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The Annual World Health Care Congress, a market of ideas, co-sponsored by The Wall Street Journal, is the most prestigious meeting of chief and senior executives from all sectors of health care. Renowned authorities and practitioners assemble to present recent results and to develop innovative strategies that foster the creation of a cost-effective and accountable U.S. health-care system. The extraordinary conference agenda includes compelling keynote panel discussions, authoritative industry speakers, international best practices, and recently released case-study data The 13th Annual World Health Care Congress will be held April 10-13, 2016 at the Marriot Wardman Park Hotel, Washington DC.   For more information, visit www.worldcongress.com. The future is occurring NOW.  
* * * * * 

1. Featured Article: Hillsdale College
Hillsdale College was founded in 1844 by men and women who proclaimed themselves “grateful to God for the inestimable blessings resulting from the prevalence of civil and religious liberty and intelligent piety in the land,” and who believed that “the diffusion of sound learning is essential to the perpetuity of these blessings.”

Hillsdale was the first American college to prohibit in its charter any discrimination based on race, sex, or national origin. Associated with the anti-slavery movement from its earliest days, it attracted to its campus anti-slavery leaders such as Frederick Douglass and Edward Everett, who preceded Abraham Lincoln at Gettysburg. Several of the College’s leading men were instrumental in founding the new Republican party up the road in Jackson, Michigan, in 1854. And Hillsdale sent a larger percentage of its students to fight for the Union in the Civil War than any other American college or university except West Point. Two of those Hillsdale veterans helped carry Lincoln’s casket to the slain president’s final resting place in Springfield, Illinois. 
Hillsdale’s modern rise to national prominence began in the 1970s, when the federal government attempted to impose a host of regulations on the College—including racial quota requirements that violated Hillsdale’s principled policy of nondiscrimination. When the Supreme Court upheld these regulations in the 1980s on the basis that Hillsdale students received federally funded grants and loans, the College decided to refuse even this indirect form of federal aid, replacing all federal student aid with privately funded grants, loans, and scholarships. Read more.  .  . 
Hillsdale’s Board of Trustees pledged first that the College would continue its long-standing policy of nondiscrimination, and second that it would not accept any encroachments on its independence. It is a pledge that has been renewed several times in subsequent years and stands to date.

Today an independent, coeducational, residential liberal arts college with a student body of some 1,450 undergraduates, the College continues to carry out its original mission. With a core curriculum that comprises about one-half of courses a student needs to graduate, Hillsdale maintains its strong fidelity to the liberal arts.

In its outreach, too, the College teaches those same ideas that advance “civil and religious liberty.” Its many programs include the Center for Constructive Alternatives, one of the largest college lecture series in America; the Hoagland Center for Teacher Excellence, which holds seminars for high school teachers of civics and history; the National Leadership Seminars; the Allan P. Kirby, Jr. Center for Constitutional Studies and Citizenship, in Washington, D.C.; and Imprimis, a monthly newsletter that reaches over two million people.

Opened in the fall of 2012, the Hillsdale College Van Andel Graduate School of Statesmanship offers an M.A. and a Ph.D. in politics.

For more information about Hillsdale College, please visit www.Hillsdale.edu.
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2. In the News:   Why are we paying our administrators so much? 


Why Are Campus Administrators Making So Much Money?

Lawrence Wittner | Updated Sep 20, 2014
Professor of History emeritus, SUNY Albany
Americans committed to better living for bosses can take heart at the fact that college and university administrators -- unlike their faculty (increasingly reduced to rootless adjuncts) and students (saddled with ever more debt) -- are thriving.

In 2011, the last year for which figures are available, 42 private college and university presidents received more than a million dollars each for their work. Robert Zimmer (University of Chicago) was the best-paid, at $3,358,723. At public colleges and universities, nine top administrators garnered more than $1 million each in 2012-2013, with the best-paid, E. Gordon Gee (Ohio State University), receiving $6,057,615. Read more . . . 
Since then, it's likely that the number of millionaire campus presidents has increased, for their numbers have been growing rapidly. Indeed, in 2012-13, the number of public university presidents receiving at least $1 million for their services more than doubled over the previous year.

In addition to their formal compensation, college and university presidents receive some very lavish perks. These at times include not only free luxury cars and country club memberships, but free university housing. James Milliken, the chancellor of the City University of New York, attended by some of the nation's most impoverished students, lives rent-free in an $18,000-a-month luxury apartment on Manhattan's posh Upper East Side. From 2000 to 2007, when Gordon Gee was chancellor at Vanderbilt University, he benefited from a $6 million renovation of the university mansion in which he and his wife resided. According to a New York Times article, after Gee moved on to his multi-million dollar job at Ohio State, he was known for "the lavish lifestyle his job supports, including a rent-free mansion with an elevator, a pool and a tennis court and flights on private jets."

The soaring incomes of campus administrators are paralleled by their soaring numbers. Between 1993 and 2009, their numbers reportedly increased by 60 percent, to 230,000 -- ten times the rate of growth of the faculty. According to a February 2014 report by the American Institutes for Research, between 1987 and 2012 the number of administrators at private universities doubled, while their numbers in central university system offices rose by a factor of 34.

A look at one university system is instructive. Between 1975 and 2008, the total number of administrators at California State University rose 221 percent (from 3,800 to 12,183), compared to an increase in full-time faculty of less than 4 percent (from 11,614 to 12,019). CSU thereby achieved the distinction (since then, rapidly fading) of having more administrators than full-time faculty members.

In Canada, where the situation is much the same, faculty members recently teamed up in groups of four to apply for an advertised position as president of the University of Alberta. They explained that, "by job-sharing this position, we would be able to do a better job than any one person could do -- and the salary is certainly ample enough to meet the needs of all four of us." A leader of their collective action told a reporter that it was designed to highlight "the disparity between the recent growth of university administration -- both in terms of numbers of administrators and in terms of their salaries -- and their rhetoric of austerity, which has resulted in program cuts, loss of tenure-track jobs, increasing numbers of poorly-paid, insecure sessionals [adjuncts], and skyrocketing tuition."

Not surprisingly, the soaring income and numbers of administrators have led to their consuming an increasing share of the campus budget, thereby reducing the percentage spent on teaching and research.

Their rapidly-rising income reflects, in part, the fact that the boards of trustees of most higher educational institutions are dominated by businessmen, who, naturally, are accustomed to the outlandish incomes and perks of the corporate world. Thus, for example, the board of trustees of New York University had no hesitation in giving university president John Sexton a $1 million loan to help build his lavish vacation home on Fire Island, despite the fact that he was already receiving $1.5 million per year from that university. When the loan became a source of public controversy, the board chair responded indignantly: "This is a guy who could readily make $25 million a year" in the private sector!

In addition, as boards of trustees are often less concerned about education than about money, they are dazzled by administrators who rake in large financial contributions. Against the backdrop of drastically-reduced public funding for universities, attracting donations from the wealthy and their corporations -- plus, of course, raising tuition and reducing faculty salaries -- is considered particularly desirable behavior in a modern university administrator. Thus, as a Wall Street Journal article noted, the nation's top-paid administrator in 2013, Gordon Gee, was "a prolific fundraiser," who oversaw an Ohio State fundraising campaign that, by the middle of that year, had "raised more than $1.5 billion." The priorities were also clear when it came to NYU's John Sexton. Although the faculty voted no confidence in him for his autocratic actions, the chair of the board of trustees retorted: "Since he became president we've raised, I think, $4.7 billion in contributions." He added: "We're convinced there is no one who could be more effective than John, and I speak on behalf of a totally unanimous board."

