behind the way HAL tried to leave Dave? In the long run, technology may pose the most critical battle physicians ever face.

The Source of Physician Power

Where does a doctor get his power? First and foremost, from his patients. The physician's economic power rests in his ability to direct the consumption of health care services by his patients. Doctors understand this and they usually don't hesitate to make others understand it (as most hospital executives will attest). Of course, academicians and researchers derive their power elsewhere. But the practicing physician knows the importance of a patient base to his level of influence.

Another source of power, the one that makes the relationship with patients real, is "dependence." Frederic Wertham, a distinguished psychiatrist, described the extent of his dependence and the physician's power in 1940 when he was being treated for a clot in his leg: "The surgeon’s voice was deep, calm and authoritative. It was not raised at any time. ... I developed a very disagreeable pain in the right calf during the operative procedure. ... I remember that several times I moved the leg, seeking to ease its position. I recall very distinctly the surgeon's voice saying quietly but definitely-. 'Don't move your leg, Dr. Wertham.' My emotional response to this remark is difficult to describe. From that moment on, it was unthinkable that I should move my leg, however it felt." 
Christian Barnard demonstrated the power of dependence just after he lost his first heart transplant patient.  He went in to see Phillip Blaiberg, who was to be his second attempt. Blaiberg described the visit: "Barnard was haggard and drawn as though he had not slept all night. He no longer resembled the handsome Smuts, to whom I had compared him, but more a martyred Christ. I felt a twinge of pity for him when I noticed the pain in his face and eyes. Something, I was sure, had happened to dampen the gaiety and boundless optimism I had seen before. Professor Barnard spoke in low tones, 'I feel like a pilot who has just crashed,' he said, 'Now I want you, Dr. Blaiberg, to help me by taking up another plane as soon as possible to get back my confidence.' Still I did not know what he was driving at. ‘Professor,’ I said, puzzled, ‘why are you telling me this? You know I am prepared to undergo a heart transplant operation at any time you wish.’  'But don't you know that Louis Washkansky is dead?' he asked. 'He died this morning of pneumonia.' ‘Professor Barnard,’ I said at once, ‘I want to go through with it now more than ever--not only for my sake but for you and your team who put so much into your effort to save Louis Washkansky.’”

Psychiatrists have noted for some time a patient's tendency to push the physician into a position of parental authority as described here by a distinguished surgeon: "There is no way that I can see that a patient can logically judge whether he should have a cardiac valve replacement or not. The objection of some of the laymen concerned about the problem has been to what they call the 'father knows best' authoritative, paternalistic attitude of physicians. In fact, if 'father' didn't know best, he ought to retire from practice."

Another area that attributes greatly to the physician’s power is biology, specifically, the body's ability to cure itself. Hippocratic physicians called it the "healing power of nature." Most experts put the body's internal "cure rate" at around 80%. Generally, people don't realize that most illnesses run a benign course with eventual recovery. Those that don't recover have always been, and still are, attributed to by doctors the "will of the gods." It is a classic win-win scenario. If the patient recovers, which he highly is likely to do, the physician is given credit. If he succumbs, blame it on the gods.

Then there's the Brotherhood.  Now the Brotherhood of Medicine is a uniquely male organization and that's why it's called the Brotherhood. Certainly in colonial America, women were involved in "doctoring" but from then until the last decade, medicine was the realm of men, and they ran it like a very elite club. It had its own rules. Its own initiation rites. Its own language. Its own ethics. The club is exclusive and has worked hard at being so. Dr. Daniel Cathell advised in the 1800s that a doctor should be a "gentleman":  As a gentleman, you joined clubs and community organizations, where you would meet "all the active people of your locality. You can learn to know those of the better class,” and especially meet “more men each week at the luncheon table.” A gentleman did not dun clients for payment, as though he were some kind of grocer. A gentleman did not get into fist fights. The gentleman-physician would be at pains to locate his office in a “genteel neighborhood."

He hadn't always been a gentleman, of course. Membership in the Brotherhood has meant financial riches only in the last 50 years. Indeed, the upper classes of Rome forbade its patricians to be doctors. A slave, however, could be a physician. The early American physician was not far removed initially from the common rabble. In the 1800s, Harvard President Charles Elliot described him as often "a coarse and uneducated person unable to write or speak his mother tongue with accuracy.”
Physician Peter Gott, in his book No House Calls, described the medical  Brotherhood as a "club": "Of course, once a doctor is a member of The Club, he has certain obligations. He must refer constantly to how little money he has, yet live in a large and well-appointed house; become pompous and arrogant but not speak ill of his colleagues; make sure that his hospital is run for the benefit of doctors, not patients; not allow patient convenience to compromise his own; never write anything that criticizes The Club. In return, the doctor will not be charged for routine medical care; can obtain enough free drugs from pharmaceutical companies to supply his own modest requirements for codeine; can drink too much, raise a little hell (when off duty) and generally indulge himself to whatever extent he pleases."

As Gott implies, the Brotherhood required unfailing loyalty to one's brothers. When Denton Cooley was put on trial for malpractice, it mattered not that Michael DeBakey and Cooley loathed one another. DeBakey would not incriminate him from the witness stand.

Sometimes, tragically, physicians fall out of the Brotherhood as did  David Rabin, director of endocrinology at Vanderbilt Medical Center, in 1974: "One day, while crossing the little courtyard outside the emergency room, I fell. A longtime colleague was walking by. He turned, and our eyes met as I lay sprawled on the ground. He quickly averted his eyes, pretended not to see me, and continued walking." Dr. Rabin had the misfortune to stop being a doctor and become a patient. While physicians derive power from the Brotherhood, membership also costs them dearly. In Pennsylvania, more than 25 % of the malpractice payments could be attributed to 1% of the practicing physicians. Roy Petty, a Chicago lawyer, wrote that, "Physicians seem willing to pay an absurdly high price for the notion of professional loyalty."

Secrecy also gave the doctor power. Hippocrates' tradition of silence remains a major tenet of the practice of medicine. Information is power and physicians often cut patients and almost all others off from it. While arguably being in the patient's best interest, it has certainly served the physician as well.

Then there's magic. Doctors are no strangers to magic. It is difficult to separate magic from the body's capacity for self-cure except that magic consists of overt attempts to surround care with symbols and rituals. Medicine is rich in both. In ancient times, sufferers who went to Aesculapian temples spent several days going through fasting, fumigations, purgations, baths and purification. When tension and expectation peaked, they were taken to a sanctuary where they made an offering. By then, almost entranced, they were made to lie down so the god, Hesculapius, and his daughter the goddess, Hygiea, could care for each of them while they slept. 

