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1. Internal Medicine and Today’s Internist

QUESTIONS/PLEAS OF THE PATIENT

“How can I find a good doctor?”

“How can I find a good doctor whom I can afford?”

“How can I find a good doctor who cares about me as a person?”

“How can I find a good doctor who will take the time to listen and understand?”

People who need medical care ask these questions throughout the world every day. They ask them
because they face a health care system that is scientifically complex, organizationally overloaded,
and generally not oriented to the patient as a person. '’ When an individual first becomes ill, regard-
less of the symptoms, he or she needs most someone who seems to say, “I am a good doctor; I
charge a reasonable amount for my services; I care about you, the patient; and I will take the time
to listen and understand. ”

A prominent teacher/physician in a major medical center taught his students to “listen to the pa-
tient and he will tell you what is wrong, and he will tell you what he needs. ” Having found a physi-
cian who answers so profoundly to their needs, some patiénts are extremely grateful — but most are
utterly overwhelmed. With the discovery of that relationship, the difference between a superb tech-
nician and a true physician really becomes evident to the patient. That physician/teacher was a
scholarly gentleman with deep scientific insight and an active and stimulating clinical and research
practice. Unfortunately, he developed crippling rheumatoid arthritis in the midst of'>) his career.
Beyond question, his own disease sensitized him to the complex mix of expectations, needs, fears,
and appreciation that patients feel when facing a physical-mental trial while at the same time looking
for that perfect physician to help them. ") Patients flocked to this doctor — not just for his accurate
diagnoses, his correct therapies, or even his warmth, but for the intellect he expressed and the
sheer joy of living that he extended in every encounter with another human being. He had a Shake-
spearean grasp of the qualities of being human and an uncommon ability to transmit love and respect
for his fellow human beings. ' He exhibited the ideal all physicians should emulate. Many readers
know a physician with these characteristics; all should seek to know one and to develop their own

professional persona so that human qualities are not lost to technical acumen.
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THE SCIENTIFIC AND TECHNOLOGIC BACKGROUND OF A “GOOD DOCTOR”

Since Flexner issued his famous report in 1910, American medical education has siriven toward
the development of a strong scientific base. 1*! This intellectual prerequisite, therefore, has become
an integral part of premedical, undergraduate, graduate, and, indeed, continuing medical educa-
tion. Biomedical science is fundamental to understanding disease, making diagnoses, developing
new therapies, and appreciating the complexities and contributions of new technologies. Physicians
cannot be satisfied with simply knowing that a certain form of therapy works 80 to 90 per cent of the
time. They must understand the basic physiology and pharmacology of any approach they use. They
must possess the intellectual tools to follow reports of current research in medical journals so that
they can continue to grasp the newest and latest approaches, no matter how complicated the field
may become. That is why, in a textbook of medicine like this, strong emphasis is given to how
things work, what goes amiss when pathologic processes ensue, and what effect a given therapy has
in correcting that defect. We seek to create within the minds of our readers a yearning for a greater
depth of understanding and a continuing commitment to stay at the frontier of scientific knowledge.
These are, in fact, among the hallmarks of a professional in any scientific field.

We are moving into an era when pharmacotherapeutic agents are no longer merely wonders of or-
ganic chemistry, but increasingly often are biologic products. Some of these are isolated from na-
ture; others are developed by recombinant DNA technology. On the horizon is the availability of a
true replacement or supplement for defective or deficient biochemical constituents of the body. No
physician can with intellectual honesty use these new classes of agents without fully understanding
their action, their meaning, and their potential side effects. "*’ The diagnostic and therapeutic con-
tributions and potential, in clinical situations, of biocompatible prosthetic devices, nuclear mag-
netic resonance spectroscopy, high-frequency laser beams, and so on through developments not yet

conceived, can be appreciated only by the mind that is disciplined in fundamental science.

