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Preface

When I began this book during the hopeful days of 1994, there was every expectation that the United States would imminently have a universal health insurance plan. How could it be otherwise? Everyone seemed to want one, and with good reason. Some 37 million people lacked health insurance, millions more lived with daily threats to their coverage, public opinion was supportive, Bill Clinton had campaigned for it, and corporate America was looking for a way out from under rising health care costs. Moreover—we optimists felt—if the Clinton plan didn’t make it, there were enough other schemes in the congressional wings to guarantee at least something. It was not, then, a matter of whether, but of how and what. Surely something.

Surely nothing, it turned out. No plan made it through Congress then—not a single bill, not a single reform. By 1997, the 37 million uninsured had grown to 41 million and only one other bill had been passed; the two presidential candidates in 1996 had all but ignored the issue (save for insisting that they had a pain-free way to save Medicare)—and 34 percent of Americans polled thought the health care system had become worse over the past few years. Projections for the future of the Medicare Trust Fund, of crucial importance for the elderly, showed bankruptcy by 2001 or shortly thereafter and enormous deficits in the following decades.

For a time there was considerable optimism that managed care could tame the constant annual increase in health care costs, and it seemed to do so in 1995-1996. But by early 1997, upward pressure had appeared here and there once again. That has been cold water on hot enthusiasm. For if no universal coverage came out of the 1994 Clinton push, the President’s proposal inadvertently galvanized the private sector. That sector turned to managed care, partly as a defense against a possible Clinton success in establishing centralized cost controls, and partly as an innovative way to increase market competition, organize health care more efficiently, and give the private sector a leg up on government. The return of cost increases is sobering.

All these developments were important, but they were not the only ones catching my eye during the early 1990s. I was also drawn to the mounting evidence that not just the United States, but every nation was undergoing some degree of stress in managing and paying for its health care system—regardless of how that system was structured and financed. Schemes that were thought to spell salvation in the United States were running up against problems elsewhere; most prominently and disturbingly, universal health care was troubled. No country, it turns out, seems to have a handle on the best way to reform its health care system to keep pace with an aging population, unsettled economic conditions, technological progress, and public demand. Reform was on every country’s agenda. It had to be. Modern medicine is too expensive to be ignored. It is increasingly too expensive to be viable.

In 1993, the World Bank issued an important report, Investing in Health, which pointed out the continuing gap in health status between rich and poor nations.3 It also noted that many poor nations were making the epidemiological transition (as it is called) from rates and causes of death characteristic of them—mainly infectious disease—to the kinds of death and sickness rates once typical of affluent countries, principally chronic disease. This transition was surely a sign of progress, but it was by no means clear how still-struggling countries could pay for the new, more modern medical techniques and demands being heaped upon them. The World Health Organization (WHO), which had for two decades pressed for a strengthening and expansion of primary care services in the developing countries, was forced, by the middle of the decade, to reinvigorate a drive that had partially stalled.4 In China and Southeast Asia, and in much of Central and Eastern Europe—once the home of universal, if poorly financed and often corrupt, care systems—privatization and a turn to the market became the new gospel, as they did also for many countries in Latin America.

Most unsettling, perhaps, have been the changes creeping insistently through Western Europe. Those countries—still the showcase of popular and well-managed health care systems equitably accessible to all—have begun to show the first loose threads from an unraveling of the post—World War II welfare state. Their systems, beset with rising costs, are high on the budgetary hit lists of political leaders. Europe, too, is now looking to the market and reduced public benefits for its own future, even if not quite so intensively as parts of Asia and Latin America. In one of the odder twists, a number of Western European countries have been intently watching some American developments, particularly the health care priority-setting of the Oregon Medicaid program and the organization and spread of managed care. It is surely a sign of an unsettled health care universe when other countries, with historically far less expensive, equally effective, more popular systems, look to the United States for ideas—to us, who have led the world in devising the most expensive, least equitable system of all. But our own anxiety has generated some interesting experiments, and they attract attention.

It is, then, the universality of the reform drive that seems to me important, particularly the global casting about for solutions that has come to mark our era. If everyone is having a problem, and all are looking for answers, this suggests a more basic issue than is ordinarily entertained by those responsible for reform. As I began thinking about this possibility, an obvious—but little-examined—fact stared me in the face: almost all the reform efforts, in the United States and elsewhere, assume that the solution to the health care problem lies in better organization and financing. But I wondered if that “solution” was addressing the real problem. I began entertaining an alternative idea. Perhaps it is the very values of modern medicine, its most cherished and celebrated aims and commitments, that are beginning to give us trouble. Perhaps we must reexamine those values, and change some of them, before we can have any hope of devising health care systems that can successfully endure into the future.

I was especially struck by a common thread in the various national struggles: no matter how much money is spent, and no matter what the health gains, they never seem enough. Could it be that in modern medicine we have devised a set of medical aspirations and practices that guarantee health system stress and perhaps, in some cases, eventual collapse? And which no less guarantee that, whatever progress is made, it will always seem insufficient to meet the “needs” of the day—needs that are constantly being refined and upgraded precisely because of the improvements in health care and ongoing medical progress? Those are the general questions I have come to pursue.

In 1992, I was able to initiate an international project at The Hastings Center: “The Goals of Medicine: Setting New Priorities.” The project included working research groups in fourteen different countries and, over a four-year period, tried to address the most basic questions about the appropriate ends of medicine.5 This book represents a parallel project, taking many of the themes of the “Goals” research and tying them to a longstanding interest in the nature and future of medicine. And my following of environmental debates suggested to me the central theme for this book: the need for a view of medicine that would be at once equitable and sustainable. The problem is a present model of medicine that is, for all its excitement, increasingly and painfully unaffordable. Just as we need a sustainable environment, we need a sustainable medicine.