Modern medicine is also rich in symbols. Just as individuality is masked by the garb of the priest and the institutional power of the church embodied, surgical scrubs accomplish the same effect for the surgeon. Only the most powerful elements of the physician's face are exposed in surgery, the eyes. Most other features of the face are masked. The surgical lights throw the physician into a surreal haze and, of course, anesthesia makes the dream world complete. Will and Charlie Mayo recognized the powerful symbolism of garb and forbade Mayo physicians from wearing lab coats (because they distanced the doctor psychologically from patients). What magic must the new physician feel the first time he drops a stethoscope into his lab coat pocket with only the ear-pieces exposed (a physician's power and magic are always understated). The waiting room is another ritual. In his book, Power Sits at Another Table, Earl Shorris sums up the essence of a waiting room: "Those without power wait." Removing one's clothes dutifully while waiting for the doctor is yet another ritual and it becomes part of the magic. The development of these symbols was not intentional. But does not detract from their power.

Technology has long been an implement of physician influence. Access to it was effectively limited as the result of physician licensing. Only a doctor can use a laser, prescribe drugs, explore with a CT scanner (while nonphysicians may be permitted to do these things, generally they must be under the supervision of a physician). Medical licensing provides a very effective barrier to competition. Charles Rosenberg in The Care of Strangers comments that "Medical knowledge, like medical practice, was gradually but inexorably being segregated in professionally accredited hands. No longer was it assumed that an educated man would understand something of medicine (or law, classics and theology). No longer was it assumed that midwives would provide the bulk of care during childbirth and early infancy."

In 1929, the AMA advised patients that aspirin, now common technology, be taken only on a doctor's advice. Paul Starr has suggested that doctors used medicine to increase dependence. "Medical authority in prescribing drugs and other products," Starr suggested, "enabled the AMA to stand between manufacturers and their markets." The makers of patent medicine have always given physicians fits. As Starr describes here: "The nostrum makers were the nemesis of the physicians. They mimicked, distorted, derided and undercut the authority of the profession. While they often claimed to be doctors themselves, or to operate health institutes or medical colleges, or to have the endorsement of eminent physicians, they also frequently insinuated that the profession was jealously conspiring to suppress their discoveries. Doctors wanted to cut people up or give prolonged treatment, while their ‘sure cure’ would instantly provide relief. Physicians charged high fees; their remedies were cheap. When new scientific ideas appeared, the patent medicine makers were quick to exploit them. In the late 1880s, an ingenious Texan, William Radam, promoted a Microbe Killer that played upon public misunderstanding of the recent discoveries of Pasteur and Koch. Consisting nearly entirely of water--except for traces of red wine, hydrochloric and sulfuric acid--Microbe Killer was supposed to cure all diseases by destroying germs inside the body. By 1890, Radam had 17 factories producing the Killer."

Despite their obligatory groans, physicians also are no strangers to marketing. Marketing has given the doctor great power in ways many of them don't fully recognize. There is an old saying that most physicians have heard by the time they have finished their training, "A doctor's success in practice," it suggests, "depends on Affability, Availability and Ability--in that order." A marketing professional would quickly recognize the key elements of his trade in that observation. 

Doctors have long practiced marketing and practiced it well. Dr. Daniel Cathell provided what would appear to be sound principles of market segmentation to his colleagues in 1877: "No one can succeed fully without the favorable opinion of the maids and matrons he meets in the sick room. The females of every family have a potent voice in selecting the family physician. I have often thought the secret why so many truly scientific aspirants fail to get practice, is that their manner and acquirements do not appeal to the female mind." He later suggests that a doctor interested in growing his practice: "Never fail to call for a glass of water and napkin with which to cleanse your thermometer. Wash it thoroughly several times and dry it carefully before the eyes of everybody present.... Everybody will like to see the sanitary precaution."

Physicians have also understood reasonably well the dynamics of pricing, particularly in those instances where demand is likely to be "inelastic." Those who review the pricing of new medical services, particularly those based on the latest technology, will recognize classic examples of "skinning" price strategies. Fees start out outlandishly high then drop as competition increases. In some cases, but not all, this trend can be justified by the high initial cost of new technology. Dr. Peter Gott shares some interesting insights into physician price setting: "A few months ago, I had the privilege of participating in a surprisingly frank discussion with a heart surgeon. This extremely qualified expert was, in the 1960's, a pioneer of the coronary bypass procedure.

‘So you were one of the first surgeons to perform coronary bypass?’ I asked.

‘Yes,’ he replied. ‘When I started, the operation was largely experimental. Only a handful of surgeons were performing the procedure.’

‘How did you decide how much to charge?’

‘Well,’ he answered, ‘none of us knew what a fair charge would be. I hadn't any experience with the money side of the thing, so I went and talked to an older surgeon who was then the department chairman. He told me to put in for an astronomical figure--I think it was $3,000 or $4,000-and then see what the insurance companies thought.’

‘That was a lot of money in those days,’ I volunteered, remembering that I was charging $3 for an office call in the 1960s. ‘What sort of reaction did you expect?’

‘It's funny,’ he mused. ‘We really believed we would be turned down flat, or at least they'd substantially reduce our proposal. But they didn't. They accepted it without blinking an eye.’

‘The whole $4,000?’

‘Yes.’”

Humorist Dave Barry offers a cynical perspective on physician (and hospital) pricing strategies:

“Paying for your Hospital Treatment
Always examine your hospital bill closely. It should look like this:

Aspirin tablet
$11.05

Little Dixie cup for water to wash aspirin tablet down with
$6.80

Water
$31.50

Removal of childproof cap from aspirin bottle (Dr. Viewfinder)
$460.00

Removal of little tuft of cotton from aspirin bottle (Dr. Beaner)
$350.00

CAT scan from when Dr. Spinnaker thought he might have heard a little whistling 

noise in the patient's chest that was probably nothing but You Always 

Want to Be Sure about These Things
$87,354.50

Consultation among Dr. Spinnaker, Dr. Viewfinder, Dr. Beaner, Dr. Whelk, 

Dr. Pilsner, and Dr. Frackmeyer while they were peeing (per doctor)
$275.00

Also Dr. Whelk mentioned it to Dr. Hogworth at the polo match
$340.00

Gratuity
$85.00”

Although an aversion to advertising still exists among physicians, many of them have for centuries benefited from good old-fashioned marketing tactics like public relations, packaging and sales. Most of the famous American physicians earned their notoriety the old-fashioned way--they were shameless self-promoters. A classic recent example was Dr. William DeVries' marketing alliance with Humana in the mid-1980s. But Denton Cooley was also an energetic showman, as was Christian Barnard. Marketing is and has always been an important source of physician influence. Even in the times of the ancient Greeks, reports of cures were consciously and widely spread and became part of the physician's lore. The failures received much less attention.