The extraordinary growth in the number of administrators can be explained partially by the fact that bureaucrats tend to multiply. Thus, a top administrator, such as the campus president, likes to have subordinate administrators doing his or her work. In turn, the subordinates like to have additional administrators working for them.

Another reason for administrative bloat is that, although the number of faculty is strictly regulated by the administration, there is no one regulating the number of administrators except the college or university president. And the president is unlikely to get rid of administrators -- except when he or she wants to appoint new ones.

Thus, whatever the plight of faculty and students, these are boom times for campus administrators.

http://www.huffingtonpost.com/lawrence-wittner/why-are-campus-administra_b_5604091.html
Lawrence S. Wittner (www.lawrenceswittner.com) is Professor of History emeritus at SUNY/Albany. His latest book is a satirical novel about university corporatization and rebellion, 
What's Going On at UAardvark?
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3. International Medicine: Cost Sharing
Of the 28 OECD countries that share Canada’s goal of providing care on the basis of need and not ability to pay, 23 have some form of cost sharing program for patients covering hospital and physician services, and in many cases emergency room visits. All of these countries have realized what economic experiments and international evidence have shown for years: making patients responsible for some of the cost of their care leads to more informed decisions about when and where the health care system is accessed. Read more . . .
Two nations have, in fact, expanded their cost sharing programs over the last year in order to take better advantage of the benefits generated by such reforms. Beginning just last month, the German cost sharing program has been expanded to include physician services in addition to hospital services. The Slovak Republic has taken an even larger step and gone from no cost sharing for hospital and physician services, to a full range of co-payments. The Slovak reforms have been remarkably successful at controlling costs: just six months after the new Slovak program, the government witnessed a 30 percent reduction in the number of visits to general practitioners and a 25 percent reduction in the number of hospital stays.

Put another way, implementing a cost sharing policy as is done in France, Sweden, Japan, and Australia—all of whom do better on health care outcomes than Canada while spending less than we do [in Canada]—would have profound effects on the efficiency and cost of health care in Alberta. First, access to family physicians and clinics would be improved for those in need as some patients (25 to 30 percent in the case of Slovakia) will opt to save the charge and not seek medical attention. Second, remarkably long waiting times for emergency care would fall as patients requiring attention for non-critical conditions would seek care in more cost-effective settings. Third, resources freed up as a result of the first two effects could be used to treat the real health care problems that reside on the province’s waiting lists or allow for tax relief that would benefit the economy as a whole. 
___________
Cost sharing appears to be a more acceptable concept, which is gaining acceptance in a number of countries with dramatic reductions in cost, than having the system of yearly deductibles and copayments on every service. However, the concept is identical. This has been the modus operendi in HealthPlanUSA, our research endeavor as the ideal HealthPlan for our country to counterman the enormous costs of Obamacare that we are now experiencing. We have shown up to 60 percent anticipated reduction in Emergency Care and a 40 percent reduction in Hospital Care with the HPUSA proposal—similar to the “cost sharing” concept which is teaching socialized countries that cost sharing (deductibles and co-payments) makes health care more efficient and saves huge amounts of costs. 
However, in the United States we still have health plans that have no deductions and no copayments offered which are highly popular. What isn’t understood in these plans, that every significant cost has to be pre-approved by the insurance carrier and physicians are expected to be the medical policemen for utilization to keep costs low. Physicians are already experiencing administrative review the past several years with more stringent reviews promised in 2017. Doctors are experiencing reduced payments if their panel of patients exceeds a certain expected norm. This will become a severe cost reduction starting next year when additional penalties will be levied.  Doctors are leaving the HMO panels, the Obamacare Medicaid panels, and now even the Medicare panels in droves. We know of some physicians who have closed their practice and have become hospital and corporate employees and a few have joined the ranks of the skilled labor union type of job fearing serious retribution in medicine. We are in the process of closing our practice. We are unable to afford the costs of review, denials, rebilling, denials, and just giving up the entire process to bill Medicare for it is too expensive to finesse. 
​​​​​​___________

What has been recommended for years is to have a high deductible health insurance policy to cover hospitalizations and surgery and then pay for the yearly small items such as physician visits and medications on a cash basis. 

HealthPlanUSA, an Incubator Endeavor, proposes to have a yearly deductible equal to the average yearly cost of routine care with a graduated cost sharing mechanism such as a 10 percent copayment for hospitalization and major surgery, 20 percent copayment for Emergency and Surgical center care and a 30 percent copayment for outpatient care.

Our informal study on our patients have found approximately a 70 percent reduction in Emergency Visits when a 20 percent copayment was requested on registration, and a 30 percent reduction in hospital admissions when a 10 percent copayment was requested at the time of registration, which could be placed on a credit card. This is such a simple straight forward solution to our health care corundum, that no further health care reform would be required. Such a plan could replace standard health insurance, high deductible health insurance, and no health insurance because it would now be affordable to everyone.
Follow this dialogue at HealthPlanUSA.net  
Our data is strictly on an individual interview base, e.g. “If you had to pay the 20% of the average $600 fee for an ER visit, would you have gone?” More than two-thirds of the respondents say they would not have gone to the ER but made alternate arrangements such as an office visit the next morning.
“If you had to pay 10% of the average $2,000 a day hospital charge, would you have come to the hospital or made other arrangements.” Outside of a heart attack, stroke, or emergency, one-third stated that they would have made arrangements with members of their family to assist in their care, bringing them to the doctor, assisting them in their home, and follow up with their doctor. Thus only those that required hospital care would have come to the hospital. Thus on an average 5-day stay, $9,000 would have been saved.
These are huge savings not comprehended by the promoters of universal health care managed by a government which 80% of Americans don’t trust.

This data is now supported by several socialized medicine countries that now see a huge savings in cost by just such a cost sharing plan, which we call a yearly deductible and co-payment on each service. What is so difficult to comprehend that Hillary and Bernie don’t understand?
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Canadian Medicare does not give timely access to healthcare, it only gives access to a waiting list.

--Canadian Supreme Court Decision 2005 SCC 35, [2005] 1 S.C.R. 791
http://scc.lexum.umontreal.ca/en/2005/2005scc35/2005scc35.html 

Why would American’s want this type of a costly system?

* * * * *

4. Medicare: Car-Care is nearly as expensive as Health Care
Car-Care Crisis?
September 16, 2015

The U.S. healthcare's third-party payer system has created a national crisis where we are spending more than ever while failing to ensure access for our citizens. The health insurance system abets this crisis by adding administrative costs, regulatory compliance burdens, and bureaucratic interference. Many consumers are caught unwittingly in this vicious cycle fed by employer-provided benefits which further insulate healthcare consumers from the real costs of medical care, says senior fellow John R. Graham of the National Center for Policy Analysis.

There are interesting similarities between healthcare insurance and car insurance, and perhaps a few lessons one can learn from the other. See more . . . 

· Per-person spending on healthcare in 2014 was $9,176. According to the American Automobile Association (AAA), the cost of operating an average sedan for one year is $8,876.

· Americans traveled 253 million miles by road last year. There are 239 million Americans aged 18-84 years.

· Both cars and people tend, on average, to go many years on basic maintenance, requiring major repairs relatively infrequently.

But there are key differences as well.