I also became aware that, in wanting to ask a different set of questions about the reform of health care—substantive questions, not simply financial and policy questions—I was part of a mainly unsung tradition of medical reform that has appeared over the past few decades. While most reform efforts focus on technical, administrative, and economic changes, the tradition I have in mind has worried about the models, visions, and broad aims that have animated health care systems, and about how to set fresh ones in place of those whose time has passed. The 1960s and 1970s saw the first real outburst from those writing in this vein, and it became clear as I reread those works (only some of which I had read at the time) that I am one more person in the recent line of those trying to get us to think differently about the nature of medicine and health, not just about health care systems and their financing.

The contemporary pioneer of this tradition was the biologist René Dubos, whose 1954 book Mirage of Health called into question the then imminently anticipated total conquest of disease. It would not happen, he said, not soon, not ever.6 The theologian Ivan Illich attracted attention in 1976 with Medical Nemesis, a book that blamed doctors (excessively) for their alleged stranglehold on health care and for their supposed brainwashing of patients to do their bidding.7 In the 1970s, Illich, the British physician John Powles, an American lawyer, Rick Carlson, and a British professor of social medicine, Thomas McKeown, each showed in a systematic way that there is no clear correlation between population health and medical care.8 Carlson boldly predicted “the end of medicine,” by which he meant the gradual recognition of the diminishing impact of physicians and hospitals on health, which he expected to become all the more salient by the year 2000. And so, in some ways—but not others—it has.

While there has surely been a decline in the number of hospital beds over the past two decades—a tribute to the recognition of an expensive excess of beds and to a more vigorous use of outpatient surgery and other medical procedures—the role of doctors has remained strong; and their role in prevention, not just cure and amelioration, has been more strongly emphasized. Carlson and Illich espoused a deprofessionalization and deregulation of medicine, to induce people to be more responsible for their own health and to be free to pursue that health as they saw fit. Deprofessionalization has not yet occurred, at least within mainline health care. On the contrary, the outcome assessment movement, seeking to evaluate the effectiveness of medical technologies and therapies, has emphasized scientifically informed professional judgment—even as there is, side by side with it, a burgeoning self-help and alternative-medicine movement. Pace Ivan Illich, it seems that patients and physicians share most of the same goals; it is thus a mistake to see the former as dupes of the latter, even if one grants the undoubted sway of physicians.

An enduring contribution by Rick Carlson was his astute analysis of five approaches to health: (1) a fatalism that assumes health is beyond human control and in the hands of the gods; (2) the public health approach, with its stress on disease prevention in the context of the health of populations and intervention into the social and environmental order; (3) a prevention approach focused on individuals rather than populations (as now pursued by HMOs); (4) an emphasis on “the natural,” stressing the self-limiting character of disease and the role of the individual in pursuing health; and (5) the pursuit of health through services provided by a medical care system organized to treat the symptoms and causes of disease when and as they appear.9 As will become clear, it is the second and fourth strategies that have most attracted me, just as they most attracted many of the writers in the reform tradition I identified above just before and after the 1970s.10

Yet while there are some clear family resemblances between what I want to say and what those who precede me in this “tradition” have said, there are also some differences. Recent evidence strengthens the earlier claim that there is no significant correlation between population health status and medical care, even as it shows that among some groups (notably the elderly), medical care improves health. But the earlier group of writers did not focus, as I will, quite so much on the ideals and aims of modern medicine, much less the idea of progress. In looking for a sustainable medicine, I am searching for a medicine that learns how to stop growing, how to stop consuming ever more resources, how to find some finite goals, and then how to stop once they have been achieved. I don’t believe that note was struck earlier. It also seems clear now that if health promotion and disease prevention, at present much championed, are ever to achieve parity with acute-care medicine, we must be prepared to rethink today’s medical priorities to make the potential gains in health status efficacious. More generally, a serious transformation will require taking money away from the acute-care sector, including research into the cure of many lethal diseases, and using it instead for prevention research and massive educational efforts designed to change health-related behavior.

I am indebted, in any event, to those who began developing the idea of a basic shift in medical thinking. As they surely discovered, trying to change modern scientific medicine and its health care offspring is like trying to shift and channel glaciers. But the effort is worth making, and if one generation fails then another should take up the task. From time to time glaciers do change course, usually because of great environmental and climatic changes. Those of us who look to decisive changes in thinking about medicine—someday or other—can only hope that their ideas will come at a historical moment when the social environment is ripe for them. That every nation is now feeling the economic pinch, and many the pincers, of trying to live out the expansive, insupportable dream of modern medicine may provide that moment.

A more personal word is also in order. In three of my earlier books, the question of medicine’s stance toward mortality preoccupied me. In Setting Limits: Medical Goals in an Aging Society, I explored how we might think about aging and the provision of health care. In What Kind of Life: The Limits of Medical Progress, I took up the problem of resource allocation; and in The Troubled Dream of Life: In Search of a Peaceful Death, I probed our cultural stance toward death. Those issues are still on my mind, and echoes of them will be heard in this book. Getting older myself, feeling death scratching at my door with his scythe, and fretting about expensive medical bills do little to push them aside. But I am much more concerned here in moving to a new plane, where the possibilities and limits of medicine confront our seemingly insatiable appetite for more and better life. I am edgy, I confess, about using the term “sustainable,” a word that is a little too chic, a little too vague, a little too familiar. But no better term appeared.

