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INTRODUCTION:

AMERICANS MAY FAVOR THE
GOLDEN RULE, BUT THEY DO MUCH
TO ENCOURAGE GREED

Why devote a book to problems in health care? . .. We have
a remarkable tolerance for greed. . . . Can President Bush and the
Republican Congress solve America’s health care problems? . . .
Should we trust our leaders so much?. . . God'is a concept by which
we measure our pain (John Lennon) . . . Corporations may lose
their edge when they loot . .. Why elections don’t vesolve health care
issues. .. Wages and taxes are set by and for corporations . . . Might
similar looting double health-care costs? . . . Palliation is ongoing
while a cure liberates the patient . . . Things rarely turn out as
expected . . . Health insurance is not a simple matter . . . Big
Pharma favors prescriptions and health insurance . . . Are excessive
paymenis to the Medical-Industrial Complex, or Socialized
Medicine, our only options? . . . 1o devise a better future, heed
lessons from the past . ... The early years

* * *

hen the widely anticipated benefits of penicillin and

polio vaccines were finally realized, most observers
assumed that further publicly funded investigations would soon deliver
inexpensive cures for a host of other common disorders. In fact, pundits
predicted better health care at lower costs for the foreseeable future.
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Readers who track quarterly profits of the major multinational
pharmaceutical corporations known as Big Pharma—or those who
cannot afford health insurance and are offended by multimillion dollar
compensation packages for health-care-related Corporate CEO’s—
will be surprised to learn that no one sought or achieved great wealth
through the development or sales of penicillin or of polio vaccines.
Nor were either of these life-saving products very expensive.

For scientists on ordinary government and academic salaries
did the research and development, and oversaw initial production,
while major drug manufacturers remained aloof and uninvolved.
Moreover, penicillin—and then polio vaccines—were welcomed
worldwide without any need for costly advertising. Naturally, those
responsible gained international esteem.

Winston Churchill was among the first to receive penicillin
when he came down with life-threatening pneumonia in 1943 on
his return from Algiers. Adolph Hitler, too, was treated with
penicillin produced by the Allies (perhaps acquired via diplomatic
pouch from Spain), after a July 1944 assassination attempt by
time bomb left him with severely infected wounds.

Thus penicillin saved uncounted millions of lives, probably
including Churchill’s. But by keeping Hitler alive until late April
1945—when he shot himself as Russian soldiers neared German
Headquarters in Berlin—penicillin also facilitated ongoing misery
and death for additional millions (New Scientist, 16 Sept, 2003,
p8).

In any case, unprecedented progress in medical science and
technology over the last fifty years did enable most Americans to
live longer, healthier lives. And rising personal incomes, along with
a growing public demand for clean air, wholesome unadulterated
food and better housing, enhanced that beneficial trend.

For example, less crowded housing, better nutrition,
pasteurization of milk, and mundane advances in personal and
public hygiene—including “No expectorating!” signs in subways—
helped to reduce the spread of tuberculosis. Similarly, food
inspections, and sewage treatment or diversion from public water
supplies and swimming beaches, conquered cholera, while new
vaccines undercut many epidemic diseases of childhood.



BeTTER HEALTH CARE AT HALE THE COST 11

SO WHY DEVOTE A BOOK TO PROBLEMS
IN HEALTH CARE?

Unfortunately, these significant and easily afforded improvements
in public health and life expectancy did not deter a relentless new
escalation of health care costs. Hence at present, an uninsured
worker with a serious illness or injury who requires hospitalization
for a week or two, may be wheeled out with dozens of “Get well!”
cards in one hand and medical and hospital bills exceeding
$200,000 in the other.

Those huge bills expose a particularly mean aspect of being
uninsured (and nearly a third of all Americans under 65 years old
were uninsured for all or part of 2001 and 2002); namely, that
uninsured patients are likely to be charged three to ten times more
for hospital services than the discounted prices that large health
maintenance organizations (HMOs) negotiate for those same services.

And according to The Wall Street Journal, while doctors are
limited to collecting negotiated fees from the government and other
large insurers, they remain “free to charge the uninsured two or
three times more for the same services.” One can only hope that
this freedom is rarely exercised, as uninsured medical debts already
force many sick citizens—some while still hospitalized—into the
clutches of collection agencies, or leave them paying loan shark
credit-card interest rates until bankrupt or homeless.

An August, 2003 Associated Press report on the twelve months
ending June 30, said personal bankruptcy filings reached a new all-
time high of 1,613,097—up 10% from the previous year. Meanwhile
business bankruptcies were down 5% to 37,182—according to the
American Bankruptcy Institute of Alexandria, Virginia.

WE HAVE A REMARKABLE TOLERANCE
FOR GREED

Recently, a tiny nonprofit group—the Council of United
Latinos in East Los Angeles—publicly chastised Tenet Healthcare
Corp (the second largest US hospital chain) and Nashville-based
HCA Inc. (the nation’s largest hospital chain) for “gouging”
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uninsured patients. In response, Tenet said it would start giving
uninsured patients similar discounts to those demanded by
managed-care companies.

Tenet also promised to stop placing liens on or seizing people’s
homes for non-payment of hospital bills. Then in August of 2003,
Tenet agreed to refund $54 million it received from Medicare for
unnecessary diagnostic procedures and heart operations performed
on hundreds of healthy patients at a Tenet hospital in Redding,
California. Attorneys for two Redding heart specialists pointed
out that while others might disagree with their clinical decisions,
they did nothing illegal.

In contrast, HCA—founded by the father of Senate Republican
Majority Leader Bill Frist, controlled by the Frist family, and run by
the Senator’s brother Thomas—merely offered a sliding scale of
discounts based upon income. That offer was denounced as
“meaningless fluff” by K.B. Forbes of United Latinos, who stated that
HCA was still gouging uninsured patients in order to raise the $1.7
Billion it had agreed to pay to settle Medicare-Fraud allegations.

CAN PRESIDENT BUSH AND THE
REPUBLICAN CONGRESS SOLVE
AMERICA’S HEALTH CARE PROBLEMS?

Well, Senaror Bill Frist, M.D. took a lead role in President Bushs
effort to overbaul Medicare. Yer Dr. Frists own family (and his huge personal
blind trust) pulled off the largest Medicare fraud ever detected. So nor
surprisingly, the Medicare bill finally signed with great fanfare by President
Bush, was a classic bait-and-switch operation cleverly crafted to entice
seniors out of Medicare permanently by offering confusingly complex
drug benefits through temporarily subsidized HMOs.

To reward Big Pharma corporations for their political
contributions—and minimize Medicares options during his drive ro
privatize elder health care—Bush prohibited Medicare from
negotiating drug discounts such as those routinely demanded by
all other health-care organizations including Frist’s HCA.
Comparable gifts went to insurance companies and other members
of the medical-industrial complex.
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Bush’s Medicare bill even subsidized employers ‘2o help them
maintain prescription drug coverage for their retirees.” Yet (as pointed
out by the Wall Street Journal) iz still allowed employers to severely
reduce their coverage for retirees without losing that 386 Billion
subsidy. Of course, had Bush been serious about helping retirees
cover drug costs, he would have subsidized their costs directly.

Comparably conflicted Republicans have taken charge of our
nation’s other henhouses. So our environmental and air pollution
regulations—as well as our wilderness and national parks rules—have
been rigged to favor extractive industries (e.g., Bush’s “Healthy Forests”
plan) and other polluters (Bush’s “Clear Skies” initiative), thereby
degrading the health, welfare and environment previously enjoyed
by ordinary Americans.

And rather than defend our Constitutionally guaranteed
individual rights, as he was sworn to do, Attorney General Ashcroft
promoted unprecedented governmental intrusions through Patriot
Acts I and II. Yet in deference to the NRA, Ashcroft wouldn allow
the FBI to end terrorist purchases of firearms in America (see The
Week, Dec. 19, 2003 p14).

But Ashcroft has been relentless in pursuing his own religious
goals. For example, in early 2004, “Ayatollah” Ashcroft and bis religious
police (doing business as the U.S. Department of Justice)—issued
subpoenas to at least six hospitals for the medical records of patients
who have undergone abortions. The department claimed it needed
those records to enforce the federal Partial Birth Abortion Ban Act.

When some hospitals resisted on grounds of patient privacy,
the Justice Department wrote “no federal common law” protects the
confidentiality of the patient-doctor relationship, and that patients “‘no
longer possess a reasonable expectation that their histories will remain
completely confidential” (see Lancet, Feb 21, 2004 p626).

SHOULD WE TRUST OUR LEADERS
SO MUCH?:?

In a L A Times article (see Anchorage Daily News, Jan. 16,
2004) ticled Bush Dynasty’s Mideast Links Warp U.S. Policies, Kevin
Phillips details “how four generations of the current President’s
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Sfamily have embroiled the United States in the Middle East through

CIA connections, arms shipments, rogue banks, inherited war policies
and personal financial links” including arms-sale scandals known as
Iran-contra and Iraqgate—the latter being when our government
provided Saddam Hussein nuclear know-how, bacterial warfare
cultures and conventional weapons for use against Iran.

Phillips points out how former-President George H. W. Bush
(Bush-1) and all of his sons prospered through long-term fiscal
relationships with Kuwaitis, Bahrainis, Saudis (including the bin
Laden family and Saudi Royalty), Iranians and Iragis. And how,
after all of his oil ventures failed (see Audir This, New Republic,
July 22, 2002, p46), George W. Bush (Bush-II) still made a fine
profit by selling his moribund oil business to Harken Energy (which
had close relations with Abu-Dhabi-based BCCI—nicknamed
“Bank of Crooks and Criminals, International”).

So what did Bush-I do as Americas CIA Director, Vice-President
and then President, to earn that remarkable foreign bailout for Bush-
I1? Indeed, how could Bush-I and Bush-II possibly repay all the
foreign fiscal favors that rained down upon the entire Bush family?
Or did 9/11 victims and the US military eventually pay in blood
for the Bush family’s foreign financial machinations?

Phillips closes pointedly, “the Bush dynasty’s many decades
of entanglement and money hunting in the Middle East have
created a major conflict of interest that deserves to be part of the
2004 political debate. No previous presidency has had anything
remotely similar. Not one.” (see also Phillips’” American Dynasty:
Aristocracy, Fortune, and the Politics of Deceit in the House of Bush).

Like other long-time Bush family friends, Dick Cheney
benefited handsomely—even when performing his sworn duties
for the United States. In fact, while our Vice President, Cheney
received a $40 million payment for “previously performed services”
as CEO of Halliburton—with more money reportedly on the
way—ijust before Cheney awarded multi-billion dollar non-
competitive contracts to Halliburton for work in Iraq.

In early 2004, a persistent French investigation finally forced
Ashcroft’s Justice Dept. and the SEC to open an official inquiry
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into Cheney’s possible violation of the Foreign Corrupt Practices
Act. For while Cheney was Halliburton’s CEO, its Kellogg, Brown
and Root subsidiary allegedly paid Nigerian officials $180 million
for the right to participate in a lucrative $4 billion Nigerian natural
gas project.

Saudi Arabian kings and princes take many wives and beget
lots of sons. In recent years, thousands of greedy Saudi princes
have impoverished Saudi businesses and decimated the Saudi
Arabian middle class through extortion and other corrupt practices.

A few of these princes directly or indirectly helped to finance
the September 11% attack on the World Trade Center, in which 15
of the 19 terrorists were Saudis. On the other hand, Saudis also
gave generously to Bush-I's Presidential Library—and they granted
lucrative contracts to Halliburton while Cheney ran that company.

Interestingly, the main legal firm defending Saudis against
families of September 11 victims is Baker Botts—run by James
Baker who was Bush-Is Secretary of State and also “the tactician behind
Bush-II's extra-legal victory in Florida” that made Bush-1I President
(see Audit This—New Republic, July 22, 2002, p46, and Bush’s
Saudi Connections—The American Prospect, Oct. 2003 pp 15-
17).

Right after 9/11, President Bush-II allowed the entire bin
Laden clan to flee the US before they could be interrogated by the
FBI. Then in late 2003, with sudden pre-election urgency, our
government made large payments to the 98% of 9/11 victims families
who agreed not to sue the US airlines or others involved.

When Congress agreed to his long-planned go-it-alone
imperialistic takeover of Iraq, Bush-II mentioned a personal motive
for invading Iraq—that Saddam had threatened his father (Bush-I).
He also revealed a religious motive—calling America’s military
involvement in the Mid-East @ Crusade (defined as a Christian,
religiously motivated war or campaign—especially one to retake the
Holy Land from Muslims).

But Bush-II never publicly admitted that he was invading Iraq
because its huge oil reserves seemed up for grabs. However, he did
propose (contrary to all intelligence—see Jan/Feb 2004 Atlantic
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Magazine) to finance his war in Iraq by selling Iraqi oil. And he
predicted that Iragi oil sales would repay American Corporations
for rebuilding Iraq.

Interestingly, it now appears that Cheneys Energy lask Force
reviewed “operational policies toward rogue states” as well as ‘actions
regarding the capture of new and existing oil and gas fields” in February
of 2001, well before the 9/11/01 terrorist attacks. Not surprisingly,
Cheney has refused to release any information on these private
task force meetings—since they were supposed to be about domestic
energy policy.

“But if this little group was discussing geostrategic plans for oil,
it puts the issue of (the Iraq) war in the context of the captains of
the oil industry sitting down with Cheney and laying grand global
plans.” In any case, Bush-1I's Iragi venture placed much of our active
Army in harm’s way as an occupying force.

That war also damaged our international credibility and proved
very costly. As a result, not long after Bush-II declared the European
Union and United Nations #rrelevant (for not supporting his war),
he had to ask the EU and UN for help in coping with the war’s
aftermath. But so far, there has been no public discussion of when—or
under what conditions—Iraqis might get their oil fields back from
Halliburton et al.

It turns out that Halliburton’s initial small contract “to put
out Iraqi oil well fires” (though no intelligence agency anticipated
many fires) included a classified provision o restore ‘the entire oil
infrastructure in Iraq.” And the Coalition Provisional Authority
under L. Paul Bremer has requested additional US funds to build
a new Iraqi oil refinery and drill new wells.