· According to AAA, the average annual car insurance premium is $1,032, or about 12% of the cost of operating a vehicle for one year.

· In 2014, of the $9,176 spent per capita for health care, only $1,082 was covered by directly by consumers.

We do not expect our car insurance companies to provide us access to an oil change, nor would we purchase expensive insurance to cover every conceivable expense we might ever incur as car owners, yet, that is exactly how health insurance is modeled. Obamacare only doubles-down on this fatal flaw.

"Obamacare was a significant tightening of [the government's] grip, but it won't be the last as long as we accept that insurance should control access to health care."

Source:  John R. Graham, "Why There's No Car-Care Crisis," Real Clear Policy, September 11, 2015.

- See more at: http://www.ncpa.org/sub/dpd/index.php?Article_ID=26065#sthash.KJNYttzT.dpuf 
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 Government is not the solution to our problems, government is the problem. 

- Ronald Reagan
 * * * * * 

5. Medical Gluttony: ICD 10 goes into effect this month and I closed my office.
We have been using ICD 9, the ninth edition of the International Classification of Diseases for the last 40 or 50 years. Each disease is classified into one of 16,000 identity classes so that doctors, hospitals, insurance companies, pharmacies are also speaking of the same identical disease. This was a logical and appropriate classification to make sure we’re all on the same page. This was a civil matter. Read more . . . 
In the 1980s, Medicare made these a criminal matter when they started fining doctors and hospitals for using the wrong code. They alleged that this variation indicated over coding, using a higher code to collect more money. I know of one physician in Sacramento who spent 22 months in jail for alleged over coding when he didn’t understand the codes and deferred them to his office manager. In retrospect, he was not doing this for money, because he never changed his charges for the same service. I know of one surgeon in San Diego who spent 65 months in prison for his coding errors. In retrospect, it turns out this his own attorney did not understand the issues. 

When we understood that the ICD 10 had 68,000 codes we became concerned. The stats on the ICD 9 was that 59% of physicians disagreed with the Centers for Medicare and Medicaid Services (CMS), we knew that Medicare would be able to prosecute up to 59% of us as their powers progressed. So when the notices were sent that ICD 10 would become effective this month, October 1, 2015, we decided there probably was no possible way to be compliant with 68,000 codes if most of us could not comply with the prior 16,000 codes. When this announcement was made in Oct 2014 that the ICD 10 would become effective on Oct 1, 2015, we decided we would close our office at that time. And we proceeded and closed our office on October 1, 2015, and haven’t looked back once. I have been able to cut back on one of my high blood pressure pills and eliminate my Prozac because the pressure and depression just disappeared.  
During the last few years of the Obamacare edicts coming out almost every week from the insurance and HMO companies, we have been unable to keep up with our newsletters. So this is one of the last one of 2015 which we are completing having only put isolated ideas in them over the past two years. We will now roar back to be an effective enlightenment of health care as we see it going down the tubes and hope to resurrect it.
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6. Medical Myths :  Spiritual but not religious 
"Spiritual But Not Religious" is a phrase you hear more and more these days — and with good reason. In 2012, a Pew Foundation survey on religion found that almost 20 percent of Americans placed themselves in the category of "unaffiliated."

That 20 percent unaffiliated translates into a whole lot of people. It's a big enough number that, most likely, your next airport van ride will include someone without traditional religious attachments onboard.

But to really appreciate the importance of this 20 percent in the landscape of American life, you have to consider one more number: 10 years. Read more . . .
That's how long it's been since philosopher Sam Harris published his book The End of Faith and kick-started the New Atheist movement. Along with writers like Richard Dawkins, Christopher Hitchens and Daniel Dennett, Harris was unapologetic in his denunciation of literalist religious beliefs.

Looking back, New Atheism was at its best when it provided a clear defense of reason against the many fundamentalisms that only look backward. At its worst, however, it dismissed all experiences of "spirituality" as worthless, pudding-headed confusion. 
But here is the real point behind 10 years of New Atheism, 20 percent religious affiliation and the bracing questions posed in Harris' new book: People in the unaffiliated category are, in general, not hostile to science. They are apt not to reject science's promise of knowledge based on evidence but, instead, to embrace it. . . 
http://www.npr.org/sections/13.7/2014/10/21/357770909/does-being-spiritual-but-not-religious-really-mean-anything SAC BEE Sunday Sept 13 2015
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Medical Myths originate in the mind—somewhere.
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7. Overheard in the Medical Staff Lounge: ICD 10 Is Now in Effect
Dr. Rosen:
The ICD 10 has arrived. So long to ICD 9, our Classification of Diseases for the past 50-


years. What does this transition mean?
Dr. Edwards:
It undoubtedly will take longer to code every patient. This is adding time to see each 


patient.
Dr. Milton:
In the real world time is money. In the medical world, spending extra time is a defense to 


prevent review. Read more . . . 
Dr. Ruth:
Being reviewed may cause consequences far greater than an adverse malpractice award.
Dr. Michelle:
I was reviewed once by Medicare. That was such a tense day that I don’t ever want to go 


through again.
Dr. Yancy: 
I don’t think the average American understands what we doctors go through all the time.
Dr. Sam:
The average American just thinks we make a lot of money and why do we complain.
Dr. Dave:
But just take a look at the doctors that were reviewed and lost. If they did avoid jail time, 


they more than likely lost most of their income. Many then lose their homes. Some lose 


their wife and family.  They lose their friends. They practically become a pariah—A 


social outcast.  
Dr. Kaleb:
This would not occur in my country. India is just too happy to have physicians. They treat 

us like royalty. 
Dr. Patricia:
I could handle that.
Dr. Joseph:
I just can’t say it often enough. I am so thankful to be retired.
Dr. Ruth:
I can hardly wait until I join your ranks. 
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The Staff Lounge Is Where Unfiltered Opinions Are Heard.
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8. Voices of Medicine: The waste and danger of unnecessary care
ANNALS of HEALTH CARE: OVERKILL

An avalanche of unnecessary medical care is harming patients physically and financially

What can we do about it?

By ATUL GAWANDE, MD | The New Yorker Magazine | June 11, 2015
It was lunchtime before my afternoon surgery clinic, which meant that I was at my desk, eating a ham-and-cheese sandwich and clicking through medical articles. Among those which caught my eye: a British case report on the first 3-D-printed hip implanted in a human being, a Canadian analysis of the rising volume of emergency-room visits by children who have ingested magnets, and a Colorado study finding that the percentage of fatal motor-vehicle accidents involving marijuana had doubled since its commercial distribution became legal. The one that got me thinking, however, was a study of more than a million Medicare patients. It suggested that a huge proportion had received care that was simply a waste. Read more . . . 
The researchers called it “low-value care.” But, really, it was no-value care. They studied how often people received one of twenty-six tests or treatments that scientific and professional organizations have consistently determined to have no benefit or to be outright harmful. Their list included doing an EEG for an uncomplicated headache (EEGs are for diagnosing seizure disorders, not headaches), or doing a CT or MRI scan for low-back pain in patients without any signs of a neurological problem (studies consistently show that scanning such patients adds nothing except cost), or putting a coronary-artery stent in patients with stable cardiac disease (the likelihood of a heart attack or death after five years is unaffected by the stent). In just a single year, the researchers reported, twenty-five to forty-two per cent of Medicare patients received at least one of the twenty-six useless tests and treatments.