Should we change our understanding of medicine, or should we change our understanding of life? I suspect we have to do both, and somehow or other do them at the same time. A life dependent on medical props and progress for its meaning seems to me not a life at all, even if our body keeps going for a time. A medicine that must forever promise new miracles, new bodies, and new selves to get its research supported and justify its big money strikes me as a medicine that has lost its way, forgetting that it is not the key to the good life.

In trying to advance a more modest agenda for medicine, I am also advancing a view of human life—restrained, perhaps, but not despairing, not without hope of its own kind. While I do not here want to repeat the argument of The Troubled Dream of Life, I can briefly summarize it. Death is an inescapable reality of human life and always will be. Medicine must build that understanding into its mission, not seek to overcome it. Our humanity is, in great part, defined by our willingness to accept and live with death. Modern scientific medicine has been unwilling to do so, which is why it has been so much easier to find money to search for a cure for cancer than to find money for better palliative and home care for those with terminal cancer.

Of course death, and the illnesses leading to it, are not easily accepted. Hope has always been important in medicine, right back to Hippocrates nearly 2,500 years ago, and it remains important today, whether for the doctor and patient struggling with a serious illness, or for biomedical researchers trying to know more and do better. But we have come to make our hope depend on the delusion that medicine can, through research and refined clinical skills, master death and illness and, as a managerial aside, do so with some respectable cost-benefit ratio. That hope has sustained twentieth-century medicine. It is the wrong hope. A decent, fulfilled life for the individual does not require it, and for society to pursue it is folly. The issues I want to talk about in this book are not easy to think or talk about; many of them may make us nervous. But I have come to believe that, if we can work through some of them, we might lay the foundation stone for a more satisfying understanding of life and medicine than the one we have lived with for some decades now. We might even take comfort in the thought that there are ways of living with medicine, and living with ourselves, that do not require the constant pushing of the envelope of medical possibility that is our present lot.

If this book reflects an underlying view of death and its place in a human life, it also reflects a view of the expenditure of public and private money to combat sickness, to improve health, and to defer death. Again, while I do not want to summarize the thesis of What Kind of Life, this much is worth repeating to make clear my own biases and inclinations: health care is only one of many valuable ways to spend our money, and a good society is one that tries to find an appropriate place for the improvement of health, neither neglecting it (as some countries have done) nor allowing it to trump other important needs (as has been the American proclivity; we spend more per capita on health care than any other nation). I do not think our nation can afford to keep pursuing medical and health improvement as intensely as we have done over the past fifty years. Perfection has been the implicit aim, and it cannot be had.

I resist in particular the belief that the way to fiscal utopia is constant technological innovation. That seems to me an act of faith, nothing more. I do not share that faith. I may well be wrong. If so, I suppose I will line up as eagerly as the next person for any innovation that will help me. We shall see. I would also note that, by invoking throughout the book the ancient Greek tradition of hygeia—the notion that the body can take care of itself if helped to do so—I am not struggling against medicine itself but against the distortions introduced by a scientific medicine that has often forgotten some of the strengths of older traditions and practices.

A word is in order about the scope of this book. I have not tried to develop all the policy implications of my general thesis, much less to produce a policy blueprint. While the old axiom “The devil is in the details” is surely true, I have not myself worked out all the details in this case; more hands than I have would be needed. More important, I am trying to change the nature of the discussion about medicine, its goals, and its values: to see if we can find a fresh general picture to entertain in our minds, a different range of models, an alternative set of underlying values. Too often, in our practical American way, we neglect foundational and value issues, either taking them for granted and not examining them at all, or pushing them aside in our eagerness to get on with the immediate work. But it is just those issues that are the point of this book. Nonetheless, in an attempt to take the via media, I have also tried, toward the end of each chapter, to sketch out the policy implications of my analysis. I hope that will be sufficient.

I have a long way to go to make my thesis plausible, to find a way to an affordable, sustainable, equitable medicine. The first part of the book tries to lay out the foundation of a sustainable medicine, while the second part examines what it would take to build upon it. I begin by setting the thesis I want to develop, arguing in Chapter 1 the need for a sustainable, steady-state medicine. In Chapter 2, I show why the dream of modern medicine—with its roots in the idea of progress—ought now to be abandoned, and I show the price we pay for not giving up the dream. In Chapter 3, I take on that demigod, technological innovation—the most common means of fulfilling the idea of medical progress—and ask whether it can do for us what is claimed in its name. Medicine has developed a characteristic stance toward nature, and in Chapter 4, I explore and offer some antidotes to the kinds of poison that stance has introduced. I then examine, in Chapter 5, the modern medical response to suffering and the self, locating that response in modernism, whose problems it shares.

The next three chapters are a working out of some policy implications of what I propose. Chapter 6 focuses on the combination of public health (with its population-health orientation) and personal responsibility for health (with its individualistic perspective). Chapter 7 takes on the question of medicine and the market, asking what we are to make of the developing marriage between two utterly dissimilar ways of looking at human life and behavior. I take the confrontation between public-health and market perspectives to be fateful for the future of medicine. In Chapter 8, I examine the prospects for an equitable medicine if a sustainable medicine could carry the day. Chapter 9 saves the hardest problem for last: whether the modern (or postmodern, or postpostmodern) world, ever in search of hope, could ever come to accept a sustainable and steady-state medicine, which is psychologically most demanding even if most sensible.