As US Congressman Henry Waxman points out, Halliburton
is now getting money to dramatically improve Iraqi oil facilities.
Who is going to own these upgrades after the US Government has
[finished paying to build them? “Who knows? . . . Nobody is saying.”
(New Yorker, Feb. 16/23 2004 pp80-91).

In the first three years of his quest to reduce taxes on Big
Corporations and wealthy Republicans, Bush-II has converted an
estimated fen-year budget surplus of $5.6 trillion into an estimated



BeTTER HEALTH CARE AT HALE THE COST 17

ten-year budget deficit of $2 trillion to $6.7 trillion. During the
same period, the U.S. government’s annual expenditures rose to $400
billion over earnings. Congressional Budget Office figures suggest
2004’s budger deficir will exceed $520 billion.

America’s trade deficit (the dollar value of what we sell to other
lands minus what we buy from them) now exceeds 5% of our
gross domestic product. We already owe the rest of the world $4
trillion, which is “something totally unprecedented.” Such an
imbalance cannot long continue. Indeed, in early 2004, the IMF
warned that US budget and trade deficits threatened the entire
global economy.

For as world financial markets lose confidence in the dollar,
they quit financing our trade and budget deficits. This happened
to Argentina, Brazil and Indonesia, and their economies crashed.
When the US dollar goes into free fall, our interest rates must
zoom to attract loan money, and the US economy will collapse
too.

By early 2004, most foreign investors stopped lending money
to the USA. But to keep their own economies growing, China and
Japan lent America still more dollars so we could pay for their
goods. After all, the USA is the world’s biggest market, so when we
crash, they crash. Think of it as global extortion, or an international
game of “chicken” (see New Yorker, Dec. 15, 2003 pp41-2, also
Business Week, Dec. 29, 2003 p32 and Jan. 19, 2004 p20).

Bush-II’s budgetary and trade deficits—and his szrong support
Jfor outsourcing American jobs overseas to enhance corporate profits—
have already undermined our military capabilities and weakened
the US economy. Under Bush-II's Presidency, several million jobs
have disappeared—many overseas. And most of our states face major
cuts in social services and education (see The Bush tax cuts are sapping
America’s strength, Business Week, Aug. 11, 2003, p22).

A commentary in Business Week claimed that Bush-1I
intentionally ‘exposed the nation to a long-term fiscal crisis . . . (in
order to force) a big reduction in Government spending on social
programs” (see Bushs Borrowing is Sapping Our Strength, Business
Week, Jan. 19, 2004 p24). But why would any patriot want to
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harm the American people and the world economy in this fashion?
Consider the following analysis:

“The reigning ideologues in Washington—not only in the
White House but also in the Republican congressional leadership,
in the faction that dominates the Supreme Court, and in the
conservative press and think tanks—believe in free markets,
individual initiative, and private schools and private charity as
substitutes for public provision ... They do not . . . believe that
society, through the mechanisms of democratic government, has a moral
obligation to provide care for the sick, food for the hungry, shelter for
the homeless, and education for all . . . They believe . . . that taxes are
a species of theft.(New Yorker, June 9, 2003 pp 39-40).

This philosophy became dominant during the same recent
decades that upward income mobility (which made America “the
land of opportunity”) also declined markedly. Indeed, Federal
Reserve studies indicate that in 2001, the richest 1% of families
held 34% of America’s net worth, and the top 10% of families
held over 70% of all assets, while the poorer 50% of all families
owned less than 3% of Americas wealth.

That recent “sharp growth in income and wealth
inequality . . . is likely to worsen, particularly if the estate tax is
eliminated . . . (and) may yet become a contentious political
issue”—meaning it could lead to social unrest or even class warfare

(Business Week, June 30, 2003 p28).

“GOD IS A CONCEPT BY WHICH WE MEASURE
OUR PAIN”
John Lennon

Political conservatism has been the subject of many psychological
studies. One overview of studies from around the world, titled
Political Conservatism as Motivated Social Cognition by Jost, Glaser,
Kruglanski and Sulloway, appeared in Psychological Bulletin (vol.
129 No. 3, 2003 pp339-375). Their conclusions, in part, are as
follows:

“Variables significantly associated with conservatism . . . include
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fear and aggression . . . dogmatism and intolerance of ambiguity . . .
uncertainty avoidance . . . need for cognitive closure . . . personal need
for structure, terror management . . . group based dominance. . .and
system justification . . . these psychological factors are capable of
contributing to the adoption of conservative ideological contents.”

“The avoidance of uncertainty (and striving for certainty) may
be particularly tied to one core dimension of conservative thought,
resistance to change . . . Similarly, concerns with fear and threat may
be linked to the second core dimension of conservatism, endorsement
of inequality.” And again we ask, why would sensible persons who
are already comfortably well-to-do, risk socially destructive outcomes
to save a few tax dollars?

Well, why not? After all, religions are widespread. And religions
generally prosper by valuing their own theories above the survival
of others. During the past century, Marxism and fascism joined
that terrible trend. But surely, the greediest rich person cannot
crave the measly 3% of national wealth remaining in the worn
pockets of the poorest half of American families?

Well, David Kay Johnston’s book, Perfectly Legal—the covert
campaign to rig our tax system to benefit the super rich—and cheat
everyone else (reviewed in Business Week, Jan. 19, 2004 p 20),
points out how American corporations routinely save billions by
fleeing the US for the Caribbean. And how the alternative minimum
tax is set up to wipe out Bush tax cuts for tens of millions in the middle
class who—along with the poor—increasingly pay our costs of
government.

Strongly held religious views notoriously equate with illiberal
certainty. Might such views also underlie various risky and aggressive
actions taken with great certainty by Ronald Reagan (who believed
End Times were near), Bush-II (who is born-again), Ashcroft (who
conducts intense daily prayer groups in the halls of Justice) and
many others who occupy high executive, legislative and judicial
offices?

Christian fundamentalists pray fervently that Jesus will soon
return. The millennia that ended at 1000 CE and 2000 CE—
rather than being accepted as ordinary odometer events—were
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celebrated with great religious expectations. Indeed, 2000/2001
generated a wave of religiosity that has yet to abate.

Many religious folk view wealth as a sign of God’s favor. Might
this view encourage an attitude of “the more the better” even beyond
ordinary avarice? And if the uncontrolled avarice of a few caused
many others to become poor, might that improve the rich man’s
odds of recognition and Rapture?

More importantly, if “Extremism in the service of the Lord is
no sin!”—+how could an American Fundamentalist Christian President
(by definition, a true believer eagerly awaiting Armageddon) resist the
temptation to build enough nuclear weapons to incinerate the world
(without caring about the security or disposal of existing foreign
nuclear weapons). Or how could he resist waging holy war on
those who worship idols—or resist stirring up famine and social
unrest—in hopes of thereby persuading Jesus to come back sooner?

And finally, are our Fundamentalist leaders even now trying to
convert America into the most powerful militant theocracy the world
has ever known? Was that why the religious-right judges of our
Supreme Court rushed to appoint Bush-II President, despite
admitting they had no legal precedent or Constitutional
justification for that precipitous decision?

Bush-II insists upon appointing openly religious judges who
strongly oppose the Constitutional separation of Church and State.
Is this simply a ploy to rally evangelical Republicans? Or might
Bush-II really intend to convert the United States into a theocracy?

It seems appropriate to recall the years when John F. Kennedy
sought the US Presidency. In those less “politically correct” times,
there was openly expressed nationwide concern that Kennedy—if
he became our first Catholic President—might do the Pope’s
bidding rather than pursue our nation’s best interests.

As it turned out, Kennedy only became our 35" President
after vowing to promote his country’s best interests even if that
meant ignoring or disagreeing with the Pope. In contrast, Bush
and his highly religious supporters apparently see no difference
between their own fiscal or religious goals and the nation’s best
interests.
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10 boost corporate incomes and free more soldiers for fighting Bush’s
wars, the US military supply system is being privatized. But after the
Iraq war, “some contractors refused assignments to dangerous parts
of the country. That left American troops sitting in the mud, and
without hot food . . . (And when) two South Korean subcontractors
who had been repairing the Iraqi power grid were killed . . . sixty
of their colleagues just up and quit” (see Army, Inc, New Yorker,
Jan. 12, 2004 p27).

Obviously, when private contractors refuse to enter especially
dangerous areas, this deprives and endangers our troops (some US
soldiers in Iraq allegedly died of hyperthermia and thirst while on
an inadequate water ration from a private contractor). Furthermore,
it is irrational to anticipate savings through outsourcing under cost-plus
contracts—since the higher those costs, the greater a contractor’s
profit. But “The ultimate fear . . . is that contractors under extreme
duress will flee en masse, exposing U.S. soldiers to catastrophic risk”
(Business Week, Sepr 15, 2003 p78).

According to The Week (Sept. 26, 2003 p18), by late 2003,
an estimated 10,000-20,000 (or possibly many more) contract
employees were working—and sometimes fighting and dying—in
Iraq, though their occasional anonymous deaths, like those of Iraqi
civilians, were rarely noted officially. As of Feb. 2004, Halliburton
alone had 7,000 employees on the ground in Iraq.

And by offering annual salaries of $80,000-$100,000 “in a
US economy that isnt producing many new jobs,” Halliburton was
easily recruiting 500 unemployed or underemployed blue collar
workers per week to Houston for interviews. Those who passed the
physical and background checks were issued military IDs and
dispatched directly “without a trip home for a final goodbye” (see
Anchorage Daily News, Feb 6, 2004 ppD1 and D4).

In addition to enriching Halliburton, Bechtel, Fluor and other
huge corporations through cost-plus contracts (since contract workers
earn four to five times more than the combat salary of a fully trained
soldier), civilian workers are not our governments responsibility. Thus
privatization minimizes official US casualties.

More importantly, privatization “makes it too easy to go to
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war ... When you can hire people to go to war, there is none of
the grumbling and political friction.” Especially when the scut
work now being contracted out to firms like Halliburton would
usually be “performed by reserve soldiers, who often complain the
loudest.” (New Yorker, Feb 16, 2004 p87).

Cost-plus contractors in Iraq generally provide their own
security, so they often bid against each other for experienced former
commandos—often paying $1,000 and up to $2,000/day. Local
Iraqi workers generally get $200/month—though some firms charge
their cost-plus accounts “ten times that” for each worker (see
Washington Post National Weekly Edition, March 1-7, 2004 p18).

During the recent invasion of Iraq, our soldiers were often ill-
equipped. Many bought their own Kevlar vests and other equipment
including mosquito netting, gloves and undershirts. Their Vietnam
era M16 rifles were notoriously unreliable and easily jammed. And
instead of requiring manufacturers to install aircraft survivability
packages in all combat helicopters, a Pentagon spokesperson said
it was up to unit commanders to install anti-missile equipment (if
they could find any).

Military hospitals in Iraq were chronically under-equipped—
lacking essential supplies that staff could only purchase using
personal credit cards. After flying to Iraq to serve a beautiful photo-
op turkey to our troops (which they never got), Bush-II tried to
reduce soldier death payments below $6,000 (but Congress raised
them to $12,000).

Bush also threatened to veto a bill if it included important
veteran’s health benefits for service-related disabilities. And he
refused to let terribly mistreated POWs from the 1991 Iraqi war
collect settlement money they won at trial because the U.S. now
controls all Iraqi funds (see Hightower Lowdown, Feb. 2004 and
wwuw. hightowerlowdown.com)

Our business, banking, communications, energy, food and
drug, and stock market regulations are undergoing revision by
similarly sticky fingers. So we are not surprised that many close
relatives of Scalia, Rehnquist et al received high Bush Administration
jobs soon after Scalia, Rehnquist et al selected Bush-II to be our
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next president. Nor are we astounded that the number of top-
federal-wage earners more than tripled during Bush-II’s first three
years.

In addition to an overall 5% increase in the number of federal
employees (spread over most agencies), the Bush-II government
added more than a million jobs to the indirect or off-budget payroll.
As Economics Nobelist George Akerlof pointed out “This is not
normal government policy . .. What we have here is a form of
looting.”

CORPORATIONS MAY LOSE THEIR EDGE
WHEN THEY LOOT

One Molly Ivins column mentioned a non-profit organization
called Public Campaign (publiccampaign.org) that has compiled
information on the enormous financial benefits regularly elicited
through comparatively small campaign contributions. Among rop
corporations that paid no taxes from 1996-8 were AT&T, Bristol-
Meyers Squibb (Big Pharma), Chase Manhattan Bank, Enron,
Exxon Mobil (in 2003, the world’s biggest, most profitable Oil
Company cleared $22 billion on revenues of $247 billion), GE,
Microsoft, Pfiser (Big Pharma), and Phillip Morris (Big Tobacco).

These giant corporations together gave a decisive $150 million
to political campaigns from 1991 to 2001—which elicited $55
billion in tax breaks between 1996-1998—plus a gutting of corporate
taxes and many billions in direct rebates (a.k.a. corporate welfare
payments). An equally careful planting of $318 million in
contributions helped resource-extracting industries reap $33 billion
plus lax regulation and permission to pollute without cleanup.

It was formerly felt that quality products and happy workers
enhanced a manufacturer’s long-term prospects. But in these rapidly
changing, hyper-competitive, globalized times, long-term prospects
often arouse less concern than meeting the next quarter’s expectations,
as hugely overpaid CEOs make frantic efforts to boost the price of
their own stock options.

Who you know (connections within corrupt local or national
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governments) can be far more important to a companys bottom line
than what you know. But the downside of increasing dependence
on governmental largesse is seen in sales lost by Detroit automakers
to Toyota and Honda, and Boeing’s growing inability to compete
with Airbus.

For when every corporate dollar spent on campaign contributions,
lobbyists, influence peddlers (often former congresspersons or their
relatives, or former insiders from regulatory agencies) and lawyers, adds
many hundreds more dollars to the corporate bottom-line than a
corporate dollar invested in research and design or manufacturing,
both product development and labor relations are inevitably
neglected (see Business Week, Dec. 29., 2003 p43).

A Washington Post article by Peter Slevin (Oct. 31, 2003)—
based on findings by The Center for Public Integrity—claims that
all major non-bid contracts granted to huge corporations in post-war
Afghanistan and Iraq, went to heavy Republican campaign contributors
such as Halliburton and its Kellogg, Brown and Root subsidiary,
Bechtel, Fluor, Washington Group International, Perini Corp and
Science Applications International Corp (SAIC).