THE ORGANIZATION AND FINANCING OF TODAY’s MEDICINE

Patients, as well as their representatives in government industry, and managed-care!”] organi-
zations, are concemed about the rising cost of medical care. The total bill for health care in Ameri-
ca now rises at a rate of about 10 per cent per year, an increase that seems to continue unabated.
Federal legislation instituting diagnosis-related groups ( DRG’s) ®! has clearly moderated the rise of
hospital costs, but physician costs continue to rise at an ever-increasing rate. Every student of med-
icine should ask if this is realistic. Is it sustainable? Is it defensible? What will be the limits? Pa-
tients already ask, “Can I really afford the best doctors in the most prestigious practices, in the
most famous medical centers?” “Can I afford to be referred to a subspecialist?” “Can I afford to be

out of work and in the hospital?” “Can I afford to pay my rising insurance premiums?” “How
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much deductible on my insurance can I afford?” Worse yet, an increasing number of patients have
to make choices between seeking medical and dental care and getting food, clothing, shelter, and
other essentials of daily living. These issues have become major concerns in American households
and clearly represent one of the most disturbing weaknesses in our economy, of which now nearly 12
per cent ( by annual gross national product) is devoted to health care, up from 8 per cent
in 1975. %

Over the last two to three decades it has been a goal of our nation to promote ever increasing quali-
ty and cost-effectiveness of health care for all. Unfortunately, we have failed miserably. The Unit-

(1] on health care than any other nation in the world. Yet in the

ed States spends more per capita
major indices of health our population ranks nineteenth! At the same time we continue to see a
wasteful maldistribution of physicians both by specialty and geographically and a growing number of
medically indigent and medically uninsured people in our nation. Somehow, the costs of what we
are trying to achieve — even though the goal is commendable — are not being placed in proper per-
spective by the medical profession, health-care managers, and representatives of the people in or-
der to provide suitable care for all. Unfortunately, in the present system the real needs of the popu-
lace are not always met by affordable services. At the same time, overutilization of medical services
may be the very engine that drives up the total cost of health care delivery. With the passage of the
Medicare program for the elderly and the Medicaid plan!™? for the poor by Congress in 1965, we
had hoped as a nation that we were moving toward a more just and efficient system. In fact, the op-
posite has been the trend. This societal goal must now be readdressed, reformulated, and restruc-
tured in terms of modern needs, reflecting fairly and fully measured cost/benefit ratios for every
form of medical service.

Medical professionals often attribute overutilization to patient behavior. In fact, however, physi-
cians control 70 per cent of health expenditures. A few patients with hypochondriasis, for example,
may visit physicians too often, and many older patients may seek medical help at times when a
friendly, reassuring chat is their real desire, but in the final analysis™?! utilization of the health
care system is in the hands of physicians. Ironically, although physician competence is often equa-
ted to mastery of expensive techniques and technologies, physicians are actually at their professional
best when listening to the patient and responding to what they hear and see with medicine’s most
comprehensive armamentarium. (3] Overutilization, when it occurs, is thus most likely to be our
fault as physicians. Our responsibility as professionals is to be absolutely certain that our errors in
this direction are driven by well-founded concern for the health of our patients, not by the financial
interests of our practices or the hospitals where we work.

Individual physicians, then, must take a personal and professional interest in'**! the control of
health care costs — not only because it is right for the nation, but because it is right for the patient.
In our litigious society, a legalistically defensive approach to medical practice has become too preva-
lent. The conditions that engender this tendency must be altered. Physicians must use all of their

diagnostic skills to focus on the very best approach to medical diagnosis and therapy and to steer a-
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way from'"®) unnecessary use or repetition of expensive procedures such as computed tomography ,
magnetic resonance imaging,''®’ and cardiac catheterization. The physician must use intellect — sci-
entific knowledge and analytical skills — to best serve the patient without inundating the system with
unnecessary costs and the patient with a financial burden he simply cannot continue to bear. "
Costs can be controlled only if physicians are convinced of the need and are willing to participate
in providing this vital service. One aspect of this control is attention to various possible means of
health care finance , including prepaid plans, preferred provider organizations, health maintenance

(18]

organizations, - and other managed care systems. All of these must be carefully explored with a

1] making health care accessible where it is most needed. Clearly, multiple tools and pro-

view to
grams may be necessary, but they should not be thrust upon'® the patient simply to satisfy doc-
trines of free enterprise. To provide the best health care in a finite economy we need systems that
provide such care in the most efficient way, regardless of the payment scheme.