Professional Power Shifts

Although physicians as a group have increased and consolidated their power over the past few decades, there also have been some significant power shifts within the profession.

Surgery was, until the early 1900s, regarded as a lowly aspect of medicine. During the Middle Ages, the Church actively disapproved of surgery and relegated it to a trade to be practiced only by unschooled practitioners. So it remained for centuries. Much of that low regard must be attributed to the almost totally ineffective results that came from its younger days. The early surgeon was a wild and independent figure compared to other doctors and that tradition has, I'd like to suggest, been carefully preserved by modem surgeons. Here’s a look at a predecessor of the men and women who hang out in your operating rooms--one Robert Liston, the "fastest knife" in London, in the 1840s: “Liston was an incorrigible bustler, even for a surgeon. He eschewed carriages, visited his patients on horseback, and loved hunting. His reputation for speedy wizardry so choked his waiting room, the butler had to circulate a reviving decanter of madeira and biscuits. When anesthesia was unknown, you had the choice of fuddling with opium or rum, or biting on a cloth-wrapped peg -- surgery was a matter of more haste, less pain. Lister was six foot two, and operated in a bottle-green coat with Wellington boots. He sprung across the bloodstained boards upon his swooning, sweating, strapped-down patient like a duelist, calling, 'Time me, gentlemen, time me!’ to students craning with pocket watches from the iron-railinged galleries. Everyone swore that the first flash of his knife was followed so swiftly by the rasp of saw on bone that sight and sound seemed simultaneous. To free both hands, he would clasp the bloody knife between his teeth.”
Surgeons needed physical strength, audacity and dexterity. Surgery was usually regarded as an engaging public spectacle and the curious often jammed the theater railings surrounding the operating room. (Everyone was in street clothes, of course, including the physician.) This description of Dr. Warren Stone, one of the South's most famous pioneering surgeons, embodies the surgical tradition in America: "The giant form of that veteran man of the knife, Dr. Stone, as with cuffs thrown back, eyes all ablaze, his lips firmly clenched, he prepares to make the adroit thrust; the quick prefatory whirl of the well-grasped blade; the sudden flash of polished steel; the dull, muffled sound of the yielding flesh, the spurt of blood, the scrape of the keen edge upon the solid bone, the sharp cry of pain of the patient, followed by the heavy moan of pain--these are the outlines of a picture that thrills and terrifies the uninitiated beholder."

In addition to killing most of their patients, surgeons developed some other nasty habits that didn't exactly earn them the best of feelings among the public. Particularly offensive was their complicity in the ancient art of grave robbing. It was no accident that the most popular hospitals grew up in close proximity to cemeteries. Particularly attractive were pauper's fields where the poor and powerless were buried. It is rumored that the bodies were usually still warm when they made their exit from the grave at the hands of a grave robber. The technique was a simple one:

(Wait till dark.

Post a couple of lookouts against rival resurrectionists and excitable relatives.

Dig a hole in the loose earth at the head of the grave. Use a flat, dagger-like spade of wood, to avoid noise with the stones. Spread canvas sheet for soil, keeping grass uncontaminated.

Apply two hooks to coffin lid, pull with rope, splinter lid (pack hole with sacks to muffle cracking noise).

Take body by both ears and extract.

Replace shroud. (That would be stealing. A body belongs to nobody.)

Sack up body. Tidy up, remove tools from site, and decamp. It should take an hour.(
Charity Hospital in New Orleans drained a great many graves and Hopkins had a handy cemetery down the street. So it's no wonder that Edgar Allen Poe was able to conjure the macabre with such detail. He spent a lot of time wandering around Baltimore's east side where Hopkins sits. In 1788, a brash medical student caused a riot in New York City by waving a dissected arm at a group of young boys. An enraged mob in hot pursuit of students and doctors rioted for two days and tore the dissecting rooms apart. Another mob burnt down the University of Maryland's first medical building in 1807 because of rumors associated with grave robbing. Of course, it wasn't only surgeons who were responsible. All medical students engaged in dissection. Surgeons simply did more of it.

George Bernard Shaw summed up what may have been a prevailing attitude towards surgeons only a few decades ago: "It is a murderous absurdity to give a surgeon a pecuniary interest in cutting off your leg. And the more appalling the mutilation, the more the mutilator is paid except when he does it to a poor person for practice."

Certain parts of the body are described even today by medical students as "tiger country." "Don't touch the heart" was sacred advice. Noli me tangere was written large on the head, chest and abdomen in medical books. But the advent of antiseptic and aseptic techniques gave impetus and respectability to surgery. So did anesthesia and x‑rays. By the beginning of the 20th Century, surgery was gaining respectability. It eventually left non-invasive specialties in the dust both in terms of the earnings it could provide and its prestige.

Denton Cooley probably personifies the surgeon's attitude as well as any physician. In writing a biography of Cooley, Harry Minetree shared his impressions of the man who is arguably the most famous physician of the past couple decades: "Dr. Cooley was three hours late for our appointment and looked as if he had just  stepped out of a band box. He held a stethoscope to my chest, to my back.

‘I've been waiting for you for three hours.’

‘Shhh!’ Dr. Cooley listened to my chest again. ‘Now what did you say?’

‘I said it's eight o'clock. You're three hours late.’

His smile was edged with arrogance, ‘I did six open-hearts today. What did you do?’”

Minetree later asked Cooley if he was a better surgeon than Dr. DeBakey: "I'll say this: a successful cardiovascular surgeon should be a man who, when asked to name the three best surgeons in the world, would have difficulty deciding on the other two. I've seen Dr. DeBakey operate and I consider him very able, but his personality is such that he occasionally gets rattled and loses his composure."

