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PREFACE



America has the greatest health care in the world. At least, that’s what people say. It’s a claim made often and by a variety of influential leaders, from high-ranking politicians to hospital administrators to corporate executives. And despite the rancorous politicizing of the health care system, when it comes time to actually visit a doctor or hospital, the majority of Americans agree. Seventy-six percent of patients describe the quality of care they personally receive as good or excellent. When their doctors speak, they listen, trusting that they are in the best of hands.


There’s just one problem. When independent researchers crunch the numbers and compare nations, American health care ranks nowhere near the top of the list. In fact, among developed countries, the United States has the highest infant mortality rate, the lowest life expectancy, and the most preventable deaths per capita.


Several years ago, I set out to understand the strange division between our positive perceptions of health care and the reality of the current system. The closer I looked, the more questions and contradictions I encountered.


As a nation, we spend 50 percent more on medical care than any other country, and yet we rank seventieth globally in overall health and wellness. We pay US physicians far more to intervene during a heart attack than to prevent one in the first place. We have the best-trained doctors on the planet, and yet their avoidable mistakes kill nearly 200,000 Americans each year. And as consumers, we demand the latest technologies from our banks, telecom providers, and retailers, but we passively accept last century’s technology in our hospitals and medical offices.


While searching for answers to these and other mysteries, I was fortunate to collaborate with my colleague and a respected neurologist, Dr. George York. We were interested in a different but related topic: Why do smart people do dumb things in their jobs, relationships, and everyday lives?


As part of the research, we combed through the latest brain-scanning studies and decades of psychological literature to uncover a surprising connection, one that helps explain some of the most puzzling contradictions in American medicine.


Scientists have demonstrated that under the right conditions, our brains undergo a shift, causing us to perceive the world around us in ways that contradict objective reality. I’m not talking about illusions or magic tricks. Rather, it’s something that is decidedly more serious and prevalent than you might think, especially in the world of medical care.


As you’ll soon see, our health care system functions in an environment unlike any other. There’s nothing comparable to it in American culture, society, or industry. The rules are different, the stakes are elevated, and the perceptions of everyone in it—from doctors to patients to US presidents—get radically distorted, leading to behaviors that prove hazardous to our health.


What’s most problematic about this neurophysiological process is that the changes in our brains occur subconsciously and therefore beyond our awareness or control. This reshuffling of perception is entirely independent of our personal values, beliefs, or intelligence.


To help shed light on this phenomenon, some of the studies described in Mistreated come from recent psychological and medical literature. Other studies referenced in this book are decades old and familiar to many. I’ve chosen to cite them here for three important reasons. First, this type of research can no longer be performed. Newer ethical restrictions are designed to protect research subjects from experiments with the potential to cause psychological damage. As such, these classic studies are the best examples of mistreatment available. Second, their findings have been reviewed and validated dozens of times. Finally, when they are combined with recent brain-scanning studies, something never done before, all of us can better understand why the American health care system fails us time and again.


When we hear the word mistreated in the context of medical practice, we associate it with botched surgeries and flawed individuals who act dishonestly, out of greed and with a blatant disregard for the well-being of others. Although those individuals do exist, they are the exception.


This distinction is crucial. If character flaws were the central challenge facing American medicine, the solutions would be much simpler. We would select different medical students and isolate the sociopaths. But health care’s most common failings aren’t individual. They’re contextual, systemic, and therefore much more problematic. Transforming the conditions of American medicine will be difficult but possible. These chapters contain real case studies that demonstrate what’s possible and help light the way.


Mistreated incorporates a variety of patient anecdotes and personal stories, included with the hope of holding your interest through the more academic and policy-focused sections of this book. As the song goes, “a spoonful of sugar helps the medicine go down.”


Accounts of the patients profiled herein come from several sources. In almost all cases, real names have been altered—and when necessary, some medical details modified—to protect individual identities. The exceptions are three patient vignettes, originally filmed (with their permission and their doctors’ approval) as part of an educational series created by the Council of Accountable Physician Practices, an organization for which I serve as chairman. Other stories and information found in this book come directly from my work as a contributor to Forbes, in which I explore the intersection of business and health care.


Throughout my career, I’ve had the opportunity to observe American medicine from many different angles: as a physician and a health care CEO, as faculty at both the Stanford University School of Medicine and the Stanford Graduate School of Business, and as the son of a man who died too young from a series of medical errors. My conclusion is that the American health system is sick. We have excellent physicians who are burned out, unfulfilled, and in some cases, terribly depressed. We have a number of billion-dollar pharmaceutical companies raising drug prices upward of 5,000 percent, operating without fear of public backlash or legislative overhaul. We have already unaffordable health care costs that continue to rise at twice the rate of our nation’s ability to pay. And even after the implementation of the Affordable Care Act, millions of Americans remain uninsured.


Last year, while writing this book, I visited the Accademia Gallery in Florence, Italy. Long lines of people waited outside to see Michelangelo’s remarkable seventeen-foot-high marble statue of David, on his way to the battlefield, wearing no armor and carrying but a slingshot with five rocks as weaponry. As a surgeon, I stood for more than half an hour admiring the sculptor’s knowledge of anatomy, a remarkable feat achieved five centuries ago and during a time when it was against the law to dissect the human cadaver. Each muscle had been masterfully chiseled from marble block. Even the basilic vein on the back of David’s forearm was perfectly placed.


Two features, however, were out of proportion, both with clear intent. First, David’s head is notably oversized, signifying the importance of discernment and choice as he sets out to face the biblical giant Goliath. Second, his hands are huge, a nod to the importance of action. In the moment, I was struck by how apt this metaphor is for American health care. As individuals and as a nation, we need to see what is happening, decide to do something about it, and take action.


Adjacent to David is another set of the artist’s sculptures known as the Four Prisoners, all four of them unfinished, their figures seemingly trapped inside their marble casings. The first is titled The Awakening, with the head of the statue struggling to free itself from the block. The second, The Young Prisoner, has a youthful face with a single leg freed. The third, Atlas, is carrying a huge weight on his shoulders and head. Finally, The Bearded Slave, the most finished piece, appears to emerge from the marble almost entirely free.


In the same way that Michelangelo sculpted the progressive liberation of his forms, Mistreated outlines the steps necessary to transform American medical practice. The first step will be the awakening, becoming aware of how we as patients are mistreated. From there, we will need youthful optimism and a collective confidence that our problems can be solved. That will be followed by years of hard work. And by the end, I hope that we will have freed American medicine from the outdated cottage industry it resembles today. I invite you to come along on the journey.













Chapter One



VICTIMS OF CIRCUMSTANCE


Palo Alto is a charming bayside town in the heart of Silicon Valley. Named after the soaring California redwoods that dot its landscape, Palo (stick) Alto (tall) is home to Stanford University Medical Center, where I trained as a surgical resident and where I remain on the clinical faculty.


It’s springtime, the year 2000, and all across the state the California poppies are in bloom. The silky trumpets of our state flower burst with color, carpeting the hillsides in yellows, oranges, and golds. Hummingbirds float under bright blue skies. If you listen closely, you can hear their little wings flapping dozens of times per second as they lap nectar with admirable precision.


The sights and sounds of the world outside contrast with all that I can see and hear inside the Intensive Care Unit of Stanford Medical Center. Under muted lights, I listen to the rumble of medication carts and nurses chatting in the hallway. The steady chirp of the heart-rate monitor pulses and blends into the whir of the respirator, which is currently forcing oxygen through the endotracheal tube doctors have placed down the nose and into the lungs of my father, Jack Pearl.


