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JOHN P. McGOVERN AWARD LECTURESHIP

Through the generosity of the John P. McGovern Foundation
to the American Osler Society, the John P. McGovern Award
Lectureship was established in 1986. The lectureship makes
possible an annual presentation of a paper dedicated to the
general areas of Sir William Osler’s interests in the interface
between the humanities and the sciences—in particular,
medicine, literature, philosophy, and history. The lectureship
is awarded to a leader of wide reputation who is selected by
a special committee of the Society and is especially signifi-
cant in that it also stands as a commemoration of Doctor
McGovern’s own long-standing interest in and contributions
to Osleriana.
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JOHN D. STOBO

Dr. John D. Stobo received his B.A. from Dartmouth College and his M.D.
from the State University of New York at Buffalo. He completed an
internship and assistant residency and served as chief medical resident
on the Osler Medical Service of the Johns Hopkins Hospital in Baltimore.

After serving on the faculties of the Mayo Clinic and the Howard
Hughes Medical Institute at the University of California, San Francisco,
Dr: Stobo returned to Baltimore in 1985. A specialist in rheumatology and
immunology, he served as the William Osler Professor of Medicine and
director of the Department of Medicine at the Johns Hopkins University
School of Medicine. He also served as physician-in-chief of the Johns
Hopkins Hospital.

In July 1994, Dr. Stobo was chosen to lead the new Johns Hopkins
HealthCare LLC, which was charged with developing an integrated
delivery system on behalf of Johns Hopkins Medicine. In June 1997, he
was also named vice dean for research and technology for the Johns
Hopkins University School of Medicine.

In September 1997, Dr. Stobo was named president of the University
of Texas Medical Branch at Galveston, Texas’ oldest health sciences uni-
versity. He has been instrumental in bringing diverse areas of the uni-
versity together to define UTMB’s core values and shape its future as a
leading center for health sciences education, medical research and patient
care.

Dr. Stobo is a member of the Institute of Medicine, chairing its board
on health sciences policy. He is the past president of the American
College of Rheumatology, past president of the Association of Professors
of Medicine and past chairman of the American Board of Internal
Medicine. In 1996, he received a mastership from the American College
of Physicians for his distinguished contributions to internal medicine.

Dr. Stobo and his wife, Mary Ann, have three children—John, Robert
and Heather—and three grandchildren.
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t is an honor to present the John P. McGovern lecture at this, the
1999 American Osler Society annual meeting, and to be before this
distinguished group.

Shortly after arriving in Galveston approximately 18 months ago, I
had the pleasure of meeting Jack McGovern. I soon learned that we share
more than a first name. We share a commitment to the Oslerian princi-
ples of professionalism and, more importantly, a concern that these prin-
ciples are under assault in a rapidly changing health care environment.
Mention of medicine as a business, health care as a commodity, physician
unions, and patients as covered lives gives credence to that concern. This
concern serves as the impetus for my presentation to you: Health Care in
the Next Millennium. What should the health care environment look like
in the 21st century in order to preserve the principles of professionalism?
What needs to be done to assure society that, as health professionals, we
are acting in their—and not our—best interests? In other words, I would
like to present my thoughts about changes that need to occur in the
behavior of health professionals to reaffirm their commitment to serving
the health needs of society.

To those of you who are waiting to hear specific prognostications on
what reimbursement methodologies will be present in the future,
whether or not everyone will carry their medical record on a smart card,
or whether or not we will have a genetic profile of disease susceptibility
determined at birth, T am sorry to say you will be disappointed. I am not
going to talk about such specific changes. Instead, I will present general
concepts to frame a health care environment in which the concepts of pro-
fessionalism can flourish.

Before discussing the future, it is necessary to talk about the past:
where medicine has come from. Indeed, American medicine has come a
long way in the past 100 years.

At the turn of the last century, medicine in the United States hardly
was struggling as a profession. The Flexner Report of 1910 pointed out
that there were too many medical schools training too many physicians
who were ill equipped to not only deal with the afflictions of society, but



also to exemplify the tenets of professionalism (1). The Flexner Report
stated, “The medical professional has become diluted with practitioners
of low ideals and professional honor.” The report called on medical lead-
ership to restore the principles of professionalism when it stated, “Those
who represent the higher ideals of the medical profession must take a
stand for that form of education calculated to advance the true interests
of society and to better the ideals of medicine itself.”

