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Abstract: Health care in the United States is in crisis. The desire to provide care continually confticts with 
the need to contain costs. Historically, physicians have opposed the demand for health care reform, and 
although many physicians have responded to the current crisis with ambivalence, apathy, or frustration, they 
have the knowledge, capability, and opportunity to advocate for and to effect reform within the health care 
delivery system. Many believe that the acknowledgment of costs as a factor in treatment decisions 
compromises their role as patient advocates, but in the face of increasing government controls and the 
corporatism of medicine, the human link between physician and patient is even more valuable. The current 
crisis in health care necessitates cost control. If physicians conscientiously undertake their political, 
professional, and personal roles, they can reform the health care delivery system in the United States whOe 
compassionately advocating for their patients. (J Am Board Fam Pract 1993; 6:163-167.) 

During the past election year, health care became 
a highly charged political issue. Although this 
issue is complex, the debate often has focused on 
a central problem - that the desire to provide 
care for patients continually conflicts with the 
need to contain health care costs. Concern is 
growing about the number of persons in the US 
who lack access to adequate health care. Statistics 
on these persons are significant: 37 million are 
uninsured,1 another 20 million have difficulty se­
curing care because of financial barriers,2 and the 
proportion of poor families covered by Medicaid 
has dropped from two-thirds to one-half.l At the 
same time, the rampant inflation of health care 
costs has generated similar attention. These costs 
represented 5 percent of the gross national prod­
uct in 1940, rose to 11 percent in 1989, and are 
projected to reach 15 percent by the tum of the 
century.3 Patients plead for care as economists 
demand cuts. 

Recently many potential solutions to this di­
lemma have been promulgated, most of which fall 
into four categories: (1) universal, government­
sponsored insurance; (2) a system of tax credits 
and savings incentives for individuals to purchase 
their own insurance; (3) a compulsory employer­
provided health insurance, with government in-
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suring the unemployed; and (4) a system that re­
quires employers to provide health insurance to 
employees or pay a tax, with government insuring 
the unemployed.4 Although the political and ethi­
cal philosophies underlying these proposals vary, 
they all are alike in that legislation would be re­
quired to implement them. In the past Congress 
has been hesitant to legislate changes within the 
health care industry, and certainly the current 
political climate already has shown that legislative 
proposals concerning health care evoke fierce p0-

litical debate. This reliance on Congress to solve 
the current health care crisis ignores the nascent 
potential of physicians to enact reforms. 

Physicians as a group do not agree on many 
political and professional objectives. Consider the 
response of physicians to the newly adopted re­
source-based relative value scale (RBRVS). The 
cognitive and primary care specialties lobbied ac­
tively for the enactment of the RBRVS, whereas the 
surgical specialties criticized the RBRVS as "flawed."5 
Physicians can on an individual level, however, 
promote reforms within the health care industry 
that will help to control costs without compromis­
ing care. As ethicist Edmund Pellegrm06 writes, 

No matter what happens in politics, legislation, or 
social transformation, we nrust never forget that we are 
"the final cormnon pathway" for everything that happens 
to the patient. No policy or regulation can be applied to 
our patient without going through us. We are the pa­
tient's final safeguard. 
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Physicians have the potential to assume greater 
responsibility in shaping the health care delivery 
system in the United States. 

On a personal level most physicians have re­
sponded to the health care crisis with apathy, am-' 
bivalence, and frustration. A physician's enemies 
used to be pestilence, disease, and death. Images 
of Ehrlich with his "magic bullet"7 or Arrowsmith 
waging war against the epidemics inspired many 
would-be physicians. Today physicians parry new 
enemies - hospital administrators, utilization re­
view committees, insurance companies, and gov­
ernment bureaucracy - paper tigers with real teeth. 
In a survey of North Carolina physicians, 79 per­
cent of the respondents thought that physician 
control over patient treatment had declined in the 
past 5 years.9 Pellegrino summarizes well the atti­
tudes of physicians: "All are afflicted with moral 
lassitude, with the conviction that we are victims 
of a conspiracy of ambulance-chasing lawyers, op­
portunistic politicians, callous economists, bot­
tom-line administrators and disaffected patients."6 
Instead of challenging the system, many physi­
cians have acquiesced and often feel compelled to 
resort to bureaucratic subterfuge to provide needed 
care to patients while obtaining reimbursement 
from insurance companies. 