Could pointless medical care really be that widespread? Six years ago, I wrote an article for this magazine, titled “The Cost Conundrum,” which explored the problem of unnecessary care in McAllen, Texas, a community with some of the highest per-capita costs for Medicare in the nation. But was McAllen an anomaly or did it represent an emerging norm? In 2010, the Institute of Medicine issued a report stating that waste accounted for thirty per cent of health-care spending, or some seven hundred and fifty billion dollars a year, which was more than our nation’s entire budget for K-12 education. The report found that higher prices, administrative expenses, and fraud accounted for almost half of this waste. Bigger than any of those, however, was the amount spent on unnecessary health-care services. Now a far more detailed study confirmed that such waste was pervasive.

I decided to do a crude check. I am a general surgeon with a specialty in tumors of the thyroid and other endocrine organs. In my clinic that afternoon, I saw eight new patients with records complete enough that I could review their past medical history in detail. One saw me about a hernia, one about a fatty lump growing in her arm, one about a hormone-secreting mass in her chest, and five about thyroid cancer.

To my surprise, it appeared that seven of those eight had received unnecessary care. Two of the patients had been given high-cost diagnostic tests of no value. One was sent for an MRI after an ultrasound and a biopsy of a neck lump proved suspicious for thyroid cancer. (An MRI does not image thyroid cancer nearly as well as the ultrasound the patient had already had.) The other received a new, expensive, and, in her circumstances, irrelevant type of genetic testing. A third patient had undergone surgery for a lump that was bothering him, but whatever the surgeon removed it wasn’t the lump—the patient still had it after the operation. Four patients had undergone inappropriate arthroscopic knee surgery for chronic joint damage. (Arthroscopy can repair certain types of acute tears to the cartilage of the knee. But years of research, including randomized trials, have shown that the operation is of no help for chronic arthritis- or age-related damage.)

Virtually every family in the country, the research indicates, has been subject to overtesting and overtreatment in one form or another. The costs appear to take thousands of dollars out of the paychecks of every household each year. Researchers have come to refer to financial as well as physical “toxicities” of inappropriate care—including reduced spending on food, clothing, education, and shelter. Millions of people are receiving drugs that aren’t helping them, operations that aren’t going to make them better, and scans and tests that do nothing beneficial for them, and often cause harm.

Why does this fact barely seem to register publicly? . . .
It is different, however, when I think about my experience as a patient or a family member. I can readily recall a disturbing number of instances of unnecessary care. My mother once fainted in the Kroger’s grocery store in our Ohio home town. Emergency workers transported her to a hospital eighty miles away, in Columbus, where doctors did an ultrasound of her carotid arteries and a cardiac catheterization, too, neither of which is recommended as part of the diagnostic workup for someone who’s had a fainting episode, and neither of which revealed anything significant. Only then did someone sit down with her and take a proper history; it revealed that she’d had dizziness, likely from dehydration and lack of food, which caused her to pass out.

I began asking people if they or their family had been subject to what they thought was unnecessary testing or treatment. Almost everyone had a story to tell. Some were appalling. . .

Read the entire “Voices” and more appalling stories  from Dr. Gawande in The New Yorker Magazine. . . 
We have also witnessed exorbitant increases in healthcare costs when our patient is no longer under our control and someone else who is unfamiliar with our patient’s health care writes the medical orders for tests. One of our patients with a calcified granuloma since 1954 which needed no further evaluation was admitted to the hospital and had a full pulmonary nodule evaluation with an unnecessary MRI, and almost a bronchoscopy which she had refused. No one had bothered to take a medical history or she would have told them that she’s had this calcium nodule since 1954.
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VOM Is an Insider's View of What Doctors are Thinking, Saying and Writing about
* * * * *

9. Book Review: Tough Medicine
A disturbing report from the front lines of the war on cancer.

By Malcolm Gladwell
http://www.newyorker.com/magazine/2015/12/14/tough-medicine
In the fall of 1963, not long after Vincent T. DeVita, Jr., joined the National Cancer Institute as a clinical associate, he and his wife were invited to a co-worker’s party. At the door, one of the institute’s most brilliant researchers, Emil Freireich, presented them with overflowing Martinis. The head of the medical branch, Tom Frei, strode across the room with a lab technician flung over his shoulder, legs kicking and her skirt over her head. DeVita, shocked, tried to hide in a corner. But some time later the N.C.I.’s clinical director, Nathaniel Berlin, frantically waved him over. Freireich, six feet four and built like a lineman, had passed out in the bathtub. Berlin needed help moving him. “Together, we pulled him up, threw his arms over our shoulders, and dragged him out through the party,” DeVita writes, in his memoir, “The Death of Cancer” (Sarah Crichton Books). “Out front, Freireich wife, Deanie, sat behind the wheel of their car. We tossed Freireich in the backseat and slammed the door.” Read more . . . 
Half a century ago, the N.C.I. was a very different place. It was dingy and underfunded—a fraction of its current size—and home to a raw and unruly medical staff. The orthodoxy of the time was that cancer was a death sentence: the tumor could be treated with surgery or radiation, in order to buy some time, and the patient’s inevitable decline could be eased through medicine, and that was it. At the N.C.I., however, an insurgent group led by Frei and Freireich believed that if cancer drugs were used in extremely large doses, and in multiple combinations and repeated cycles, the cancer could be beaten. “I wasn’t sure if these scientists were maniacs or geniuses,” DeVita writes. But, as he worked with Freireich on the N.C.I.’s childhood-leukemia ward—and saw the fruits of the first experiments using combination chemotherapy—he became a convert.

DeVita decided to try the same strategy on another seemingly hopeless cause, Hodgkin’s lymphoma, a cancer that begins as a solid tumor in the lymph nodes and steadily spreads throughout the body. He teamed up with a fellow-associate named Jack Moxley. Over a few beers one night, at Au Pied de Cochon in Georgetown, the two sketched out a protocol, based loosely on what Frei and Freireich were doing with leukemia. Given the ability of cancer cells to adapt and mutate in the face of threats, they figured they needed four drugs, each effective against Hodgkin’s in its own way, so that whatever cells survived one wave had a chance of being killed by the next. They also had to be careful how frequently they gave the drugs: doses needed to be high enough to wipe out the cancer cells but not so high that they killed the patient. After several months, they settled on a regimen called MOMP: three eleven-day rounds of nitrogen mustard, Oncovin (a brand of vincristine), methotrexate, and prednisone, interspersed with ten-day recovery cycles.

“The side effects were almost immediate,” DeVita writes:
The sound of vomiting could be heard along the hallway. Night after night, Moxley and I paced outside the rooms of our patients, fearful of what might happen. Over the weeks that followed, they lost weight and grew listless, and their platelet counts sank lower and lower to dangerous levels.

Then came the surprise. Twelve of the fourteen patients in the initial trial went into remission—and nine stayed there as the months passed. In most cases, the tumors disappeared entirely, something that had never before been seen in the treatment of solid tumors. In the spring of 1965, DeVita went to Philadelphia to present the results to the annual meeting of the American Association for Cancer Research. He stood up before the crowd and ran triumphantly through the data: “‘Our patients were, therefore,’ I said, savoring the dramatic conclusion, ‘in complete remission.’”
What happened? An illustrious cancer expert named David Karnofsky made a narrow point about the appropriateness of the term “complete remission.” After that, nothing: “There were a few perfunctory questions about the severity of the side effects. But that was it.” History had been made in the world of cancer treatment, and no one seemed to care.