Fortunately, there was leadership in American medicine—William
Osler being most prominent—which did re-set the moral compass for
medicine. The last 100 years have been characterized, until most recent-
ly, by advances that have enhanced the professional status of medicine.
But, as I mentioned, now, as we approach the next century, the profes-
sional status of medicine faces significant challenges analogous to the sit-
uation that confronted medicine as it entered into this century.

What about the future? What should occur in the health care envi-
ronment to preserve medicine’s professional status?

The new health care environment should be framed by three con-
cepts: community, collaboration, and curriculum—alliteration to frame a
community-centric, cooperative health care system addressing health
care needs and educating health professions students for tomorrow’s
medicine.

Community

The first concept to shape the new health care environment is com-
munity. In discussing the challenges faced by academic health centers
and health sciences universities in the United States, I believe that only
those entities that are viewed as adding value to the health of the com-
munities they serve will indeed be successful in the future. In order to
survive in the 21st century, health sciences universities will require pub-
lic support. They will not get this support unless the geographic commu-
nity they serve views them as adding value to the health of that commu-
nity. Health sciences universities must be viewed as a community
resource. Indeed, in the future, all health-related activities must move
from egocentric entities to a community-centric coalition (2). They must
ask what is best for the community, not what is best for the individual
entity. I feel that health sciences universities should be leaders in pro-
mulgating this community-centric orientation and organizing these com-
munity-centric coalitions.



This concept has several important implications. The coalition must
have a governance structure that allows it to function as a community
cooperative, with enlightened, dedicated community citizens making
decisions as stewards of the health of the community. The bottom line
will be the measured health status of the community and not the balance
sheet of the hospital or other health-related entity. Chief executive offi-
cers, presidents and other executive leaders will be judged by their abili-
ty to enhance the health status of the community and not by the profits
and losses in their individual health care enterprise. The question will be
what is ethical, not what is profitable. The individual health-related
enterprises and the aggregate coalition must be viewed as being advo-
cates for the unmet health needs of the community.

In the United States, there are some examples presently of health-
related entities that are community-centric and do have the governance
structure of a community cooperative. For example, there is a group of
approximately 600 community clinics scattered throughout the country
that are committed to addressing the unmet health needs of the commu-
nity. They receive some support from the federal government. These fed-
erally qualified health centers are mandated to have at least 51 percent of
their board made up of directors who utilize their services. I have worked
with several federally qualified health centers and witnessed their com-
munity commitment. I have participated in their governance structure
and seen the enormous benefit this structure brings to the center’s abili-
ty to address community heath needs.

I submit that such a community cooperative governance structure, in
the future, will be important for the oversight of health sciences univer-
sities. Rather than a board of directors or trustees, consisting of intelli-
gent, well-meaning and successful individuals who are selected predom-
inantly because of their wealth and influence, the governance structure
will change to consist of equally capable, local, community citizens. Only
in this way will health sciences universities be seen as truly reaching out
to address community health needs.

In this world of community-centric health care, there will be a painful
clash of cultures and values as health-related institutions and their com-
munity boards make decisions about how to best allocate resources to
ensure the greatest health care benefit to the largest number of individu-
als. They must move painfully from the traditional ways of making deci-
sions based on wanting everything for each individual patient to a para-
digm in which decisions are based on how to use the available resources
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to provide the greatest good to the most people. The community rather
than a single individual will become the “patient.” A community-centric
health care system will understand that advancing the health status of the
community involves more than traditional health professionals and tra-
ditional delivery sites (2). Preventive and health maintenance strategies
and changes in lifestyle to advance health status cannot occur without the
participation of a variety of health professionals and advanced-degree
caregivers. While physicians play an important role in the health care
delivery system, they will be part of a team including nurses, midwives,
allied health professionals, public health officials, educators and others.

The community-centric health care system will utilize existing com-
munity resources and facilities instead of requiring more and building
new ones. The system will realize that a church or school can be a pri-
mary care clinic or screening site (2).