There were other transfers of power in medicine. Because the medical schools became such important regulators of physician supply, they became increasingly powerful and so did the academicians who ran them. Part of that power was quickly transferred to the institution as a whole, and a class of medical schools and hospitals emerged which were to dominate the shape of the profession. And of these, Johns Hopkins has been the most influential. When Hopkins was launched, its founders started with a clear slate, which was a good thing because American medical education at that point was an unmitigated disaster. When Abraham Flexner released his courageous condemnation of the then existing system of medical education, he was threatened with law suits and assassination. He contended that many of the medical schools "took scarcely literate boys and turned them loose shortly thereafter, without benefit of scientific training on an unsuspecting public." Hopkins changed all of that. It combined the best in French, German and English training. Its significance, Paul Starr has suggested, lay in "the new relationships it established. It joined science and research ever more firmly to clinical hospital practice. While apprentices had learned the craft of medicine in their preceptor's office and the patient's home, new doctors would see medical practice almost entirely on the wards of the teaching hospitals." 

Hopkins graduates were sent out as missionaries whose purpose it was to reshape medicine into a more responsible and scientific mold. They succeeded immensely well. At every great American medical school, you will find the touch of a Hopkins graduate somewhere. As Hopkins and the other academic medical centers gathered power and prestige, so did their doctors. Soon there would be the doctors of Massachusetts General, Barnes, Baylor and Stanford.

Medicine also transferred much power to the specialists. In fact, it's a clear demonstration of the economic power of a "niche." The specialist in any industry usually earns at a rate above that of a generalist and enjoys more prestige. The increasing sophistication of medicine probably points not to less specialization, but to more. Despite the impact of managed care, it's likely that the economic distance between the primary care physician and the specialist will continue to broaden over the next couple decades. The skills of the specialists will become even more technical. Noted Chicago neurosurgeon, Leonard Cerullo, sets the stage for the specialists of the future. "My specialty is operating with laser on deep brain tumors, and I would prefer to do nothing but that. It would be fine with me if some other brain surgeon did all the aneurysms in the country. The operations are so difficult that you have to specialize." By the turn of the century, Cerullo believes "the modern OR will be fully automated and the brain surgeon, like an airline pilot, will be sitting at an instrument panel, programming a computerized laser attack on diseased tissues. ... By the year 2000, we'll be able to melt away an acoustic neuroma. When this happens, the surgeon had better have a more delicate mind than hands!"
The Unique Economy

Physicians have created and benefited from a unique economy. Few professionals have succeeded so well in having others pay for the cost of their means of production. The characterization of the modern hospital as the physician's workshop is an accurate one. As clear as it may be that the aircraft carrier existed to serve the pilots, it's equally clear that the pilots didn't pay for the aircraft carrier. In truth, the hospital emerged as an odd joint venture of sorts.  Health care workers including nurses and - until the last decade -hospital managers, were significantly underpaid compared to their counterparts in other industries.

The apprentice system that emerged in medicine and eventually evolved into residency programs, also accrued significant economic benefit to physicians. Residents make around $24,000 a year now making them, on an hourly basis, the poorest paid employees in the hospital. How much is that low pay worth to the system? If the 70 hospitals of the Greater New York Hospital Association were to transfer resident responsibilities to higher paid senior staff, the impact would be at least $200 million per year. The contribution the resident makes to the delivery of health care in America's teaching hospitals goes beyond dollars. In White Coat, Clenched Fist, Dr. Fitzhugh Mullan conveys that value: "Clearly the experience has educational aspects that enable the young physician to garner skills for which he or she will be paid well in later life. But any hospital administrator knows that the intern or resident is no average employee. When everybody else is punching out to go home, the interns and residents on duty are settling in to cover the night. The administrator knows he has a stable of double-to-triple-duty workers that he can count on. Moreover, these are no ordinary workers. They have credentials (if not always skills) that enable them to do the work of nurses, orderlies and lab techs." As pediatricians discovered long ago, one sure way to avoid being called in the middle of the night to attend to a sick child in a community hospital is to admit the child to a teaching hospital with residents.

It doesn't take much exposure to the health care system to figure out who really provides the lion's share of direct patient care. It's the nurses. They provide a lot of care at what is, compared to similarly trained professionals, bargain rates. Trained nurses were virtually unknown prior to 1870. As difficult and sometimes repressive as modern nursing is, it used to be much worse. Discipline was part of a nurse's regimen in the late 1800s. Their rooms could be searched at any time and they needed a pass to leave the grounds. Any impertinence might lead to immediate dismissal. Such discipline may have been necessary because in the days before Florence Nightingale, most hospital employees--including the nurses--were a sorry lot. Nightingale described them as "too old, too weak, too drunken, too dirty, or too bad to do anything else. One visitor to a hospital said the nurses ‘showed me about the wards with an air of insolence not pleasant to remember.’" 

The nursing schools that grew in the nineteenth century not only improved the quality of nursing, they provided, as the physician residency programs provided, an extremely cheap (often free) pool of labor. Better trained nurses and their growing sense of professionalism caused problems for the physicians who plainly, at many points, felt threatened by them. When faced with a nurse attempting to exercise judgment, one physician asserted what was common thinking then and now. "When two generals with equal authority attempt to manipulate the same army," he warned, "the battle is generally lost."
In those instances where I've conducted market research among older physicians, we've watched nostalgia color their faces as they recalled the "good old days" when nurses stood whenever a doctor entered the room. They long for nurses' caps and the "professionalism" they feel was embodied in them. (Interestingly enough, patients also point to the cap as a symbol of the modern nurse's last sense of professionalism.) 

As Charles Rosenberg commented in In The Care of Strangers, "Most physicians felt that disciplined subordination was the essence of professionalism in nursing." Whatever fears competent and assertive nurses engendered in male physicians, it cannot be ignored that professional nursing contributed greatly to the physician's lifestyle and livelihood. He could, through them, maximize both his peace of mind and the number of patient visits from which he derived his income.

Insurance companies became both nemesis and benefactor for physicians. The tendency of insurance companies in the past to permit health care providers, including physicians, to charge almost any amount they pleased for their services has made obvious contributions to the earning power of physicians. After fits and starts, the concept of national health insurance was defeated in the '40s. Events in 1929 led Baylor University Hospital to lay the foundation for the present model of health insurance. Baylor agreed to provide 1,500 schoolteachers up to 21 days of hospital care a year for $6 per person. Other community hospitals in Dallas adopted the model. 

