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PRESIDENTIAL ADDRESS

The Ethics of Expediency

Steven Z. Glickel, MD

Socioeconomic pressures on medicine have redefined traditional relationships between
physicians and patients, researchers and regulatory bodies, and consultants and device
companies. Physicians are disheartened that the public perception of medicine, reinforced by
the media, is often negative. Ethical lapses are frequently the focus of criticism. A recent
example that received considerable attention is the inextricable link between physicians and
medical device companies. Although both groups have clear codes defining the ethical
interaction between them, expediency and loose adherence to those guidelines has been
problematic. In a climate of skepticism, the house of medicine needs to reverse and not feed
that skepticism. (J Hand Surg 2009;34A:799–807. Copyright © 2009 by the American
Society for Surgery of the Hand. All rights reserved.)
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E ARE PASSIONATE about hand surgery and
should be equally passionate about the way
in which it is practiced. The issue of ethics

nd professionalism has been compelling for me since I
as a resident. As is probably the case in many resi-
encies, the majority of attendings at our teaching hos-
itals were superb teachers and outstanding surgeons.
owever, there were a few who seemingly “fell through

he cracks,” and, in the extreme, there were the thank-
ully very few who essentially relied on residents to do
heir cases not out of generosity of spirit but of their
wn lack of expertise. Yet, they remained on staff. The
rst case that I did with one of those attendings left an

ndelible impression. The case was a complex subtroch-
ntertroch fracture of the femur. The surgeon had little
dea how to fix it, and I had never seen one. I became
he surgeon and he the first assistant. The patient was at
isk. I was exposed to liability. The situation was tol-
rated because it was expedient. You know and I know
hat this should never happen.

My goal today is not to deliver a self-righteous,
olier than thou diatribe about right and wrong. Rather,
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et us investigate the implications of the sometimes
oose interpretation of and adherence to ethical stan-
ards that have become pervasive at all levels of med-
cine in its relationship with government, business,
nstitutions that deliver care, and practitioners that
rovide that care. The sheen of medicine has been
arnished in our country during the past 2 or 3 decades,
nd issues of professionalism have certainly contributed
o that loss of grace. However, tarnish is metaphorically
uperficial and has the potential to be removed.

Medical students and residents come to our teaching
nstitutions with a grounding in personal ethics learned
t home and from their prior life experiences. They
efine those notions by assimilating the nuances of
rofessional ethics largely from their mentors in medi-
ine. I do not recall learning much about ethics and
rofessionalism in the classroom in medical school, but
did learn a lot informally from my professors. I would
e remiss if I did not acknowledge my mentors in hand
urgery who provided me with an incomparable per-
pective on professionalism. Richard J. Smith, MD, one
f the great hand surgery educators of the 20th century
nd a pillar of professionalism, inspired me to become
hand surgeon when I was a third-year medical stu-

ent. Edward Nalebuff, MD, this year’s Founders Lec-
urer, and his partner, Louis Millender, MD, superb
urgeons and compassionate, highly principled clini-
ians, were my mentors during residency Finally, my
ellowship directors and associates in practice for many

ears, J. William Littler, MD, and Richard G. Eaton,
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800 ETHICS OF EXPEDIENCY
MD, were inspirational. I do not know two finer people
or more accomplished hand surgeons.

PUBLIC PERCEPTION OF MEDICINE
We all know that the public perception of medicine has
become much more negative during the 36 years since
I started medical school. Although it is beyond the
scope of this presentation to assess the reasons for this
change, it seems clear to me that the transition from
predominately private practice to managed care has
been a major catalyst. The doctor-patient relationship
has become more depersonalized and bureaucratized. In
addition, the media depiction of physicians and medi-
cine has fueled this prevailing negativity.