Collaboration

In order for the community-centric health care system to work, it
must embrace a second concept: collaboration. The health care environ-
ment must move from the present paradigm of competition to the new
paradigm of collaboration. If health care is going to be community-cen-
tric, then all health providers, health facilities and agencies in the geo-
graphic community must come together in a coalition to take what is a
fragmented, duplicative, inefficient, wasteful and expensive health care
system and transform it into a coordinated, efficient and cost-effective
system to address community health needs.

Included in this coalition will be traditional health care providers as
well as other disciplines and agencies that can have an impact on health
needs but heretofore have not been part of the traditional health care
mainstream. This includes schools, churches, transportation agencies,
housing authorities, social services and others (2). Hospitals, which pre-
viously, through the paradigm of competition, have added costs to health
care by replicating facilities and services, will come together to rational-
ize these same facilities and services in the context of what is best for the
community, not what is best for the bottom line. In my opinion, there is
no room for investor-owned health care providers or payors in such an
environment. Fiduciary responsibility of the community-centric health
system is to the health status of the community, not the financial better-
ment of shareholders. The community will not allow 10 to 15 cents of
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each health care dollar to be sent to Wall Street when it can be best used
locally to address health needs.

In selected areas of the United States there has already been some
movement toward this new paradigm of cooperation instead of competi-
tion. This is being driven not only by the rising cost of health care and the
realization that it is no longer financially possible to replicate costly facil-
ities, technology and services, but also by the rapid increase in the United
States of people who do not have health insurance—private or public—
and cannot afford to pay for their care. Let me explain.

In the United States, beginning in the mid-1980s, there began an ero-
sion in employer-based health insurance driven by yearly, near double-
digit increases in health care costs. As health care costs and the costs of
premiums increased, employers found it increasingly difficult to cover
the cost of health insurance. They either stopped providing health insur-
ance as an employee benefit or passed these costs on to employees.
Employees, in turn, were not able to absorb these costs and stopped car-
rying health insurance. The result is that presently 15 percent of the U.S.
population under the age of 65—roughly 46 million Americans—cannot
access the health care they need simply and solely because they lack
heath insurance and cannot afford to pay for their care (3). Even if they
do get access to health care through emergency rooms and free clinics, it
is fragmented, uncoordinated, and lacks emphasis on heath maintenance
and prevention. Today, the number of uninsured in the United States is
increasing by 1.5 million individuals each year.

The traditional health safety nets in the United States, particularly
health sciences universities and their teaching hospitals, which provide
40 percent of the unsponsored care in the nation, are unable to accom-
modate the increasing number of uninsured (4). This challenge of pro-
viding free care to the uninsured is therefore spilling over to health care
entities that previously have not seen this as their problem. This situation
is now having a negative financial impact on these entities, as well as the
entities and agencies that traditionally have provided unsponsored care.
Health-related facilities in specific geographical communities are now
realizing that only by coming together in a cooperative coalition of health
care providers and addressing the health needs of everybody in the com-
munity will they be able to weather the financial challenges of rising
health care costs and the increasing number of uninsured. Let me provide
a couple of examples.

Recently, I met with an executive of an investor-owned hospital in
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Texas. This executive related that there had been recent discussions with
the executive leadership of a city-owned hospital that has historically
served as a medical safety net for the community’s unsponsored patients.
The topic of the discussion was how both entities could work together to
address the health needs of the community, including the uninsured. To -
me, this seemed to be an unlikely partnership, and when I asked why
these discussions were taking place, the response was, “Because the
numbers don’t make sense anymore.” In other words, because the bal-
ance sheets of both hospitals were suffering, leaders of both institutions
realized that the survival of each required working together to address
the financial concerns and the issue of providing health care to unspon-
sored patients. I predict this partnership, driven initially by financial
motives, will be sustained by other, more altruistic ones.