Physicians have the knowledge, capability, and 
opportunity to advocate for and to effect reform 
within the health care delivery system. Until the 
rapid proliferation of cost-containment controls 
during the last decade, physicians were the most 
powerful determinants in the health care delivery 
system. lO Even now physicians exert tremendous 
influence on the amount and type of health care 
services that are purchased. Although only 20 per­
cent of health care costs are paid to physicians, an 
estimated 70 percent of those costs are deter­
mined by physicians. ll 

There are several goals that physicians can ac­
complish to help control health care costs without 
limiting patients' access to care: develop uniform 
treatment policies, clinically substantiate treat­
ment efficacy, support primary care, learn cost­
containment strategies, participate in health care 
management, practice "defensively" by improving 
physician-patient communication, and, most im­
portantly, make cost-conscious decisions in clini­
cal practice. 

First, physicians need to develop more uniform 
treatment policies. In one study more than 75 
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million claims for Medicare services were ana­
lyzed. Of 123 procedures studied, 67 had at least 
a threefold utilization difference between the sites 
with the highest and the lowest rates of use. Indi­
vidual geographic locations did not consistently 
exhibit the highest or lowest rates for all the pro­
cedures studied. l2 Because of the statistically large 
number of patients enrolled and procedures per­
formed, it is impossible that these variations were 
secondary to patients' conditions. Society likes to 
regard medicine as a science, but in actuality much 
of patient care is determined by professional tradi­
tion and personal experience. Physicians tend to 
prescribe in the shadow of their latest complica­
tion. Physicians need to evaluate treatments and 
procedures critically and delineate more specific 
cost-to-marginal-benefit ratios. How many of the 
commonplace treatment policies, such as admis­
sion chest radiographs and presurgical laboratory 
tests, could be eliminated if the cost-to-marginal­
benefit ratio were clearly defined? 13 One study 
showed that 47 percent of laboratory tests could 
be cut without any measurable decrease in the 
quality of care. l4 Correcting for the variation, 
waste, and indiscrimination in everyday clinical 
practice policies represents important potential 
savings that are immediately available, under the 
exclusive control of physicians, and require no 
legislation. 

The development of uniform treatment policies 
with explicit cost-benefit ratios necessitates the 
second goal - physicians need to research and 
clinically substantiate the efficacy of treatment 
policies. Caplanl5 noted that the Institute of 
Medicine of the National Academy of Sciences 
and the Congressional Office of Technology As­
sessment have both issued reports stating that 
less than 10 percent of medical interventions 
have been subjected to any form of clinical trial. 
The amount of money allocated by the federal 
government and third-party insurance companies 
toward research represents only 1 percent of 
their total expenditures. l6 Unfortunately, current 
short-sighted attempts at cost control tend to sac­
rifice research budgets first, which ultimately pre­
vents the development of rational cost-conscious 
policies. Research, traditionally performed in ter­
tiary care centers with an abnormally sick popula­
tion, must shift to the primary care setting. Net­
works of primary care physicians need to be 
established to pool data from several sites and 
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distill collective experience into statistically valid 
conclusions. Medical education should include 
training in research design, statistics, and analysis 
so physicians are equipped to challenge traditional 
protocols critically and objectively. 

Third, physicians need to support primary care. 
In the United States only 8 percent of physicians 
are family physicians, whereas in England 60 per­
cent of all physicians are general practitioners. 17 

Currently an increasing amount of general care is 
provided by nonprimary care specialists. IS Pri­
mary care physicians can care for patients more 
cost effectively. Consider the example of a 50-
year-old woman with hypertension who sees a 
cardiologist for the management of her hyperten­
sion and a gynecologist for her yearly female ex­
amination. A primary care physician could man­
age both aspects of her medical care. Because of 
the physician's comprehensive knowledge of the 
patient, duplication of tests and procedures would 
be avoided. 