Social scientists have described the concept of media
frames, which consist of “persistent patterns of cogni-
tion, interpretation, and presentation, of selection, em-
phasis, and exclusion, by which symbol-handlers rou-
tinely organize discourse, whether verbal or visual.”1

Topics in public discourse are largely determined by the
media, which sets the agenda for discussion and then
frames the parameters within which the topic is dis-
cussed. A simplistic surgeon’s interpretation of this
concept brings to mind the New York Times slogan:
“All the news that’s fit to print.” It is the editors and
journalists who determine what it is that is fit to print
and the manner in which the subject is presented. Per-
haps a more appropriate tag line would be “All the news
that fits we print,” and the editors determine what fits
and how it is framed. For the past couple of years, I
have been collecting examples of medical reporting in
the New York Times and the Wall Street Journal. My
search is not exhaustive or comprehensive, but I gen-
erally read parts of both papers every day including
weekends. As a generalization, it is safe to say that the
overwhelming majority of articles published about
medicine in recent years are cast in a negative light, and
the primary focus of that negativity is ethics or breaches
thereof. It is difficult to recall the last time I saw a
positive article about a medical topic on the front page
of either paper. Positive articles are buried within the
inner pages of the news section or the science section
where they are less likely to be read and more likely to
be considered unimportant because of their secondary
location. Alternatively, positive depictions of medicine
are put in magazine format in the weekend section, the
audience for which is much more limited and perhaps
more “effete” than the headline reader.

The effect of journalistic reporting is also tempered
by the choice of words in the headline. These choices
are highly subjective and have the potential to create

reader bias. An article published in the Wall Street
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Journal was entitled: “Teaching Doctors to Be Nicer.”2

The article concerned the effort made by medical
schools in response to the Accreditation Council for
Continuing Medical Education (ACGME) to enhance
teaching of interpersonal relations between doctors and
patients and between doctors and other health care
personnel (ie, the six core competencies). It can cer-
tainly be argued that encouraging the adoption of and
training in the six core competencies is a positive en-
deavor on the part of medical schools, but having read
the headline of the article, the reader is immediately led
to perceive the issue as negative. The obvious implica-
tion of “Teaching Doctors to Be Nicer” is that they are
not nice now.

HISTORICAL MEDICAL ETHICS
To better understand the current perspective on medical
ethics, it is worth putting it into its historical context.
The earliest references to medical ethics date back to
the 5th century BC in Greece where Hippocrates codi-
fied appropriate behavior for a physician in several
treatises and the oath for which he is best known.3 His
key points can be divided into the categories of deon-
tology and decorum. Deontology refers to ethical rules
and duties. His basic tenet, that the physician should do
no harm, became the central deontological concept in
ancient Greek ethics. Many of the other concepts that he
described related to decorum or the manner in which a
physician should comport himself or herself. This is
most analogous to the current concept of professional-
ism.

About 500 years later, Galen (AD 129–200), who
practiced in Rome and wrote extensively on ethics, was
initially cynical about Hippocrates’ deontology. He felt
that the notion of doing no harm was simplistic and
self-evident but reportedly changed his mind after ob-
serving the incompetence of some of his colleagues. In
his essay entitled “The Best Doctor Is Also a Philoso-
pher,” he emphasized that a doctor should “know all
parts of philosophy: the logical, the physical and the
ethical.”4 He frequently took fellow physicians to task
for greed, contentiousness, and ignorance.

During the Middle Ages (5th to 14th centuries)5 in
Western Europe, the Roman Catholic Church influ-
enced all aspects of life including medicine. It encour-
aged traditional medicine as well as prayer to treat
disease and regarded treating the sick as an act of
charity. The Roman Catholic approach to ethics was
largely adapted from the Hippocratic oath and included
extending care to all in need including the poor and
opposing warriors. Despite exposing themselves to

great personal risk, Christians became known for treat-
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ETHICS OF EXPEDIENCY 801
ing the sick during the plague that swept through Italy
and North Africa in the 3rd century. The guild system
of social organization that flourished in Europe from the
10th to 15th centuries included surgeons and barbers
within craft guilds. The evolution of the guild as a social
institution led to the development of what became
known as the politic ethic of medicine, which addressed
issues like qualifications of members, avoidance of neg-
ligence and malpractice, and fairness in fees for service.