He’s unconscious, his blood pressure low. Bacteria race through his bloodstream. My father, the handsome and strong dentist with steady hands, smooth skin, and sharp green eyes, hardly resembles this shriveled, pasty man lying on the hospital bed, his hair disheveled and lips parched. My father is in septic shock, the result of an infection that has spread through his lungs to his entire body.


This bed, one of sixty-seven in the ICU, is where my father will remain unresponsive for the next four days. My younger brother, Ron, who looks every part the doctor, stands beside me. He inherited our father’s smooth skin, light brown hair, and passion for medicine. Ron is the chairman of the anesthesia department at Stanford Medical School. He oversees the operating rooms and is responsible for the nationally renowned medical care provided to ICU patients like my father. Ron’s colleagues, fellows, and residents care for our dad as we hover near his bedside.


My brother and I understand the significance of our father’s diagnosis. We realize the serious obstacles the care team must overcome to reverse his life-threatening condition. Ron and I speak to each other in the language of doctors and, between each care-team check-in, we ask his physicians about respirator settings and blood-culture results. I think back to when Ron and I were both residents here years ago, taking care of complex and acutely ill patients together. This feels very different, surreal, terrifying.


We take turns sitting at our father’s bedside and calling our sister in New York with updates. We know, medically, what’s happening to our father. But how our father got here remains a complete mystery to us.


I step outside for a break and take deep breaths of fresh air. The fountains that line the plaza of the medical center ripple and glisten under the midday sun. Doctors, nurses, and hospital staff mingle at nearby tables, enjoying their lunches, making conversation beneath the umbrellas. I realize that, for them, it’s just another day.


The Past Twenty-Four Hours


My father and I played golf yesterday, as fathers and sons do. Conditions on the course were idyllic. The round flew by and my father’s skills were on full display. Although his long-game wasn’t quite as long as it used to be, his putting and chipping abilities more than compensated. He shot an eighty-three, joking that he couldn’t wait to get a few years older so that he could “shoot his age.”


Ron joined us for dinner later that evening at my house in Los Gatos, about thirty minutes south of Palo Alto. We talked about the good times we had growing up and the challenges of American medicine. My dad reminisced about family vacations and the joy he experienced through his dental practice. We made plans to get together that summer at our father’s condo in New York City. Afterward, my dad drove back to my brother’s house to get some sleep.


Early the next morning, as my brother got ready for rounds, he found our dad lying unconscious on the living-room floor. Immediately, he called 911. His next call was to the hospital, notifying the physicians that our dad would be arriving in a few minutes and that he’d require immediate admission to the ICU. The ambulance and my brother arrived within minutes of each other. The care team stood by, ready.


The Next Twenty-Four Hours


After a day at our father’s bedside, amid the constant beep of medical equipment and the rush of personnel coming in and out of the room, Ron and I are tired and very much on edge. We’ve exhausted the vocabulary of medical dialect with a meticulous succession of “what ifs.” We fidget and shift in our chairs. It’s amazing how quickly time moves when you’re the doctor providing care. And it’s eerie how slowly time passes when your father is the patient, and all you can do is watch and wait.


When there’s nothing more to contribute to clinical discourse, Ron and I break the silence with words of comfort. We agree it’s fortunate this happened so close to Stanford’s hospital. I understand how lucky it is my father was downstairs from a critical-care expert, not back in New York by himself. Of course, none of these insights comfort me or disarm our fears about what might happen next. Even if everything goes perfectly and our dad lives, his recovery will be long and difficult at best.


Every day in American hospitals, friends and families wait nervously by the bedsides of their loved ones, hoping everything will be okay. They pace about the hallways and huddle in the sitting areas, waiting for answers and assurances. Amid the commotion and the unknown, the world of medicine can feel intimidating and alien to outsiders.


As a physician and surgeon, I’m comfortable with this world, at ease in the Operating Room and inpatient units with their rituals, sights, and sounds. Through my training and clinical work, I have learned how to deal with death, pain, and fear. But this is my father. Nothing in my training prepared me for this moment.


I know the members of the care team are doing everything they can. And if you put almost anyone else in that bed, Ron and I would enjoy the camaraderie of once again working together as doctors and brothers to save the life of a patient. But in this most familiar of settings, we’re outside our comfort zones. Standing at our father’s bedside, we’re not physicians consulting on a complex medical case. We’re two sons wondering if our dad will live until tomorrow.


The Greatest Generation


My father was the youngest child of poor immigrants from Belarus. In the early part of the twentieth century, his parents fled the pogroms of Russia, though not together. Each sailed to the United States looking for a new life. There, they met each other and married. My grandmother crossed the Atlantic as a teenager, alone, with only the name of an aunt as reference. She arrived in America completely naïve about the realities of this new land. Unable to speak a word of English, she had assumed everyone in America spoke Russian and that the streets were literally paved with gold, just as those back home had promised.


My grandfather picked up some English before arriving, helping him land a pair of jobs in New York City to support himself and, eventually, his new family. He was a tailor, like many immigrants of his generation. He’d bring home leftover scraps of garment, piecing and sewing them together at night into new clothes for extra income, all in the tireless pursuit of the American dream.


At home, my grandparents spoke in Yiddish, making plans for the future, trusting always that in this country anything was possible. If they had little else, they had each other and their family. As parents, they held firm to the conviction that if their children studied hard and took advantage of the opportunities of this great nation, the future would be bright. This was the world my grandparents knew, equal parts hardship and optimism.


In the early twentieth century, however, hardships weren’t just economic. Health care in the era before vaccinations meant doctors could do little to prevent or treat some of the most life-threatening diseases.


My father’s only sister, Mary, died from measles at age six. Although he was too young to remember her, my father talked often about the grief Mary’s death caused his family. Losing a child is one of the most painful events a parent can experience, and it would haunt my grandparents for the rest of their lives. In their day, when life was guaranteed to no one, there was little time to mourn. As my father and his brother, Herbert, grew up, they honored their parents’ wishes. They studied hard in school and worked multiple jobs during nights and weekends. Both went on to pursue careers in health care.


My uncle Herb took to medicine and became a general surgeon. My father gained acceptance at Columbia University en route to dental school at New York University.


Shortly after earning his dental license, my dad enlisted in the 101st Airborne to fight for the Allies during World War II. As a captain in the army, he could have asked for a safer assignment, perhaps caring for new recruits on this side of the Atlantic. But that’s not who my father was.


As a member of the “Screaming Eagles,” my father parachuted behind enemy lines in the Battle of Normandy. There, he and members of his unit were captured by the Germans. Inside a truck transporting a dozen or so American soldiers to the closest Nazi prison, my father led a daring escape. For two days, he guided his unit through hills and forests in the dark of night, hiding beneath the brush at daybreak, promising each other they would survive.


The soldiers were eventually reunited with their battalion, returning to America not long after. Radio stations across the country aired stories of the unit’s bravery. My mother, so proud of her husband’s heroic efforts, obtained a copy of the story on vinyl. When I was a child, she played it for me on the phonograph in the den. Growing up, I had no doubt my father was a great man.


After the war, my dad opened his dental practice in Queens. A few years later, he and my mother bought a home in the suburbs of Long Island, and together they raised a family. My father, the son of poor immigrants, the war hero, the successful dentist and loving father, spent his life working hard to fulfill the American dream that his parents had begun. Throughout his life, he earned the esteem we as a country ascribe to the “greatest generation.”