A second example of a community-centric cooperative health system
addressing unmet community health needs is a model system in the
county of Hillsborough, Florida. In 1992, a coalition of providers in
Hillsborough—consisting of five hospitals, one university medical asso-
ciation, two federally qualified health clinics, and a panoply of commu-
nity providers and community services—came together to develop a
health plan to provide health care to the uninsured of the county (5). They
started with a budget of $48 million (raised initially from an increase in
the sales tax of a 1/2 cent). The plan initially provided health care to
28,000 uninsured. Five years later the plan had increased its enrollment to
50,000, with an increase of only $6 million in expenses. In five years, the
plan had decreased the per-enrollee cost of delivering health care from
$600 to $202 per month, decreased the number of admissions per 1000
enrollees from 134 to 12, decreased emergency room costs by $10 million,
and had financial reserves of $156 million. Because the coalition was so
successful financially, the needed sales tax was decreased from 1/2 to 1/4
of a cent. Most importantly, the health status of the uninsured popula-
tion, which initially had been significantly worse than that of the general
population, was indistinguishable at the end of the five years from the
health status of the general population.

This is a remarkable example of how a community of previously
competitive health professionals and entities came together in a commu-
nity-centric collaboration to address the problem of unsponsored care. In
doing so, they decreased costs and improved the health of the communi-
ty they served. I predict that soon the Hillsborough plan will need no
additional tax subsidy. Instead, by controlling costs through appropriate
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utilization of health services and by increasing the health status of the
community, they will be able to function using existing financial
resources. Herein lies another important point. The environment of com-
munity-centric, collaborative health care, which will characterize the
future, will result in a slowing of the yearly increases in health care costs.

Curriculum

The third concept framing the environment for the future is repre-
sented by the term curriculum. In order to meet the health needs of the
community, the way we educate future generations of health profession-
als must change. In order to support a community-centric, cooperative
health care environment, the curriculum should include topics that range
from how to work as part of a cooperative venture to how to effectively
address health needs of the community (6). Topics related to teamwork,
information management, continuous quality improvement, behavioral
modification, health maintenance, prevention, efficient utilization of
resources to address health needs of populations, ethics, spirituality in
medicine, palliative care, end of life care—which are all making their way
into traditional curricula for health professionals——will become core com-
ponents of education in the health professions. Much of what is now
termed alternative or complementary medicine will be demonstrated to
contribute to a healing environment and included in the mainstream of
therapeutics. The operative for determining how to approach a health
issue will move from “do it right” to “do the right thing.” Outcomes,
quality and what is best for the greater community will become bench-
marks for success.

In addition to changing the curriculum used to educate health pro-
fessionals for tomorrow’s world, the way they are educated will change.
Approaches that educate students as individual health professionals will
not prepare them for the cooperative approach to health care.
Classrooms of the 21st century will be virtual classrooms, educating
diverse health professions students as a team so that they can learn from
each other as they come to understand that what the team contributes to
the health of the community far exceeds the sum of what each contributes
individually.

If there is to be a centennial repeat of the Flexner Report, it should
examine how health professionals and entities, including health sciences
universities, have come together to address the health needs of their com-
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munities. It should point to models, including health sciences universi-
ties that have developed model curricula and methods for educating
teams of individuals to address health needs. Hopefully, the next Flexner
Report will describe not only model experiments, but showcase health
sciences universities that have led the formation of community-centric
coalitions to better the health status of the community.

I began this presentation by commenting on how far American med-
icine has come in this century. As we now turn from this into the next
century, there are certain similarities between the environment now and
that which existed as medicine transitioned from the 19th to the 20th cen-
tury. Medicine in the United States, now as then, is in turmoil. Like then,
we seem to be in a transition of chaos and crisis. In the last transition,
Flexner pointed the way by showcasing institutions in the United States
that represented examples of what medical education, research and clin-
ical care should look like. The centennial Flexner Report should focus on
communities and health sciences universities that have moved from a
position of self-interest and competition to one in which what matters
most are the interests and well-being of the community. This Flexner
Report will be the blueprint for our ability to sustain the principles of pro-
fessionalism. Those we serve will indeed understand that we as health
professionals are acting in their best interests.

I want to thank you for the privilege of coming before you and I espe-
cially want to thank Jack McGovern, not only for his generous support of
American medicine but also for reminding us that, in the words of Osler,
“We are in this profession as a calling, not as a business; as a calling which
extracts from us at every turn self-sacrifice, devotion, love and tenderness
to our fellow man. We must work in the missionary spirit with a breath
of charity that raises us far above the petty jealousies in life.” (7)
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