The concept of the politic ethic, or the relationship
between physicians and their communities, was rein-
forced during the Black Death from bubonic plague in
Europe in 1347. While many physicians fled cities
where the disease was prevalent, others remained out of
compassion or profit motive. Ambroise Pare, recog-
nized as the father of modern surgery, was quoted as
saying “surgeons must remember that they are called by
God to this vocation of surgery, therefore, they should
go to it with high courage and free of fear having firm
faith that God both gives and takes our lives as and
when it pleases him.”5

Ali al-Ruhawi, an early Islamic physician, wrote
Practical Ethics of the Physician, the first book con-
cerning medical ethics in the Islamic faith, which flour-
ished in the sixth to ninth centuries. He made frequent
references to Hippocrates, Galen, and Aristotle. He
pointed out that “the philosopher can only improve the
soul but the virtuous physician can improve both soul
and body.” Physicians were also historically admired in
the Jewish tradition. Maimonides, a great Hebrew phy-
sician and philosopher, stressed the importance of med-
ical knowledge and the necessity to address patients as
individuals rather than disease entities. He reinforced
the Hippocratic notions of doing no harm and treating
people equally irrespective of their ability to pay.

The early Indian and Chinese systems of ethics, like
those of the West, emphasized the connection between
medicine and religion. One of the four sublime virtues
on the path to enlightenment for Buddhists is compas-
sion and relieving suffering of others. In the first Chi-
nese treatise on medical ethics, Sun Simiao,6 in the 6th
century, recommended that physicians should be men-
tally calm, polite, compassionate, and disregard the
patient’s ability to pay. Expensive medications should
not be reserved for the wealthy. This treatise reflected
the 2 major themes of compassion and humanity ex-
pressed in both Buddhism and Confucianism.

The most proximate origin of the American medical
ethic was that of England in the 18th and 19th centuries.
In 1803, Dr. Thomas Percival,7 a physician in Manches
ter, published Medical Ethics; A Code of Institutes and

Precepts, Adapted to the Professional Conduct of Phy-
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sicians and Surgeons. This was actually the first time
that medical ethics was referred to by that name. The
treatise was divided into 4 sections: duties relative to
hospitals, professional conduct in private practice, rela-
tions with pharmacists, and duties relative to the law.
He emphasized that being a physician implied a public
trust that could not be violated. Dr. John Gregory,7 a
professor at the University of Edinburg, stressed the
importance of sympathy for the patient, which distin-
guished a genuine physician dedicated to the art of
medicine from a practitioner who used medicine solely
as a source of income. According to Gregory, “the chief
[moral quality required of a physician] is humanity; that
sensibility that makes us feel for the distresses of our
fellow creatures, and which, of consequence, incites
us in the most powerful manner to relieve them.”8

The importance of medical ethics did not transfer
immediately across the Atlantic where it was given
limited attention in colonial America. Dr. Benjamin
Rush,9 one of the signers of the Declaration of Inde-
pendence, lectured about medical ethics at the Univer-
sity of Pennsylvania. Conceptually, he focused on the
aspects of physician behavior and egalitarianism out-
lined by his forebears. The quality of physicians and
medical care in the first half of the 19th century was
mediocre causing the profession to be held in disdain by
the public and media. It improved in the second half of
the 19th century when the American Medical Associa-
tion (AMA) developed its own code of ethics,10 which
is the basis for current medical ethics. The AMA code
has evolved sequentially in parallel with the practice of
medicine over the past 150 years.

MEDICAL ETHICS, POLITICAL AND CORPORATE
This historical perspective provides a framework for
understanding the ethical expectations for physicians.
However, to truly understand the notion of expediency
in contemporary medicine, we have to look at the larger
picture. It is too easy and too simplistic to focus all of
the attention and place the entire burden for adherence
to principles of ethics on physicians. It ignores the
larger context within which we practice and, quite
frankly, lets the other players in the medical arena off
the proverbial hook. Medicine has been politicized and
commercialized in ways that conflict with the most
basic historical concepts of ethics. Let us take as a
premise that doing what is right for the patient refers not
solely to physicians but also to the institutions that
govern and administrate health care. A recent example
of skirting that premise was the initial vote on July 9,
2008, of HR 6331,11 a bill before the United States