Many of those awards did not even clarify what the contracts
included, or what amounts were awarded—rthereby making
Congressional or public oversight of performance, expenditures and profits
impossible. By the way, patronage refers to appointments or
privileges that politicians give to loyal supporters while corruption
is the dishonest exploitation of power for personal gain.

WHY ELECTIONS DON’T RESOLVE
HEALTH CARE ISSUES

10 deal with the voting system failure that allowed Bush-11I to become
President in 2000, the Republican Congress allocated $4 billion
for the privatization of American elections by installing new
paperless touch-screen voting machines around the nation before
the 2004 election.

By late 2003, over thirty-three thousand of those machines
from Diebold, Inc. (whose strongly partisan CEO, Wally O’Dell,



BeTTER HEALTH CARE AT HALE THE COST 25

confidently predicted a 2004 Republican sweep in his home state
of Ohio) were in place in 30 States despite (or because of) allegedly
inadequate software and an apparent history of Republican abuse.

For example, Max Cleland suffered a surprise defeat in Georgia
after Diebold made urgent pre-election software modifications (see
below). And soon after Cleland’s election upset, Diebold destroyed
all memory cards of those voting machines—even though paper
ballots must legally be kept for 22 months.

New Scientist (Nov. 3, 2003 p5 and Jan. 24, 2004 p5)
reported, “Over half the votes cast in US elections are now processed
in machines designed by Diebold Electronic Systems, based in
North Canton, Ohio . .. (yet) students and academics at 40 US
universities . . . have posted a series of memos leaked by Diebold
employees that (confirm security flaws in Diebold software
and) . . . highlight a host of additional problems.”

“These include admissions from Diebold engineers that their
software allows employees to fake thousands of votes, and that certain
software upgrades already used in elections were never approved
by the relevant testing authority.” Furthermore, it is alleged that
Diebold machines can easily be manipulated by hackers. Diebold’s
response has been to threaten any university posting details about
their software with legal action for breach of copyright.

Observers regularly comment on the recent polarization of the
American electorate into two extreme groups, along with the
disappearance of a moderate middle. Many Democrats remain
furious about Bush-II’s thuggish and well-organized theft of the
Presidential election in 2000, and his subsequent shameless transfer
of our national assets to the rich who supported him.

On the other hand, many “borrow-and-spend” Republicans—
“tired of tax-and-spend liberal whining”—say “You lost! Get over
it! Clinton Democrats were way worse!” Which makes the stunning
election “upset” that unseated Democratic Senator Max Cleland
especially relevant.

For Cleland is a true war hero who earned a Silver Star for
rescuing injured comrades under fire. Just four days later, Cleland
lost three limbs while on a combat mission. Yer even Cleland was
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hammered with the usual last-minute pre-election Republican smear,
including accusations that he was an unpatriotic traitor! Coming from
Bush-II, this smear seemed especially absurd.

After all, Bush-I served the interests of Saudi princes so well
that they referred to him as “Our” President. And Bush-II went
missing for over a year from the Texas Air National Guard during
the Vietnam war—having requested equivalent duty in Alabama’s
Air National Guard so he could help a family friend run for the
Senate.

But there is no evidence that Bush-II ever reported for duty in
Alabama (see L A Times article in Anchorage Daily News Feb 4,
2004 p A3—and The Week, Feb 6, 2004 p18). Under regular
army rules, an unexcused absence of up to 31 days is considered
AWOL—a longer absence defines the individual as @ deserter.

Unfortunately, even the most egregious pre-election smears
can mislead some voters. But that shameful smear of Cleland may
just have served as a smoke-screen to obscure the key role of Diebold
voting machine software in Cleland’s loss. Senator John McCain,
another war hero and former POW, was similarly smeared by Bush-
IT backers before he lost the South Carolina Presidential primary
to Bush-II in yet another major upset.

Not surprisingly, McCain is now one of Bush’s harshest critics
in the Senate. And Cleland currently serves on the 9/11
Commission—formed in response to strong public insistence and
chaired by former New Jersey Republican Governor Thomas Kean.
The Kean Commission seems quite intent on learning whar Bush-
II knew about plans for the 9/11 terrorist attacks, and why he did
nothing to stop them.

Bush-II insists that the documents they want to see would
compromise national security. And the White House has refused
to let Kean make photocopies or take notes about relevant classified
documents. Bush-II initially refused Kean a several week extension
for completion of the Commission report unless that report was then
withheld until after the 2004 Presidential election.

At that point, a reporter for The New York Observer asked
Kean if anyone in the Bush Administration had any idea that al
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Qaida attacks were coming? Kean replied “The President’s daily
briefings are classified. If I told you what was in them I would go
to jail.”

Quite reasonably, the reporter concluded that Bush was rold
about al Qaida threats during his briefings, “including the briefing
on August 6, 2001 when he was sunning himself in Crawford,
Texas.” This would explain why Bush-II has been impeding the
Commission at every turn as “That sort of information could send
him back to Crawford for a permanent vacation” (see The Week,
Feb 6, 2004, p14).

Hopefully, the facts will be available before the November,
2004 election. In the meanwhile, conspiracy books about Bush’s
role and goal in 9/11 are selling well in France and Germany, and
rumors of Bush’s involvement are widespread in the Muslim world.

However, Kevin Phillips considers it probable that Bush-II was
simply rendered ineffective by the direct conflict between his duty ro take
urgent steps in defense of our nation, and his personal obligation to the
Saudi financial backers of the Bush family. In fact, right after 9/11
Bush-II displayed his ultimate loyalty to foreigners by protecting
those money-men from FBI surveillance and interrogation.

By the way, patriotism is defined as devotion to your country.
And treason is defined as a violation of the allegiance owed by a
person to his own country. And a traitor is someone who behaves in a
disloyal or treacherous manner.

Mark Twain once said that fiction—unlike the truth—must
always be believable. He also declared Wagner’s music “better than
it sounds”. In contrast, an increasing number of Americans find the
Bushes and their cobort unbelievable and worse than they sound.

ES&S is another private vendor of voting machines that run
on secret proprietary software. This corporation’s former CEO is
Republican Senator Chuck Hagel. Indeed, Hagel’s own winning
votes—including those of the first “big upset” that initially put him in
Congress—have been provided by ES&S voting machines.

Interestingly, given Janet Reno’s “surprise” primary loss in
Florida, ES&S machines unexpectedly recorded no votes in precincts
where Reno was strong. And with Reno out of the way, Jeb Bush
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was easily reelected governor with (or by) those same ES&S
machines.

SAIC (the above-mentioned heavy Republican campaign
contributor and major Pentagon contractor in Iraq) is also a
technology consultant to corporations and governments on the use of
voting machines. Yet SAIC was allegedly charged with fabricating
tests, civil fraud and making false claims.

Accenture is the Bermuda-based remnant of Arthur Andersen (a
huge accounting corporation that once helped Bush-1I's Harken
Energy figure its accounts—and later was prosecuted and went
bankrupt for shredding records of its work for Enron). And Accenture
is yet another recent entrant in the privatized fields of computerized
voting. The depressing list goes on (see Hightower Lowdown, Oct.
2003 or hightowerlowdown.com)—as well as Paul Krugman’s
commentary, Touch-screen voting machines leave room for error, fraud
(Anchorage Daily News, Jan 25, 2004, H3).

With such corporations vying to certify Republican victories
on proprietary voting machines, our only hope for regaining
representative government is to demand voter-verifiable paper audit
trails on all ballots. Fortunately, this is not rocket science. After all,
paper receipts are already a standard part of every ATM transaction—
and Diebold voting machines are very similar to Diebold ATM
machines.

Specifically, Hightower proposes that for secure voting on a
touch-screen system, the machine must print a paper ballot of
how you voted—then you verify on the touch screen that the paper
ballot is correct and turn in your anonymous print-out (o7 ordinary
paper with non-fading ink) to election officials who place it directly
in a lockbox where it is kept for at least a year in case the election
must be reconstituted.

With admittedly fraudulent and easily hacked voting machines
becoming an important national issue, the Republican Congress
has promised to provide paper receipts before 2006. In the
meanwhile, if Diebold and the others cannot provide paper receipts
to all voters by November, 2004, our only reasonable option is to insist
on plain old pencil-on-paper ballots that can be optically scanned or
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hand-counted (and recounted if necessary) in public by our friends
and neighbors of every political persuasion while they watch each
other closely and record how often each machine is used so that obviously
incorrect machine totals can be discarded.

Or else, without reliable paper records, expect machine-cooked results
like the three Republican winners in one Texas county who each
won by exactly the same margin—18,181. That election used voting
machines with the secret software of yet another foreign corporation—
Sequoia—based in England. And never forget that a Diebold touch-
screen voting machine in Precinct 216 gave Al Gore minus 16,022
votes when it was uploaded at the end of Election Day (Anchorage
Daily News, Jan 25, 2004, H3).

But before we get upset, we should inquire if all the recent carefully
orchestrated Republican political smears, blatant lies and fraudulent
elections have really affected Americas health care, or in any other way
altered how we live? With so many of our citizens convinced that
most politicians are crooks, does it really matter which party wins?

Fortunately, the Associated Press has studied how spending
patterns have changed since Republicans took over Congress in
1995. It turns out that despite their continued rant about rax-
and-spend-Democrats, borrow-and-spend-Republicans quickly
increased federal spending (in their own words) “like drunken
sailors!”

Furthermore, they soberly redirected federal funds from poorer
Democratic districts to wealthier Republican ones. In particular,
major corporations—ranging from Big Pharma to huge corporate
agribusinesses and other wealthy Republican campaign
contributors—including some specialist physicians—received “way
beyond their wildest requests.”

At the same time, direct federal spending for sick people, public
housing grants and food stamps was sharply curtailed. So whereas
in 1995, poorer Democratic districts averaged $35 million more in
federal support than wealthier Republican districts, by 2001 GOP
districts averaged $612 million more than Democratic ones.

In case that message was in any way unclear, House Majority
Leader Dick Armey explained, “To the victor goes the spoils” (New
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Republic, Dec. 15, 2003). And after Paul O’Neill (Bush-II’s first
Treasury Secretary) pointed out that further tax breaks for the rich
would move the country “toward a fiscal crisis,” Vice President
Dick Cheney spelled it out, “We won the mid-terms. This is our
due.” Not long thereafter, O’Neill was fired and began his
autobiography (New Yorker, Jan. 26, 2004 p24).

Evidently elections matter a lot. So just two nagging questions
remain:

1) Has Bush—Ilike Putin*—already managed to create a
corrupt one-party state?

2) Should we demand nationwide United Nations election
monitors in order to encourage a free and fair 2004
Presidential election?

WAGES AND TAXES ARE SET BY AND
FOR CORPORATIONS

In early 2003, the Wall Street Journal was so obsessed that
only the rich paid taxes, it even referred to the poor as “lucky
duckys.” However, if we total all taxes including sales, excise, import,
payroll and state taxes—the poorest fifth of American workers paid
a cumulative rate of 18% on their average yearly income of $7946.
In contrast, the richest fifth paid just 19% on their average yearly
income of $116,666—and that was before recent tax cuts—while
three middle-income groups paid 14, 16, and 17%.

More impressive yet, an average CEO of our top 100
corporations earned $7,452 per hour—which is just $494 less
than the average yearly wage of the poorest fifth of workers)—an
army general gets $156,000/year—and an army private on the
ground in Iraq receives $19,600/year including his or her extra
combat pay (see the Hightower Lowdown, June 2003 or
hightowerlowdown.com).

For unspecified reasons, the Bush Administration simply refuses

*  See One party rule returns to Russia, The Week, Dec. 19, 2003.
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to cooperate with European Union efforts to collect taxes owed by
corporate tax evaders (Business Week, June 23, 2003. p24). Yet
federal prosecutors pursue misdemeanants like Martha Stewart for
allegedly using inside information to take a minor profit on stocks
(though Stewart cleared far less than either Bush-II or Cheney
looted using inside information wunder Bush-Is protection while at
Harken Energy and Halliburton).

New York Stock Exchange Chairman Dick Grasso (who replaced
William Donaldson when Bush appointed Donaldson to the SEC
that oversees the NYSE) drew $140 million in compensation from
the Exchange as a lump sum payout—allegedly for overlooking rather
than overseeing all the ways Stock Exchange members cheat the investor—
on his base salary of $1.4 million plus a $1 million bonus.

On the other hand, through an administrative rules change (after
Congress turned the idea down) effective March, 2004—President
Bush extended overtime pay to more than a million low-wage workers
while disqualifying eight million higher-wage workers from
continuing to get overtime pay by reclassifying them as management
or professionals if they had any comparable training—even by service
in the military! At the same time, Bush’s Labor Department posted
helpful hints for employers on how to legally evade overtime
payments.

The actual rule change reads “Exemption (from overtime
payments) #s also available to employees in such professions who have
substantially the same knowledge level as the degreed employees, but
who obrained such knowledge through a combination of work experience,
training in the armed forces, attending a technical school, attending
a community college or other intellectual instruction.”

As for President Bushs proposed immigration plan, which “would
allow some workers, currently in the US illegally, to qualify for
guest-worker status and retain their Social Security credits when
they return home”—#his bill simply permits minimum-wage employers
like Wal-Mart to hire illegal workers.

Furthermore, such employer-owned work permits “would
make those immigrant workers something close to indentured
servants.” For without green cards they could not legally change
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employers or even apply for permanent resident status (see Bush’
Cynical Immigration Gambit in Business Week, Feb 9, 2004 pp20-
21).

MIGHT SIMILAR LOOTING DOUBLE
HEALTH-CARE COSTS?

Health care is a hodgepodge created by innumerable individual
and organizational responses to changes in medical care and its
incentives. As in biological evolution, the most adaptive responses
contributed to the next status quo from which subsequent
modifications underwent further selection for profitability.

In 2001, American health care consumed $1.4 trillion or 14%
of our gross national product. In 2002, that spending rose to $1.6
trillion, with prescription drugs the fastest growing item, up 15%
for the year. And health care costs in 2003 exceeded $1.7 trillion.