Vince DeVita served as the head of the National Cancer Institute from 1980 to 1988. He went on to serve as the physician-in-chief of the Memorial Sloan Kettering Cancer Center, in New York, and then ran the Yale Cancer Center, in New Haven. For the past half century, he has been at the forefront of the fight against one of the world’s most feared diseases, and in “The Death of Cancer” he has written an extraordinary chronicle. DeVita’s book is nothing like Siddhartha Mukherjee’s magisterial “The Emperor of All Maladies.” Mukherjee wrote a social and scientific biography of the disease. DeVita, as befits someone who spent a career at the helm of various medical bureaucracies, has written an institutional history of the war on cancer. His interest is in how the various factions and constituencies involved in that effort work together—and his conclusions are deeply unsettling.
When his first go-round as a clinical associate at the N.C.I. was up, DeVita took a post as a resident at Yale. At what was supposed to be a world-class hospital, he discovered that the standard of care for many cancers was woefully backward. Freireich had taught DeVita to treat Pseudomonas meningitis in leukemia patients by injecting an antibiotic directly into the spinal column—even though the drug’s label warned against that method of administration. That was the only way, Freireich believed, to get the drug past the blood-brain barrier. At Yale, DeVita writes, “you just didn’t do that kind of thing. As a result, I watched leukemic patients die.” Leukemia patients also sometimes came down with lobar pneumonia. Conventional wisdom held that that ought to be treated with antibiotics. But N.C.I. researchers had figured out that the disease was actually a fungal infection, and had to be treated with a different class of drug. “When I saw this condition in patients with leukemia and pointed it out to the chief of infectious diseases at Yale, he didn’t believe me—even when the lab tests proved my point,” DeVita continues. More patients died. Leukemia patients on chemotherapy needed platelets for blood transfusions. But DeVita’s superiors at Yale insisted there was no evidence that transfusions made a difference, despite the fact that Freireich had already proved that they did. “Ergo, at Yale,” DeVita says, “I watched patients bleed to death.”
Later, when DeVita and his fellow N.C.I. researcher George Canellos wanted to test a promising combination-chemotherapy treatment for advanced breast cancer, they had to do their trial overseas, because they couldn’t win the coöperation of surgeons at either of the major American cancer centers, Memorial Sloan Kettering or M. D. Anderson. When the cancer researcher Bernard Fisher did a study showing that there was no difference in outcome between radical mastectomies and the far less invasive lumpectomies, he called DeVita in distress. He couldn’t get the study published. “Breast surgeons made their living doing radical or total mastectomies, and they did not want to hear that that was no longer necessary,” DeVita writes. “Fisher had found it difficult to get patients referred to his study, in fact, because of this resistance.” The surgeons at Memorial Sloan Kettering Cancer Center were so stubborn that they went on disfiguring their patients with radical mastectomies for years after Fisher’s data had shown the procedure to be unnecessary. “The Death of Cancer” is an angry book, in which one of the critical figures in twentieth-century oncology unloads a lifetime of frustration with the obduracy and closed-mindedness of his profession. DeVita concludes, “There are incredibly promising therapies out there. If used to their fullest potential for all patients, I believe we could cure an additional 100,000 patients a year.” He is not the first to point out the shortcomings of clinical practice, of course. What sets “The Death of Cancer” apart is what he proposes to do about it. . .
Combination chemotherapy is a delicate balancing act. Cancer drugs are typically so toxic that they can be given only in short bursts, so that patients can regain their strength. If the breaks are too long, though, the cancer comes roaring back. In the first trial, they had simply followed the schedule that Freireich used in treating leukemia. Hodgkin’s cells, however, were different. They divided more slowly—and, since cancer cells are most vulnerable when they are dividing, that suggested that the Hodgkin’s schedule needed to be a lot longer.

So MOMP became MOPP: two full doses of nitrogen mustard and vincristine on the first and the eighth days, and daily doses of procarbazine and prednisone for fourteen days, followed by two weeks of rest. Since only twenty per cent of Hodgkin’s cells would divide during the course of that cycle, the regimen would have to be repeated at least six times. A second trial was launched, and the outcome was unequivocal: the regimen had beaten the disease. . .

DeVita was told that his data must be wrong.

Baffled, he asked one of the hospital’s leading oncologists, Barney Clarkson, to explain exactly how he was administering the MOPP protocol. Clarkson answered that he and his colleagues had decided to swap the nitrogen mustard in DaVita’s formula for a drug called thiotepa. This was a compound they had developed in-house at Memorial Sloan Kettering and felt partial to. So MOPP was now TOPP. DeVita writes:
They’d also cut the dose of procarbazine in half, because it made patients nauseous. And they’d reduced the dose of vincristine drastically because of the risk of nerve damage. They’d also added, at a minimum, an extra two weeks between cycles so that patients would have fully recovered from the toxic effects of the prior dose before they got the next. They gave no thought to the fact that the tumor would have been back on its feet by then, too, apparently.

These alterations had not been tested or formally compared with DeVita’s original formula. They were simply what the oncologists at Memorial Sloan Kettering felt made more sense. After an hour, DeVita had had enough:

“Why in God’s name have you done this?” he asked.

A voice piped up from the audience. “Well, Vince, most of our patients come to us on the subway, and we don’t want them to vomit on the way home.”
Here were physicians at one of the world’s greatest cancer hospitals denying their patients a potentially life-saving treatment because their way felt better. . . 

The best innovations are sometimes slow to make their way into everyday medical practice. Hence the sustained push, in recent years, toward standardizing treatments. If doctors aren’t following “best practices,” it seems logical that we should write up a script describing what those best practices are and compel them to follow it. 

But here “The Death of Cancer” takes an unexpected turn. DeVita doesn’t think his experience with the stubborn physicians at Memorial Sloan Kettering or at Yale justifies greater standardization. He is wary of too many scripts and guidelines. What made the extraordinary progress against cancer at the N.C.I. during the nineteen-sixties and seventies possible, in his view, was the absence of rules.  . .

Clinical progress against a disease as wily and dimly understood as cancer, DeVita argues, happens when doctors have the freedom to try unorthodox things—and he worries that we have lost sight of that fact. . .
“Over the years, we’ve gained more tools for treating cancer, but the old ability to be flexible and adapt has disappeared,” DeVita writes:
Guidelines are backwards looking. With cancer, things change too rapidly for doctors to be able to rely on yesterday’s guidelines for long. These guidelines need to be updated frequently, and they rarely are, because this takes time and money. . . . Reliance on such standards inhibits doctors from trying something new. . .
Here we have a paradox. The breakthroughs made at the N.C.I. in the nineteen-sixties and seventies were the product of a freewheeling intellectual climate. But that same freewheeling climate is what made it possible for the stubborn doctors at Memorial Sloan Kettering to concoct their non-cure. The social conditions that birthed a new idea in one place impeded the spread of that same idea in another. People who push for greater innovation in the marketplace often naïvely assume that what is good for the innovator is also, down the line, good for the diffusion of their ideas. And people worried about diffusion often position themselves as the friends of innovation, as if a system that does well at spreading good ideas necessarily makes it easier to come up with good ideas. The implication of “The Death of Cancer” is, on the contrary, that innovation and diffusion can sometimes conflict. . .
The angriest chapter of “The Death of Cancer” is devoted to the Food and Drug Administration, because DeVita believes that it has fundamentally misunderstood the trade-off between diffusion and innovation. The agency wants all new drugs to be shown to be safe and efficacious, to be as good as or better than existing therapies (or a placebo) in a randomized experiment involving the largest possible number of patients. For example, the F.D.A. might ask that patients getting an experimental treatment have better long-term survival rates than those receiving drug treatments already in use. The F.D.A. is the country’s diffusion gatekeeper: its primary goal is to make sure that good drugs get a gold star and bad drugs never make it to market.
DeVita reminds us, though, that this gatekeeping can hinder progress. A given tumor, for instance, can rarely be stopped with a single drug. Cancer is like a door with three locks, each of which requires a different key. Suppose you came up with a drug that painlessly opened the first of those three locks. That drug would be a breakthrough. But it can’t cure anything on its own. So how do you get it through a trial that requires proof of efficacy—especially if you don’t yet know what the right keys for the two remaining locks are? Since cancer comes in a dizzying variety of types and subtypes, each with its own molecular profile, we want researchers to be free to experiment with different combinations of keys. Instead, DeVita argues, the F.D.A. has spent the past two decades pushing cancer medicine in the opposite direction. He continues:

Drugs are now approved not for a specific cancer or for general use in a variety of cancers but for a specific stage of a specific cancer and specifically after and only after patients have had all current treatments, which are listed drug by drug, and the treatments have all failed. Doctors risk F.D.A. censure if they use an approved drug under any other circumstances, and patients are penalized because insurance companies won’t pay for treatments not approved by the F.D.A.

The vital insight gained by using an approved drug in a different way for a different tumor has been lost. . .
When DeVita faced the naysayers at Memorial Sloan Kettering, who worried about their Hodgkin’s patients on the subway ride home, he informed them curtly, “If you told those patients that the choice was between being cured and vomiting, or not vomiting and dying, don’t you think they might have opted to take a cab?” This is how diffusion happens in a world without a diffusion gatekeeper. But how many doctors are capable of that kind of hand-to-hand combat? Life on the innovation end of the continuum is volatile, fractious, and personal—less a genteel cocktail party, governed benignly by bureaucratic fiat, than the raucous bender where your boss passes out in a bathtub. When DeVita returned to Memorial Sloan Kettering years later, as the physician-in-chief, the hospital got better. But DeVita didn’t last, which will scarcely come as a surprise to anyone who has read his book. “The problem with Vince,” the hospital’s president reportedly said, in announcing his departure, “is that he wants to cure cancer.” ♦
Read the entire Review By Malcolm Gladwell in The New Yorker . . .    
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10. Hippocrates & His Kin: What to die for—cigarettes or whiskey?
At the end of your life, your family will miss you more if you die from smoking than from drinking. Cigarettes merely rot your lungs; alcohol rots your soul. By the time you die from too much booze, your family can’t wait for you to go. Read more . . . It takes a long time for a stiff to become a stiff. Resentment sets in long before rigor mortis does. The dirty secret about alcohol is that it raises one’s HDL or good cholesterol. That means that as many as 300 thousand Frenchmen die each year of cirrhosis with wide-open coronaries.
No wonder cardiologists prefer to practice here. They’d starve in France.
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11. Restoring Accountability in Medical Practice, HealthCare, Government and Society: 
· The National Center for Policy Analysis, John C Goodman, PhD, President, who along with Gerald L. Musgrave, and Devon M. Herrick wrote Lives at Risk, issues a weekly Health Policy Digest, a health summary of the full NCPA daily report. You may log on at www.ncpa.org and register to receive one or more of these reports.   

· Pacific Research Institute, (www.pacificresearch.org) Sally C Pipes, President and CEO, John R Graham, Director of Health Care Studies, publish a monthly Health Policy Prescription newsletter, which is very timely to our current health care situation. You may signup to receive their newsletters via email by clicking on the email tab or directly access their health care blog. 
· The Mercatus Center at George Mason University (www.mercatus.org) is a strong advocate for accountability in government. Maurice McTigue, QSO, a Distinguished Visiting Scholar, a former member of Parliament and cabinet minister in New Zealand, is now director of the Mercatus Center's Government Accountability Project. Join the Mercatus Center for Excellence in Government. 

· To read the rest of this column, please go to www.medicaltuesday.net/org.asp.

· The Galen Institute, Grace-Marie Turner President and Founder, has a weekly Health Policy Newsletter sent every Friday to which you may subscribe by logging on at www.galen.org. 
· Greg Scandlen, an expert in Health Savings Accounts (HSAs), has embarked on a new mission: Consumers for Health Care Choices (CHCC). Read the initial series of his newsletter, Consumers Power Reports. Become a member of CHCC, The voice of the health care consumer. Be sure to read Prescription for change: Employers, insurers, providers, and the government have all taken their turn at trying to fix American Health Care. Now it's the Consumers turn. Greg has joined the Heartland Institute, where current newsletters can be found.

· The Foundation for Economic Education, www.fee.org, has been publishing The Freeman - Ideas On Liberty, Freedom's Magazine, for over 50 years, with Lawrence W Reed, President,  and Sheldon Richman as editor. Having bound copies of this running treatise on free-market economics for over 40 years, I still take pleasure in the relevant articles by Leonard Read and others who have devoted their lives to the cause of liberty. I have a patient who has read this journal since it was a mimeographed newsletter fifty years ago. Be sure to read the current lesson on Economic Education.
· The Council for Affordable Health Insurance, www.cahi.org/index.asp, founded by Greg Scandlen in 1991, where he served as CEO for five years, is an association of insurance companies, actuarial firms, legislative consultants, physicians and insurance agents. Their mission is to develop and promote free-market solutions to America's health-care challenges by enabling a robust and competitive health insurance market that will achieve and maintain access to affordable, high-quality health care for all Americans. "The belief that more medical care means better medical care is deeply entrenched . . . Our study suggests that perhaps a third of medical spending is now devoted to services that don't appear to improve health or the quality of care–and may even make things worse."

· Martin Masse, Director of Publications at the Montreal Economic Institute, is the publisher of the webzine: Le Quebecois Libre. Please log on at www.quebecoislibre.org/apmasse.htm to review his free-market based articles, some of which will allow you to brush up on your French. You may also register to receive copies of their webzine on a regular basis.

· The Fraser Institute, an independent public policy organization, focuses on the role competitive markets play in providing for the economic and social well being of all Canadians. Canadians celebrated Tax Freedom Day on June 28, the date they stopped paying taxes and started working for themselves. Log on at www.fraserinstitute.ca for an overview of the extensive research articles that are available. You may want to go directly to their health research section.

· The Heritage Foundation, www.heritage.org/, founded in 1973, is a research and educational institute whose mission was to formulate and promote public policies based on the principles of free enterprise, limited government, individual freedom, traditional American values and a strong national defense. -- However, since they supported the socialistic health plan instituted by Mitt Romney in Massachusetts, which is replaying the Medicare excessive increases in its first two years, and was used by some as a justification for the Obama plan, they have lost sight of their mission and we will no longer feature them as a freedom loving institution and have canceled our contributions.
· The Ludwig von Mises Institute, Lew Rockwell, President, is a rich source of free-market materials, probably the best daily course in economics we've seen. If you read these essays on a daily basis, it would probably be equivalent to taking Economics 11 and 51 in college. Please log on at www.mises.org to obtain the foundation's daily reports. You may also log on to Lew's premier free-market site to read some of his lectures to medical groups. Learn how state medicine subsidizes illness or to find out why anyone would want to be an MD today.