Senate entitled Medicare Improvement for Patients and
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802 ETHICS OF EXPEDIENCY
Providers Act of 2008. The bill had several parts that
included a number of enhancements to patient care for
the indigent and mental health services. It also incor-
porated a time-limited reversal of a scheduled double-
digit cut in physician reimbursement and limited pay-
ment for Medicare Advantage plans and curtailed their
ability to market those plans. The bill was overwhelm-
ingly approved in the House of Representatives by
a vote of 355 to 59 (20 not voting),12 which, presum-
ably, provides some affirmation of the veracity and
quality of the proposed legislation. When a motion to
invoke cloture was initially voted upon in the Senate on
June 26, the bill was defeated 58 to 40 with 2
nonvoting. The voting was entirely along party
lines. We are not naive about the political process.
We understand partisanship and loyalty to party. How-
ever, when voting on a bill that addresses access to
health care seemingly has little to do with the substan-
tive content of the legislation and all to do with the
partisanship that taints the Congress, what does it say
about the ethics of the process? Did no one on either
side have an independent thought? The Senate re-voted
the following week, and the bill was passed by several
senators changing their votes. The vote count on July 9
was 69 for, 30 against, and 1 nonvoting, and the vote
to override the president’s veto was 70 for, 26
against, and 4 nonvoting. What made them switch?
The bill was the same. What caused 11 senators to
have an epiphany? Had they misinterpreted the bill
when they voted on it initially? Had they misunder-
stood the implications for patient access to care if
physicians dropped out of Medicare? Or did they
decide that it was not prudent to alienate the mem-
bers of the American Association of Retired Persons
(AARP) in their respective communities who would
remember how their vote affected senior citizens
come the next election. The ethics involved in arbi-
trarily switching votes is almost as disconcerting as
the initial vote itself because it had, ostensibly, noth-
ing to do with the content of the bill, which did not
change from one week to the next. They did what
was expedient . . . what was politically expedient.

We have seen similar disingenuous behavior in the
private sector. In 1986, William McGuire, MD, decided
to change his occupation from a pulmonologist to a
manager in an HMO. He rose through the corporate
ranks to become the CEO of United Health Group, Inc.,
one of the country’s largest health care insurance com-
panies. United became very profitable as it raised pre-
miums and lowered provider reimbursement. The com-
pany’s net income in 2005 was $3.3 billion, which was

4 times greater than its profit in 2001. Dr. McGuire was
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rewarded handsomely for his auspicious stewardship of
the company. In addition to a generous salary, The
board of directors allowed Dr. McGuire to backdate
stock options to points in time when the company’s
share price was low. Those options at one point were
valued at $1.7 billion. Stock options allow the recipient
to purchase stock at a fixed price, which is usually the
price on the day that the option is granted. If the price
is low relative to the stock’s value when the option is
exercised, the owner of the stock can realize consid-
erable profit. From a purely business perspective, this
artificial inflation of stock value occurs at the ex-
pense of shareholders as the money that was set aside
for the CEO was then not available to pay dividends
or reinvest in the company. As a result of this ethical
transgression, William McGuire resigned as CEO of
United Health Group.

On December 7, 2007, it was reported in media
outlets that William W. McGuire, MD, had agreed to
forfeit $618 million to settle claims related to the back-
dated stock options.13 This represented separate settle-
ments with the Securities and Exchange Commission
for $420 million and shareholders of United Health to
whom he had previously agreed to pay $198 million. In
addition, Dr. McGuire had to pay a $7 million fine and
was blocked from serving in a position of corporate
governance for 10 years. Dr. McGuire was allowed to
keep $800 million worth of stock options. He was
quoted in the New York Times as saying “the last 18
months have been an extraordinarily challenging period
for my family.”14 Now that is a real tearjerker. In the
same article, an attorney representing pension funds
that had sued United Health Group said: “this result
significantly raises the bar on corporate accountability.
It sends a message to top level executives that you can’t
take money from the company and shareholders and not
expect to be held accountable by institutional inves-
tors.” The Securities and Exchange Commission (SEC)
was also pleased with the settlement. I believe that we
would all agree that $618 million is a sizable penalty.
However, leaving Dr. McGuire with options worth
$800 million in addition to the $530 million that he had
received in compensation during the years that he
worked for the company probably makes his net worth
considerably higher than anyone in this room or, prob-
ably, any 50 people in this room combined. The victory
seems somewhat pyrrhic.