CHAPTER ONE
Creating a Sustainable Medicine


Every dream must end, even—perhaps especially—that of modern medicine. The dreams we have in our sleep cease when we awaken. They are gone whether we like it or not. Not so those fantasies we have invented in our waking lives. Since they project a better life, a more perfect world, they are not so easy to let go. The dream of modern medicine—that life, death, and illness can be scientifically dominated and pacified—will be one of the most difficult to give up. It has had us in its grip for at least two hundred years, and it has been remarkably satisfying in many respects. It has saved lives, eradicated many diseases, and relieved much suffering. It has been fueled by the seemingly reasonable conviction that, if we take up arms against a hostile nature, our ancient enemies—sickness, disability, and disease—can be overcome.

The fulfillment of that dream, it is said, requires only good and zealous science, wise patience, ample research money, and public support. Since none of us looks forward to disease and death, as a public we could hardly fail to support a dream so much in our own interest. By its deliverances, science has managed steadily to reinforce those interests.

How, then, when the dream is still so alive, even flourishing, can I contend that we must bring it to an end? And if it can be brought to a close, is there something better to put in its place—a dream that is more realistic, more plausible, and no less satisfying and hopeful? My short answer to these two questions is this: The dream of modern medicine is no longer viable as it stands. Even if unlimited resources were available, modern medicine cannot deliver on its most extravagant promises, nor even on many that seem modest and plausible. It cannot conquer infectious disease, and it will also fail in the foreseeable future to rid our lives of the main chronic killer diseases—cancer, heart disease, and stroke. Even if it succeeded in doing so, other lethal diseases would take their place on the top of the fatality lists. Not only do we not get out of this world alive, but except in case of accident we do not get out of it by any other route than a final, fatal disease.

What can be put in place of the impossible dream of medicine? My contention is that modern societies, beginning with our own, need a “sustainable” medicine, a term I borrow from the environmental movement. By it I mean a medicine that, in both research and health care delivery, aims for a steady-state plateau, at a level that is economically affordable and equitably available, and also at a level that is no less psychologically sustainable, satisfying most—but, of necessity, not all—reasonable health needs and expectations. I am after a change in the ideals and hopes of medicine, not simply in the way we organize and deploy the provision of care to sick people.

Toward a Third Era of Medicine

Medicine has gone through two great eras. The dividing line between them was the insight that the application of the scientific method could transform the mission and success of medicine. The first era of medicine was prescientific. Beyond some primitive observations and poorly based explanations (that of an imbalance of the four humors, for instance), there was not much that medicine could do for the sick and the dying. It could offer a little diagnosis, some degree of palliation and comfort, and, through a sharp eye for the psychological and spiritual needs of the ill, some shrewd ways of keeping hope alive in the face of the inevitable.

During this long era of human history (still extant in some poor areas of the world), the ideal of the physician’s exclusive devotion to the welfare of the patient was formed (nurtured in the West by the Hippocratic tradition), and with that devotion the moral requirement of sensitivity and compassion. Hardly less important was the cultural and societal response to sickness and death. Every culture developed characteristic ways of giving meaning to, and making some sense of, the fact that human beings live with the constant threat of bodily destruction and death, and of mental disintegration and emotional chaos. Ritual patterns of response, usually religious, were brought to bear, and people were thereby helped to sustain a life in the midst of constant threats of extinction.

In its first era medicine did not wholly lack an idea of progress, but the notion was of a casual and random force—a little improvement here and a little there, over the centuries—not of great and dominating power. “Progress” was not a transforming vision of medical possibilities, nor were societal institutions and attitudes available to give it vitality. Resignation and acceptance of the human lot were the reigning values.

The second era of medicine might conveniently be dated from the writings of Francis Bacon in the early seventeenth century. In them lay the ideas, clear and unmistakable, that science provided the key to medical advancement, and that high on the agenda of a new medicine should be the aim of saving and extending life. There gradually followed, during the eighteenth and nineteenth centuries, the great early modern stream of gathering medical knowledge. Edwin Chadwick and the English sanitation movement, Pasteur and the germ theory of disease, Claude Bernard and the idea of the body as an integrated whole are only a few of many possible examples. Our era, into the twentieth century, has been marked by a faith in science and medical progress unabated to this day.

World War II and the decades just after it marked another great leap forward, as the pace of medical discovery and clinical application quickened and the dream of unlimited medical advances spread to the general public. The medical marketplace grew quickly as well during those years, a growth signaled by a great upswing in the cost of health care, now a highly valued commodity, and by the emergence of a massive medical-industrial complex devoted to turning medical progress and popular demand into large shareholder profits. By the 1960s in most developed countries the old prewar medicine had faded into the past, replaced by a different spirit, pace, and set of ambitions. The second era of medicine had hit its full stride, and we continue to live out the dreams it spins with ever-increasing energy and economic investment.

Yet for all its successes, medicine in its second era falls short of its own aspirations. There remain a number of great world health problems. The most obvious, and surely the most disturbing, are the still high infant mortality rate, shortened life expectancies, and high sickness rates from infectious diseases and other conditions that mark the health profile of many developing countries. Ominously, as the director of the World Health Organization (WHO) has observed, “we stand on the brink of a global crisis in infectious diseases.”1 Such diseases killed 17 million people in 1995, including 9 million young children. Millions of people die each year from conditions that have been eradicated in the developed countries, and it is the children of the world who suffer the most. At the other end of the life spectrum are the problems of aging societies, heavily burdened by chronic and degenerative disease. The end of life has become a time of growing fear and the occasion of painful moral wrestling about the allocation of resources to the elderly.