· CATO. The Cato Institute (www.cato.org) was founded in 1977, by Edward H. Crane, with Charles Koch of Koch Industries. It is a nonprofit public policy research foundation headquartered in Washington, D.C. The Institute is named for Cato's Letters, a series of pamphlets that helped lay the philosophical foundation for the American Revolution. The Mission: The Cato Institute seeks to broaden the parameters of public policy debate to allow consideration of the traditional American principles of limited government, individual liberty, free markets and peace. Ed Crane reminds us that the framers of the Constitution designed to protect our liberty through a system of federalism and divided powers so that most of the governance would be at the state level where abuse of power would be limited by the citizens' ability to choose among 13 (and now 50) different systems of state government. Thus, we could all seek our favorite moral turpitude and live in our comfort zone recognizing our differences and still be proud of our unity as Americans. Michael F. Cannon is the Cato Institute's Director of Health Policy Studies. Read his bio, articles and books at www.cato.org/people/cannon.html.

· The Free State Project, with a goal of Liberty in Our Lifetime, http://freestateproject.org/, is an agreement among 20,000 pro-liberty activists to move to New Hampshire, where they will exert the fullest practical effort toward the creation of a society in which the maximum role of government is the protection of life, liberty, and property. The success of the Project would likely entail reductions in taxation and regulation, reforms at all levels of government to expand individual rights and free markets, and a restoration of constitutional federalism, demonstrating the benefits of liberty to the rest of the nation and the world. [It is indeed a tragedy that the burden of government in the U.S., a freedom society for its first 150 years, is so great that people want to escape to a state solely for the purpose of reducing that oppression. We hope this gives each of us an impetus to restore freedom from government intrusion in our own state.]
· The St. Croix Review, a bimonthly journal of ideas, recognizes that the world is very dangerous. Conservatives are staunch defenders of the homeland. But as Russell Kirk believed, wartime allows the federal government to grow at a frightful pace. We expect government to win the wars we engage, and we expect that our borders be guarded. But St. Croix feels the impulses of the Administration and Congress are often misguided. The politicians of both parties in Washington overreach so that we see with disgust the explosion of earmarks and perpetually increasing spending on programs that have nothing to do with winning the war. There is too much power given to Washington. Even in wartime, we have to push for limited government - while giving the government the necessary tools to win the war. To read a variety of articles in this arena, please go to www.stcroixreview.com. 
· Hillsdale College, the premier small liberal arts college in southern Michigan with about 1,200 students, was founded in 1844 with the mission of "educating for liberty." It is proud of its principled refusal to accept any federal funds, even in the form of student grants and loans, and of its historic policy of non-discrimination and equal opportunity. The price of freedom is never cheap. While schools throughout the nation are bowing to an unconstitutional federal mandate that schools must adopt a Constitution Day curriculum each September 17th or lose federal funds, Hillsdale students take a semester-long course on the Constitution restoring civics education and developing a civics textbook, a Constitution Reader. You may log on at www.hillsdale.edu to register for the annual weeklong von Mises Seminars, held every February, or their famous Shavano Institute. Congratulations to Hillsdale for its national rankings in the USNews College rankings. Changes in the Carnegie classifications, along with Hillsdale's continuing rise to national prominence, prompted the Foundation to move the College from the regional to the national liberal arts college classification. Please log on and register to receive Imprimis, their national speech digest that reaches more than one million readers each month. Choose recent issues.  The last ten years of Imprimis are archived.
· PRIVATE NEUROLOGY is a Third-Party-Free Practice in Derby, NY with Larry Huntoon, MD, PhD, FANN. (http://home.earthlink.net/~doctorlrhuntoon/) Dr Huntoon does not allow any HMO or government interference in your medical care. "Since I am not forced to use CPT codes and ICD-9 codes (coding numbers required on claim forms) in our practice, I have been able to keep our fee structure very simple." I have no interest in "playing games" so as to "run up the bill." My goal is to provide competent, compassionate, ethical care at a price that patients can afford. Private Neurology also guarantees that medical records in our office are kept totally private and confidential - in accordance with the Oath of Hippocrates. Since I am a non-covered entity under HIPAA, your medical records are safe from the increased risk of disclosure under HIPAA law.  
· FIRM: Freedom and Individual Rights in Medicine, Lin Zinser, JD, Founder, www.westandfirm.org, researches and studies the work of scholars and policy experts in the areas of health care, law, philosophy, and economics to inform and to foster public debate on the causes and potential solutions of rising costs of health care and health insurance. Read Lin Zinser’s view on today’s health care problem:  In today’s proposals for sweeping changes in the field of medicine, the term “socialized medicine” is never used. Instead we hear demands for “universal,” “mandatory,” “singlepayer,” and/or “comprehensive” systems. These demands aim to force one healthcare plan (sometimes with options) onto all Americans; it is a plan under which all medical services are paid for, and thus controlled, by government agencies. Sometimes, proponents call this “nationalized financing” or “nationalized health insurance.” In a more honest day, it was called socialized medicine.
· Dr Richard B Willner, President, Center Peer Review Justice Inc, states: We are a group of healthcare doctors -- physicians, podiatrists, dentists, osteopaths -- who have experienced and/or witnessed the tragedy of the perversion of medical peer review by malice and bad faith. We have seen the statutory immunity, which is provided to our "peers" for the purposes of quality assurance and credentialing, used as cover to allow those "peers" to ruin careers and reputations to further their own, usually monetary agenda of destroying the competition. We are dedicated to the exposure, conviction, and sanction of any and all doctors, and affiliated hospitals, HMOs, medical boards, and other such institutions, which would use peer review as a weapon to unfairly destroy other professionals. Read the rest of the story, as well as a wealth of information, at www.peerreview.org.

· Semmelweis Society International, Verner S. Waite MD, FACS, Founder; Henry Butler MD, FACS, President; Ralph Bard MD, JD, Vice President; W. Hinnant MD, JD, Secretary-Treasurer; is named after Ignaz Philipp Semmelweis, MD (1818-1865), an obstetrician who has been hailed as the savior of mothers. He noted maternal mortality of 25-30 percent in the obstetrical clinic in Vienna. He also noted that the first division of the clinic run by medical students had a death rate 2-3 times as high as the second division run by midwives. He also noticed that medical students came from the dissecting room to the maternity ward. He ordered the students to wash their hands in a solution of chlorinated lime before each examination. The maternal mortality dropped, and by 1848, no women died in childbirth in his division. He lost his appointment the following year and was unable to obtain a teaching appointment. Although ahead of his peers, he was not accepted by them. When Dr Verner Waite received similar treatment from a hospital, he organized the Semmelweis Society with his own funds using Dr Semmelweis as a model: To read the article he wrote at my request for Sacramento Medicine when I was editor in 1994, see www.delmeyer.net/HMCPeerRev.htm. To see Attorney Sharon Kime's response, as well as the California Medical Board response, see www.delmeyer.net/HMCPeerRev.htm. Scroll down to read some very interesting letters to the editor from the Medical Board of California, from a member of the MBC, and from Deane Hillsman, MD. To view some horror stories of atrocities against physicians and how organized medicine still treats this problem, please go to www.semmelweissociety.net. 