Life Goes On


After practicing for forty years and at the age of seventy-two, my father hadn’t lost his dental skills one bit. He simply retired, wanting to pursue his other interests. He was always passionate about art. In his thirties and forties, he painted and sketched. In his fifties and sixties, he toyed with sculpture. Now in his seventies, he combined his former profession and his artistic passion, employing a variety of dental tools to smooth and shape acrylics. Away from his practice and the canvas, he loved spending time with his wife, his children, and his friends. And, of course, he loved having more time to work on his golf game.


In 1994, my parents sold their Long Island home, opting for a condo back in Queens. Shortly after, they purchased a second home in West Palm Beach and, like many of their friends, enjoyed the best of both locations. Springs and summers in New York, then off to Florida just as the leaves began to fall and the nip of autumn settled across the boroughs. And when spring returned to New York, so would they, soaking up the vibrant culture of the Big Apple.


For most of his life, my father was the picture of good health, full of energy and strength. But in his sixties, his energy ebbed. Doctors diagnosed him with a hemolytic anemia, a condition that destroys red blood cells before the end of their normal life span.


His hematologist prescribed a variety of medications in hopes of slowing the destructive process. He ordered repeat transfusions to restore my dad’s red-blood-cell count to normal. Unfortunately, his body continued to destroy the cells, and his blood count fell week after week, draining his strength. The time had come for a more aggressive approach. So, a surgeon removed his spleen. Surgery was the right thing to do. The procedure does not always solve the problem, but in this case, the operation was a success and my father’s blood count normalized. His vigor returned, and I was overjoyed to have my father restored to full strength.


As the years passed by, however, the unfailing certainties of time caught up with him. My father developed mild hypertension, atrial fibrillation, and cataracts, the types of chronic medical problems commonly associated with aging. He saw a team of physicians: an internist, a cardiologist, a hematologist, and an ophthalmologist. His physicians were skilled, and each condition was properly treated. Every Sunday night, my father would fill his plastic pill box with the exact medications he needed. Seven pills in the Monday compartment, seven in the one labeled Tuesday, and so on for the entire week.


Whenever I’d visit him, whether in New York or Florida, he’d ask me to accompany him on one or more of his physician appointments. I gladly obliged. As his doctors sat down to take a patient history, clipboards in hand, they always began with the same question.


“What medications are you taking, Dr. Pearl?”


I’ll admit I was surprised to hear this. At the time, our medical group had already implemented an electronic health record, although not as sophisticated as the one we use today. I took for granted how easy it was for our thousands of physicians to access this information on their office computers and in their exam rooms. I was jolted by the realization that these well-trained physicians from renowned academic programs seemed content to rely on the memory of a man in his seventies to tell them what kinds of medications he was taking and the exact dosages.


Fortunately, my dad was a fastidious man, as most dentists are. Whenever the doctors asked him about his prescriptions, he would reach into his pocket and unfurl a tattered piece of paper containing a handwritten list of all his current medications. When prescriptions changed, he’d dutifully cross out the old medication or dosage, and write in the new one.


Finally, a Clue


Back in the Stanford Medical Center, Ron and I are waiting for our father’s blood culture results, which take two to three days to come back and during which every hour feels like a lifetime. First, the bacteria need to grow. Then the technician needs to perform a diagnostic analysis to determine the exact variety. Finally, the lab has to complete tests to establish which antibiotics are likely to be effective.


Two days after my father’s admission to the ICU, the resident helping with his care shares what they have learned. “Your father has a pneumococcal infection,” he says, assuring us the antibiotics he’s taking are appropriate for this particular bacterium.


As doctors, Ron and I know this particular organism well. The “pneumococcus” is a common cause of pneumonia. In the past, it was a frequent cause of death. Thankfully, modern antibiotics such as the ones my father are on reduce that likelihood.


But these antibiotics are a treatment for a condition my father didn’t need to suffer from in the first place. And this is where his medical history becomes very important.


Years before, the removal of my father’s spleen helped return his blood count to normal and restore him to good health. The surgeon who performed the procedure did so with masterful skill and without postoperative complication.


But medicine is a tricky craft. Many of the procedures we perform have downsides that can surface years later. A patient with his spleen removed, for example, is at risk of developing severe infection. One specific bacterium that’s particularly problematic for people without a spleen is the pneumococcus. Without a spleen to filter this pathogen out of the bloodstream, the pneumococcus can infect a patient’s entire body.


Every surgeon who removes a person’s spleen, and every doctor who cares for that patient afterward, knows there’s an increased risk of pneumococcal infection. They also know that every person whose spleen has been removed should receive a pneumococcal vaccine. This vaccine allows the body to fight this organism more effectively. And without a doubt, every one of my father’s excellent physicians knew he needed it.


But after calling around, I discovered the hard truth. My dad’s doctors in New York assumed the ones in Florida had given him the vaccination. The physicians in Florida assumed the ones in New York had done so. The medical specialists believed the surgeon who removed my father’s spleen had administered it. And all the specialty physicians thought my father’s internal medicine doctor had taken care of it. In the end, no one had.


After four days in Stanford’s ICU and another ten days in the hospital, my father is alive but extremely weak. He’s barely able to feed himself. Days of bed rest have rubbed the skin of his heel raw, which will result in a deep ulcer on his foot, making it difficult for him to walk for months.


Before his collapse, my father was the most energetic person I knew. But as he takes his first steps outside the medical center, it’s as though he has aged an entire decade. We encourage him to take ten steps that day, hoping he can do twelve tomorrow. We’re thankful to his critical-care doctors who saved him from death. Still, the toll this experience has taken on his body will sap our father’s strength for the rest of his life. We know he will never again be the man he was before.


The Wounds Time Can’t Heal


My father, like millions of other patients in our country, suffered a life-threatening complication because of an avoidable medical error. His experience reflects the contradictions that plague American medicine.


We train superb physicians who can accomplish the remarkable when patients become extremely ill, pulling them back from the brink of dying. And yet we in the medical community fail to consistently follow basic steps such as washing our hands between patients, a practice that can prevent infection, the number-one cause of death among hospitalized patients.


Similarly, as doctors, we demand the most advanced medical devices money can buy, yet we undervalue simple information technologies with the power to prevent fatal medical errors. Electronic health records keep and provide details on the totality of a patient’s care, information that is essential to achieving superior outcomes. And yet in the United States today, about 50 percent of all doctors still rely on paper medical records.


These paradoxes extend to the lives of our patients, too. Americans live in a constantly connected world and value the conveniences of modern technology. Using their smartphones and computers, they can schedule airline flights, check their financial statements, and communicate with friends around the world. Yet as a medical community, we deny people these same types of services, placing an undue burden on the lives of busy families all throughout our country. I’ll give you a personal example.


After being discharged from the Stanford Medical Center in late spring of 2000, my father spent the summer living at my house in Los Gatos. He worked hard to regain his strength. But despite the frequent elevation of his foot, along with a variety of medications and even a surgical procedure on his heel, the ulcer persisted. So when he returned home to New York that fall, he met with a wound specialist who scheduled a standing weekly appointment.