Meanwhile, the depression demonstrated the vulnerability of the nation's voluntary hospitals. Just one year after the Crash, hospital receipts, per person, fell from $236 to $60 per person. Hospitals began to look at insurance as a means of ensuring stability and survival. Although physicians and the AMA looked suspiciously on these developments, a 1936 survey of local doctors' attitudes toward the Baylor Hospital plan found overwhelming support. The plan's payment of patients' hospital costs made it easier for the doctors to collect their professional fees. Blue Cross eventually evolved out of the Baylor example. At around the same time, some physicians tried to organize plans designed to pay physicians for the component of care they provided. Physician reaction to this notion was not nearly as supportive as that which greeted the Baylor plan. Physicians who supported the concept found themselves drummed out of their medical societies. The AMA organized to resist the efforts. The issue was "interference" in the physician's relationship with the patient. The AMA was eventually indicted for violating the Sherman Antitrust Act in its efforts to suppress the Group Health Association (GHA). 

For a lot of reasons, indemnity insurance gained speed. Unions and employers embraced it as a means for accommodating and bonding the workers. Health insurance, whether sponsored through a private company, Blue Cross, or physician originated Blue Shield, became a lucrative and addictive industry when fueled by the prosperity of the '40s and '50s. Doctors and hospitals soon discovered that the insurers were essentially insensitive to the costs associated with care provided under their plans as long as employers footed the bill. Doctors and hospitals found that they no longer had to rely on the uncertain intentions of patients to pay their bills. The system became even more lucrative when the government baked its famous "three-layer cake" in the '60s. Layer one was Medicare "Part A" to cover hospital care. ("A" had been the brain child of the Democrats.) Medicare "Part B" (a Republican invention) took care of the doctor. Finally, the third layer, Medicaid, was for the care of the poor. Physicians and hospitals soon discovered that they could make money under A and B. Medicaid was a loser, and they avoided it.

The institutionalized subsidization of the physicians’ workshop (the hospital), the provision of skilled but cheap labor and the advent of price insensitive insurance created a peculiar and lucrative economy that flowed significant economic benefit to physicians. In the early 1990s, escalating costs activated the managed care industry. Aggressive HMOs and policy makers, determined to remake health care, turned the unique economy of medicine upside down.

The Evolution of the Aircraft Carrier

The hospital obviously plays a central role in the evolution of medicine and in the psyche of the physician. Hospitals started out as places no one would want to find themselves in if they could avoid it. In the 1800s, hospitals were rowdy and filthy. Workers were characterized as constantly engaged in theft, bootlegging, "drunkenness, elopement and fornication." They refused to respond to physicians' orders. Patients were expected to help with mopping and cleaning whenever physically able. The wealthier classes, on the other hand, insisted on receiving care in their homes and in those rare instances where they might venture into a hospital, brought their servants with them. Physicians were often brutal in their relations with patients, nurses and others. Trustees were involved -- very involved -- in the affairs of hospitals under their stewardship. Executives who today feel hard put to tolerate some board members for three years might consider what it was like to tolerate them for 40 years, which was not an unusual tenure in the early American hospitals. Many trustees felt completely within their rights to rule on clinical issues even though they had not the slightest amount of training in medicine or science.

But even as the first hospitals were being formed in America, European hospitals were undergoing a revolutionary transformation. The physicians in France and Germany had become very involved in research, particularly in the laboratory. Americans who trained in Europe returned home impressed with the synergies that they saw at work there. The hospital, they realized, might function as a large and convenient laboratory. The poor might serve as willing participants in medical research. Vienna's General Hospital, as one newly returned American physician remarked, was "...a small town of 3,200 inhabitants, with almost 9,000 births a year and living specimens accustomed to being shaved, poked and finally dissected. A year here is worth many years of private practice at home."

Also growing in Europe was a strong tendency toward specialization, and American students quickly joined the trend. The growing importance and prestige of research combined with a shift to specialization worked a fundamental change in the physician's relationship with the hospital. The one hospital that epitomized and can rightfully take credit for that change was Johns Hopkins. The founders of Hopkins threw out the tradition of medicine in America and started afresh. Other institutions also played important roles in that transformation including the University of Pennsylvania and Harvard. Evolution at Penn and Harvard was more difficult because existing traditions had to be swept aside first. At Harvard, for instance, the venerable Dr. Henry Bigelow was, along with his colleagues, quite satisfied with the way things were. He was opposed to seeing his medical school made into a "laboratory." Bigelow challenged the recently appointed Harvard University President Charles Elliot to explain why great changes were being proposed when the medical faculty had things well in hand. Elliot's response was simple: "I can answer Dr. Bigelow's question very easily. There is a new president." So medical research and the Hopkins model put in motion events that, along with the scandalous report by Flexner, would sweep away mediocre medical training and mediocre medical schools and replace them with a new scientific orientation.

Other changes were fundamental to the evolution of the hospital. Technology became more sophisticated and expensive. It required a central location and sufficient volume to amortize its cost. The hospital provided just such an environment. Diagnostic equipment could be concentrated there and efficiencies created. Nurses were becoming more technically skilled. Here, too, could be gathered the technology embodied in the training of the new physician specialists that they saw at work there.

The Medical School Metamorphosis

The most powerful force that shapes physicians today is medical school. If doctors are not "from this planet," it's because medical school turns them into "aliens." Medical school is both education and an initiation rite.

Before Hopkins and Harvard set new standards and the Flexner Report exposed them, medical schools in America were a disaster. Most had only tenuous relationships -- if any -- with universities. Two years were required for a degree. Studies lasted only three months. The second year consisted of simply repeating the curriculum of the first. Educational standards were slack. To graduate from Harvard Medical School before 1860, students needed only to pass the majority of their exams even ff they failed the others.