Interestingly, this colossal undertaking self-assembled over five
decades with no master plan. And since no one dreamed that health
care would undergo such amazing growth, no one was positioned
to control what lay ahead. Perhaps no possible plan could have
guided this broad-based advance more effectively than simply
allowing individual participants to invest their time, effort and
assets wherever need or opportunity beckoned.

But the irrational fiscal exuberance (every man for himself—get
rich quick) that currently infects so much of society, now threatens ro
wreck American health care and ruin what remains of our economy.

Some day, somebody may produce a fascinating tome about
astounding medical advances of the last 50 years, heaping well-
earned praise on all who contributed. However, I would find that
task daunting, since breakthroughs like penicillin and heart surgery
resulted from the major efforts and insights of so many people.

For example, significant advances in heart surgery often
originated as encouraging responses to desperate measures during
last-ditch efforts on critically ill people. Ideas that proved useful
were widely shared. Then, as soon as open-heart surgery procedures
became regularly successful, the laborious, insight-driven sequential
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steps that finally made heart repair possible, swiftly morphed into
boring routines—though no step ever relinquished its catastrophic
potential.

Although recent medical progress truly deserves our admiration,
it is far more urgent to seek common sense, non-obvious or even
counter-intuitive explanations and solutions for serious problems
that now threaten our chaotic health care system. Therefore, this
book offers one insider’s candid view and experiences of modern
medicine with its deep-seated yet solvable problems. My blunt
descriptions and criticisms of modern health care are made on bebalf of
patients and providers alike.

PALLIATION IS ONGOING—
A CURE LIBERATES THE PATIENT

A few direct one-time medical interventions like penicillin for
a strep throatr—appendectomy for an inflamed appendix—or
stabilization of a broken bone—are usually viewed as curative. For
eliminating a nasty bacterial invader, or removing a diseased but
non-essential structure, or aligning and properly supporting an
important structure, all encourage early healing and recovery.

In contrast, more costly medical interventions—such as heart
surgery, long-term arthritis treatments and cancer chemotherapy—
are palliative since they typically alleviate pain and other symptoms
without fully correcting the health problem. Of course, a palliative
treatment like heart surgery or cancer chemotherapy can be viewed
as curative if it affords relief until the patient dies of an apparently
unrelated condition.

But whether a proposed remedy is preventive (like polio vaccine),
curative or palliative, the outcome in a specific case may be
sufficiently unfavorable so that a treatment turns out worse than
the disease. Furthermore, palliation generally implies ongoing
therapeutic interventions, with each treatment, or every trial of a
different palliative therapy, adding further risk and expense.

Ordinary experience suggests that whenever an individual offers
several entirely different excuses for avoiding some duty—or a
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disease has several entirely different treatments—those excuses or
treatments are probably all incomplete (as in untrue, ineffective,
palliative, toxic) or otherwise unsatisfactory.

Nonetheless, patented palliative therapies are generally quite
expensive. Thus more health-care jobs and profits are at risk if a
researcher discovers a quick cure than if she merely devises another
palliative treatment that will require expensive promotion to become
widely known and used.

The picture built up by many such observations throughout
this book, shows our entire economy being bled into anemia by an
out-of-control drive for profit in certain—=but not all—sectors of our
health care industry. As a result, many citizens and businesses are
currently being squeezed and want our Government to place
reasonable limits on profits for purveyors of goods and services in the
health care sector.

Naturally, Big Pharma and other health-care business leaders
insist that it is unfair and un-American to limit the profits of health
care corporations. Indeed, many true conservatives decry all
government regulations as work of the devil—or a plot by godless
communists—or a serious resurgence of socialism (which has long been
held responsible for evils best left unmentioned).

However, the same conservatives who detest all government regulations
as a matter of principle, apparently don’t object to hugely profitable Big
Pharma patents—or to the legal or practical monopolies held by other
purveyors of medical goods and services—all of which depend upon,
and would lose their value without, government regulations.

There are endless explanations for the widespread failure of
governments to combine their open-ended and powerful legal
incentives for inventing, discovering or developing new ideas,
services or things, with permanent effective oversight to ensure
that the monopolies thereby created, treat people fairly. Indeed,
the basic concept of patents and copyrights badly needs revisiting,
and relevant regulations require radical revision.

For one thing, patents now last too long. As James Surowieki
points out, while patents surely “spur innovation, . . . so does their
expiration.” Therefore, “to lower drug prices . . . (just) shorten the
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length of patents, eliminate patent extensions, open the market to
competitors quickly, get rid of all the regulatory provisions that
lead to endless litigation, and close the loopholes that grant generic
drugs brief monopolies of their own” (New Yorker, Oct. 16 2000,
p98).

Furthermore, the patent process is now used to protect obvious
ideas like ordering on the Internet with one mouse click (Amazon.com)
or leading tourists through the rain-forest canopy—or to claim the
sole right to test for certain cancer-associated genes (as Myriad
Genomics of Utah did after patenting BRCA1 and BRCA2 genes).
Not surprisingly, Myriad then charged three times as much per
test as the Curie institute in Paris previously charged (see Nature,
15 May, 2003 p207; New Yorker July 14, 2003 p36). But the
European Union recently granted one of those patents to a British
non-profit which may make that test far less costly overseas.

Huge bundles of potential-health-care dollars are diverted to
defend, extend or contest patents that may earn royalties of
“hundreds of millions of dollars” (see Science, 25 July, 2003 p448).
While it seems illogical and inappropriate to charge for each
subsequent use of an initially obvious idea, Monsanto has exclusive
rights to all genetically modified soy beans (Technology Review, Sept.
2003 p82)—and when DuPont bought rights to a cancer-gene-
carrying mouse from Harvard, it patented insertion of a cancer gene
into any mammalian species (Science, 19 July, 2002, p336).

After all, outlawing competition in favor of extortionate
behavior impedes medical care and progress rather than promoting
progress of the useful arts—uwhich was the original reason for encouraging
patents. See also Inventing a better patent law (Business Week, Dec.
22, 2003 pp IM 5-6).

Another great spate of lawsuits is pending over who owns which
right to what gene silencing or RNA interference technique. And
that donnybrook will surely retard important research using this
promising tool for the investigation of gene function (Nature, 20
June, 2002 p779—see also Working through the patent problem,
Science, 14 Feb., 2003 p1021).

A letter from Medecins sans frontieres in Lancet, Jan. 4, 2003,
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pp71-2, points out that European Union and American positions
on drug prices and drug patents protect only their drug industries
and show no concern for the growing disease burdens that contribute
enormously to social and economic problems faced by most of the world’s
population. The writers conclude “The duty of medical professionals
to protect the interests of public health over trade has never been
clearer or more vital.”

And a Lancet commentary, USA-Morocco deal may extend drug
patents (from 20) to 30 years (Dec.6, 2003, p1904)—discloses how
countries signing free trade agreements with the US may be forced
to even renounce their right to use generic drugs—which then
threatens the access of such poor nations to medicines.

At the 2003 World Health Assembly, the US stressed “respect
for strong intellectual property rights” while others pointed out
that “USA has broken every promise made concerning developing
countries’ rights to access low-cost generic medicines” (see Lancet,
May 31, 2003 p1831).

Yet these present-day problems are hardly new or unique.
Rather, greed epidemics reappear regularly. A similar, equally
egregious situation drove our famous Republican President,
Theodore Roosevelt (third face from the left on Mt. Rushmore
Memorial in South Dakota), to regulate railroads and other utilities
as natural monopolies when “Robber Barons” running those
businesses proved so shameless and uncontrollable in their greed
that it threatened social stability.

Of course, those monopolies too originated in speculative excess,
widespread corruption and huge public subsidies including massive
land grants, rights-of way and other protections from free and fair
competition. Recent experiences with Enron and the deregulation of
electricity in California amply reconfirm that without regulation, non-
competitive markets swiftly spiral out of control.

THINGS RARELY TURN OUT AS EXPECTED

Scientific understanding begins with evidence, depends on
evidence, and is refuted by evidence. Science confirms that change
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is inevitable. It also suggests that we may never uncover absolute
or eternal truths. Currently, half of all medical knowledge becomes
outdated within four years—and we are as often surprised by which
half is replaced as by what replaces it.

Nonetheless, the obvious acceleration of progress in every field
of science or technology—and the countless ways by which science
empowers and enriches our civilization—amply confirm that
significant scientific discoveries offer important insights into the universe,
even if their ultimate meaning and significance only dawn on us
incrementally or incompletely.

In classical physics, the predictable outcome of any action is
an equal and opposite reaction. However, nature rarely favors an
animal that cannot modify its standard response when confronted
by a new situation. Which is why “He who knows what a bear will
do next, knows more than the bear.”

Those who try to guide health care programs around the world
have encountered many ways in which health care resembles that
bear. The following discussion of health insurance illustrates how
one apparently simple idea was hijacked and modified in
unpredictable ways by the adaptive responses of everyone affected.

HEALTH CARE INSURANCE IS NOT A
SIMPLE MATTER

Overview: As medical treatments became more effective,
physician incomes rose and health insurance became increasingly
important and less affordable for the working poor and middle
class. Yet there was a surprisingly complex relationship between
health insurance and health care costs.

For example, prolonged passionate opposition by the medical-
industrial complex to universal comprehensive government-
controlled health services “left the financing and organization of
health care to market forces and converted health-care services into a
Jfor-profit arm of the insurance industry” (Science, 26 Sept. 2003,
p1813).

To understand how modern American health care evolved, we
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hark back seventy years to the Great Depression preceding World
War II, when physicians had just basic diagnostic and therapeutic
skills to offer—along with a dozen or so relatively safe and useful
medicines that they might prescribe.

At the same time, tens of thousands of useless, contaminated,
adulterated and even poisonous secret concoctions or patent
medicines were heavily promoted throughout the land (see Jake
Leg, New Yorker, Sept 15, 2003 pp50-7. And for a comprehensive
overview, see Protecting Americas Health—The FDA, Business, and
One Hundred Years of Regulation, by Philip ]. Hilts, pub. 2003).

With unemployment rampant, few had money to pay the
physician. Some brought a little garden produce, a few eggs, a pie,
a bushel of apples or potatoes, a homemade carving, or offered
repairs to the doctor’s roof. Under such circumstances—and
presumably long before—physicians charged on a sliding scale,
with richer patients paying far more for their own care so that
medical services might remain available to all, especially the rich
and their employees.

When World War II ended in 1945, the economy boomed on
pent-up savings and demand. Inexpensive medical insurance
became a nice add-on to sweeten union contracts. Some employers
added frugal in-factory health services to keep employees on the
job. As one might expect, the most obvious consequence of
increasingly widespread health insurance was a more reliable (partial
or full) payment of physician and hospital charges.

Yet even as such indirect or third party payments progressively
displaced direct patient-to-doctor payments, a significant
percentage of funds paid into health insurance policies were diverted
to support each insurance company’s aggressive sales force and
growing overhead.

As recently as 2002, private insurers still kept about “14% of
their premiums for overhead and profit. In addition, they outsourced
such tasks as wtilization review and case management to other for-
profit businesses that also diverted money from actual care. Compare
that with the less than 3% overhead costs of Medicare.” (Marcia
Angell, The American Prospect, Feb. 2003 p38).
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Increasing portions of each patients health care dollar also went to
cover growing medical overhead costs as doctors and hospitals hired
extra employees to obtain, process, submit and resubmit each insurance
company’s uniquely confusing and intentionally inconvenient forms.

Even today, for every four physicians, the Massachusetts General
Hospital hires one billing specialist and two referrals and authorization
specialists, none of whom contribute directly to patient care. Medical
productivity suffers further when qualified physicians take on
administrative roles such as compliance officer (see Nov. Bulletin,
American College of Surgeons, pp25-7) for ensuring compliance
with complex federal regulations about remuneration.

Insured patients were naturally less concerned about the costs
of major surgery or other interventions, for we all prefer to focus
on our own health problems. So patients and physicians
increasingly avoided discussing fees—since this might appear rude
if raised by the patient, or materialistic if physician-initiated.

Home-owner, automobile and life insurance policies
traditionally compensated for part or all of a loss on a predetermined
basis—especially if you were fortunate enough to meet fine-print
requirements of an appropriate policy issued by a legitimate and
ethical insurance company whose agent was a fairly close friend.

But health insurance was often seen as a more open-ended
commitment to cover whatever treatment the insured might need.
Initially, any disinterest in cost by insured patients and their doctors
probably didn’t matter much, since little enough—beyond pain
medicine, an operation and bed rest—could be done for many
who were seriously ill.

However, as real medical advances became increasingly
newsworthy, possibly effective treatments proliferated and were often
publicized prematurely to attract research funding or stock-market
investors. As a result, poorly informed patients or their relatives
quite reasonably concluded that seriously ill persons should usually
receive some new treatment, regardless of cost or actual likelihood
of benefit.

From the days of patent medicines to now, advertisements by
Big Pharma—whether directed at physicians or the public—have
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routinely been biased and misleading. But eventually most
medicine bottles did include a list of ingredients on the label,
though only a few highly educated consumers could interpret that
mandated information.

More recently, Bush-1I has delayed and hampered the FDA's ability
to stamp out deceptive drug advertisements to the point of ineffectiveness
(Lancet, Dec 14, 2002 p1951). Currently, the FDA simply
recommends relevant and honest advertising rather than requiring
it—sort of like God scribbling a couple of suggestions on the back of
an old envelope when He encountered Moses trudging across the
desert.

While health insurance gave patients and their relatives a
welcome feeling of fiscal control and entitlement, it also raised the
risk of malpractice claims against physicians who appeared less
than eager to meet every demand made by Old McDonald’s
relatives. Thus it markedly reduced the likelihood of house calls or
opportunities for the aged or terminally ill to die peacefully at
home.

For after long ignoring that grumpy old insured, the relatives
now wanted to do everything possible, no matter how useless,
expensive or painful, to display their caring and relieve guilt. In
this way, health insurance encouraged the escalation of unnecessary
tests and invasive procedures that we now refer to as defensive
medicine.

So health insurance boosted the demand for and cost of medical
care, as well as demand for and cost of medical malpractice
insurance—which further raised medical overhead costs. And health
insurance truly was a unique product: For under no other
circumstance could an ordinary sober person loudly declare that
cost was of no concern.