Because of the problem with his foot and his overall weakness, my father couldn’t drive. My sister therefore ferried him to and from his appointment every Wednesday for six months. During most visits, the specialist would quickly inspect the wound, offer her evaluation, and tell my father what to do for the next seven days. For what amounted to ten minutes of medical care each week, my sister would have to drive nearly two hours to our father’s apartment, take him by wheelchair to the car, drive him to the doctor’s office, get him into the waiting room, and reverse the steps on the way back. My sister, who was at the time CEO of a Planned Parenthood affiliate, never once complained about missing half a day of work each Wednesday. She would have gone to any lengths to help our father. But she shouldn’t have had to.


On most visits, my father’s physician needed only to assess the wound and make sure it was healing properly. For that, my sister could have visited our dad at night, taken a digital photo of his foot, and e-mailed it to the doctor for thorough review at her convenience. I doubt this idea ever crossed the doctor’s mind. Physicians are not trained in medical school to worry about the inconveniences they place on patients or their families. And in their practices, they find that insurance companies are rarely willing to pay for the kind of “virtual visits” that would have saved my sister more than a hundred hours of missed work.


My father paid a high price for the medial error he suffered. Sadly, his health care story is not unique. Whenever I speak at health care conferences about my dad’s experience, people nod knowingly. I’m always amazed by how many from the audience will line up afterward to share similar stories and frustrations about the care their loved ones received. Just about every family seems to have had an experience like ours.


The Loss of Compassion


By 2002, about a year and a half after returning to his home in New York, my father was able to walk short distances and drive to the grocery store. One morning, a driver rear-ended his car. My father suffered severe and disabling back pain. To provide relief, his doctors recommended a series of cortisone injections around his spinal cord. To prevent bleeding from the injections, they took him off the anticoagulation medications he was on for his atrial fibrillation. Before he could complete the series, he suffered a massive blood clot in his brain. Once again, he was back in the hospital, this time in Florida.


As soon as I got the call, I flew in from California and rushed to his room. My heart sank when I saw him. As a physician, I had seen hundreds of patients just like him: a breathing tube down his throat, a feeding tube through his nose, his hands and feet tied to the bed, restraining him as he fought to remove these painful foreign objects.


That night and the following morning, doctors came one by one into his room, each recommending a different surgical procedure or medical treatment that could prolong his life. One physician wanted to perform a tracheostomy, putting a hole in my father’s windpipe. Another recommended a permanent feeding tube. A neurosurgeon suggested removing a piece of skull to decompress his brain.


By this point, my siblings and I all knew our father could never again return to his former self. None of these solutions were what he would have wanted, and none would have allowed him a reasonable quality of life. So, as the doctors came by to recommend various invasive procedures, we thanked them all but declined. And when there were no more suggestions to be made, no procedures left to recommend, the doctors stopped coming altogether.


From that moment on, we never saw another physician in our father’s room. No one came by to check in on the family or ask how we were doing. None of his doctors dropped in to offer a word of support. I felt abandoned by these healers in our time of greatest need.


Throughout much of history, there was little doctors could do to help their patients. They simply lacked the tools, medications, and knowhow we have today. Perhaps that’s why doctors of the past became such skilled practitioners of empathy and compassion. For centuries, painters have depicted images of doctors at the bedsides of their patients, deep in thought and ever-present. These depictions created ideals of compassion that remain frozen in our memories. But those days are gone now.


In today’s health care system, ruled as it is by economics, there’s no “billing code” physicians can use for the time they spend comforting a family or holding a patient’s hand when death is inevitable. Doctors get paid for intervening, not for moments of compassion. Today, the insurance reimbursement system dictates how care is delivered. It has eroded personal relationships, devalued empathy and kindness, and undermined the very mission and commitment that led most doctors to practice medicine in the first place.


Death is no stranger to physicians. I have lost patients to cancer, infection, and trauma. Each death is painful. But to see someone die prematurely from a medical error or preventable problem is something else entirely, especially when that someone is your father.


In January 2003, a few days after being transferred from the hospital to a skilled nursing facility, Jack Pearl died in his sleep. He was eighty-three years old.


Analyzing the Symptoms


Physicians learn in their training that to make the right clinical diagnosis, they must first analyze the patient’s symptoms and then look for a pattern. Diagnosing what ails our health care system is no different. This particular “patient” has a number of troubling symptoms, many of which have increased in severity over the past few years:




• The cost of American health care is nearly twice that of any other nation. Today, the United States spends close to $3 trillion each year, approximately $10,000 for each man, woman, and child.


• Despite the high cost of medical care, our clinical outcomes are below average. Among the seventeen wealthiest countries, the United States ranks dead last in life expectancy for men and second to last for women. Comparing the most advanced nations in the world, the United States ranks last in infant mortality.


• American doctors and hospitals invest millions in fancy medical equipment—from surgical robots to proton-beam accelerators—but US health care trails almost every other industry in the adoption of information technology. As a result, fewer than 15 percent of all patients can use e-mail with their doctors, and even fewer can review their own medical information online or schedule a “video visit.”


• We pay doctors and hospitals based on the number of services they provide rather than the quality of care they deliver to their patients. Consequently, American patients undergo a very high volume of unnecessary tests and procedures.


• The quality of a patient’s care and his or her access to it varies dramatically based on such characteristics as race, ethnicity, and socioeconomics. As a result, Latinos and African Americans on average experience clinical outcomes that are 20 percent worse than other ethnic and racial groups in their communities.




Were American health care a patient, we would diagnose it as suffering from “multiorgan failure” and put it in the ICU for further testing. Very few of the test results would be normal. And even before all results came in, we would need to begin aggressive treatments. Once the patient was stabilized, attending physicians would work to identify the exact underlying etiology of the problem, a key step in preventing further deterioration. Without understanding the root cause of system failure, the patient’s problem will only get worse.


Mistreated was written for the purpose of helping people understand what ails the American health care system and how to improve it. By the end of this book, I hope readers will recognize the symptoms, understand the underlying problems, and embrace better solutions.


I think most health care professionals, academics, and policy experts will find this book educational and helpful in their work, although a few are likely to label the book controversial, disagree with its assessment, and differ with its conclusions. I will be interested in—and open to—their feedback. But they aren’t the audience for whom this book was written. Mistreated is for the patient in all of us. My hope and belief is that once all Americans begin to see the true problems endemic in our health care, and once we understand the threat they pose to our families and ourselves, we will demand change. And once enough people do, we can reverse the damage, for good.


In trying to identify the shortcomings of our health care system, it’s tempting to point our fingers at a short list of familiar villains: negligent doctors, ineffective politicians, and overpaid drug-company CEOs. And yes, they’re out there. But they are not the fundamental problem.


They’re what we call in medical practice “opportunistic infections,” problems that turn up in the context of other diseases. Ridding the system of their misdeeds is not the ultimate solution. It won’t significantly change the underlying pathology.


To understand the root cause of a broken health care system, we need to go back in time, decades in the past, and reexamine what may be the most famous research project ever conducted on the subject of mistreatment.


Palo Alto, 1971


In the basement of Jordan Hall on the campus of Stanford University, one student is forcing another to clean a toilet with his bare hands. The student on his knees is wearing what looks like a potato sack inscribed with a four-digit number near the chest. The student standing over him is dressed like a prison guard. Actually, he’s dressed like a caricature of a prison guard, aviator sunglasses and all.


This scene took place in one of the most analyzed experiments in all of psychological literature: the Stanford Prison Experiment, funded by the US Office of Naval Research and carried out by a psychology professor named Philip G. Zimbardo.