Today, of course, the situation is much different. Dr. Fitzhugh Mullan remembers his days as an intern in New York City:  “My recollection of Jacobi are dominated by the sensation of my baggy white uniform. On the first day of internship every new arrival received six square-cut, styleless white pants designed to fit three or four sizes, with jackets to match. The uniforms were part of our six-line contract that assured us a wage ($4,500 then), meals and laundry service in return for our travail. The laundry proved short on soap but well stocked with starch, the uniforms often being returned with the bloodstains ironed in and the pants starched so they would barely bend. Treading the halls of the hospital in my stovepipe pants, I remember mostly tired feet and bulging pockets -- the intern's saddle bags. They transported reprints of journal articles, a stethoscope, a pen flashlight, a stack of file cards bearing patients' names and chores to be done, pens, tourniquets, alcohol swabs, and tongue depressors. I was always tired. A vague nausea and a cotton dryness in my mouth were the taste of a night without sleep.”
Medical school and residency serve to accomplish many changes in its students. Some of them good, some bad. They mechanize and standardize care. This, of course, is beneficial because in a crisis one prefers not to engage in novel approaches. Medical education is designed, for the most part, to provide a process that minimizes originality. In his book, Becoming a Doctor, Dr. Melvin Konner relates the importance of uniformity: "The medical student must end by being as similar as possible to every other, must master as much as possible of the body of knowledge that is taught, according to a process that leaves no room for originality. At the end of study, all fifteen thousand graduating medical students, given the same patient, ideally should perform the same examination, write the same assessment, and formulate the same options for treatment."
Medical training also desensitizes the physician. And in some way, even the harshest critics of such training admit, this too is good. For how could a physician deal day in and day out with the pressures and consequences of his work if he or she was fully sensitized? A "normal" person could probably not do it. So one of the aims of medical school is to transform "normal" people into "abnormal" people.

It uses a number of techniques to create this abnormal state. It makes the physician live with disease. Diseased people, quite simply, are not normal. It puts them into an environment, the modern teaching hospital, unlike anything to be found outside its walls. It is a planet unto itself where people are always at work. It never shuts down--like most organizations--to rest. It is completely self-contained. As a result, the doctor is easily and completely cut off from the outside world. It deprives the physician of normal things like sleep and family.

The rigor of this trip to abnormality has been well documented. The resident's internship includes five days of work a week, a minimum of 16 hours per day and being on call every third night. Nights "on call" often mean 36 hours without sleep. Doctors at some of the most respected medical schools in the nation report nodding off during surgeries. Thirty percent of residents become severely depressed. Other surveys show high levels of divorce, suicide, drug abuse and alcoholism among residents.

Dr. Mullan describes the benefits of this system even though he resents its deficiencies, “It is an experience matched by few life situations--the line of battle, the religious retreat, childbirth...But few life circumstances parallel internship for duration of demand on the individual...Living and working for 48 hours with a person crippled by asthma teaches more about the disease than any text ever could...Moreover, the physical challenges of internship teach a brand of confidence that is helpful under stress. The absolute destruction of the nine-to-five mentality enables the practicing physician to labor at whatever hour of the day or night he is called.”
Dr. Mullan also addresses to the dark sides of internship: “That first year of medicine borrowed a bit of my humanity--a debt I doubt will ever be repaid. The job required the mechanization and routinization of my life. Every aspect of my existence from when I made rounds to collect blood in the morning to when I stole five minutes to go to the bathroom had to be carefully planned...The intensity of the experience to which I was subjected, the degree to which my life was bludgeoned and bent has done more to me than simply teach medical discipline. The spirit cannot escape unaltered from such an ordeal. Like a factory worker who can no longer hear high notes because he has been gradually deafened by the roar of machinery. I worry about my own sensitivity to people and life.”
By the end of their third year, residents no longer dispense thoughtful, warm bedside manner but communicate in laconic fashion effectively chopping off any temptation to yield either to their own emotionalism or that of their patients.

Most observers who have studied the impact of medical training also feel it contributes greatly to the sense of greed among doctors. They pay a high price for their educations both in emotional and financial terms (the average level of debt for a new physician after leaving residency runs around $30,000). The physician resents lost youth and lost income and embodies a strong determination to make up for both. More than one author has gone so far as to suggest that medical training, by denying young doctors so much, institutionalizes greed. Again, Fitzhugh Mullan provides a perspective, "As a group of young physicians emerge from the intern resident experience they are changed by it. The years after medical school, marked as they are by long hours, tough working conditions and--particularly in the past--poor pay, stimulate the most avaricious side of the medical graduate. Many physicians spend their careers extracting reparations from a society that has forced them through a painful rite of passage."
It can be argued that medical training is a lot like going to war. Those who emerge from the experience are often toughened by it. They have learned to fortify themselves or have buried their vulnerabilities so deep they no longer can be reached. If doctors are less sensitive after medical training than before it, they are also much less likely to be mauled by often brutal realities of death. Grieving families are less likely to pull their concentration away from the next case. An abusive senior physician is much less likely to wear them down. A street smart operating room nurse is much less likely to lead them by the nose. Whether it should be or not, the field upon which doctors must play is often an exceedingly tough one. In a landmark 1987 article in Newsweek, Greg Easterbrook concluded that:  “Deep-frying the young doctor's brain is not, however, without compensations. A physician must learn to view patients unemotionally, especially when it comes to imposing procedures that cause increased pain over the short term. The physician must further learn to perform acts unpleasant to him personally--sticking your hands inside diseased strangers is not many people's idea of a good time--without flinching or losing his nerve. The residency regimen, mind-bending as it is, breaks down natural resistance against taking a dispassionate approach to the highly intimate reality of suffering.”
And finally, medical training unifies the doctors who experience it. Like the Hippocratic example, this adds precious glue to the Brotherhood. Having been in the foxhole together, physicians generally emerge with an intense loyalty to one another. It may be out of an ethical commitment that DeBakey refused to damage Cooley during his malpractice trial, but it may also have been because, whatever their differences, they shared a common experience that had touched their souls. In less dramatic fashion, hospital executives have watched similar demonstrations of loyalty when physicians who individually had condemned the practices of a colleague, collectively rally to his cause when forces outside the Brotherhood finally began to seriously threaten their wayward colleague. Dr. Konner talks about the professional loyalty that is forged in medical school:  “Trusting in your fellow-healers, especially your teachers, you can let go psychologically and spiritually; they will pull you away from the coals or prevent you from running into a tree; they will teach you how to turn the pain in your flanks into healing power; they will slowly bring your soul back to your body. They are tough, brilliant, knowledgeable, hard-working and hard on themselves. They are reliable and competent in situations ranging from 18- months-long management of cancer chemotherapy through 18-hour-long brain surgery to emergencies in which life may hinge on what they can do in 18 seconds. Without exception they have endured great challenges, and they have done so without entirely losing their sense of humor. They have experienced many things that are closed to others. With very few exceptions, they are professionals.”
As the Hippocratic Oath candidly recognized, the physician must look first to the relationship with other physicians and physician-teachers. Young physicians rely on each other for support, and the resulting teamwork is frequently beautiful to see.