One important but hidden impact of health insurance coverage
was its leveling of medical and hospital fees. Although surgical charges
still varied between surgeons, third party payers soon issued
comparable payments for comparable services by specific surgeons,
regardless of whether the insured was wealthy or poor.
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So it was health insurance—a product designed for the lower
classes—that allowed the rich to shrug off their long-time
disproportionate responsibility for overall medical costs. As a result,
some doctors and hospitals raised their rates to compensate for loss
of income from the wealthy. And the obligation to support free
care for indigents quietly shifted onto all taxpayers and
policyholders, many of whom could barely afford health insurance
for themselves and their families.

By encouraging patients to consume unnecessary health
services—and by somewhat reducing the free care that most doctors
and hospitals were obliged to provide—health insurance brought
additional revenues to many physicians and hospitals and created
a demand for more physicians, hospital beds and services.

In the meanwhile, medical progress gave rise to new
technology-driven medical specialties dedicated to specific organs such
as heart, kidneys and gastrointestinal tract. As physicians were trained
to provide more specialized, intensive and costly services, health
insurance policies reimbursed more physicians at higher rates,
making health insurance even more important and still harder for
the working man to afford.

As Garrett Hardin pointed out in The Tragedy of the
Commons, people try to utilize or harvest more than their fair
share of jointly held assets like grazing land or a public fishery.
Similarly, the original idea of an insurance policy was many
individuals pooling prepayments to cover anticipated health care
costs of the few unfortunates who fell seriously ill.

But rather than appreciating their own good health—or being
concerned that their latest prescription cost several hundred
dollars—insured patients often feel shortchanged if a costly
insurance policy pays little for them while others receive far more.

In 2001, 41 million Americans—or roughly one in seven—
went without health coverage for the entire year—while over 2
years about 80 million people lacked coverage for part of that
period. Of course, without universal health insurance coverage

(hence truly widespread risk-sharing), healthy folks tend to feel
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they “deserve” low-cost health insurance while insurance companies
try to avoid insuring those who are sick or likely to become ill.

Most US hospitals are legally obliged to provide indigent care.
But uninsured adults with diabetes, hypertension or heart disease
are less likely to get regular follow-up—and those with acute heart
problems are less likely to be evaluated or treated, and more likely
to die (ref; National Academy of Sciences, Institute of Medicine,
Care without coverage: too little, too late, 2002).

Interestingly, health insurance companies—without whose
cooperation the ongoing massive escalation of medical costs would
have run aground far earlier—had no complaints about irrational
exuberance in health care costs as long as the incoming flood of
policy dollars—plus returns on their major investments—exceeded
insurance payouts and their burgeoning overheads. As one might
expect, insurance payments for less informed, less aggressive or
minority patients were often deferred or denied on a technicality.

BIG PHARMA FAVORS PRESCRIPTIONS
AND HEAILTH INSURANCE

During the 1950s, drug manufacturers finally began to hire
qualified chemists and other specialists to replicate, modify,
manufacture and test important new drug discoveries of academic
and governmental researchers. Many effective, worthless or
potentially poisonous medicines were heavily hyped and proved
exceedingly profitable, especially as long as such drugs remained a
legal monopoly of the patent-holder.

A 1958 Congressional investigation led by Senator Estes
Kefauver, revealed that retail prices of some popular drugs exceeded
the manufacturer’s total expenses for that medicine by seven
thousand percent. In fact, such “sky is the limit” pricing policies
drove average annual after-tax corporate profits for a Big Pharma
Corporation like Schering, up to a quarter or even a half of its total
net worth.

Since then, Big Pharma corporations have become much
bigger—in part by purchasing many smaller drug companies that
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had important skills or potential blockbuster products—and more
politically adept at controlling regulations through lobbyists,
lawyers, Congressional Acts and Presidential payoffs.

As mentioned earlier, huge pharmaceutical corporations
generate far greater returns from dollars spent on or contributed to
a political campaign than from dollars invested in the search for
truly new drugs. Not surprisingly, their long-term prospects fade
as they concentrate more heavily on short-term political payoffs
and legal ploys than on research and development.

Their huge profits on legitimate drugs, and the concerns of
increasingly competent staff scientists, finally convinced major
pharmaceutical corporations to stop producing untold thousands
of useless and often toxic—but still strongly promoted—patent
medicines, even before the Food and Drug Administration entered
another populist cycle during which it was willing and able to
crack down a little bit more.

At this point, Big Pharma also realized that it would be more
profitable for drug companies to discontinue over-the-counter sales
of their most costly and effective drugs, since it was far easier to
coax many thousands of doctors to prescribe (order patients to take)
a specific product than to market that product effectively to many
millions of citizens as had heretofore been attempted.

Evidently they chose wisely, for in 2002, Americans spent over
$160 billion (or 10% of total health care costs) just to fill 1.6
billion prescriptions—and this doesn’t include any of our over-
the-counter drug purchases. In contrast, European Government
health systems spent about $77 billion, though some worry that
low European drug prices make the European drugs industry less
competitive (Lancet, July 26, 2003, p257).

While drug manufacturers promoted laws that made powerful,
less common or more effective remedies available only on a
physician’s prescription—Big Pharma insisted on retaining its
traditional right to sell unregulated, impure, untested and
potentially toxic herbal or natural food supplements directly. Of
course, any prescription drug costs reimbursed by insurance
companies further boosted health insurance rates.
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ARE EXCESSIVE PAYMENTS TO THE
MEDICAL-INDUSTRIAL COMPLEX,
OR SOCIALIZED MEDICINE,
OUR ONLY OPTIONS?

This book exposes many failures and successes of our modern
health care system. Illustrations of what went wrong and what
went right are taken from my personal and surgical experiences
over the past fifty years. As the reader considers how and why we
failed to control health care costs, she or he will surely think of
new ways to achieve better patient outcomes at lower cost.

My true tales should interest, amuse and appall. But only
through such forthright reports can a lay reader comprehend the
countless ways in which our antiquated health-care-review-and-
reward-system elicits counter-productive self-serving behaviors from
competent, hard-working, well-meaning participants—and how
much money is wasted on costly unproven remedies or inefficient
ideas like individually sold health insurance.

America’s medical-industrial complex includes the major health
insurers, Big Pharma, giant medical equipment manufacturers like
GE, enormous HMO’s and other bulk suppliers of physician’s
services, huge private hospital groups like Tenet and HCA, the
American Medical Association (which only speaks for a minority
of physicians these days), and other associations of highly paid
medical specialists.

In particular, the Alliance of Specialty Medicine “composed of
13 medical specialty societies representing more than 170,000
physicians throughout the United States, has worked to raise the
profile of specialty medicine in Washington, D.C. since 2001”
(STS News, fall 2003 p11).

Together those big-money medical-industrial players spend
billions on lobbyists, lawyers and political contributions to modify
and support government programs that they favor, and to
undermine ideas like universal health care or a single payer system,
that would likely injure their bottom line. Imagine the impact if
all that mostly-tax-deductible money could be used to solve our
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health care problems, rather than being spent to justify the
unjustifiable.

Unwanted governmental intrusions into health care are
routinely castigated as “Egad! Socialized medicine!!!” Yet these big
donors to politicians never criticize America’s finest socialized-
medicine-and-retirement program—the one set up by Congress
to cover all federal employees including Congress, the Judiciary
and the Executive Branch.

Over the half century covered in this book, the wealthiest
players—mainly huge corporations—purchased the political power
they needed to guide American health care as it evolved into an
unsustainable, monopolistic, socially destructive behemoth. On
the pages that follow, I evaluate many less costly ways to provide
better health care—ways that still offer legitimate and satisfying
rewards to productive people who deliver essential medical services.

Naturally, different commentators attribute the high cost of
health care to different factors. For example, James Surowiecki points
at Baumol's cost disease (New Yorker, 7/7/03 p27). Evidently Baumol
defined cost disease as the basic inability of chamber musicians,
educators, waiters and health care workers—those who deliver in-
person services to individuals or small groups—to improve their
own efficiency (e.g., play Mozart faster, teach or feed many more
folks at once, or repair several hernias simultaneously).

So while gains in manufacturing productivity often allow wages
to rise without increasing product prices, workers in fields afflicted
by cost disease cannot earn more money without also raising prices
for their services. But in my view, the wage demands of health care
workers contribute far less to outlandish health care costs than the medical-
industrial monopolys ability to set prices and fuel demand.

Nor would I expect individuals who work outside of health-
care to be aware of actual or pending inexpensive shortcuts to good
health—technological developments that increase efficiency, or new
cures, or better and cheaper palliatives—or to realize how much
medical productivity might be enhanced through non-fiscal
incentives and curtailment of useless or cost-ineffective diagnostic
or therapeutic procedures.
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The goal of this book is to nudge our unending theoretical
discussions of “Where do we go from here?” onto a firmer footing
of practical experience and common sense. For objective, well-
informed citizens will soon have their generation’s best chance to
restore the hope, charity and clarity of purpose that our brilliant
but deeply flawed health care system lost somewhere along the
way.

TO DEVISE A BETTER FUTURE,
HEED LESSONS FROM THE PAST

A little background may help you assess my idiosyncratic
presentation. I was born in Gottingen, Germany, in 1932. Our family
emigrated to the United States in 1936. My four siblings and I grew
up in Weston, Massachusetts, a small town near Boston. Our home
was next to a dairy. As a small child, I occasionally herded 25 cows a
half mile through woods to graze by a local reservoir.

My closest friends worked a two-horse caretaker’s subsistence
farm on a nearby estate. That estate’s carriage house stored over a
dozen immaculate horse-drawn carriages of every size and color. I
often helped Warren, my next-door neighbor, collect household
garbage and deliver it to a local pig farm in his Model-A Ford truck.

We children were immunized against smallpox, diphtheria and
tetanus, but there was no way to avoid frequent epidemics of
measles, mumps, whooping cough, chicken pox, poliomyelitis and
other childhood diseases. In those pre-antibiotic days, sulfa drugs
suppressed a few germs but life-threatening infections ruled.

For example, Warren’s mother died of “blood poisoning”
(bacterial invasion of her blood stream—a common cause of death)
just days after pricking her finger with a needle as she darned
(repaired holes in) her family’s socks. And despite the fact that
tuberculosis was a scourge in decline, TB hospitals and TB wings
on general hospitals remained full of sick patients.

In addition, special Heart Hospitals cared for young people
severely ill with rheumatic fever consequent to streptococcal
infection. And entire hospital wards were cleared out to make room
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for poliomyelitis victims during epidemics. Our last big polio
epidemic was in 1956, just before effective polio vaccines became
widely available.

Many polio wards featured rows of bulky Iron Lungs—often
donated by charities like the March of Dimes. For when acute
muscle weakness prevented polio victims from breathing effectively,
many could still be tided over by sliding the limp patient into
that cylindrical external respirator with a soft air-tight collar about
the neck and only the head protruding.

Once an Iron Lung was closed and activated, its large motorized
piston slowly pulled and pushed on flexible rubber sheeting that
sealed the foot end. That cyclical movement alternately reduced
and raised air pressures around the paralyzed patient inside the
tank in order to draw air into the lungs (via mouth and nose), and
then push it back out.

This was an era of major public health activities. Every town
had health officers. Temporary “quarantine” signs were stuck on
many a front door including ours. Because life-threatening
infectious diseases were primarily “treated” by bed rest, we saw
innumerable “Hospital Zone, Quiet” signs.

Therapeutic bed rest might continue for years in a tuberculosis
sanatorium, but increasingly ill and breathless pneumococcal
pneumonia patients only had 4 or 5 days until #he crisis when their
immune system either counterattacked with effective antibodies
or they died. With the young and elderly especially at risk,
pneumonia was known as “the old man’s friend” since toxic elderly
folks usually became comatose and died without major distress.

THE EARLY YEARS

By the early 1940, my father, Arthur von Hippel, was head
of a major materials research laboratory at MIT. My grandfather,
James Franck, a scientist at the University of Chicago, worked on
the Manhattan Project that developed the Atom Bomb. After the
Second World War, Franck was a leader among scientists seeking
to limit the role of nuclear weapons.
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My older brother Peter was an outstanding student so teachers
were often pleased to have me on their incoming class list. But
from second grade on, I was consistently referred to the principal’s
office. My mother concluded I was bored and managed a mid-
term jump to third grade, where Miss Morrissey disciplined with
her yardstick. Eventually, Miss Brochie, a retired teacher, helped
me discover the pleasures of efficient reading, and my school
performance improved.

During tenth or eleventh grade, I noticed a repetitive pattern
on the answer sheet of my preliminary college aptitude test, so I
swiftly filled in the remaining answers and departed. As a result, I
achieved the highest possible score without understanding many
of the questions. My teachers were obviously impressed and viewed
my honest explanation as false modesty.

In 1949, 1 entered MIT, where many classes were taught by
poorly prepared graduate students or bored professors. Our statistics
instructor simply stood at the blackboard with his back to the
students for the duration of each class, writing out his notes in
longhand as we copied them down. When I urged him to provide
mimeographed copies of those notes and spend class time clarifying
what they meant, he responded that we would learn more by
writing them out ourselves—and kept writing.

This was yet another dismal example of how a lecturer’s notes
become the student’s notes “without passing through the minds
of either”. Having failed most of my weekly exams, I was happy to
get a D in Statistics, as this meant I didn’t need to repeat. In
contrast, the F’s I earned in Organic Chemistry and Physical
Chemistry (where my primary interest had been the production
of anonymous harmless explosions) forced me to take summer
courses so I could graduate.

MIT’s Nobel Laureate Economist, Professor Paul Samuelson,
gave us an unforgettable lesson on monopoly power by annually
republishing his very costly (required) Economics textbook after
simply renumbering the chapter-end questions. Because our
assignments referred to specific question numbers, we could neither
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utilize apparently identical texts of previous years nor sell our own
books after surviving his course.

Only 1% of our class was female. Many of my 900 initial
classmates flunked out each term. Some had unusual ways of paying
for school. One performed abortions. Another raced jalopies. A
third volunteered for several studies of injected radioactive tracers
simultaneously—hoping thereby to panic the professors doing those
newfangled studies by becoming more radioactive over time rather
than less.