Zimbardo wanted to understand the effects of prisons on human behavior and how to improve the conditions of incarceration. So, over the summer of 1971, he and a team of researchers placed a classified ad in the local paper: “Male college students needed for psychological study of prison life. $15 per day for 1–2 weeks beginning Aug. 14.”


After interviewing a few dozen students, making sure to accept only those who were psychologically normal, Zimbardo flipped a coin to randomly select nine student prison guards and nine student prisoners. The rules for the guards were simple: maintain control of the prison without hitting or assaulting prisoners in any way.


The experiment devolved into chaos almost immediately. Inside the prison (Jordan Hall), the inmates and guards adapted to their new roles very quickly. By day two, prisoners in one of the cells (a converted teacher’s office) complained of unfair treatment by the guards. In protest, they fashioned a blockade, propping their bed frames against the door to prevent the guards from getting in. Meanwhile, prisoner number 8612 began to “scream, to curse, to go into a rage,” according to Zimbardo.


To restore order, guards doled out severe psychological punishment. In the coming days, many of the prisoners, some of them convinced they were no longer part of an experiment, began to internalize their roles. They stopped resisting and became passive victims of the abuse. Solitary confinement, sexual humiliation, and institutional disorder ensued. Zimbardo was forced to abandon his experiment in less than a week.


In his 2007 book, The Lucifer Effect, Zimbardo asked, “If you put good people in a bad place, do the people triumph or does the place corrupt them?” He went on to write, “We want to believe in the essential, unchanging goodness of people, in their power to resist external pressures.”


Of course we do. As ethical individuals and principled human beings, we tell ourselves we’d never do anything to harm another person, regardless of the circumstances. There’s comfort in believing that good people, raised by good parents and with strong morals, can withstand the negative forces of just about any situation. But that’s not what science teaches us. Through the Stanford Prison Experiment and dozens of similar research studies, we’ve learned that our environment has a far greater impact on our actions than our upbringing or personal beliefs.


Zimbardo’s subjects weren’t sociopaths or horrible individuals. They were regular students, assigned to one group or the other based on a coin toss. Their personal values and ethics likely weren’t so different from yours or mine. But this experiment, along with many others we’ll explore throughout these pages, demonstrates that context—the circumstances we find ourselves in, the instructions we are given, the threats made against us, and the rewards we’re offered—can and often does shift our perceptions of reality without our even recognizing a shift has happened. Context has a profound impact on what we see, hear, and feel. It has the power to change our behavior.


As difficult as it is to believe, numerous studies have shown that the majority of us would act the same way as the Stanford students if placed in an identical situation. Under the right conditions, most people would act in ways they could never imagine. That is just as true for doctors, patients, politicians, insurance executives, and anyone else. Recognizing the powerful and pervasive influence of context on perception and behavior is fundamental to understanding the failings of American health care.


Widow-Makers


In 2004, one of America’s largest hospital chains paid $450 million to settle complaints that its doctors performed unnecessary heart surgeries on hundreds of healthy people in one of its Northern California facilities.


Patients experiencing symptoms that could have been cardiac in nature were referred to specialists who performed the recommended radiological studies of the heart vessels. And even when their arteries were determined to be relatively normal, physicians recommended surgical operation. These patients didn’t need surgery, of course, but they underwent it nonetheless.


How could this have happened? The media blamed a handful of greedy administrators and unethical doctors. But before we accept this conclusion, we would need to be convinced that Redding, California—more than any other location in America—attracted doctors of moral turpitude and malicious intent. There’s no evidence this was the case. As such, we need to search for another explanation, something that goes much deeper.


Heart surgery is not a minor operation. These are long procedures. The surgeon begins by using a power saw to split the sternum, right down the middle of the chest. The patient’s heart must be stopped and later restarted. In the interim, a heart-lung bypass machine takes over the heart’s role of pumping blood through the body. This mechanical process is far from risk free. It has been associated with long-term memory loss and neurological damage due to the risk of small blood clots being embedded in the brain.


Even in otherwise healthy people, this procedure brings with it the dangers of infection, bleeding, and death. This is risky business. That’s why the doctors who recommend and perform this operation are highly trained. They know what to look for in the radiological results, and they know their way around an operating room. The training and background of the physicians in Redding were no different.


Show these same X-ray studies to most heart surgeons across the country and they would see relatively normal vessels without any significant narrowing. But that’s not what the doctors in Redding saw. Even for patients whose radiological findings were essentially normal, these physicians were convinced that surgery would help them avoid a heart attack at some point later in life. In the doctors’ minds, these heart surgeries were equivalent to removing a patient’s appendix to ward off appendicitis down the road. They believed this so much that one surgeon labeled not operating as “widow-making.”


Unless the cardiac surgeons and cardiologists in Redding were sociopaths, we can assume that they did not consciously decide to operate on patients with normal hearts. Instead, based on the lessons of recent brain-scanning data, we can assume that what they saw was different than what they would have seen had they been working in another hospital somewhere else in the country. The very minor abnormalities found on most X-rays were perceived by the Redding doctors as indicative of major pathology. And unless all of these physicians were incredibly dishonest, uncaring, and unethical—consciously deciding to put their patient’s lives at risk for their own gain—it is more likely that the context in which they practiced distorted their perception, just as it did for the students in the Stanford Prison Experiment.


In the basement of Jordan Hall, context shifted the perception of the guards so that, for no logical reason, they saw the prisoners as unruly criminals. Through this lens, the harsh treatment of their fellow research subjects seemed appropriate. Put the students in Palo Alto in a different context, such as a fraternity party, and they would have seen their peers as friendly and fun to be with.


In the same way, the doctors in Redding saw minor abnormalities in the blood vessels to the heart as problematic, even life-threatening. From their perspective, operating seemed reasonable, even beneficial. That’s why, when confronted with the medical evidence of their wrongdoing, the surgeons showed no contrition. Rather, they were convinced that what they’d done was best for their patients. Even the Redding hospital’s head of medical ethics believed it—so much so, in fact, that he brought his own father to the hospital from Chicago to be diagnosed and operated on by the facility’s doctors.


Psychological literature is replete with examples of normal people willing to do abhorrent things to others simply based on the context of their surroundings. In situations filled with personal fear, or when given the opportunity for individual reward, research subjects throughout history have been willing to inflict severe pain, even death, on strangers.


A decade before Zimbardo’s experiment and a year after the trial of Nazi Holocaust organizer Adolf Eichmann, one researcher wanted to understand how millions of German soldiers could commit so many heinous acts during World War II. So, Yale University psychology professor Stanley Milgram recruited hundreds of men from New Haven to participate in an experiment under the guise of a study about “memory and learning.” In it, Milgram hooked an actor up to a fake electric-shock machine. In order to speed up his learning, participants were instructed to turn up the voltage each time the actor made a mistake. If they hesitated, they were once again given the instruction to proceed. After applying 300 volts, some research subjects refused to go further and quit the study. However, two-thirds followed instructions, ultimately turning up the dial to the highest and most lethal level.


As Milgram explained in his 1973 article “The Perils of Obedience”: “I set up a simple experiment… to test how much pain an ordinary citizen would inflict on another person simply because he was ordered to by an experimental scientist. Stark authority was pitted against the subjects’ strongest moral imperatives against hurting others, and, with the subjects’ ears ringing with the screams of the victims, authority won more often than not.”


For decades, these classic experiments have been used to explain societal behavior and a variety of atrocities. In Mistreated, they are applied for the first time to the failures of American health care.