What Makes a Doctor Different

What emerges from medical training, I would suggest, is a very different kind of human being. Doctors are decisive. Some are more decisive than others. In an environment filled with uncertainty but driven by relentless inevitability, decisions must be made even if they're the wrong ones. Denton Cooley speaks of the necessity for decisiveness: “Say you're in one room and a tear occurs in a blood vessel, then you hear across the way that a patient you just did has arrested. Suddenly, your services are demanded in both rooms at the same time. You must maintain your cool. You can't get flustered and lose both of them. You've got to rally everybody and keep them calm, too. So you work on the bleeder and shout instructions to someone else to resuscitate the stopped heart.”
Most physicians also feel that the "appearance" of decisiveness is critical to the welfare of the patients, after all, who wants to see their doctor scratch his head in befuddlement? As Dr. Thomas Preston, suggested in his book, The Clay Pedestal, "The doctor's air of omnipotence may be an inexcusable sin to the nurse who observes it, and may irritate healthy persons who have no need for it, but to the sick many, it gives cause for hope and confidence."
Doctors also develop amazing powers of rationalization. Rationalization is, to a great extent, a defense mechanism. When death becomes not a sporadic and isolated event but a regular and often unavoidable experience, a doctor must reach inside himself and to his brethren for reasons. When self-interest, no matter how legitimate, bubbles up in situations colored by human suffering, it must somehow be legitimized. Physicians probably need a highly developed power of rationalization just to survive. Medical training gives them that power. But it has been created in an environment so divorced from the rest of society that its logic often appears bizarre to the uninitiated. Because doctors often must create a positive outcome from the most dismal of situations, they develop an ability to turn remarkable somersaults of rationalization.

This peculiarity evidences itself well when doctors speak of "ethics." For instance, they will sometimes suggest that it is "unethical" for a hospital to enter upon the private practice of medicine. In fact, physicians regard the sanctity of "the private practice of medicine" as if it had been inscribed somewhere on the tablets of Moses. What a hospital invasion of the private practice of medicine amounts to is really "economic encroachment," but physicians often describe it as an ethical violation.

As much as doctors learn to rely on their colleagues, they also learn to build distance between themselves and non-physicians. They must be self-reliant when detached from the main army. So physicians come to be fiercely independent. Konner observes, "To them, the world consists only of doctors and non-doctors. They inevitably drift, on their sturdy boat of medicine, further and further away from the shore of common human experience." Politically, physicians as a group fall somewhere right of Attila the Hun.

Doctors are also tough. They've been hardened in a very hot fire. The medical school experience aside, they have, as a group, built a long tradition of courage. Physicians have always demonstrated a unique willingness to wade into the thick of the battle even at great peril to themselves. They have remarkable role models in physicians like Werner Forssmann, a young German physician who, in the 1920s, became obsessed by a sketch in his physiology text. It showed French physiologists standing in front of a horse. They had guided a thin tube with an inflated balloon attached through the animal's jugular vein and into its heart. The diagnostic value of doing the same with humans would be immeasurable. So Forssmann inserted a hollow needle in a large vein in the crease of his arm and then pushed a smaller rubber tube through the needle until it slithered into his heart. He then injected dye and took X-rays to document the result. After suffering in obscurity, he was eventually awarded the Nobel Prize.

Some physicians have built a reputation as Kamikazes. This is the case at Barnes in St. Louis where a tradition of personal risk has become a part of the medical culture. In 1954, a Barnes researcher, Thomas Brittingham, injected himself repeatedly with white blood cells from a leukemia victim to test for the presence of antibodies. At one point he transfused a full quart of leukemia blood. He became violently ill but kept working. A colleague remarked that, "It was fantastic to watch him sit there at the microscope having shaking chills and almost getting black and blue around the eyes, looking through the eyepiece of the microscope."
And there's one other thing that sets doctors apart. And that's their negotiating skills. By and large they don't have any, which often makes them very difficult to do business with. They've missed a major piece of the social maturation process--the part that involves "give and take"-- accommodation and compromise. Negotiation takes time and doctors have little of it. Negotiation requires accepting as plausible the positions of others and the tradition of medicine provides little precedent.
The Statistics of Medical Practice

Up to this point I've focused, for the most part, on qualitative assessments of the state of the American physician. Now I'd like to focus on numbers that provide some interesting insights. Let's take a numerical tour of medicine today.

Patient visit rates overall are in a dramatic decline while net earnings are on the rise. There are significant variances in physician practice patterns based upon geography. For instance, physicians in the South, on average, enjoy higher net earnings than physicians elsewhere. They earn, for instance, almost $10,000 more annually than physicians in New York.

Physician fees for office visits in the Western states are generally higher than those in other regions. A neurosurgeon in the West, for instance, charges $50 (or 75%) more per visit than a neurosurgeon in the Midwest. Western internists charge 50% more than their Midwestern counterparts.

But it's physicians in the mid-Southern states that have the highest patient visit rates. Rural doctors, by the way, average more patient visits than those in urban areas. Yet rural doctors' income lags by more than 20%, largely because of high practice operating costs.

Age impacts a physician's earnings. Earnings peak for physicians who have been in practice for six to 20 years but then begins to fall off. Doctors who have been in practice for 30 years or more earn approximately what a new physician earns in the first couple years of practice.

Physicians, of course, are characterized by significant variances related to their specialties. Family practitioners and pediatricians see the most patients, almost twice as many in a week as a neurosurgeon. All specialists indicate they could see more patients. Plastic surgeons and thoracic surgeons appear to have the most unused capacity.   The surgical specialists continue to out-earn the primary care physicians.  Neurosurgeons earn at a rate more than twice that of a family practitioner.

Some specialties are highly dependent on referrals from other physicians. Medical oncologists and neurosurgeons rely on other doctors for more than 85% of their patients, while the typical family practitioner receives only 8%.

Not surprisingly, the primary care physicians rely largely on patient self-referral (which comprises more than 90% of a family practitioner's practice). What is surprising is the extent to which such specialists as cardiologists and orthopedic surgeons also rely on patients who are self-referred: 51% and 58%, respectively. Also surprising is the relative youthfulness of the orthopedic surgeon's patients. Only 16% of his patients are over the age of 65.

Hospitals interested in maximizing utilization of their ancillary services might find it interesting to note that a medical oncologist orders diagnostic tests for 85% of his patients, while a pediatrician does so only for 35% of his patients.