You might argue that this is just another corporate
scandal and what does that have to do with medical
ethics. The events described were occurring contempo-
raneously with an investigation of health care insurance

carriers by Andrew M. Cuomo, the New York State
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ETHICS OF EXPEDIENCY 803
Attorney General, that was made public on February
14, 2008.15 The focus of that investigation was the
manner in which usual and customary charges are de-
termined and, as a consequence, how much insurance
carriers pass off onto their insured by underestimating
reasonable and customary fees and having the patient
pay the inflated balance for out-of-network expenses.
Mr. Cuomo was quoted as saying: “we believe there
was an industry wide scheme perpetuated by some of
the nation’s largest health insurers to deceive and de-
fraud consumers.” He proceeded to say that he intended
to sue United Health Group whom he suspected of
these deceptive practices. During the 10 years or so
under investigation, health care insurers, including
United, reported huge profits. In an interesting sidelight
to this discussion, United Health Group owned Ingenix,
the company used by the insurance industry to deter-
mine reasonable and customary rates. Talk about hav-
ing the fox guard the hen house. Bear in mind that
underestimating reasonable and customary rates has a
negative impact on patients who go out of network, but
those same reasonable and customary rates are used to
calculate fees for physicians who treat patients in net-
work. Therefore, insurance carriers like United Health-
care are making exorbitant profits at the expense of
physicians and other providers and the patients they
insure. Expedient . . . of course it is. Ethical . . . that is a
matter of considerable debate.

MEDICAL ETHICS, PHYSICIANS, AND
INDUSTRY
Ethics cuts two ways. If there are standards of behavior
for physicians relative to patients and the institutions
with which they interact, there also needs to be a similar
code by which those institutions interact with physi-
cians and patients. In fact, such a code does exist for
medical device and pharmaceutical companies. There is
an association of companies involved in medical de-
vices, diagnostic products, and medical information
systems known as the Advanced Medical Technology
Association (AdvaMed). In 2003, they adopted a code
of ethics on interactions with health care profession-
als,16 which included sections on consulting arrange-
ments and gifts to physicians. The group outlined very
clear parameters for appropriate interactions between
physicians and corporations that would result in the
avoidance of conflict of interest. The section of the code
on consulting arrangements unambiguously defined
that those arrangements need to be bona fide, written
agreements with specific services outlined, providing
compensation “consistent with fair market value for the

services provided.” Selection of consultants should be
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based on expertise and qualifications for the specific
project or purpose.

The pharmaceutical industry established a similar
code of ethics for interaction with health care providers,
known as PhRMA guidelines.17 These guidelines are
very similar to those of AdvaMed, particularly in the
area of consulting relationships. They both use the
same terminology concerning the requirement for a
bona fide consulting arrangement and a written con-
tract; a legitimate need for the services for which the
consultant is engaged and limitation of the number of
health care professionals retained as consultants to
that which is actually needed to provide the service
required.

We, as surgeons, have also addressed this issue. All
of the major professional organizations to which we
belong (ie, the American Academy of Orthopaedic Sur-
geons [AAOS], the American Society of Plastic Sur-
geons [ASPS], and the American College of Surgeons
[ACS]) have codes of ethics that include sections on
interactions with industry. Academic medical institu-
tions generally have similar codes for their faculties.
The standards that they recommend for members inter-
acting with industry closely parallel the spirit and word-
ing of the AdvaMed and PhRMA guidelines. The pref-
ace of the AAOS guidelines states: “all dealings
between orthopedic surgeons and industry should ben-
efit the patient and be able to withstand public scru-
tiny.”18 They then go on to outline these specific
rules of engagement:

It is appropriate for consultants to industry who
provide genuine services to receive reasonable
compensation for their services. Such arrange-
ments should be established in advance and in
writing to include evidence of the following:

1. Documentation of an actual need for the
service;

2. Proof that the service was provided; and
3. Evidence that physician reimbursement for

consulting services should be equal to fair
market value.

Examples of inappropriate relationships between
orthopaedic surgeons and industry include, but are
not limited to:

1. Receiving a consultant fee for simply attend-
ing a meeting;

2. Receiving remuneration for using a particular
implant; and

3. Receiving consultant fees or other financial in-
ducement for switching from one manufactur-

er’s product to another.
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804 ETHICS OF EXPEDIENCY
If both surgeons and device companies have had
essentially equivalent guidelines for consulting relation-
ships all along, how, then, did some of those relation-
ships become the subject of a broad inquiry by the
Department of Justice resulting in deferred prosecution
agreements, $311 million in fines to five device com-
panies, and an ongoing investigation of orthopedic sur-
geons involved in some of those consulting agree-
ments?19