Udall, II summarizing the findings of four inde­
pendent studies comparing family physicians with 
internists, noted that overall family physicians had 
lower hospital utilization rates and fewer referrals 
to consultants. More recent data also have sup­
ported the conclusion that family physicians have 
a lower utilization rate of medical resources. 19 

The holistic nature of family practice, with its 
emphasis on comprehensiveness and continuity, is 
essentially more cost effective. 

Barriers such as lower salaries, decreased pres­
tige, and curtailed hospital privileges would have 
to be eliminated to attract more medical students 
and residents into family practice. Historical an­
tagonism between primary care physicians and 
specialists needs to be eliminated. The medical 
education process almost exclusively emphasizes 
technical competence and factual knowledge. 
There must be an opportunity for young physi­
cians to explore the culture of the medical profes­
sion and to become animated by the political, 
social, and moral potential of the healing art, so 
that specialists and generalists can share a com­
mon dialogue. 

Fourth, physicians need to learn cost-contain­
ment policies. Greene, et a1. 20 showed that 92 
percent of physicians surveyed had no formal 
training in cost-containment strategies. Nearly 
one-half of the respondents agreed that such train­
ing would be valuable and should be required 

for all physicians, particularly for medical stu­
dents and residents. McPhee, et a1. 21 also found 
enthusiastic acceptance of a cost-containment cur­
riculum in postgraduate medical education. Sev­
eral studies have shown that patterns of medical 
decision making can be altered successfully to 
consider costs.14 Cost-benefit ratios cannot be 
considered in medical decision making unless the 
costs and less expensive treatment options are 
thoroughly known. 

Fifth, physicians need to participate in health 
care management. Token representation is not 
sufficient. The subterfuge that physicians often 
adopt when dealing with administration, utiliza­
tion review committees, and insurance carriers 
must be eliminated. Autonomy has always been 
highly valued by many physicians. But while 
autonomy in clinical practice must be defended, 
professional autonomy must be replaced by co­
operation and participation. Physicians often per­
ceive themselves as too busy to become involved 
in policy-formulating coalitions, but the current 
crisis in health care necessitates such leadership. 

Sixth, physicians need to address their concerns 
about malpractice litigation more effectively. This 
threat exacerbates both sides of the health care 
conflict: it inflates costs and decreases access to 
care. Reynolds, et al.22 estimated that from 1983 
to 1984 the average malpractice insurance pre­
mium rose by nearly 20 percent, or $1300. In 
addition to the actual premiums, physicians sur­
veyed by the American Medical Association re­
ported making practice changes totaling $4600 
per physician per year to counter the threat of 
litigation. Other studies have shown that physi­
cians are eliminating specific services or refusing 
to treat patients perceived as high risks for litiga­
tion.23 Some relief for this situation needs to come 
from the courts - limits on awards for pain and 
suffering, decreased statutes oflimitations, pen­
alties for nuisance suits, and caps on legal fees­
but physicians themselves could do more to rectify 
the situation. Physicians often are compelled to 
obtain technological confirmation of the lack of 
disease as the primary defense against the threat 
of suit. Nevertheless, perhaps as much as one­
third of all claims are generated by poor physi­
cian-patient communication or failure to provide 
and document informed consent.24 