In a major Eastern city, research conducted among physicians demonstrated some interesting dynamics. Physicians chose their hospital primarily because of its proximity to their practice. Other factors of importance included quality of the medical staff, the availability of residents and patient preference. They cited familiarity with a physician as the strongest determinants of their referral patterns. Familiarity with the hospital was also important as was its proximity. Physicians' staff membership provided only marginal influence.  The physicians interviewed were most likely to refer cardiovascular cases compared to other cases.

In another study conducted for National Research Corporation (NRC), physicians shared their perspective on how they judged other doctors. Most important to physician assessments of their colleagues were factors relating to the physician's knowledge and training.  Physicians appear willing to trade off lousy personality for the assurance of deeper medical sophistication.

One of the most important trends in medicine, I feel, is the growth of group practices. By 1990, according to a study by SMG Marketing Group, the number of group practices will have increased more than 30% from their levels in 1984. What those numbers don't reveal is the number of consolidations that are likely to occur among group practices through the end of the decade. I expect the consolidation of physician practices into a smaller number of larger groups will be the dominant trend of the coming decade.

Some studies indicated that only 10% of the 4,000 physicians who entered family practice last year entered private practice. Presumably, they have been employed by HMOs and group practices. As opposed to giving hospitals and HMOs more power, I expect that an oversupply of physicians will instead contribute to the growth and power of group practices which will be able to offer physicians the closest equivalent to the advantages of private practice. Given an option, doctors will choose to align with a physician dominated organization before they jump into bed with insurance companies and HMOs.

How Doctors are Different

Up to this point, I've treated physicians generally as if they were a homogeneous group. As the statistics I've just shared suggest, that's not completely the case. There are broad differences in the income and work styles of physicians. But there are also some critical psychological differences as well.

The differences between doctors have long been the focus of jokes and folklore. This old observation has been around for some time now:  An internist is someone who knows everything and does nothing. A surgeon is someone who does everything and knows nothing. A psychiatrist is someone who knows nothing and does nothing. A pathologist is someone who knows everything and does everything too late.

Dr. Harwell Whisennad, a cardiac surgeon in Houston told the Wall Street Journal he can spot specialists across a crowded room. "The surgeons," he observes, "are all carrying on and having a good time. The internists are smoking pipes and discussing great books." The stereotypes are of long-standing and perpetuated in medical school. Pediatricians are characterized as kind, psychiatrists as neurotic, and anesthesiologists are accused of putting people to sleep to avoid having to make conversation. The surgeons often display little respect for other specialists who they sometimes refer to as "fleas" (the last thing to leave the body after it expires) or "mopes" (an abbreviation for those involved in providing "outpatient" care). 

Not surprisingly, doctors who are the targets of surgeons' disdain tend to regard them as stupid and completely lacking in intellectual capacity. One doctor described surgeons as being "about as multifaceted as a plate." Dr. Konner, on the other hand, describes surgeons as "men who ate determination for breakfast. They have no use for the slow, the sensitive, the theoretical or the timid. They thrived on stress and sleeplessness...They expected to make the toughest questions quickly and they expected to be right." The motto of the neurosurgeon is widely described in medical circles as "You can't lose them all." But neurosurgeons are also recognized as the most civilized and cultivated of surgeons.

What Does a Doctor Want?

At the end of this journey, faced with this montage of perspectives--some historical, some statistical, some psychological--what can be concluded about the needs of physicians? What central themes rum through all of these impressions? What does a doctor want? A doctor wants:

Autonomy. It’s a common thread that runs through American medicine since the nation’s earliest days. Despite the growth of physician employment, it’s a common need among the physicians who now control, and are likely for the next twenty years, the lion’s share of the patient flow.

Financial rewards. Yes, doctors want to make money. They feel they’ve paid a high price to be physicians, and they expect to be repaid. Some doctors want to make more than others, but they all expect to be paid well.

Recognition. Physicians want to be heard. Given their perspective on a hospital as their “aircraft carrier,” it shouldn’t be surprising that they expect to have their needs taken into consideration before someone “moves the conning tower.” Every aspect of their training and experience in practice has told them they make a difference.

Respect. Respect is different than recognition. Respect has to do with being esteemed for what you are and what you’ve accomplished. In America, everyone feels they deserve respect. The truth is, some deserve it more than others. Physicians have, by any measure, worked hard to earn the right to practice medicine. They have endured ordeals of sleepless nights and endless stress that most professionals never experience. They have lived with suffering and been changed by it. They have gone into debt and sacrificed a significant portion of their youth. They are disciplined and bright or they could not have made it as far as they have. There may be good reasons to question a doctor's values, his sensitivity, his often myopic focus on things medical, but few individuals have as strong a claim on respect and few are as demanding of it.

Certainty. For professionals whose daily existence is characterized by ambiguity, it seems odd to include certainty on the list of physician needs. But that's exactly why it's there. Nothing in medicine is certain. Consider this. Over a period of four years, liver transplants became commonplace. Cyclosporin dramatically increased the success rates for transplants. Previously unknown drugs to treat ulcers became the most frequently prescribed drug of any kind. Calcium-channel blockers, a completely new kind of drug, became a mainstay of cardiology. Bypass surgery began to be rivaled by non-invasive techniques. AIDS was discovered and linked to a virus previously thought to be harmless to man. Lithium became the treatment of choice for psychosis. Alzheimer's disease was identified as the leading cause of senility. The principles that explain recombinant DNA became widely understood. NMR became the leading edge in radiology. In vitro fertilization became a reality. Precisely because medicine is so uncertain, a doctor needs as much as possible outside of medicine to be defined and predictable. Don't mess with the OR schedule. Don't move the doctors' parking lot. Don't screw up the way he bills his patients. Don't talk to him about possibilities. Talk to him in definite terms.

Comradery. A doctor needs the support and nourishing of other physicians. It might be gratifying to see a doctor mixing comfortably with the hospital's board of trustees, but he will never belong to them. Even if he chooses to leave medicine, it is likely he will always belong to his profession. We've all had things that have gotten into our blood. Medicine is a doctor's blood. Again, Melvin Konner's thoughts as he said good-bye to medicine speak volumes about the kinship that binds doctors: “Yet, I love them in some crazy way. I have worked with them, roomed with them, argued with them, learned from them, gone through emergencies and sleepless nights and a dozen other kinds of crises with them, breathing the same stale antiseptic-laden air. I know what they can be and do and it is very impressive. In some sense many of them will remain among my heroes, and I will think of them wistfully in a recurring daydream of serene competence and fabulous technical power.”
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