· The Association of American Physicians & Surgeons (www.AAPSonline.org), The Voice for Private Physicians Since 1943, representing physicians in their struggles against bureaucratic medicine, loss of medical privacy, and intrusion by the government into the personal and confidential relationship between patients and their physicians. Be sure to read News of the Day in Perspective: Don't miss the "AAPS News," written by Jane Orient, MD, and archived on this site which provides valuable information on a monthly basis. Browse the archives of their official organ, the Journal of American Physicians and Surgeons, with Larry Huntoon, MD, PhD, a neurologist in New York, as the Editor-in-Chief. There are a number of important articles that can be accessed from the Table of Contents.
·  The AAPS California Chapter is an unincorporated association made up of members. The Goal of the AAPS California Chapter is to carry on the activities of the Association of American Physicians and Surgeons (AAPS) on a statewide basis. This is accomplished by having meetings and providing communications that support the medical professional needs and interests of independent physicians in private practice. To join the AAPS California Chapter, all you need to do is join national AAPS and be a physician licensed to practice in the State of California. There is no additional cost or fee to be a member of the AAPS California State Chapter. 
Go to California Chapter Web Page . . .

Bottom line: "We are the best deal Physicians can get from a statewide physician based organization!"
· PA-AAPS is the Pennsylvania Chapter of the Association of American Physicians and Surgeons (AAPS), a non-partisan professional association of physicians in all types of practices and specialties across the country. Since 1943, AAPS has been dedicated to the highest ethical standards of the Oath of Hippocrates and to preserving the sanctity of the patient-physician relationship and the practice of private medicine. We welcome all physicians (M.D. and D.O.) as members. Podiatrists, dentists, chiropractors and other medical professionals are welcome to join as professional associate members. Staff members and the public are welcome as associate members. Medical students are welcome to join free of charge. 
Our motto, "omnia pro aegroto" means "all for the patient."
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12. Words of Wisdom, Recent Postings, In Memoriam, Today in History . . .

Words of Wisdom
The following are some of Milton Friedman quotes:
If you put the federal government in charge of the Sahara Desert, in 5 years there'd be a shortage of sand.
History suggests that capitalism is a necessary condition for political freedom. . .

Hell hath no fury like a bureaucrat scorned.
Concentrated power is not rendered harmless by the good intentions of those who create it.
Some Recent Postings
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1. Featured Article: The Key for Patient Satisfaction is Physician Satisfaction
2. In the News: Donald Trump enters the presidential race – Who is he?
3. International Medicine: Canada still struggles to provide health care to all
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12. In Memoriam: Dr. James Jude, Who Helped Develop Use of CPR, Dies at 87
13. Restoring Accountability in Medicine, Government and Society

In Memoriam

In Memoriam: Obituary: John Piña Craven 20,000 feet under the sea
Mastermind of America’s cold-war submarine spying, died on February 12th, aged 90

The Economist | From the print edition | Feb 26th 2015

WHEN he looked in the mirror, having done his 50 morning press-ups, John Piña Craven did not see James Bond. More often he saw an outsider who had scrapped and scraped his way into the navy, rather than gliding into it through Annapolis as the Cravens had always done. He liked to see glints of his mother’s Moorish-pirate ancestry, that hint of “black blood” that had bothered his Presbyterian father. The only time he approached Bond was during poker games, when he might smoke a cigar, and where few could beat him for calculated reading of an opponent.

To outside observers, however, his world came straight from Ian Fleming. Dr Craven’s job for many years was to spy on the Soviets using submarines. His mission, initially as chief scientist at the navy’s Special Projects Office, was to devise ways of finding on the deep ocean bed anything the enemy might have dropped or mislaid, including atom bombs. Equally he had to find ways of salvaging, before the Soviets did, anything America had lost there—such as, in 1968, the submarine Scorpion, and in 1966 a hydrogen bomb knocked out of a B52 during mid-air refueling.

The depths of the sea were the last frontier of the cold war. It was not until 1960 that a Polaris missile was successfully test-fired from a submerged submarine and not until 1965 that Dr Craven converted a nuclear submarine, the Halibut, into a secret spy ship full of cables, strobe lights, giant crab-claws and remote-controlled cameras. He was no submariner himself, having done his wartime service on the battleship USS New Mexico, and no sailor subsequently, just a civilian engineer and naval civil servant devoted to the sea. But the Halibut was a triumph. Thanks to Dr Craven’s improved thrust/vector control, it could hover invisibly and silently for hours over any tantalising object.

Fixing where to look was his special skill. As a mathematician he used Bayesian search theory, crunching multiple probabilities to produce contour maps and then to pinpoint a site to within a few hundred yards. Thanks to that, too, Halibut not only detected sunken craft and weapons but, in 1971, tapped into a submarine telecoms cable in Russia’s Sea of Okhotsk, opening up a universe of intelligence.

Dr Craven was also asked to push men further. Hence his work on the Trieste series of bathyscaphes, built to withstand the pressure 20,000 feet down, and the SeaLab project, training unprotected divers to descend to the ocean floor itself. In effect he, a non-diver influenced mostly by Jules Verne, was charged with turning human beings into “marine mammals”. SeaLab failed, and was abandoned. But he often reflected that what he was attempting, in the inky depths, was every bit as hazardous as trying to land men on the Moon.

Swallowing submarines whole

The best story of all concerned what the Soviets mislaid. In 1968 a submarine, K129, disappeared in the Pacific. Dr Craven was ordered to find it, mostly because it might be rogue and about to attack the United States. Halibut detected it, three miles down and wrecked by an explosion, and took 22,000 photos; the CIA then went wild, and in 1974 sent a specially built ship, the Glomar Explorer, to try to raise the submarine. On the pretext of mining manganese nodules, a giant claw would scrape it up; then the underbelly of the ship would open, swallowing the submarine whole.

The mission mostly failed, but the saga became a book and a film. Dr Craven was fingered as privy to the whole business. He knew something; but what bothered him most was that the cover story was untrue. Manganese could not feasibly be mined from the ocean floor. Moreover that lie, which he could not expose, had inspired other countries to waste money trying. . .

 In many ways, the silent service—as submarines were called, even before they spied—was not ideal for him. He was noisy by nature, singing everything from Mozart to Pete Seeger, playing the piano, telling jokes. His mind was restless, curious and omnivorous. Tiptoeing through the shoals of naval etiquette, when much of his work did not officially exist, came hard to him. . . 

Read the entire obituary in The Economist . . . 
On This Month in History - October
On this month in 1000, Lier Erikson, the Viking explorer, landed on the North American mainland near Newfoundland. His party didn’t stay for long; instead they set sail for the more hospitable climbs of the Greenland coast.
On this month in 1492, Christopher Columbus discovered the New World, arriving in the Bahamas.
On this month in 1889, Thomas Edison showed his first motion pictures in West Orange, New Jersey.

On this month in 1954, Marian Anderson became the first African-American opera singer to join New York’s Metropolitan opera.
After Leonard and Thelma Spinrad
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Chancellor Otto von Bismarck, the father of socialized medicine in Germany, recognized in 1861 that a government gained loyalty by making its citizens dependent on the state by social insurance. Thus socialized medicine, any single payer initiative, Social Security was born for the benefit of the state and of a contemptuous disregard for people’s welfare.

We must also remember that ObamaCare has nothing to do with appropriate healthcare; it was similarly projected to gain loyalty by making American citizens dependent on the government and eliminating their choice and chance in improving their welfare or quality of healthcare. Socialists know that once people are enslaved, freedom seems too risky to pursue.
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