An entrepreneurial classmate won the MIT contract for disposal
of radioactive waste, which by his telling and photos consisted of
tossing the barrels overboard in Boston Harbor, then shooting holes
in them from his skiff until they sank.

After a couple of years, I married Mary, another biology student.
She and I barely managed to graduate in 1953, with generous
support from my parents and the cheery advice and assistance of
Professor Myles Maxfield—who was especially helpful with Mary’s
senior thesis and very knowledgeable about medical schools.

For surprisingly, despite my bad attitude and miserable grades,
I was accepted by many medical schools. Several puzzled MIT
classmates eventually concluded that my transfer to Harvard would
boost the IQ’s of both institutions. Two years later, Mary abandoned
Boston and me for modern dance in New York with Martha
Graham. Our divorce vastly improved my life and medical studies.

During eight years of training in surgery, I married Marianne
Waelder—then a student at Vanderbilt Medical School—who soon
became a pediatrician and remains “the light of my life.” In 1965
we moved to Anchorage—Alaska’s largest city—where our four
children grew up.






CHAPTER ONE

A NOVICE MEETS MEDICAL REALITY
IN TWILLINGATE

D uring the third quarter of 1956, prior to entering my
senior-year clinical rotations, I worked as an extern at a
former mission hospital on Twillingate Island in Notre Dame Bay
off Newfoundland’s northern shore. At the time, this hospital served
35,000 inhabitants of small villages hidden along the deeply
indented coastline. Their near invisibility from the sea helped local
fishermen avoid British tax collectors until 1949 when Newfoundland
(with Labrador) joined Canada.

I shared duties with another Harvard Medical School student
who brought along his wife. We usually had different assignments
and saw little of each other. Our work was supervised by John
Olds—a slender, brusque, Johns Hopkins Medical School graduate,
whose small home perched on the hill behind the hospital.
Twillingate hospital provided my first exposure to the rewards and
tribulations of personally delivering medical care.

Despite having few applicable skills and little practical
knowledge, I tried very hard to do everything perfectly. Needless
to say, I screwed up a lot. Fortunately, the medically underserved
population of this isolated area accepted treatment failure as a fact
of life, and were grateful that my pre-professional efforts on their
behalf so often helped. Among other duties, we occasionally
examined and refracted eyes for glasses, or pulled a rotten tooth.

Under Dr. Olds’ innovative guidance, Twillingate Hospital had
avoided bankruptcy in 1934 by becoming North America’s first

51
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prepaid health-care system. For some years this plan was funded
through an annual forty-four cents per-person assessment on each
family living around Notre Dame Bay, plus a yearly stipend of
about $25,000 from Newfoundland’s government.

To put these health care costs in perspective; before World
War 11, local Newfoundlanders on the dole received six cents/day.
By the 1950s, twenty thousand families were hospital subscribers
at 85 cents per member—to which the government added
$45,000. In the early years, tenuous hospital finances were
repeatedly augmented by individual donations and interest-free
loans—some from Olds himself.

Fortunately, these sturdy fisher-folk were generally healthy and
wisely avoided medical care whenever possible. The rambling
hospital building was an unimposing weathered wooden structure
located just below the pond where hospital-owned pigs took delivery
of hospital garbage. This pond was also the hospital’s water source,
so we drank only coffee or tea.

Early on, I once quaffed a half glass of cool tap water (after the
sediment had settled) and quickly developed the most amazing
gastroenteritis—probably caused by Paratyphoid bacteria.
Thereafter, I drank only coffee. The hospital distilled or boiled
enough water for food service, patient care and surgical scrub sinks.
Twillingate men usually drank tea while the women preferred coffee.
Apparently, a tea salesman originated the rumor that coffee shrinks
the gonads.

My small room in the Nurses Residence opened onto a sloping
hallway down to the hospital. We externs worked days, alternated
nights on call, and covered each other during house calls. Many
house calls took us to nearby islands. Usually we went at night,
after the hospital clinic closed, walking with a guide along unmarked
dirt lanes across intervening islands in the dark, then waking
fishermen to ferry us across phosphorescent waves that blocked
our way.

These iceberg-laden North Atlantic seas were always near
freezing so none of the fishermen could swim, nor do I recall seeing
life jackets. Thus warmly dressed fishermen who fell overboard
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usually drowned. Dr. Olds and I argued over how long one could
swim in four-degree Centigrade water. I wagered that I could easily
swim across Twillingate Harbor—about an eighth-of a-mile—but
found little free time for such diversions.

Finally, one calm and sunny September Sunday, I was off call
and everyone appeared to be in church (the Salvation Army was a
major local denomination). So I put on my bathing suit and slipped
quietly into the water to begin my usual effortless sidestroke across
the harbor. However, after swimming less than 50 feet, the world
began to whirl so rapidly that I could neither proceed nor direct
myself back toward shore.

Fortunately, I realized that icy water entering my ear had
induced this spinning—a normal inner-ear “caloric” response—so
I quickly submerged the other ear until the spinning stopped,
then proceeded across, still using the sidestroke but now with head
held high.

Many fishermen die after falling into icy waters. Some older
ones die immediately of cardiac arrest. Others may “panic” or appear
inebriated—swimming aimlessly and often away from potential
rescuers. Presumably, some of that panic or inebriated behavior
reflects vertigo from ice water entering the ear—though alcohol
and other drugs are certainly prevalent near most seaports.

From his front window, Olds spotted me swimming across the
harbor, so he drove around and picked me up in the hospital jeep.
This was an excellent idea, as by then I was moving very slowly
and my legs were entirely numb from the cold. In fact, it was very
difficult for me to rise and stand unaided on that rocky shore, let
alone walk back around the harbor to my room.

After several hours spent shivering beneath regularly re-warmed
blankets on my bed—while hugging a frequently replaced hot
water bottle to heat my heart—I was back to normal. When Olds
later paid our $25 wager, he mildly suggested that next time I
have someone accompany me in a rowboat. I agreed, but anticipated
no next time. When my Twillingate tour ended, I gave him my
$25 Japanese binoculars as thanks for the rescue.

Local fishermen used open boats driven by heavy reliable cast-
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iron single-cylinder inboard engines that put-n-putted along
comfortably over the waves. During one night-time house call,
our boat stirred up enough phosphorescence to attract a pod of
beluga whales who bumped and rubbed the boat suggestively,
causing it to tilt and veer erratically. The alarmed fishermen shut
off our engine and rowed frantically for shore.

I grabbed the remaining (fourth) oar and tried to help. But
while I had often rowed using steel oarlocks, there were four possible
ways to position an oar’s loop of rope over the stout wooden rowing
peg, and all but the last position twisted the oar from my hand. So
before I could contribute, the whales were gone and our engine
was cranked up and running again.

One house call took me past a home where lights burned late.
To an idle comment “They must be having a party,” my gloomy
guide responded that this was the “wake” for a patient I had treated
some days earlier. Of course, the farther we traveled by land and
sea, the more likely it became that the initial emergency had
resolved, one way or another.

No matter how little we could do to help, all but the most
destitute homes would offer a tiny can of peaches or other fruit to
strengthen us for the return trip. For fruit was critically important
to those who subsisted on vitamin-depleted dried salt cod.

And at that time, the standard meal, in or out of hospital, was
dried cod, repeatedly soaked to extract most of the salt, then boiled
with brues—a hard baking powder biscuit that when boiled was
flavorless (so one didn't tire of it)—all topped with melted pork fat
for flavor and energy.

To supplement their “fish and brues” diet, women picked and
stored the luscious blueberries and cranberries that grew
everywhere. For these rocky islands had long since donated their
last tree to the local demand for timber and fuel. Indeed, men who
didn’t fish mostly worked off-island as loggers in Newfoundland’s
interior forests.

Blueberries could be picked when ripe, but cranberries—rich
in Vitamin C and easily stored all winter—were treasured. In fact,
it was illegal to pick cranberries before cranberry season officially



BeTTER HEALTH CARE AT HALF THE COST 55

opened. So those who “poached” cranberries quickly topped that
illicit haul (in a big old coffee can) with a layer of legal blueberries.

In the 1950’, most locals still spoke a heavily accented, 17%
century Scots-English that remained difficult for outlanders to
understand even if spoken slowly and clearly. For example, the day
after cranberry season opened, many older women came to clinic
with severe backaches. Of course, by then I knew that these
women—Iike my first Twillingate backache patient—would declare
“I finds me back wonderful!”

But on that initial occasion, I had been totally puzzled—finally
congratulating the patient on her fine back before inquiring if she
had any complaints. But she just sat there and looked at me
strangely until a helpful nurse explained that “finds” means “it
hurts” and “wonderful” means “a lot!”

The shortage of local timber often made it worthwhile for
persons moving elsewhere to take along their home. I never saw
such a move, but apparently it involved a village-wide effort/party,
with all adults hauling on ropes to ease the building across driftwood
log rollers into a calm sea. As soon as the incoming tide then floated
the house, it was towed by boats to the new neighborhood where
the party resumed while the launching process reversed.

Our medical bag for house calls included a blood pressure cuff
and stethoscope, assorted bandages and about eight different
medications including Demerol or codeine-and-aspirin for pain,
phenobarbital—which was not very effective for treating the high
blood pressure that most adults eventually developed due to living
upon salt-preserved food with minimal access to fresh fruits and
vegetables (see The Political Science of Salt by Gary Taubes, Science,
Aug. 14, 1998 pp 898-907)—a small Sixavit tablet to cure common
vitamin deficiencies, digitalis leaf pills or digoxin tablets to treat
heart failure, injectable penicillin, and small bottles of bladder
mixture and stomach mixture.

I never learned what was in bladder or stomach mixture, but I
knew enough to carefully fill (and immediately label) these bottles
from their appointed jug. For the hospital pharmacy featured a
long row of standard ten-gallon green-glass jugs with identical
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pinch-clamp hoses and small handwritten labels. And except for
that label, the bladder mixture and stomach mixture jugs were
indistinguishable from the Lysol jug between them, or from other
nearby medical and housekeeping jugs.

At that time, cod and squid were still plentiful. Squid for cod-
bait were caught by briefly jigging a shiny barb-free hook over the
side, then retrieving it with squid attached. As soon as the bait box
was full, hundreds of hooks were baited as the weighted and buoyed
long-line went over the side—soon to be retrieved with a large cod
on each hook.

These cod were then split, cleaned, heavily salted and dried
by wind and sun while more or less protected from rain and seagulls.
Then in the fall, Norwegian sailing schooners bearing replacement
salt and other supplies entered Twillingate Harbor to fill their holds
with best-quality fish. The rest were consumed locally.

For urgent daytime house-calls on Twillingate Island, we went
by cab. Distances were not great, but the extra expense encouraged
patients to attend our hospital clinic and kept us from being away
longer than necessary. A cab cost the patient 50 cents, which
included our ride and a fifteen-minute house call. We never
remained longer as few could afford more than 50 cents.

Naturally, the patients expected full value for their money, so
ailing relatives were routinely brought in to share the known costs
and possible benefits of our fifteen-minute house call. On several
such occasions, the limited variety of comparatively safe medicines
that we carried in our black bag proved advantageous.

One day I was truly stcumped. The old man with severe arthritis
had been confined to bed for ten years. Overnight, without injury,
he had developed a huge painless bruise from his hip to his ankle.
As I puzzled, the taxi driver and several sick relatives still awaiting
treatment in this tiny house, were obviously getting restless.

I had to leave the old man some medicine so I could tend to
the others. But he had no infection, no pain, an exemplary stomach,
an outstanding bladder, an enviable blood pressure and no heart
complaints—which left just vitamins . . . Aha! Ahem. “Your father
seems to have scurvy, due to a Vitamin C deficiency.”
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Had there been more therapeutic options (and a recent
Physician’s Desk Reference provides details on over three thousand
newer pharmaceuticals), I could never have made my diagnosis
backwards by eliminating all other available therapies—so scurvy
might not have occurred to me within the allotted 15 minutes. An
old saying goes, “When your only tool is a hammer, the whole
world looks like a nail.” And once in a while (as in this case), i is 2
nail!

In September, 2002 the World Health Organization (WHO)
published its first Model Formulary providing comprehensive information
on all 325 medicines in its Model List of Essential Drugs—intending
thereby to improve patient safety and limit superfluous medical spending.

Many patients came to clinic with blood poisoning. Usually a
red streak extended from an injured or infected hand up the inner
aspect of their arm to the armpit. Often the feverish man with a
red streak up his arm arrived with a ring of white paint around the
upper arm, since it was widely known that red streaks could be
stopped by white paint. The frequent therapeutic failure of white
paint was viewed as evidence of belated application.

Fortunately, these streptococcal infections were sensitive to
penicillin, so our patients recovered quickly after a single long-
acting penicillin shot, rather than dying quickly of blood poisoning
as in pre-penicillin days. Modern treatment is simpler yet. Several
applications of over-the-counter Polysporin ointment—rubbed
onto any small, increasingly tender, injured or infected area before
a red streak has a chance to appear—ordinarily solves the problem
easily and cheaply.

Dr. Olds had come north in 1932, after completing a one-
year surgical internship. Olds soon found himself the region’s only
physician and surgeon, and gradually developed a great store of
useful knowledge and good clinical judgment based upon extensive
reading and experience. But he remained open to suggestions, and
my confident inexperience occasionally caused problems.

Now all patients differ and similar-appearing problems may
also differ; and while training and preparation remain essential,
every physician has failures. That said, in the course of one Friday
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clinic, I treated about a dozen young children with severe diarrhea.
As usual, their mothers were told to bring them back early if they
didnt improve. On Monday, one truly ill two-year-old returned.

It soon became evident that he now had an intussusception (a
telescoping of higher bowel into the rectum). At surgery, that bowel
appeared black and dead, even after being restored to its normal
position. Olds wanted to drop the black bowel back into the
peritoneal cavity in hopes it would recover. I objected, saying it
clearly looked dead.

So he opened the small bowel above this site and placed the
damaged segment (which might otherwise have recovered) in a
moist dressing on the abdominal wall. Thereafter, a great deal of
fluid drained out. And since we had no equipment to determine
which salts were being lost or how fluid replacement should
proceed, I flew blind—desperately adding or deleting this, that
and the other—until the child died.