Put cardiologists and cardiac surgeons in a relatively rural hospital like Redding, one that depends on heart-procedure volume for the survival of not just the hospital but the entire community, and perceptions begin to shift around surgical indications. Operate on healthy patients and your mortality rates plummet, reinforcing your self-perception as a leader in your field. Add senior surgeons who tell you that these slightly abnormal vessels are potentially deadly, and you begin to see the next set of studies differently. Over time, those doctors who are more conservative or operate only on patients with severe disease are perceived as lower in quality. This shift in perception affects everyone in the group. No one consciously decides this is what should happen. But it happens.


In many ways, faulty perception spreads like mass hysteria. In 1962, several dozen workers in a textile mill suddenly become severely ill. Many required hospitalization. The details of the medical findings were reported in the Annals of Internal Medicine. These individuals described being bitten by an insect that caused them nausea, vomiting, dizziness, and numbness. Research conducted by the US Public Health Service’s Communicable Disease Center and onsite physicians found no evidence that the workers had been bitten by any type of bug capable of producing these symptoms. All of the reported problems reflected subconscious shifts of perception, the result of spreading anxiety and fear.


More recently, in 2006, an analogous epidemic struck Portugal when more than three hundred students from fourteen schools reported symptoms consistent with a life-threatening virus. The students described and showed symptoms ranging from difficulty breathing to dizziness and rashes, the same symptoms experienced by characters on a popular teen television drama called Morangos com Açúcar (“Strawberries with Sugar”). On the show, these symptoms resulted from a terrible underlying disease. And in real life, the fear of spreading the “disease” led to school closures throughout Portugal. Investigation by the Portuguese National Institute for Medical Emergency found no evidence of an infectious disease etiology or any other medical cause.


These experiences are different from those we might encounter with “groupthink,” rationalization, or malingering. In such cases, the people harboring the faulty idea could, theoretically, figure out what was happening through deductive reasoning. In the cases of mass hysteria, the symptoms were just as physical as if the people had the actual disease they reported. In that context, what they felt was distorted and experienced as if it were real. But try as you might, you would not be able to convince them that they were wrong, at least not until you put them in a different context. When it comes to American health care, the same is true for doctors, patients, hospital leaders, and drug-company executives.



The Perception Problem


Across the United States, the leading cause of death for hospitalized patients isn’t heart attack or stroke, but infection. And one of the leading causes of hospital-acquired infection is the result of doctors, nurses, and other hospital staff failing to wash their hands as they go from one patient’s room to the next.


This common oversight can spread a life-threatening bacterium called Clostridium difficile or C. diff. This bacterium can contaminate surfaces in hospitals and remain infectious for up to six months. Once a patient is contaminated, C. diff. attacks the gastrointestinal tract, leading to massive diarrhea and bowel damage that can require surgery. This makes decontamination of hands, rooms, and hospital surfaces an absolute necessity.


It’s estimated that C. diff. causes more than 400,000 infections each year and 14,000 deaths in the United States. Every American physician who cares for patients in a hospital knows about the hazards of spreading infection. Yet at least one-third of the time, doctors fail to wash their hands between patient visits.


Asked why they don’t wash their hands every time, doctors will offer a litany of excuses. They’ll talk about how rushed they are or explain that they don’t touch every patient they see. They all know about the consequences of C. diff. infection, but, to a person, they will deny being responsible for the rising rate of unnecessary deaths in American hospitals.


Logically, we know people are spreading the germs and that it could very likely be the doctors who do not wash their hands. But that’s not how individuals who skip this step see the situation. Like the participants in Zimbardo’s study, they are not bad people who want to harm hospitalized patients. And they’re not ignorant, either. Give doctors a written test on how C. diff. is spread, and all will know the correct answers. But in the rush of the morning, amid the anxiety of racing from one inpatient room to the next, context shifts their perception. In spite of the mandatory training they have undergone, they don’t see their actions as contributing to the problem. The process is neither conscious nor logical. But based on observational studies, this same perceptional shift happens to the majority of doctors in this nation.



The Duality of Doctors


For more than fifteen years, I’ve had the privilege to lead the largest medical group in the country, with over 10,000 doctors and 34,000 medical staff. I’ve also had the opportunity in my role on the clinical faculty at Stanford Medical School to train close to a hundred residents and teach thousands of medical students, both in clinical medicine and health care policy. As chairman of the Council of Accountable Physician Practices (CAPP), which includes physicians from twenty-eight different medical groups, I have met hundreds of doctors of all ages and backgrounds from a variety of practices and geographies.


I can assure you that regardless of where they practice or when they graduated from medical school, these are dedicated, compassionate people wanting to do what is best for their patients. It doesn’t matter if they’re millennials or baby boomers, cardiologists or family practitioners. America’s doctors are smart, highly motivated, ethical individuals. They’re capable of inventing new approaches to the provision of medical care that can improve clinical outcomes for their patients. They are the best and brightest our nation has to offer, motivated by a passion for helping others. They can transform the American health care system for the better.


I’ve observed American physicians on volunteer trips in foreign countries, caring for the poorest and sickest patients on the planet. I have met with medical first-responders in Haiti after the 2010 earthquake that killed more than 160,000 people and with the doctors who risked their lives in Africa to treat patients dying from the Ebola virus. On such trips, I have seen doctors working eighty to one hundred hours a week, from early in the morning to late at night, without pay and in some of the most dangerous and hostile conditions imaginable. They volunteered for one reason: there were people in trouble who needed help, and they had the ability and skill to lend a hand. In spite of the pressures and demands placed on them, their joy and personal fulfillment was profound and inspiring.


However, this fulfillment from helping others, once intrinsic to the medical profession, is crumbling. One-third of all doctors are dissatisfied with their professional lives and over one-half would discourage their children from following in their footsteps. Many are counting down the days to retirement. Physicians across the nation are frustrated by the challenges of running their offices and tired of fighting with insurance companies to get paid for the work they do. American medicine once was and should be one of the most fulfilling professions. Today, it’s not. Something is deeply wrong.


Observe from a distance the American physician volunteering in Liberia, outfitted in a bulky suit designed to prevent infection as she toils in 100°F heat, knowing full well she is about to risk her life. Compare her experience with that of the doctor perched in a comfortable chair in his beautiful wood-paneled office with air-conditioning and a handsome salary. You’d be surprised who is more satisfied.


In 2014, while researching an article for Forbes, best-selling author Malcolm Gladwell told me, “I don’t understand, given the constraints physicians have in doing their jobs, and the paperwork demanded of them, why anyone would want to become a physician.”


Indeed, observational studies demonstrate that physicians in community practice spend as much as half of their day completing insurance forms, entering computer data, and performing clerical work. In medical offices and hospitals across our land, mundane tasks combine with perverse economic incentives to push doctors further and further away from the reasons they chose a career in medicine.


As paperwork and financial pressures compete with doctor-patient relationships, frustrations intensify on both sides of the stethoscope. More and more, there is a duality to being a doctor. There’s the fulfilling and awe-inspiring personal side of treating patients, making diagnoses, and saving lives. And then there’s the fatiguing and frustrating impersonal side. The personal side offers a profound sense of satisfaction. It reminds doctors of why they get up in the morning. The impersonal side sends doctors home exhausted. These day-to-day frustrations present a significant threat to the health of our nation. So, too, does the culture of medicine.