Worldwide there is the urgent problem of the increasing number of sick and disabled people, those who in the prescientific era would simply have died but who now live on, alive but not well. China’s reported campaign to discourage the birth of the mentally retarded, who because of medical advances can now live into old age, is painfully reminiscent of Nazi Germany’s effort to rid itself of the same group over a half century ago; it shows one extreme of the concern. Modern medicine’s capacity to save life is greater than its capacity to ensure a healthy, illness-free life for those it has rescued.

The spirit of the era, our own historical setting, is of special importance. There has been ample time now to watch the unfolding of three primary themes, characteristically modern, that mark that spirit. The first is a powerful drive to dominate nature and bring it to heel. Here the legacy of Francis Bacon can be seen. That domination required people to repudiate the passivity and resignation, the fatalism, that had marked the prescientific era. Nature is there to be conquered, and there is no good reason it cannot be conquered. “We cannot,” the late Joseph Fletcher wrote in his influential 1954 book Morals and Medicine, “submit to physiology and its irrational patterns without abdicating our moral status.”2 Illness and death, it was felt, are correctable biological flaws, destined to yield to scientific ingenuity. Medicine has always nurtured the virtue of hope, but where once it was the only virtue available to cope with unavoidable necessity, hope now became the stuff of change, profit, and unbridled optimism that the human body could be made to reform its errant ways.

The second theme that has shaped the spirit of modern medicine is that of unlimited horizons, of infinite possibilities for ameliorating the human condition. Medicine’s future is to be open-ended; it must go as far as it can, and then try to go still further. Who can say what the limits of life extension might really be? Who can say whether it will be possible, through genetic engineering, to improve upon ordinary human nature? Who can say that there might not, someday, be an artificial organ to substitute for every natural organ in a failing human body? The medical enterprise admits to no final and satisfactory resting point. On the contrary, every step of progress opens the way for still more progress, and that progress to still more, indefinitely into the future. Even to admit a possible endpoint is already, in the eyes of many, to compromise the ideal of progress.

The third theme is that of aggressive social expansionism; the social place of medicine has been redefined. First, many have adopted a definition of health that makes it coincide with the drive for happiness and human welfare in general. This is exemplified by the 1947 World Health Organization definition of health: “Health is a state of complete physical, mental, and social well-being and not merely the absence of disease or infirmity.” Second, we have expanded the reach of medicine into a wide range of social problems that in earlier times would not have been considered health matters at all. Teenage pregnancy, substance abuse, the psychological stress of ordinary life, and violence are now considered fair game for medical intervention. The domain of medicine expands not only “vertically,” to pursue all bodily and emotional goods, but “horizontally,” to encompass the relief of an ever-widening range of social ills. Third, we make use of medical skills to increase choice and autonomy, allowing people to improve upon even benign nature, as with cosmetic surgery to enhance appearance; contraception and safe abortion to control childbearing; the use of human growth hormone to help a child achieve greater social competitiveness; and prenatal diagnosis to select the sex of a child.

The second era of medicine, marked by these three themes of modernism in its medical guise, cannot and ought not be continued as a viable enterprise. As the widespread crises of the health care systems of the developed countries should make clear—and none is now exempt from severe stress—open-ended expansionism is increasingly unaffordable, and a source of growing public dissatisfaction. Nature has not been brought to heel, and the very success to date of the effort to gain that kind of mastery has now generated its own set of new problems.

By its tacit implication that in the quest for health lies, perhaps, the secret of the meaning of life, modern medicine has misled people into thinking that the ills of the flesh, and mortality itself, are not to be understood and integrated into a balanced view of life but simply to be fought and resisted. It is as if the medical struggle against illness, aging, and death is itself the source of (or at least a source of) human meaning. I refer not only to the almost religious devotion some have to improving their health and their bodies, so that health itself becomes the goal of life, but also to the idea that, in an otherwise meaningless world, the effort to relieve suffering becomes a source of meaning. René Descartes may have unwittingly set medicine on that path in the modern, and popular, mind when he wrote in 1637 that “for the mind depends so much on the temperament and disposition of the bodily organs that, if it is possible to find a means of rendering men wiser and cleverer than they have hitherto been, I believe it is in medicine that it must be sought.”3

Yet medicine itself is not necessarily at fault for the strain of health-religiosity, or “healthism” as it has sometimes been called, that is part of the contemporary scene. Rather, by hitching itself uncritically to the hubris of modernism (which can in part be traced to Descartes), medicine has created a whole range of incipient problems, but especially the desire for unlimited improvement, which are now being fully expressed. The popular and conventional notion that simply more of the same will overcome these emergent problems can increasingly be seen as a hope with few good foundations. No less implausible is the widespread view that better schemes of health care delivery, different financial incentives, an expanded role for the market, and the elimination of waste can adequately cope with the financial demands made on health care systems. Equity—meaning fair and equal access to decent health care—while achieved in many countries from the 1950s through the 1980s, is beginning to be endangered even where it was at its strongest, in Western Europe, and is disappearing altogether in such countries as Vietnam and China, where it once existed.

Of course health care problems in the developing countries are far more severe than those in the developed countries, and also different in many respects. Many developing nations do not yet face the kinds of high-technology dilemmas that plague the developed countries—a shortage of organ donors, or debates about terminating dialysis treatment, for instance. And although even now, more and more, they face some of them, they may never have the money to afford such moral and social dilemmas to the extent experienced in wealthier countries. Yet even as the developing countries gradually improve their health care systems, they will (and should) have to set goals other than simply catching up with the developed countries. Public health measures and primary care will remain the highest priorities. The problems now being encountered by the developed countries provide, however, important cautionary tales, which if observed carefully can help the developing countries find some alternative pathways, economically and socially more prudent.

