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It is possible for an organization to meet rules, regulations and restrictions perfunctorily without
ever experiencing the transformative power which was hoped for by those who fashioned the
external pressure for change. In terms of healthcare administration, policy makers can begin
reforms by restricting reimbursement for units of work, i.e., they can pay less for office visits or
for procedures. While this would hopefully decrease the total cost of care, it would only do so
per unit. As more people are added to the public guaranteed healthcare system, the increase in
units of care will quickly outstrip any savings from the reduction of the cost of each unit.

Historically, this has proved to be the case. When Medicare was instituted in 1965, projections
were made about the increase in cost. In 1995, it was determined that the actual utilization was
1000% more than the projections. No one had anticipated the appetite for care and the
consequent costs which would be created by a system which made access to care universal for
those over 65 and which eliminated most financial barriers to the accessing of that care.

Reformation of healthcare promises to decrease the cost of care by improving preventive care,
lifestyles and quality of care. This ignores the initial cost of preventive care which has a payoff
almost a generation later. It ignores the fact that people still have the right, which they often
exercise, to adopt unhealthy lifestyles. Even the President of the United States continues to
smoke.

The currently proposed reformation of the healthcare system does nothing to address the fact that
the structure of our system is built upon a "patient" coming to a healthcare provider who is
expected to do something "for" the patient. The expectation by the system and by the recipient of
care is that something is going to be done "to" or "for" the patient in which process the patient is
passive. There is little personal responsibility on the part of the patient for their own healthcare,
whether as to content, cost or appropriateness. The healthcare provider is responsible for the
health of the patient.

Transformation of healthcare would result in a radical change in relationship between patient and
provider. The patient would no longer be a passive recipient of care given by the healthcare
system. The patient and provider would become an active team where the provider would cease



to be a constable attempting to impose health upon an unwilling or unwitting patient. The
collaboration between the patient and the provider would be based on the rational accessing of
care. There would no longer be a CAT scan done every time the patient has a headache. There
would be a history and physical examination and an appropriate accessing of imaging studies
based on need and not desire.

This transformation will require a great deal more communication between patient and provider
which would not only take place face-to-face, but by electronic or written means. There was a
time when healthcare providers looked askance at patients who wrote down their symptoms. The
medical literature called this la maladie du petit papier or "the malady of the small piece of
paper." Patients who came to the office with their symptoms written on a small piece of paper
where thought to be neurotic. No longer is that the case. Providers can read faster than a patient
can talk and a well thought out description of symptoms and history is an extremely valuable
starting point for accurately recording a patient's history. Many practices with electronic patient
records are making it possible for a patient to record their chief complaint, history of present
illness and review of systems, before they arrive for an office visit. This increases both the
efficiency and the excellence of the medical record and it part of a transformation process in
healthcare delivery.

Common Prejudice of Technology

This transformation will require patients becoming much more knowledgeable about their
condition than ever before. It will be the fulfillment of Dr. Joslin's dictum, "The person with
diabetes who knows the most will live the longest." It will require educational tools being made
available to the patient in order for them to do self-study. Patients are already undertaking this
responsibility as the most common use of the internet is the looking up of health information. It
will require a transformative change by providers who will welcome input by the patient to their
care rather seeing such input as obstructive.

This transformation will require the patient and the provider to rethink their common prejudice
that technology - tests, procedures, and studies - are superior methods of maintaining health and
avoiding illness than communication, vigilance and "watchful waiting." Both provider and
patient must be committed to evidence-based medicine which has a proven scientific basis for
medical-decision making. This transformation will require a community of patients and
providers who are committed to science. This will eliminate "provider shopping" by patients who
did not get what they want from one provider so they go to another.

In May of 2010, I wrote an article entitled, Technology and Humanity: The Critical Balance in
21st Century Healthcare. In part that article stated: “Technology must never blind us to the
human...In our quest for excellence, we must not be seduced by technology with its numbers and
tables. This is particularly the case in healthcare. In the future of medicine, the tension - not a
conflict but a dynamic balance - must be properly maintained between humanity and

technology.

“Technology can contribute to the solving of many of our disease problems but
ultimately cannot solve the ‘health problems’ we face. It is my judgment that the



major issue facing healthcare delivery today is that men and women, boys and girls
have replaced the trust they once had in their physician with a trust in technology.

“The entire focus and energy of ‘health home’ is to rediscover that trusting bond
between patient and provider. In the ‘health home,” technology becomes a tool to
be used and not an end to be pursued. The outcomes of pure technology alone are
not as satisfying as those where trust and technology are properly balanced in
healthcare delivery.

“The challenge for our new generation of healthcare providers and for those of us
who are finishing our careers is that we must be technologically competent while at
the same time being personally compassionate and engaged with our patients. This
is not easy because of the efficiency (excellence divided by time) of applied
technology. A referral or a procedure is often faster and more quantifiable than is a
conversation or counseling.

“As we move deeper into the 21st Century, we do so knowing that the
technological advances we face are astounding. Our grandchildren's generation will
experience healthcare methods and possibilities which seem like science fiction to
us today. Yet, that technology risks decreasing the value of our lives, if we do not
in the midst of technology retain our humanity. As we celebrate science, we must
not fail to embrace the minister, the ethicist, the humanist, the theologian, indeed
the ones who remind us that being the bionic man or women will not make us more
human but it seriously risks causing us to being dehumanized. And in doing so, we
may just find the right balance between technology and trust and thereby find the
solution to true healthcare.”
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