The medical community prides itself on being scientific, pragmatic, and precise. Scratch away at these virtues and you’ll find that the way doctors practice medicine is wildly inconsistent. Despite its empirical roots, the culture of medicine is mired by the doctor’s conviction that he or she knows best how to deliver care to patients. It should be no surprise, then, that research indicates a large variation in clinical outcomes from one doctor to the next. This inconsistency in clinical practice has a major impact on patient health. In fact, when you compare results, physicians in some medical groups have reduced their patients’ chances of dying from a stroke, heart attack, or cancer by 30 percent or more when compared to others.


You might think that every doctor would want to learn from and emulate those achieving the best results. But they don’t. Like the doctors in Redding and the ones not washing their hands, even physicians with poor clinical outcomes perceive that they are delivering excellent medical care, in spite of what objective observation might indicate.


Doctors are caught up in all sorts of contradictions. For reasons we will explore in greater depth, they eagerly embrace new drugs and purchase sophisticated machinery that hardly moves the needle on overall patient health. Yet they ignore and fail to act on some of the biggest and most straightforward opportunities to save more lives. A decade ago, the Institute of Medicine reported that 98,000 people die in hospitals each year due to medical error. The most recent research indicates that the true annual mortality statistic may be closer to 200,000 avoidable deaths when you add (1) doctors who fail to communicate effectively with their colleagues, (2) doctors and nurses who dole out the wrong medications, and (3) doctors who are responsible for causing or spreading hospital infections. And yet most physicians can’t see the opportunities for improvement sprouting up all around them.


The perceptions of American patients are just as inexplicable and paradoxical. Half of American adults have a negative view of the health care industry in general, but nearly 80 percent of all patients reflect positively on the health care they personally receive. Once again, the math doesn’t add up. Both conclusions can’t be right. The data comparing the United States with the rest of the world demonstrate that we’re not all getting great care. But among doctors and patients alike, perception trumps data.


As was discovered with the students in the Stanford Prison Experiment, context shapes how patients see the world around them. In the context of health care, patients choose their own doctors and entrust them with the health of their family. The medical acumen and ability of doctors can be awe-inspiring, their work sophisticated and curative. At the same time, there will always be some doctors whose skills lag behind those of their colleagues. Few patients are aware when this is the case. Having chosen their physicians, and with their health in the hands of these experts, it’s no surprise that patients see their doctors as the best available. And when patients see their doctors as outstanding, they perceive the medical treatment they provide as excellent. From a statistical and comparative standpoint, however, that’s frequently not the case.


Designed to Fail


In business schools, professors are known to put forth an axiom that goes something like this: “Tell me the design of the system, and I’ll tell you the outcome you will get.”


They’re usually right, and nowhere is it truer than in medical practice. The design of our health care system—how it’s structured, reimbursed, technologically supported, and led—determines how the people in it will behave.


When you design a health-insurance reimbursement system that financially rewards doctors for providing patients with more care (as opposed to better care), that’s exactly what doctors value and do. And when third-party insurers pay for patient care regardless of the outcomes, patients also assume that more care is better, even when research and data demonstrate that’s not the case. And when we pay physicians more to take care of heart attacks or strokes than to prevent them in the first place, they value emergency intervention dramatically more than disease prevention.


Even with good intentions, a system’s design can lead to harmful consequences. Professor Zimbardo conducted the Stanford Prison Experiment to improve the lives of those incarcerated. He never imagined his study would result in the inhumane and degrading treatment of innocent people.


This correlation between the design and its outcomes inspires a question: If Zimbardo could create an environment that led good students to do terrible things, is it possible to shift the environment of health care in ways that would lead highly motivated, mission-driven doctors to provide better care to patients like you and me?


I believe it is possible. But before we can focus on the solution, we need to fully understand the real problems.


Over the next three chapters, we’ll examine the design of health care and its consequences through several different lenses, including those of the doctor, the patient, and the other major health care players (insurance companies, national medical societies, and drug manufacturers among them). In the second half of the book, we’ll look at what direction American health care might go and focus on why most of the solutions we’ve tried in the past led to dead ends. We’ll break down the changes implemented via the Patient Protection and Affordable Care Act (ACA), the first step in a long journey to fix the broken US health care system. We’ll examine what’s likely to change in the years ahead and provide a four-point plan to address health care’s next biggest set of challenges. Finally, we’ll look at how health care’s most promising solutions will affect the patient.


Along the way, we’ll go inside America’s Emergency Rooms (ERs) and watch courageous doctors battle an orphan disease. We’ll travel to Flint, Michigan, and examine the mindset of government officials who ignored a horrific medical development that threatened the lives of children. We’ll visit the laboratories where researchers face insane pressures to “publish or perish,” opening the door for drug companies to interfere with independent medical studies. We’ll travel the world to learn from countries that have succeeded where the American system has failed. We’ll meet the community organizer who helped shape our nation’s most transformative health care legislation and the businessman-turned-political-newcomer who is likely to reshape the landscape once more.


As we visit these diverse places and meet the men and women who embody American medicine today, I invite you to follow the common thread that connects all parts. That thread is the profound and powerful relationship between the structure of US health care and the subconscious perceptions of everyone in it.


Without doubt, the environment in which care is delivered and received is unlike any other—a potent context that alters our senses in ways that don’t always align with objective reality. Understanding this relationship—the connection between context and perception—helps explain the paradoxes of American health care and allows us to identify the underlying etiology of its problems. It also shifts the blame. Today, we accuse individuals for the majority of problems facing health care. In doing so, we overlook and fail to call out the deeper systemic problems.


Seventy years ago, the founder of The Permanente Medical Group, Dr. Sidney Garfield, wrote about moving medical practice from “sick care to health care.” We have an opportunity in America today to fulfill that vision now and in the future, but only if we are willing to see what’s really happening, confront what is wrong, and demonstrate the courage to do something about it.


An essential place for us to begin this journey is inside the mind of the physician, understanding both the mission-driven side and the part that’s riddled with intense fears.















Chapter Two



WHAT DOCTORS SEE


The human body maintains a delicate balance between too much and too little of just about everything it needs. A healthy body, one with just the right balance, operates with clockwork precision, bringing oxygen, nutrients, and infection-fighting cells to tissues and organs with each beat of the heart. But it remains, always, a delicate system. With not enough liquid, blood pressure begins to fall, kicking the heart into overdrive as it struggles to push sufficient blood to vital organs. With too much liquid, fluid backs up. Like a clogged pipe, the lungs flood, swelling the feet and reducing the flow of oxygen to the heart and eventually the brain.


Our bodies walk a perpetual fine line. What exactly tips them one way or the other isn’t always clear, even to experienced clinicians. That’s why medical students, residents, and newly trained doctors work hard to master this tightrope act.


In school, doctors spend their days and nights learning the intricacies and solving the mysteries of the human body. Through rigorous practice and years of training, physicians can decipher medical secrets by looking into the eye, listening to the heart, and palpating the abdomen. Over time, they gain the competence to cut open the body with a scalpel, insert scopes into the different orifices and cavities, prescribe powerful medications, and remove damaged tissue to eradicate disease. It’s an awesome privilege and a responsibility afforded only to those who have earned the title of “doctor.”


In the right circumstances, physicians can accomplish amazing things. Modern technology grants them access to the latest and greatest scientific advancements, from human genomics to the totality of published medical literature. Using computerized systems and mobile devices, doctors can instantly peruse massive quantities of data and a wealth of diagnostic information. Over the past twenty years, physicians have used this information and its insights to radically enhance the quality of care they deliver, reaching levels previously thought impossible.