Let me preface the answer to that question by assur-
ing you that my feeling is that relationships between
surgeons and industry are critical to advancing our field,
to providing excellent patient care, and to optimizing
the intellectual capital and creativity of both surgeons
and those working for device companies. It is a sym-
biotic relationship that combines the clinical expertise,
creativity, and patient availability of surgeons with the
engineering, scientific, and financial acumen of indus-
try. The codes of ethics to which I referred previously
all have as their premise a commitment to improve
patient care and, ideally, that is exactly what the part-
nership between surgeons and industry accomplishes.
That relationship should never end and, if it does, those
who will suffer most, as a consequence, will be our
patients.

In my positions on council during the past several
years, I have had the opportunity to meet many of the
business leaders who formulate strategy for the compa-
nies involved in the upper extremity. I have been im-
pressed by their thoughtfulness, generosity, and com-
mitment to the field of hand and upper-extremity
surgery.

As part of their judgment, the Department of Justice
mandated that medical device companies make public
the lists of orthopedic surgeons to whom they paid
money for consulting services and the amount of
money that each surgeon was paid. Those lists are in the
public domain and are readily accessible on the internet.
We all know many surgeons on the list. I happen to
know quite well a few of the people who were paid the
largest sums. With rare exception, the people that I
know on those lists are thoughtful, sincere, and totally
committed to the care of their patients.

I also believe in the capitalist system. Hard work,
vision, and creativity that lead to the development of
products, procedures and medications that improve the
lives of our patients deserve to be rewarded just like
every other successful business venture in our econ-
omy. My wife and I have friends who created a popular
television show that has been aired for at least a decade
and collect royalties every time re-runs are shown,

which is every day. More power to them. If you design
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the next distal radius plate or total elbow replacement
that changes the field and is used for the next decade,
you deserve to collect royalties as well.

So, we have an ideal situation with device companies
with talented employees and enormous resources and
surgeons with a passion for doing great surgery, creat-
ing products, and helping patients. What happened?
Unfortunately, some surgeons and device companies
did what was expedient and not necessarily what was
right. Presumably, they all knew or should have known
what their respective codes of ethics said about consult-
ing relationships. Apparently, some of them failed to
abide by their own standards. It is easy to point the
finger at the device companies. They have been accused
of violating anti-kickback statutes and of giving the
money solely for the purpose of having surgeons use
their implants. Device companies are in the business of
developing and selling products. Giving surgeons in-
centives to use those products is a form of marketing.
The rationale is inescapable. Unfortunately, if no work
is done in exchange for those inducements, it is not
permissible. If you look at the list of 1805 surgeons who
received payments, 46 of who received a million dollars
or more in 1 year, logic would dictate that not all of
them were toiling in their labs or burning the midnight
oil to develop ideas that they would then present to
industry. Some surgeons certainly fit that description,
but we all know that others did not. If surgeons ac-
cepted payment and did nothing other than use the
company’s product, it was expedient and profitable. But
was it ethical?

Some of the consequences of this recent investiga-
tion and others like it (eg, Medtronic) are positive and
some are negative. The device companies now have
federal monitors in their offices scrutinizing disburse-
ments to physicians and medical organizations. The
Department of Justice is now extending their investiga-
tion to physicians involved in the consulting arrange-
ment. Both the pharmaceutical and medical device in-
dustries have upgraded the PhRMA and AdvaMed
guidelines, respectively. The American Association of
Medical Colleges20 and the Association of American
Universities have recommended that medical schools
and research universities implement stricter institutional
conflict of interest policies, which should include the
recommendation that no gifts of any kind be accepted
from industry.

Among the more challenging consequences of this
new situation is that the relationship between physicians
in subspecialty organizations like the American Society
for Surgery of the Hand and our industry partners has

become more of an arms-length relationship than it had
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ETHICS OF EXPEDIENCY 805
been previously. We have been fortunate to have had
generous industry sponsorship of our annual meeting
and of some of our educational programs like the
Young Leaders Program and the Plastic Surgery Visit-
ing Professors Program. We have also received unre-
stricted or minimally restricted grants for research.
What I mean by minimally restricted grants is that they
can only be restricted insofar as the general subject
matter like trauma or congenital can be designated, but
the actual projects and conduct of the research are free
of any outside influence. An important question that
now arises is what will be the nature of and parameters
for future support for research and other endeavors?
There is no doubt that it will be different and, ulti-
mately, may well be more modest. However, this may
be a small price to pay for restoring the public’s trust in
our profession and those with whom we interact in the
development and delivery of care.