Most importantly, physicians need to advocate 
compassionately for patients while considering 
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objectively the cost-to-marginal-benefit ratio. 
Perhaps because technology has outstripped con­
fidence, modern medicine is characterized by the 
tendency to substitute tests and procedures for 
medical judgment and clinical acumen. The state 
of the art has become the standard of care. Physi­
cians must reevaluate their own motivations and 
determine whether ordering tests and procedures 
is treating themselves or their patients. Gabbard25 

describes the "triad of compulsiveness - doubt, 
guilt feelings, and an exaggerated sense of respon­
sibility" that characterizes the physician's psycho­
logical makeup. Eighty percent of all physicians 
satisfy three of the five criteria in the Diagnostic 
and Statistical Manual of Mental Disorders (third 
edition)26 for "compulsive personality."25 This 
compulsiveness, while it creates competent physi­
cians, escalates costs. Much of medicine, particu­
larly intensive care with critically ill patients, is 
permeated with the "it might help and probably 
won't hurt" mentality. The goal is not to do every­
thing technologically possible for a patient, but to 
prescribe treatments and pursue diagnostic work­
ups that have reasonable probabilities of benefit­
ing the patient. The existence of a technology does 
not justify its use. High-quality care does not 
have to be expensive. The benefits of fewer tests 
and procedures extend beyond decreased costs 
and include less patient discomfort, anxiety, 
and complications. Referrals to subspecialists are 
often made to dilute the anxiety and self-doubt 
of caring for a deteriorating patient. The psy­
chological need to consider every diagnostic 
possibility, no matter how remote, becomes justi­
fication for consultation. Physicians must have 
confidence in their judgment and courage in 
their care. 

Many have objected to the involvement of phy­
sicians in cost containment, arguing that financial 
limitations will define the standard of care,27 But 
in reality, a patient's ability to pay has always been 
a powerful, though covert, factor in medical deci­
sion making. A recent study of nearly 38,000 pa­
tients reported that privately insured patients had 
an 80 percent greater chance of receiving angi­
ography than uninsured patients, a 40 percent 
greater chance of receiving bypass grafting, and 
a 28 percent greater chance of receiving angi­
oplasty.28 Another study analyzing five high­
physician-discretion diagnoses found that the un­
insured patients' lengths of stay are significantly 
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shorter than those of privately insured patients. 
In the same study, patients without insurance 
were shown to be 29 percent less likely to have 
coronary artery bypass graft surgery, 75 percent 
less likely to have total knee replacement surgery, 
and 45 percent less likely to have total hip replace­
ment surgery.29 The decision to perform knee sur­
gery or angiography or discharge a patient is ulti­
mately made by a physician, not an insurance 
company, peer-review committee, or legislator. Of 
course, the threat of being denied admission privi­
leges if a physician is perceived as continually 
overutilizing hospital resources is very real. But if 
all physicians would use the same cost-conscious 
discretion for all patients, regardless of payment 
status, health care inflation might be curbed. Phy­
sicians might even regain some autonomy in their 
practice, because imposed rationing of certain 
services (as happened in Oregon) would be unnec­
essary.30 It must be clear, however, that cost can 
never be the sole limiting factor in treatment deci­
sions. If a costly procedure would clearly benefit a 
patient - for example, a heart transplant for a pa­
tient with terminal congestive heart failure -
then undeniably treatment should not be withheld 
in the rationalization that the money would 
be better spent elsewhere. Every case must be 
individually examined, with costs considered 
as one of the multiple factors in arriving at a de­
cision. This reason is precisely why physicians, 
not insurance companies, need to make cost­
conscious decisions. 

Individuals are healed by physicians, not by 
governments, agencies, or insurance companies. 
In the context of increasing government controls 
and corporatism of medicine, the human link be­
tween physician and patient is even more valuable. 
As one patient writes, "My pain, my weakness, my 
illness - unlike my thoughts on these matters -
are absolutely unsharable. Even the socialization 
of medicine could not socialize the radically pri­
vate property of the body."31 When the physician 
bends to listen to the patient's heart, the soft lub­
dub is an affirmation of the covenant between 
these two human beings. It must not be obscured 
by the noisy wheels of bureaucratic medicine, but 
the current crisis in health care necessitates that 
physicians are also attentive to their role in cost 
containment. If physicians conscientiously strive 
to accomplish these goals in daily practice, they 
can curb health care inflation without jeopard-
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izing patient care or compromising their roles as 
patient advocates. 
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