In today’s world, many patients who undergo total joint replacement (a procedure that replaces a damaged joint with a metal, plastic, or ceramic device) are out of bed and walking within hours, and home in less than a day. It’s remarkable, given this surgery once kept the patient in the hospital for a week.


Meanwhile, children with inherited life-threatening conditions such as cystic fibrosis are living longer and more normal lives, creating the demand for specialists who can treat them in adulthood—a need that simply didn’t exist back when long-term survival was impossible. And only a generation ago, certain types of childhood leukemia were uniformly fatal, whereas today, care providers can save thousands of these children each year, with some institutions achieving cure rates as high as 70 percent.


But of all the areas of medical practice, our progress in the fight against heart disease is the most astonishing. Physicians have helped patients improve their heart health through diet, exercise, and medications to the point where heart disease is no longer the leading cause of death in certain parts of the United States and the world. With advanced surgical methods, doctors can now replace heart valves without ever opening the chest cavity. All across the United States, surgeons have reduced death rates after heart surgery to the low single digits.


Looking back, the progress we’ve made and the speed at which we’ve advanced the medical frontier has been awe-inspiring. To the outside observer, physicians can appear all-knowing, all-seeing, and all-powerful. Inside the physician’s mind, however, the world of health care looks very different.


Despite the bounty of treatment options available and the promise of greater cures to come, there lingers inside each doctor a persistent and underlying sense of terror. The best physicians know that any intervention or medication capable of saving a patient’s life is also capable of harming or even killing the patient. Maintaining the delicate balance of the human body—that constant undulation of too much and too little—requires a combination of judgment, skill, and luck.


For doctors, the worst days aren’t those that require the longest hours or involve the most demanding patients. They’re the days when something goes wrong. Few physicians can imagine anything worse than making a mistake that harms a patient. But that consequence is the ever-present reality of medicine. Practice long enough, it’ll happen. Even the most highly skilled and fastidious doctors have missed a life-threatening diagnosis, caused a major infection, or committed a technical error.


This fear that doctors carry with them isn’t just some form of self-protective paranoia or the dread of being sued for malpractice. It’s the fear of violating that deeply embedded, core principle of the profession: Primum non nocere, or “First, do no harm.” When something goes wrong, the physician’s distress runs deep. The refrain “if only” echoes through the brain. There are sleepless nights filled with tossing, turning, and painful reflection. How could I have missed that diagnosis? How could I have cut that blood vessel? Why did I recommend that treatment?


Welcome to the mind of the physician, filled with scores of medical facts and endless self-doubt. Although doctors brim with a certain kind of confidence necessary to solve the most complex problems, this feeling belies the ever-present fear that making a mistake is never a question of “if” but “when.”


Doctors are given the privilege to ask the most intimate of questions and the trust to touch the patient’s skin with their hands. They have the curative expertise to safely pierce the human shell with needles and knives. In return, they hold themselves to near-impossible standards and expectations. As patients, we all should feel keenly grateful for our doctors’ medical mastery, while understanding that, sometimes, bad outcomes arise from good intentions.


Drawing Blood


In the summer of 2011, the overhead paging system rang out above the din of a bustling Northern California hospital. Hospital operators use color codes to communicate urgency to physicians. In this case, it was a code red, the most urgent alert, indicative of a life-threatening problem. A rush of activity swiftly ensued.


As nurses and doctors raced to the Emergency Department, they soon began to swirl in choreographed chaos around the eighty-two-year-old man lying on the gurney in front of them. Barely aware of the medical frenzy happening beside him, the man felt disoriented and afraid. In the ambulance ride over from his home in San Jose, he complained of weakness and trouble breathing. As an experienced nurse slipped an oxygen mask over his face, she bent down to reassure him, “You can breathe now, Stanley.”


In that moment, Stanley’s breathing steadied, but he was far from okay. Soon after, his blood pressure slipped and his pulse quickened. If you could have seen the inner workings of his body, you would have marveled at how hard it was laboring to correct itself, trying to restore what physicians call homeostasis. As the doctors scrambled to save him, the digits on the pulse-rate monitor next to Stanley’s bed rose. His heart fought to maintain adequate perfusion, but no matter how hard it tried, it couldn’t keep up. Blood flow slowed first to his kidneys, then his intestines. This was his body’s last defense and Stanley’s only hope. Without immediate intervention, his brain and the heart itself would have been the next to go.


Expedited lab tests and vital signs appeared on the computer screens in the treatment room, confirming that Stanley was in septic shock. Bacteria raced through his body, just as they raced through my father’s, infecting Stanley’s organs and impeding their function. Sepsis disrupts the delicate balance of life like few other medical problems can. It accounts for only 2 percent of all hospital admissions but one in six hospital deaths.


Sepsis was progressively shutting Stanley’s body down. Without enough blood returning to the heart, it couldn’t provide adequate circulation to all of his vital organs. For three hours, the team of doctors in the room worked masterfully and frantically to rip Stanley back from the clutches of death. As their hands and minds raced, they fought to stabilize his blood pressure, hoping to improve it just enough so that they could move him up to Intensive Care on the second floor. Even if Stanley survived, the doctors realized he would face months of rehabilitation.


Stanley’s diagnosis of sepsis was clear to the care team in this hospital—and would be to just about every physician in the nation—just as my father’s sepsis was apparent to the ICU care team at Stanford. Stanley’s clinical condition and diagnosis sat at the obviously critical end of a wide spectrum. Not everyone with sepsis comes to the ER in extremis.


For younger, healthier patients, sepsis can come out of nowhere, appearing mild in its earliest stages but becoming vicious and deadly a day or two later. For these patients, the difference between life and death depends on whether the care team recognizes that a crisis looms on the horizon, before the destruction begins.


Nancy, a forty-nine-year-old mother of three, still doesn’t know how she contracted the infection that almost took her life. “It was the weekend before Christmas and I had been out shopping for presents that Saturday with our nine-year-old,” Nancy said, recalling that she felt sluggish hours later at her dance class. There was a flu going around, and she thought that could be the problem. That night she tossed and turned.


“I had the chills and couldn’t stop shaking. I finally woke up my husband, George.”


George, a physician, took her pulse and found it a little fast. Nancy’s foot was slightly red, so George figured it could just be a skin irritation from her dance class or from hours of walking around the mall. But better safe than sorry, George drove to a nearby pharmacy and left Nancy in bed to rest.


He wrote out a prescription for a first-generation antibiotic to treat what doctors call cellulitis. When he returned home, Nancy propped herself up and pulled back the covers. Her leg had turned bright red, all the way up to her knee.


“Get out of bed now,” George insisted as he helped her to her feet. “We’re going to the Emergency Room.”


An ER physician saw Nancy immediately and confirmed the diagnosis of cellulitis. That much was clear. He treated her condition just as any other doctor would by inserting an IV line, drawing blood cultures, and administering antibiotics.


After drawing the blood culture, however, the ER physician did something else, something that likely saved Nancy’s life. He ordered a blood-lactate test. This laboratory study is neither costly nor risky nor difficult to obtain, so you wouldn’t think there’d be much to it.
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“Mistreated is a brilliant and original analysis from one of medicine’s most insightful leaders.
The doctor is in.” —MALCOLM GLADWELL, bestselling author of David and Goliath
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