In the end, both the developed and the developing countries will have to find new ways out of the second era of medicine and into a third, with different aims and a different spirit—which will encompass a way of life, a set of mores, and a guiding vision. By a “third era” I mean one in which the preeminent goal is a medicine and a health care system marked by sustainability, affordability, and equity, one that does not always limit itself to providing traditional care and comfort, but that does tame its aspirations for something infinitely better.

Sustainable Medicine/Sustainable Environment

The environmental movement has given us a concept that can be used fruitfully in a medical context. Environmentalists are now working toward a “sustainable environment.” By that they mean an environment that retains its capacity decently to sustain human life over the coming generations, leaving intact the beauty and resources of nature for the needs, satisfaction, and pleasure of future generations. Here and there the terms “steady state” and “sustainable” have already been picked up in medicine. Harold Varmus, the director of the National Institutes of Health (NIH), has said that his organization—the most important government research agency in the world—must learn to live with a “steady-state budget,” one that in the future will not automatically increase each year.4 Discussing the financial crisis in the Medicare program of health care for the elderly—a crisis expected by 2001—Gail R. Wilensky, a former director of the Health Care and Financing Administration, has noted that the central problem is “how to achieve a sustainable level of overall perperson spending on Medicare.”5 The medical economist Rashi Fein follows up that comment by observing that such a development—requiring a cut in resources allocated to elderly health care—cannot be achieved “without substantially impeding the delivery of high-quality health care.”6 True enough. But as environmentalists know all too well, sustainability often forces us to give up things we think important. The same will be true in medicine. I will argue that there is no other choice now available; and that, in any case, we may on balance come out well enough. The health lawyer George Annas was quite perceptive in arguing that over against the mainline models of medicine we now use—notably the economic—environmentalism offers us a different way of casting and articulating our medical problems.7

If some astute observers of the medical scene have already begun using the term “sustainable” for parts of the medical and health enterprise, I now want to use it in a much more sweeping way, applying it to the enterprise as a whole. The medical context obviously differs from the environmental. Social, not natural, resources are primarily at stake, and they are more renewable. And while medicine must think of its obligations to future generations, as when it pursues through genetic engineering changes that might be passed on to later generations, the main medical focus will be on the present and the immediate, short-term future. I don’t want, then, to claim in my use of the term “sustainable” some tidy parallel with its use in the environmental arena. Instead, I want to suggest that, adapted to the context of medicine and health care, sustainability offers a suggestive and different way of thinking about a wide range of problems facing medicine and health care.

Sustainability is specifically useful in calling attention to the need for a medicine that does not require constant progress or unlimited horizons to be humanly valuable, and which may in fact be harmed by them. Analogously, the environmental movement has tried to alert us to the fundamental tension between the idea of constant economic growth and ever-improved standards of living, and the preservation of a healthy environment. If the growth-some growth-no growth struggle is particularly strong, even virulent, in environmentalism, it would not hurt to see a comparable struggle erupt in medicine. (The environmental movement, I note, now talks of “healthy” and “unhealthy” environments; a useful two-way street may be developing).8 The notion of sustainability is also fruitful in leading us to think about those basic and minimal conditions necessary for the flourishing of human life. It can no less help us to think about the dangerous price that may be paid for the untrammeled pursuit of an optimal quality of life, a price that in the long run can include a threat to those basic and minimal conditions themselves, a case of the best driving out the good.

Environmentalism has also helpfully tried to recall to our minds the abiding fact that human beings live in, and are themselves a part of, nature. It is a mistake, environmentalists have argued, to think that nature can just be ignored, or overpowered, when our individual and social aspirations push us that way. Medicine itself needs to rethink its relationship to nature, even if (as I will contend in Chapter 4), it cannot follow quite the same course as environmentalism. In short, I am using the concept of sustainability for its suggestive, analogical qualities, not meaning to imply some exact match between medical and environmental issues. I will, in addition, now and then make use of some other helpful environmental concepts in the same way, but not nearly so fully or systematically.

A Working Definition

Let me offer for the purposes of this book a definition of what I mean by “sustainable medicine.” (I will embellish it in due course.)

A sustainable medicine will have three characteristics. It will, first, provide the people of a society with a level of medical and public health care sufficient to give them a good chance of making it through the life cycle and of functioning at a decent level of physical and mental competence. It will, second, be a medicine that can be equitably distributed without undue strain, affordable to the society. It must, third, be a medicine that has, with public support, embraced finite and steady-state health goals and has limited aspirations for progress and technological innovation.

A sustainable medicine will not be perfect, nor will it seek to be. An economically sustainable medicine will of necessity be a medicine of rationing and limits, which, however, are willingly embraced for the sake of sustainability and equity. It will aim for a situation in which a society has reached, and is willing to accept, an adequate but not optimal quality of medicine and level of health, a medicine not addicted to constantly moving forward from adequacy to optimality, much less perfection.

Such a society would recognize that the economic and social costs of even aspiring to an optimal medicine—the satisfaction of almost every individual health need, desire, and dream, the pursuit of every research possibility—are dangerously high, a threat to other important societal goods. That society would then be willing to settle for a steady-state medicine, one that was affordable over time, limited and more circumspect in its aspirations, slow in its growth, and willing to forgo possible progress in the name of economic and social stability. Such a society would see a great threat in the expansionary contemporary medicine, a threat not only to its economic life but to a sensible understanding of the place of health in life and of medicine in society.