MEDICAL ETHICS, PHYSICIANS, AND PATIENTS
A compelling question that we as hand surgeons must
address is what can we do for ourselves and our pa-
tients. During the years that I have been in practice,
medicine has changed dramatically. The most impor-
tant impetus for the change in the way in which it is
practiced unquestionably has been the advent of man-
aged care. It would be preaching to the choir for me to
talk about the implications of managed care, but cer-
tainly the incursion on our autonomous decision mak-
ing and progressively diminishing reimbursement have
had a profound effect. Surgeons have approached lower
reimbursement in a variety of ways, the most common
of which is increasing the number of patient visits and
operative procedures. My feelings about that are mixed.
When Jim Strickland was our visiting professor 2 or 3
years ago, I recall him saying that to practice patient-
centered, effective medicine, you have to spend time
with the patient, which seems, at first blush, obvious.
His next comment, which I will paraphrase, is one that
stuck in my mind. He said that, that being the case, he
was practicing better medicine now than he had for
many years because then he saw too many patients and
was unable to spend the time with them that he would
have liked. Currently, he sees fewer patients, spends
more time, and believes that he is a better doctor. That
is sage advice from one of the most respected members
of our community. Unfortunately, this is not feasible for
all of us. Economic reality has pushed many of our
members toward higher-volume practices. Costs have
gone up in every other area of the economy for which
we are unable to compensate by raising our fees. Vol-

ume is one of the few alternatives.
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Other more dubious alternatives do exist, namely,
lowering the threshold for operating, doing more com-
plex procedures with higher reimbursement when a
simpler procedure might suffice, and unbundling. I may
have a somewhat stilted view of the situation because
of the nature of my practice. I do see a fair number of
second-opinion consultations so have some idea of
what goes on in my community. It is also clear that my
experience cannot necessarily be extrapolated to the rest
of the country. That notwithstanding, I have seen a
number of patients with fairly minor problems who
have been put on operating room schedules. I do not
think that the prevailing wisdom is that 1-mm-displaced
distal radius fractures with neutral tilt, normal inclina-
tion, and essentially no loss of radial high need to be
plated. Nor do ulnar collateral ligament injuries with
10° of laxity and a discrete end-point need to be taken
to the operating room, but some are. One case that
comes to mind was a malpractice case in which I was
helping defend an excellent hand surgeon who, unfor-
tunately, had a less than adequately documented patient
record. The patient had an injury that resulted in a
partial wrist ligament tear. She ultimately saw a second
surgeon who performed a 6-part operation to treat that
injury. Two years thereafter, she had an injury to her
opposite wrist with an entirely different mechanism of
injury than that of the first. She had the same 6 proce-
dures. The attorney defending the first hand surgeon
made it clear that she was in no way trying to involve
the second surgeon in the suit but had a question that
arose out of intellectual curiosity. She asked if it was
unusual for one patient to have 2 injuries with entirely
different mechanisms resulting in exactly the same pa-
thology requiring the same 6 surgical procedures. It was
not asked as a rhetorical question but it could have
been. If that attorney understood what was going on in
this case, so could a journalist who might consider
writing an article about the way medicine is practiced.

We need to stop providing grist for the mill of those
who have the capacity to be negative about physicians
and medicine. Each of the codes of ethics referred to
earlier had as its primary focus doing what is right for
the patient. It goes without saying that, as physicians,
this remains our primary objective. Yet we must also be
cognizant in the current context in which we practice to
do what is good for the profession. We need to clean up
our house of medicine so that the media cannot find dirt
even if they are looking for it. Newspaper circulation
and advertising revenue is down markedly, and what
sells newspapers is controversy and sensationalism. For
whatever reason, medicine is now a prime target and

will remain so until we give them nothing negative to
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write about. That will also go a long way to restoring
public trust in the medical profession as, to a great
extent, what frames the public discourse is the media. If
we do not do this, the consequence will be more loss of
autonomy. At every turn, the government exerts more
control under the pretense of doing for medicine what
medicine cannot or will not do for itself.