An old adage describes surgeons-in-training as “Frequently
wrong but never in doubt.” I can still recall how sure I felt when
probably wrong. This death was another hard lesson about making
decisions without understanding their limits, applicability or
possible sequelae.

Olds built or repaired much of the hospital’s equipment. He
performed both elective and emergency surgeries on all sorts of
abdominal problems and many orthopedic conditions. And when
necessary, he operated on chests, eyes or skulls. He even devised an
unusually effective, posterior approach to back fusion.

His spinal fusion technique consisted of wedging the notched
ends of a sturdy, flat, inches-long, live bone graft (a strip of outer
bone sawed from the patient’s tibia) between posterior spinous
processes above and below the symptomatic vertebrae. Intervening
spinous processes were reduced to bone chips and packed around
the graft. After six months in a body cast, these young men (mostly
loggers) apparently had solid backs with few symptoms (but see
also discussion of back surgery in Chapter Six).

Olds was a well-known adventurer and frequently went to sea.
Summers he might travel around Notre Dame Bay in a jury-rigged
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hospital boat. Some winters he served as medic for the sealing fleet
while it harvested thousands of seals out on the sea ice. Like many
who grew up during Prohibition (1920-1933), Olds was a heavy
drinker—a problem that worsened after the death of his beloved
first wife. Consequently, like other alcoholic physicians, he became
“unavailable” after about 4 PM.

At night, we students simply did our unsupervised best to
deal with whatever happened. Fortunately, the hospital nurses,
aides and orderlies were very competent and experienced, so things
generally ran smoothly. And if trouble loomed, the staff often gave
good advice when asked. For example, Gertrude, a 19 year-old
nurse’s aide who provided all-night care for 50-75 patients, taught
me much about medications and patient care.

In particular, these hospital employees were wonderful at
soothing, evaluating and quietly preparing expectant mothers for
delivery. While at Twillingate, I “delivered” about 50 babies without
any of the medication, commotion or complications so commonly
encountered in teaching hospitals of that time. Basically, the nurses
called us five minutes before a baby was due and our presence was
really an unnecessary formality.

Indeed, childbirths went equally well (better?) when we were
unavailable. However, over the last decades, as nervous fathers have
been welcomed into hospital delivery rooms, caesarian births have
doubled. Elaine Hodnett at the University of Toronto, recently
reemphasized the importance of competent female companionship
during childbirth (The Week, Oct. 10, 2003 p22).

Occasionally things did go wrong, sometimes very wrong. One
day a massively obese (over 300 pounds) middle-aged female
requested repair of an enormous umbilical hernia, the contents of
which, in retrospect, had lost their “right of domain” within her
abdomen.

Serene in our ignorance, we had achieved an impressively sturdy
repair under open-drop ether anesthesia, when she unexpectedly
suffered cardiac arrest. OQur efforts to resuscitate failed as usual,
since effective cardiopulmonary resuscitation had not yet been

developed.
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Problems in this case included “/ight” anesthesia—for
incomplete relaxation makes it difficult to judge abdominal
tightness; an excessively tight abdominal closure—which gradually
led to circulatory failure by compressing many venous channels
through which blood normally returned to her heart; and compacted
viscera—that prevented her diaphragm from moving adequately—
so when abdominal closure was completed, she no longer could
breathe effectively.

On departing, Olds ordered us to transfer her corpse from
second floor surgery to the basement morgue via a steep and narrow
staircase—there being no elevator to the basement. As assistant
surgeon, it fell upon me to assist in this transfer. Being taller bearer,
I had to go first, so I chose the lighter foot-end of the litter. Exerting
every muscle to keep her up and level, we proceeded down the
stairs. George, the orderly, kept the head-end as low as possible by
stooping.

The first several steps passed uneventfully, though each step
produced an increasing tilt. At 5 steps down, her sheet slipped off
to hang around my neck like a scarf. Two more steps and the tight
turn at mid-flight landing were maneuvered with gradually folding
ears as cold stiff ankles moved relentlessly forward alongside my
head. Emphatic suggestions to George to lower his end were
answered by desperate shouts to “lift higher”.

The next three steps passed more rapidly as icy knees reached
my shoulders. She left the litter and landed full astride my
shoulders when I was three or four steps above the first floor.
Together we burst into the busy thirty-bed ward through swinging
double doors, then I stumbled and she rode me to the floor—a
crushing experience for a budding young surgeon.

* X *

One fine autumn day, an elderly Twillingate man popped by
Olds’ office to announce “The turrs are coming!” I asked, “How
does he know?” Olds responded, “I have no idea, but he’s always
right.” Pandemonium reigned as healing spinal fusion patients were
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cut out of their body casts and every able-bodied man rushed from
the hospital to board a small boat. Soon a mile-long line of skiffs
and dories bobbed off the rocky cliffs of Twillingate Island.

An hour or so later, we spotted them—endless flocks of little
black and white puffin-like seabirds on their ancient annual
migration past the Twillingate cliffs—flying with inherited
insistence from one place to another. Due to repeated delays, our
rowboat was just barely offshore near the hospital, not far from the
local Royal Canadian Mounted Policeman’s residence (Turr hunting
was illegal, but no problem, our Mountie was preparing to shoot
from a nearby boat).

I held the boat steady while Olds carefully poured black powder
into his ancient muzzle-loader and tamped the packing with his
ramrod. He had loaned me his old double-barreled 12-gauge
shotgun, but for now I was at the oars—and we both hoped he
would make an impressive first shot.

Shooting started far down the line. I kept him informed as the
first flock neared. When they were overhead, he raised his musket
and fired. The recoil knocked him to the bottom of the boat. A
nearby splash confirmed that he had forgotten to remove the ramrod.
Eventually we shot a few turrs. They resembled dark chicken and
tasted like fish.

(see also Doctor Olds of Twillingate by Gary L. Saunders, 363
pp> 1994 Breakwater, 100 Water St., PO Box 2188, St. John’s NF
A1E 6306)



CHAPTER TWO

GOOD MEDICAL POLITICIANS ARE
RARELY FINE SURGEONS

Hospitalization can be visky . . . Interns and residents
learn from each other

A n old aphorism claims “Those who can, do. Those that
can't, teach.” In surgical fields, my observations by and
large support this declaration. For I have seen few major academic
surgery teaching program directors whom I would trust to operate
upon me—nor would I accept the average surgical director’s
opinions on whether my skills were up-to-date, or on how I should
conduct my practice.

During my medical school and residency days, Boston’s four
most prestigious teaching-and-private-patient-care hospitals were
the Peter Bent Brigham Hospital, The Mass General Hospital,
Boston Children’s Hospital and the Beth Israel Hospital. For a
part of that era, the principal Professor of Surgery in each hospital
was Francis Moore (PBBH), PR (MGH), JF (BCH) and Jake Fine
(BIH).

Moore wrote a best-selling, widely praised, totally incoherent
and pointlessly complex textbook “The Metabolic Care of the
Surgical Patient”. And whenever he lectured to medical students,
he regularly stopped to declare that the most important thing a
surgeon could do was THINK!—a word he would then scrawl in

62



BeTTER HEALTH CARE AT HALE THE COST 63

huge letters across the entire blackboard, presumably because he
had run out of ideas.

Soon after my graduation from medical school—while on
rotation at a private hospital—I was assigned to assist Moore as he
performed a breast biopsy on his secretary. The hospital’s renowned
senior pathologist stood by. After one negative needle biopsy, Moore
said “von Hippel, you give it a try.” I protested that I had no
experience with needle biopsy and he said “Just do exactly as I
did.” But when I obediently performed a needle biopsy in his
flamboyant fashion, the needle broke off deep inside the breast.

Clearly, this annoying complication would delay the procedure
while we retrieved the needle. But Moore appeared untroubled.
Saying “I am certain this is cancer,” he rapidly removed her entire
large breast as one definitive biopsy. Our young anesthesiologist
and other physicians-in-training were impressed by this swift and
decisive completion of procedure. I alone wondered, “Why the
Hell did he do that?” Tedious examination by the entire pathology
staff revealed no abnormality other than my broken-off needle.

Comment: Moore and I didn’t like each other. He had once
turned suddenly in class when laughter erupted as he scrawled
THINK on the board—while I was still up and mimicking his
exaggerated gestures. At this breast biopsy, I was both inexperienced
and less than helpful, which simply complicated our operation in
pre-mammography days. Fortunately, despite her unnecessary
mastectomy, his secretary was reportedly deeply grateful that Moore
himself had operated and that she had no cancer.

PR and JF were young but up-and-coming medical-political
geniuses with important mentors when appointed. However, both
soon proved inept as surgeons and teachers so they were relegated
to full-time laboratory research. One Harvard surgical resident’s
ditty about Jake Fine went “You may be fine with knife and suture
but to me you're Jake the Butcher”. Black humor (bitter irony) led
some Jewish staff physicians at this Jewish hospital to grumble
that “Jake Fine personally killed many more Jews than Hitler.”

Before PR replaced him, Dr. Churchill was the elderly, about
to retire, Professor of Surgery at MGH. Despite one or two well-
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advertised incremental “firsts” in his career, we students found him
boring. Churchill frequently entered the darkened observation area
above the glass-ceiling operating rooms at MGH in order to see
how things were going.

I was initially unaware of his presence one day as I entertained
the residents with some of his more ridiculous gestures and clichés.
For the remainder of this hot springtime rotation, whenever we
met, he would stop me and carefully re-button the size 16 collar
of my student’s tunic tightly around my size 18 neck.

HOSPITALIZATION CAN BE RISKY

But it was insightful old Mr. Zackoverich—my first patient as
a senior medical student at PBBH—who inadvertently taught me
that merely hospitalizing a patient in strange surroundings and
unfamiliar hands is risky—and that under such circumstances,
every patient wants and needs someone trustworthy to assume
responsibility for his/her care (just as a good waiter accepts
responsibility for delivering a decent meal).

Mr. Zackoveritch, an apparently healthy retired man in his
60’s, was admitted to our medical ward for evaluation of an
abnormally high left diaphragm that moved poorly when he
breathed. This interesting abnormality, discovered on a routine
chest x-ray taken for tuberculosis screening, had caused him no
difficulty, but it was viewed as a possible indicator of something
more serious like cancer.

Because he had entered a teaching hospital as a puzzling diagnostic
problem, many different doctors-in-training and a few erudite medical
professors came by to examine him and order tests. Eventually, Mr.
Zackoveritch concluded that these physicians were more interested
in scoring an impressive diagnosis than in helping him.

After several days of tests—some inconvenient, some painful,
all inconclusive—we had a chat. He said, “I want your office address.
You're the only one who seems to know what is going on. When I
get out of here, I want you to be my doctor.” I was touched. And
that night he died.

According to the chart, he had become irritable in the evening,
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perhaps disoriented by his persistently strange surroundings. A
resident ordered him confined to bed and treated with sedatives.
This made him more confused. Someone else ordered intravenous
fluids in case he was too dry.

Soon they had to tie him down because he was shouting that
he couldn’t breathe. He kept trying to get out of bed until he
died. Autopsy revealed no reason for the high diaphragm, not much
heart disease, and death from acute fluid overload (too much
intravenous fluid).

About 18 years later, one of my first ten open-heart surgery
patients was Dave T, a prominent Anchorage attorney. On his
second postoperative day, he was doing remarkably well when a
nurse gave him some cloudy intravenous fluid from a cracked
bottle—persisting with her efforts to maintain flow until the IV
filter fully plugged.

Although Dave seemed unaffected by fluid from that
contaminated I.V., my consultant in infectious disease—having
gone through mounds of hospital trash to find the discarded bottle
and demonstrate that it contained mold—elected to treat vigorously
with a rather nasty anti-fungal agent. By the following morning,
Dave was a wreck, and we both worried that another strenuous
anti-fungal treatment might kill him.

He asked what I thought he should do. I responded, “Well,
neither of us knows enough about treating fungus to win an
argument. But if I were you, I would forget about the fungus and
sign out of the hospital against advice. Your wife can take care of
you.” Dave signed out and did well. I wish I had given Mr.
Zackoverich the same advice.

INTERNS AND RESIDENTS LEARN
FROM EACH OTHER

When I began my surgical internship on the 5 (Harvard)
Surgical Service of Boston City Hospital, our Chief of Surgery was
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Professor J. Engelbert Dunphy, a consummate medical politician
and by reputation, a competent surgeon. He was a big disappointment
to me, as he seemed uninterested in hands-on training.

In fact, I cannot recall ever seeing him perform or guide anyone
through a surgical procedure. My only memory of his presence on
the ward is the day he dropped by to demonstrate a proper bedside
manner and leaned against the bedrails of a demented shit-smearing
patient, then strolled off with parallel brown stripes across the
front of his jacket.

At this point (between our wars in Korea and Vietnam), the
Cold War was in full bloom, with many residents being drafted
unexpectedly by local draft boards. So to ensure appropriate staffing
of our surgical service, Dunphy decreed that no resident would be
reappointed for the next year unless he first volunteered for the
military and was then deferred to complete his surgical training.

Almost everyone volunteered except me. Soon Dunphy left for
a more prestigious job in San Francisco. With several medical schools
and many young doctors available for draft board selection in
Middlesex County, I was able to complete my remaining residency
years without being drafted. During my remaining time at Boston
City Hospital, we only had temporary Surgical Chiefs—first Charles
Lund and then Mel Osborne.

Lund was known primarily for having treated many victims of
Boston’s deadly Coconut Grove nightclub fire, in which nearly
500 lives were lost. He was an elderly, pleasant, unpretentious
man who showed us how to do split thickness skin grafts. Osborne
was a smooth-talking surgeon who enjoyed fly-fishing and taught
us little. In effect, Dunphy’s departure left us unsupervised at City
Hospital except by residents ahead of us in training. And some
were more skilled than others.

Furthermore, with modern surgery still pending, remarkably
little was understood about why operations sometimes succeeded
and sometimes failed. But we all remained busy and learned what
we could from our many surgical disasters. As decent surgical
residency posts were scarce, and I was not an outstanding candidate,
I had no realistic option other than to complete my general surgery
training at the City.



BeTTER HEALTH CARE AT HALE THE COST 67

Yet despite investing 63 months and much effort, I did not
consider myself a well-trained surgeon when I left City Hospital.
For while we cared for many derelicts and sometimes helped
extremely ill people, the number of “big” operations was limited—
with major competition over big surgical cases between and within
the various services.