A sustainable medicine, psychologically, would be one governed by a closed, life-cycle model of individual life—a closed model in the sense that it would not seek indefinite cure of disease or extension of life, either incrementally or decisively, and a life-cycle model in that it would accept different degrees of health and functioning at different stages of life, with the end of life marked by decline and death. Sustainable medicine would accept the continuing, permanent reality of risk, disease, illness, and mortality. It would be a medicine that did not try to overcome those certainties utterly, but shaped a practice and a perspective that had learned how better to adapt to them rather than conquer them. It would foster hope, but circumscribed rather than utopian hope.

A sustainable medicine would, above all, recognize that, in the pattern of health now displayed by the healthiest people in the present developed world, an adequate level of health for now and the future has already been reached; it is “good enough” now. An economically sustainable medicine would accept that level as a standard sufficient for a societally acceptable steady-state medicine and a tolerable level of individual health.9 This point is important in thinking about our obligations to future generations. Surely those generations will have health problems, perhaps many that are different from our own. Those coming generations will be poorly served if we bequeath to them only a medicine addicted to endless improvement. That is the wrong attitude to leave them. It cannot be afforded economically or socially, even if it might be paid for by sacrificing other basic goods. A sustainable medicine, by contrast, would understand that health needs and medical desires must be balanced against other societal priorities—education, jobs, culture, for instance—and that it is foolish to incur economic bankruptcy or excessive stress as the price of deploying their full ambitions and possibilities.

Medicine ought not ad infinitum lure people on to higher and higher expectations or to the generation of ever more insistent needs to keep pace with technological developments. By holding out the possibility of constant improvement—better health, longer lives, less disability—second-era medicine also generates a perverse phenomenon identified years ago by John Knowles: “doing better and feeling worse.”10 A gap of painful consequences has been opened between what people want and hope for from medicine, and what it can actually give them. Whatever it gives them, they want more, yet when they get it they think of themselves as worse, not better off.11 Such unquenchable wants and never-satisfied hopes are stimulated by the constant hype of new and expected medical breakthroughs, and by constantly raising the threshold of what is thought minimally decent and adequate. A psychologically sustainable medicine would be, at once, less ambitious and more satisfying. It would invite people to live within limits not only of money but of aspiration. Could this kind of medicine generate the type of hope that has marked the second era? No. But it could promise a hope for a good life that was realistic and attainable.

A sustainable medicine is not possible with the spirit that has animated the later phase of the second era. That phase, our phase, is breaking the bank and poisoning the spirits of those human beings always caught between the large promise of medicine and the actual life it can bring us. The new goal should, then, be economic and psychological sustainability, out of which should come a more or less steady-state medicine.

What do I mean by a “more or less steady-state medicine”? A “steady-state” medicine is one in which a socially agreed upon proportion of the GNP is devoted to health care, with a set limit (which may be tacit as well as explicit); in which technological changes are slow to come and are rigorously screened for efficacy and affordability; in which changes in the health care system from year to year are relatively slight; in which budgets remain stable (allowed to increase only in proportion to an increase in the GNP or the rate of annual inflation); in which the public for the most part expects only slightly incremental improvement in the level and quality of health care; and in which further scientific gains are not deployed until earlier ones are fully utilized. Almost everyone, in every country, has recognized that health costs cannot increase infinitely and indefinitely. No country can give over its entire GNP to health care. Everyone has, jokingly, always said that. But if that commonsense perception is taken seriously, then an eventual steady-state budget, not always climbing, is the only alternative.

By the phrase “more or less” I mean to suggest that nothing will, or could, stand utterly still; that will be as true of medicine as of automobiles or jet aircraft. But it is the speed of change that is important, and a steady-state medicine will change relatively slowly, allowing time for careful evaluations of its technologies, time to assess various methods of health care delivery, and time to dampen significantly public expectations for continued change in the future. The plateau of a steady-state medicine will probably rise over time, but slowly, undramatically, and in a way relatively undemanding of significant additional social and economic resources.

Getting from Here to There

The way to a sustainable medicine is not exclusively through the play of the market, which even as it promises to control costs, in reality also stimulates the infinite aspirations of second-era medicine, ever seeking new pastures of profit. It is not exclusively through the action of government, whose regulation and budgetary controls can only dampen but not extinguish the drive of medicine to always transcend its earlier condition, let alone the desire of individuals to have their lives improved by medicine. A sustainable medicine is not possible with the economically and psychologically damaging spirit that has animated the later phase, our phase, of the second era.

A sustainable medicine can only come about by a medicine-society dialogue, designed to help medicine rethink its role, its ends, its meaningful goals—that is, by rethinking medicine’s inner life and how that life is best understood, and by rethinking its relationship to the society in which it is imbedded. If that can be done—if the underlying substrate of concepts, hopes, aspirations, and serious possibilities can be altered—then the market could have a useful role to play, just as would government. But a government, or a marketplace, that tries to live with the model of medicine given us by the second era will exacerbate rather than help solve the problem.

The implementation of a sustainable medicine lies in two directions. One is the way of prevention, health promotion, and a public health priority. Here the focus will be on reducing the social and environmental problems that are now reckoned to be the most significant source of illness, disease, and premature death. The emphasis will fall on public measures, aimed at improving or sustaining the health of all, seeking a medical common good. The other direction is toward greater personal responsibility for health, laying upon individuals a far stronger obligation (backed by appropriate social and economic incentives) to take care of their health than has been the case with our form of medicine—and, simultaneously, laying upon society a stronger obligation to change those social and economic institutions that generate, or abet, poor health habits. A medicine oriented toward public health on the one hand and greater personal responsibility on the other can be both economically and—with some other changes—psychologically sustainable. Yet, as I will try to show, there are enormous and insufficiently appreciated obstacles in the way of moving in these directions, obstacles both within medicine and outside it (see Chapters 5 and 6).