MEDICAL ETHICS, SURGICAL SOCIETIES
We have taken steps within the Hand Society during the
past year to formalize our guidelines for ethics and
professionalism. We codified criteria for corporate re-
lations that very specifically outline the “rules of en-
gagement” with our corporate partners. Those guide-
lines are available on the American Society for Surgery
of the Hand (ASSH) Web site, and we give them to our
industry partners when we enter into any project or
relationship with them. This will greatly diminish the
likelihood of there being any confusion about what the
Hand Society considers appropriate. In May of last
year, I created a task force on ethics and professional-
ism under the chairmanship of Ghazi Rayan. The group
did a huge amount of work including reviewing the
codes of ethics of our parent specialty organizations (ie,
the ACS, the ASPS, and the AAOS). We made a point
of including people on the committee like Murray
Goodman and Charles Carroll who have played pivotal
roles in the ethics and professionalism program of the
Orthopaedic Academy. Our code is straightforward and
fairly basic. One of the problems with voluminous
documents detailing standards of professionalism is that
there is a great disincentive to read them because they
are too long. Every member of the society including
and especially new members should read our code. We
now have a standing committee on ethics and profes-
sionalism the role of which will be primarily educa-
tional and advisory. In the area of billing, we have long
had a global service monograph, which outlines appro-
priate billing for common problems. One of our greatest
resources in the area of coding and billing is Dan Nagle,
MD, The ASSH Practice Director, who knows more
about coding than just about anybody in the country.
You can refer questions about appropriate coding to the
Coding and Current Procedural Terminology (CPT)
Committee that Dan chairs. Younger members should
feel like the senior members of the society, including
the leadership, are resources. If you are considering
engaging in any consultancy agreement and need ad-
vice about its propriety, consider asking a senior mem-
ber who has had experience in this area. A future
direction might be to create an advisory service that

could be part of the Ethics and Professionalism Com-
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mittee. It should include members with experience in
consulting contracts who can advise those contemplat-
ing such an arrangement.

Six months ago, Louis Morris, JD, the chief council
for the Department of Health and Human Services of
the Office of the Inspector General, was on a panel at
the Orthopaedic Academy meeting. He opened his talk
with the tongue-in-cheek statement that “I’m from the
government, and I’m here to help.”21 What he had to
say was daunting, but he did give some practical advice.
He recommended that physicians minimize risk by the
following: (1) Adhering to professional guidelines such
as the AAOS Standards of Professionalism on Ortho-
paedist-Industry Conflicts of Interest. (2) Establish a
compliance program for your practice. (3) Use the fair
market value test to judge whether payments are exces-
sive. (4) Use the “Washington Post” test—if you would
not want an arrangement to appear in your local paper,
don’t do it. (5) If it seems too good to be true, it
probably is. His advice can provide a litmus test for us
to monitor our own professional risk.

It is really incumbent upon members of medical
societies to have read their societal standards of ethical
behavior? Ignorance of those standards is never a de-
fense against liability.

The commercialization of the health care industry
has shifted the profit motive from the individual prac-
titioner trying to make a comfortable living to the cor-
poration trying to appease their shareholders and Wall
Street. A by-product of that commercialization is the
inevitable compartmentalization or “factionalization”
that it engenders. There are discrete players whose
specific interests do not always align: corporate leaders,
company shareholders, insured patients, and providers.
Natural allies in this construct would seem to be the
insured patients and physicians. Increasingly, that is not
the case. We have become alienated from our patients,
and they often see us more as adversaries than as allies.
It is in our self-serving best interest if not altruistic best
interest to realign with our patients so we are on the
same side rather than opposite sides of the argument. I
have no illusions about our being able to drastically
change the current paradigm, but we should certainly do
what we can to rehabilitate the image of medicine. We
want to avoid isolation. Ultimately, more isolation will
translate into less autonomy.

You represent the highest standards of medical prac-
tice in the tradition of Hippocrates and Maimonides.
You and I must demand the adherence by our col-
leagues to these noble teachings, traditions, and stan-
dards. Let the newspaper articles reflect our commit-

ment, our compassion, and our professionalism.
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