Fortunately, I was merely completing my general surgery
residency to qualify for training in chest surgery. Thus I never felt
any pressure to do more surgery than necessarily came my way.
And because surgery is never risk-free, I assiduously avoided
performing unwarranted procedures.

Indeed, it was there that I developed a life-long reluctance to
do more than seemed essential for a satisfactory outcome. As we
used to say (though, like all aphorisms, it was not always true),
“The best is the enemy of the good” (Voltaire).

By the end of my time at Boston City Hospital, I had benefited
from two critically important (for me) rotations through the
Overholt Thoracic Clinic, under the primary tutelage of Wilford
Neptune. Though I learned a great deal from all five Overholt
Clinic partners, Drs. Neptune and Richard Overholt were among
the finest surgeons and gentlemen I ever met.

Like Dr. Franseen (see Chapter Five on electrocoagulation),
these men were highly respected and very successful in private
practice. Yet they responded graciously and helpfully to each
resident’s questions and suggestions. And even the most important
medical and surgical academic professors—who would never invite
Overholt or Neptune to address their conferences—sought Overholt
Clinic care for themselves and their families.



CHAPTER THREE

A RESIDENT’S “LIFE” AT THE
BOSTON CITY HOSPITAL

Some sugars prevent bacteria from settling down . . . Any

action or inaction may lead to catastrophe

* * *

F rom June, 1957, when I graduated from medical school—
through September, 1962 when I completed general
surgery training, I spent much of each year working at Boston
City Hospital (day and night with very little sleep, for about 120
of the 168 hours in each week). During this time, I was
intermittently assigned to smaller Boston-area or outlying hospitals
for 1 to 3 month rotations.

Many of these assignments represented a nice break and some
were even useful, since staff surgeons at every hospital tended to
do things differently. This allowed us to evaluate many alternatives
in surgery and patient care. Naturally, each group viewed their
own methods as safest and most effective.

But the Boston City Hospital ambiance and work experience
was unique. Any reader who has not endured training in a large
city charity hospital is advised to suspend disbelief, withhold
judgment, and simply hope that things have improved. Needless
to say, mine is a dated report, for I never went back after graduating
from City Hospital’s fully accredited internship/residency program.

The hospital itself was an unattractive accumulation of hulking
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7-10 story gray masonry structures covered with pigeon excrement
and otherwise aging disgracefully in a huge walled compound near
the city dump. As one might expect, nearby overcrowded and
dilapidated tenements were mostly occupied by disadvantaged
minorities.

Ordinary background noises included loud traffic and the
rumble of passing elevated trains interspersed with ongoing screams
and shouts of drunks in delirium tremens and the wail of ambulances
delivering the wretched, poor, homeless, hopeless, drunk,
unfortunate, ill or injured to a sprawling chaotic intake area known
as the Emergency Room.

That Emergency Room alone deserves book length treatment—
from the huge cop named McSomething who always vanished when
a patient became violent, to the bored intake personnel filling out
forms who might not even look up while inquiring what part had
been stabbed so they could call an appropriate surgical
department—though one worker did scream when her client turned
to reveal a knife protruding from the back of her head.

Especially in this area, we had to look out for ourselves and
each other. Many a drunk remained amorous or combative after a
thumping good nightstick cut to the head that necessitated scalp
repair before jailing. So when my sweet little Marianne had ER
duty, she always hung a slim-necked, easily hand-held, heavy glass
intravenous bottle of salt water nearby, as we deemed these ideal
for decking aggressive drunks.

The unexpected was usual: For example, one day the charge
nurse complained that two of her orderlies were being beaten up
in room 10 by a hysterical paratrooper. The agitated soldier had
his back toward me when I looked in so I grabbed him with a
double hammerlock (passing my arms under his arms and placing
my hands behind his neck).

Not surprisingly, he came totally unglued. My only option
was to hang on tight, so I drove him face-down onto the floor
while the orderlies vanished for parts unknown to get a straitjacket.
Problem was, it took them 10 or 15 minutes to recover, get
organized and return.
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In the meanwhile, I had him face-down in the main corridor
where the usual heavy flow of patients walking or being rushed
past in litters continued as I (in my white doctor’s suit) occasionally
thumped his face on the concrete floor to help him relax. And
when I finally got back to the surgical ward, pushing a litter bearing
another new admission, the resident in charge yelled, “What took
you so long?”

You must take for granted that we worked in a corrupt city for
a corrupt hospital administration where corrupt council members
and other corrupt politicians routinely filled their station wagons
with turkeys, roasts and other food items near election time or
before holidays. And assume that all these worthies felt free to
interfere in patient care despite their profound ignorance of matters
medical.

Indeed, at any moment, a resident might be called to admit
some politician’s homeless relative or friend to a badly needed
surgical bed for the winter, or to admit a politician’s aged in-laws
until the honorable gentleman and his wife returned from a
prolonged city-sponsored Florida vacation.

On the other hand, one dapper psychiatry resident (who always
carried an umbrella) regularly had acutely inebriated young males
wheeled to his own room for “urgent psychotherapy”. And the
male “Charge Nurse” in Urology (who “advised” and played golf
with important politicians) simply altered any doctor’s order with
which he disagreed. But given the other treatments available at
the time, perhaps he was right to pack sugar into infected wounds.

SOME SUGARS PREVENT BACTERIA
FROM SETTLING DOWN

In recent decades, researchers have identified lectins (specific bacterial
surface proteins) that secure invasive bacteria to cell surface carbohydrate
in the airway, gut or urinary tract. This adhesion is necessary for bacteria
to infect exposed cells.

Human breast milk contains complex carbohydrates that prevent
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bacterial lectins from binding to cell surfaces. Food technologists have
shown that a thin film of cow-milk-extract sprayed on fresh cow carcasses
can keep those raw surfaces bacteria-free for weeks. And veterinarians
have controlled chronic equine uterine infections that caused repeated
abortions, by irrigating the mare’s uterus with mannose (another sugar).

Children who regularly chew xylitol gum have far fewer dental
cavities or ear infections because that five-carbon sugar prevents bacteria
[from attaching to teeth or throat surfaces. And when women drink
cranberry juice (which contains proanthocyanidins that have similar
anti-adhesion properties), they minimize bacterial adhbesion within their
urinary tracts (the beneficial effect begins within 2 hours and may
persist for 12 hours).

Glycoproteins extracted from cows milk seem to reduce survival of
helicobacter pylori bacteria in the stomach (and see Chapter Four).
Another anti-adbesion compound (polyphenol oxidase) found in plant-
parts such as potatoes and apples, keeps many harmful bacteria from
adhering to the intestinal lining. In some south-east Asian countries, a
potato peel extract is commonly smeared on burns to prevent infection
(New Scientist, 29 Nov. 2003 pp34-7).

* * *

Naturally, the many hundred intern and resident physicians,
and the thousands of hospital employees, and uncounted thousands
of patients constantly passing through City Hospital’s in-patient
and out-patient services, all had different problems, needs and
concerns.

Thus any of the above might suddenly have a reason to respond
even more strangely or violently than usual to life’s daily pressures—
here magnified by endlessly stressful and often hostile interactions.
Many viewed politeness as a sign of weakness. So while a patient’s
heart-felt “Thank you!” was a startling and less than yearly occurrence,
threats were somewhat more frequent.

City Hospital had a huge budget, from which each administrative
layer of the city and the hospital diverted what they could. Everyone
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understood this. So nurses might draw attention to the need for
hospital fumigation by offering extra desserts to whichever patient
killed the largest cockroach for the daily display.

Naturally, the fumigator finally hired was an administrator’s
no-good inexperienced next-of-kin who simply went from room to
room and ward to ward, shouting “Fumigation! Leave the room!”
before spraying poison widely around those too sick or injured to
flee. Within days, two of our postoperative patients died of liver
failure. And when I refused to alter their death certificates from
“fumigant poisoning” to “natural causes’, the administrator did it
for me.

Imagine peeling paint along long dreary corridors—underpaid,
hugely obese food service workers snacking on half gallon cartons
of vanilla or chocolate ice cream—and stinking elevator shafts where
elevator operators routinely stopped their empty elevators between
floors so they could urinate through the inner door grille.

Those operators often abandoned their elevators in the basement
to go for lunch or place bets with “Pinkie”—the hospital security
guard and bookie, whose fief was the hospital parking lot. As an
obviously fresh intern, I once entered an elevator where the tall
and hugely obese operator said “Hi ya, Doc” and slugged my
arm.

I carefully explained that the next time this occurred, I would
slug him back. Soon thereafter he again smote me as I entered his
elevator. This time, I was right behind the famous neurologist—
Professor Denny-Brown, and some student nurses. As promised, I
punched him as hard as I could, almost spraining my wrist because
my fist bent so far around while deeply indenting his belly fat.

The elevator man fell back with a crash against the brown
sheet metal wall. The entire elevator shook. A student nurse
screamed. Denny-Brown said “My word!” I said “UP!” And up we
went with no one making another sound. The big elevator man
and I had no further problems. Indeed, we remained on good
terms thereafter.

Not infrequently, I had to hijack an abandoned elevator from
the basement in order to move a critically ill patient to surgery or
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x-ray. On such occasions, I usually abandoned the elevator on an
upper floor so our absent operator would get needed exercise while
seeking it.

Though all interns and residents were licensed MDs, City
Hospital pay was low enough ($100.00 a month in our first year)
that many married physicians qualified for—and some went on—
welfare. So at one point, we all got a $10 a month raise, just to
avoid further adverse publicity for the hospital.

The hospital administration sold us health insurance but
apparently failed to pass our premiums along to Blue Cross.
Consequently, Marianne and I—after being “fully insured” for over
a year—still had to pay the entire $400.00 bill when our first
child was born (zor at City Hospital).

Because technicians received higher pay than residents, the
hospital delegated every possible routine chore like testing urine
or drawing blood, to the doctors. Some doctors found it especially
annoying when night-shift lab technicians intentionally dropped
the fragile glass tubes containing laboriously drawn blood samples
in order to reduce their own analytical toil.

Other aggravations included X-ray technicians who refused to
take portable X-rays needed on extremely ill patients because they
would soon be going off-duty. Many residents found these behaviors
unbearable but I resolved them easily by grasping the offending
technician’s shirt tightly at the throat and lifting him off his feet
while explaining, “My patient is very ill and needs your help
NOWP”

The X-ray department locked its doors promptly at five pm
every weekday and usually closed for the weekend despite the fact
that many recent films of critically ill patients had not yet been
dried, analyzed or made available to the patient’s physician. I quickly
developed a following among residents in various services by
routinely unscrewing the heavy metal double-door’s hinges to
reopen the X-ray department.

At times, groups of residents waited impatiently for my nightly
extension of the X-ray department’s posted schedule. Presumably,
this non-destructive maneuver—which involved leaving one long
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screw in each middle hinge so the metal double doors would rotate
up to a near-horizontal position—saved many lives. Fortunately,
those loosened doors never fell on anyone

Only a few residents—those who played the numbers with
Pinkie—were allowed to use the City Hospital parking lot. On
snowy days, tow trucks often plucked our cars from nearby streets.
Retrieval of an impounded auto cost much of a month’s salary, so
one snowy day I chased Pinkie into his locked security hut and
amputated the chain that blocked the parking lot entrance.

Over the next days, City administrators paged me repeatedly,
but I failed to respond. Our “emergencies-only” hospital
loudspeaker system for paging physicians was preempted several
times each day by nuns and priests for a string of Hail Mary’s or
lengthy prayers in Latin. Eventually, even those who (like me)
were religiously challenged and had been expelled from Latin, could
mumble those prayers like a pro.

At the annual City Hospital dinner dance, my fellow residents
twice awarded me the “Meanest Resident of the Year Prize” (in
absentia). This truly was an unexpected honor—in part, because I
had no inkling that such an award existed—but also because I was
apparently selected by general acclaim over many hundreds of other
not-so-nice residents then working at City. One year, my prize
was another chain taken from Pinkie. The other year’s prize was a
hand-lettered scroll that I soon lost.

Because hospital food was often toxic, we posted daily sign-up
sheets in a public lobby to keep administrators, food inspectors
and the public informed on how many physicians currently suffered
from food poisoning. Hospital patients and the doctor’s cafeteria
usually got comparable food with equally explosive outcomes.

Doctors-in-training develop a strange sense of humor, as well
as an urge to get even. As a humble new intern, I was once trailing
our group on rounds when the Chief Resident barked, “von Hippel,
fetch a rectal glove!” Somewhat annoyed, I went for a glove and en
route created a tiny hole in the latex index-fingertip. Our Chief
Resident then described how easily he could feel whatever-it-was
on rectal.
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When he finished, some of us may have snickered, for his index
finger had come entirely through the latex and required prolonged
scrubbing. One day soon thereafter, I was pulling on a long retractor
from my usual remote location as #hird or fourth assistant (until self-
retaining “iron intern” retractors became cheaply available, interns
rarely did much else in the operating room) while the Chief Resident
explored an anesthetized patient’s distended abdomen.

I heard a muffled sound. He quickly brought his hand out,
covered it with a towel and said, “von Hippel, put your hand in
here and describe this finding.”

“No thanks!” I responded.

He acted puzzled. “Why not?”

I said, “Because I just heard the gut pop and the belly is now
full of shit so you want to give me the credit.” He chuckled and
our difficult operation proceeded to its dismal conclusion.

At another hospital, a bored Arab anesthesiologist amused
himself by pouring ether into my scrub shoes as we worked. I
slipped my shoes off without disturbing the flow of surgery, and
surreptitiously filled an irrigating syringe with bloody fluid. When
the Arab next stuck his head in the door to speak with our anesthesia
resident, I filled his open mouth with bloody fluid without anyone
else noticing. Thirty minutes later, he was still washing his face at
the sink as we wheeled our patient to the recovery room.

ANY ACTION OR INACTION MAY
LEAD TO CATASTROPHE

One patient had a urine catheter in place to collect a 24-hour
urine sample for some long forgotten reason (City was, after all, “a
teaching hospital”). The initial collecting bottle—a recently
emptied intravenous fluid bottle—soon filled with urine. When
disconnected from the Fo