The most important of these obstacles is technological medicine—that is, the effort to use technology to undo or to minimize the impact of illness and disease. As the medical sociologist David Mechanic has noted, “The irony is that while so much of the challenge in health care is social—to enhance the capacities of individuals to perform desired roles and activities—the thrust of the health care enterprise is substantially technologic and reductionist, treating complex sociomedical problems as if they were amenable to simple technical fixes.”12

To be sure, there will always be a need for, and certainly a desire for, technological medicine. Not all disease and illness can be coped with by personal efforts or public health programs. The real enemy of a sustainable medicine is the heavy dependence upon and unbridled affection for technology, which has set the character of modern medicine and in great part shaped its research agenda. The dominance of technological medicine has led people to believe that, when all seems lost, medicine can rescue them from their own failings and those of society. The union of technological medicine and the market has immeasurably intensified that belief: the market sells dreams and hopes as well as things. A sustainable medicine must work to radically reduce this technological dependency, working to show its baneful economic consequences no less than its dependency-inducing impact on individual behavior and expectations.

I am hardly saying anything wholly new here. Some years ago, Lewis Thomas spoke of the need to rid ourselves of halfway technologies—those that save our lives but do not make us well (his examples were organ transplantation and kidney dialysis)—and learn better how to find complete cures or perfect prevention.13 But Thomas was far too optimistic about the possibilities for cure, particularly of chronic disease, and he did not foresee the reemergence of infectious disease. The cry for better prevention programs and for greater individual responsibility for health is now heard everywhere. But why has this been said for years to so little avail? A sustainable medicine dependent upon a powerful and salient role for public health simply cannot be put into practice at present. The values and predispositions of second-era medicine guarantee that a primary emphasis on prevention, public health, and personal responsibility cannot possibly prevail, even if some minor advances can occur. They will always be seen as add-ons, always take second place, never be competitive for money or prestige, never be capable of inflaming the public, and never be likely to attract the best minds or the best research. That is what must change.

A serious notion of sustainable medicine must do more than preach public health and personal responsibility in the face of the technological domination of medicine. It must be prepared to divert money and resources away from that form of medicine and spend them elsewhere. A drastic reallocation of resources is needed—and to get that effort started, a no less drastic change in thinking is required. Most of the edifice of second-era medicine must now be brought down, to be rebuilt in a sustainable way. The meaning of medicine, and its place in the lives of individuals and society, must be changed. Medicine must be transformed from the inside so that when money is reallocated from the outside the change will seem sensible, not offensive—as it surely would at present.

My aim is to look at the moral and social foundations of modern medicine and the way it understands the world, and then to find those points of intellectual and scientific leverage necessary to bring about change, a change that will take us into the third era. We will have to open up once again the ancient Greek struggle between hygeia, the belief that the body, if well and prudently tended, can take care of and cure itself, and aesculapius, the contrasting belief that only a medical intervention can set the body straight. Over forty years ago, René Dubos’s great book Mirage of Health, which I have already mentioned, called our attention to this struggle, pointing out how it enacted itself throughout the history of medicine but how, in our time, aesculapius has triumphed.14 The idea of hygeia needs to be brought to life again, not simply because it has merit in its own right but also because the effort to create a greater sense of personal responsibility for health needs the motivation of likely personal success no less than the motivation of economic necessity.

We have, as a modern people, come to believe that only technological medicine can save us, can overcome the failings of a body thought incomplete, fatally flawed, and otherwise biologically doomed. A peculiar feature of our individualistic Western society, bent on all forms of personal liberation, is that we have been willing to put our medical fate in the hands of others, those who manage the technological fixes, rather than take unto ourselves the healing of the self. There are signs that this is beginning to change, but such change needs a great deal of stimulation to give it significant momentum.

If, at one end of the spectrum, the self and society must increasingly look to themselves to maintain health, in the collective provision of health care there must be still another, and contrasting, virtue: that of human solidarity in the face of their common fate of sickness and death. The idea of solidarity has been the sustaining moral and political note of European health care systems, guaranteeing to all citizens equal and decent access to health care. That note needs a fresh breath of vitality. It has never gained real footing in the United States—where the language of rights, and specifically of a “right” to health care, is thought preferable—or in the developing countries. It is now also under severe stress in those European countries that are its home, where it is threatened by a fraying of the welfare state and by the consequent inroads of medical privatization and the pull of the market. For the developing countries, however, and even for those developed countries tempted to give it up, solidarity still remains the best—and, indeed, only plausible—foundation for a potent public health system and, beyond that, for the common provision of medical care.

Yet to give the combination of self-reliance and solidarity sufficient bite to change the way medicine is practiced and health care delivered, and to create from it a sustainable medicine, requires foundational work. The medicine of the second historical era has behind it a distinctive stance toward progress, toward technological innovation, toward nature, and toward the self, society, and suffering. Unless that stance can be changed, little else is likely to be altered. In that stance medicine has defined itself in relationship to the most basic human needs and the place of human life in nature. Modern medicine rests, that is, on a philosophy of both external nature and human nature. That philosophy generates the emotional trajectory of modern medicine, full of self-stimulated optimism and often gross hubris. It no less importantly frames the way medicine looks at the possibilities of nature and the self, the latter situated in a position of assumed dominance and unlimited manipulative capacities. Technology gives us the power to dominate nature, and when technology goes awry, it is technology that, many believe, can also supply the antidote. Technological ideology is, in that sense, a self-referential and closed world: what it can do it can undo, and what it can make it can remake, and what it can envision it can reenvision. It needs only itself to manage itself.
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