Another aspect of our cost-control job is to support and participate in research on outcomes, ai-
ming toward systematic evaluation of cost-effectiveness of the medical procedures we choose in the
light of ! ail the interests of our patient. For example, we do not know why treatment of prostatic
hypertrophy is more commonly medical in some parts of the nation, surgical in others. Why does

) vary so widely? The costs and benefits of coronary angioplasty

the incidence of caesarean sections
versus bypass surgery remain obscure. Every year billions of dollars are spent as a result of clinical
decisions that may hinge on'®’ these or similar issues. Physicians must involve themselves in the

processes of change with an eye first to'**! the individual patient and then to society.

THOSE WHO CARE

“How can I find a good doctor who cares about me as a person?”

When speaking of caring, one has to define specifically what is meant. A physician can diagnose
and prescribe in a technically correct and scientific but insensitive way, and the patient may be
made better — even cured. On the other hand, when the patient asks the question, “Does my phy-
sician really care?” the patient means, “Does it matter to the physician what happens to me? Does
my doctor show sensitivity and compassion beyond the mere technical qualities of medicine?” It is in
this sense that we address ourselves to the nature of those who care. %

It may seem odd to talk about caring as a skill, but in a real sense it is just that. Those involved
in the education of students realize that at least some forms of compassion have to be learned. The
developing physician must see such traits in action in order to acquire and apply them in interaction
with patients and their families. Sometimes this involves learning how to demonstrate compassion.
Kahlil Gibran has taught us, “You give but little when you give of your possessions — it is when you
give of yourself that you truly give. ”!*’ Giving of ourselves — with ease, with grace, and with
meaning — is for most of us an acquired skill. Sometimes it involves a deep sense of reawakening

within, to bring out an innate sensitivity and compassion that perhaps has not expressed itself since
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childhood. At other times, learning to care may involve a complete transformation of behavior and
attitudes toward people, particularly those who are not from our own cultural background. Many be-
lieve that the greatest responsibility in medical education today is to foster compassion within the
student of medicine.

To receive medical care, patients must trust their bodies and their very lives to physicians, and

(2] give medical care, physicians must earn such radical trust.

so to be in an honest position to
Mere technical treatment of disease does not suffice. Patients must be able reasonably to believe that
their physicians care about them in an extraordinarily personal way. This exchange of care for trust,
while not identical to'**! friendship or love, is equally binding. From it develops an interdepend-
ence that is far from unwholesome; rather, it potentiates care and promotes healing. Our late twen-
tieth century sophistication and technologic orientation have too often cost us warmth, humor, and
humanity, leaving us in social isolation. We do far better as professionals to err on the side of being

human with our patients than to try to play deus ex machina, the god from the machine. [29]

THE SOCIAL RESPONSIBILITIES AND HUMANISTIC QUALITIES OF “THE
GOOD DOCTOR”

) make me well, help me feel comfortable, show me compas-

The patient says, “Take charge,
sion, listen to my problems and I will give you trust. ” Dag Hammarskjold reminds us of “the hu-
mility which comes from others having faith in you”. (31) The natural outcome of this giving and re-
ceiving of trust is that the physician must accept some degree of obligation to the patient. Of course,
the patient, if able, keeps some responsibility for the healing process, but the physician must be
willing to answer the patient’s needs, however demanding, however changing, however at times
unreasonable or falsely perceived. Generalists in internal medicine undertake a long-term commit-
ment to a patient’s care. They are reminded daily that this commitment continues beyond a particu-
larly insightful diagnosis or the completion of an endoscopic procedure; that the patient still needs
care when the numbers are back from the most recent cardiac catheterization or when the final stitch
is completed in a complex procedure and the patient is rolled from the operating suite. The internist

continues to care for and nurture the patient through the whole process of healing in a way that re-

quires enormous skill in close personal interaction.
Help with Family Interactions

The woman who comes into her physician’s office with a history of fatigue, listlessness, inability
to sleep, and irritability may be describing the early symptoms of a morbid disease. She may, how-
ever, be showing signs of depression secondary to her inability to cope any longer with an alcoholic
husband, with a teenage son addicted to cocaine, or with an elderly mother for whom she must
care. The wise physician considers organic pathology but also realizes that presenting symptoms may
be only part of what is really troubling the patient. This requires an unusual sensitivity and an abili-

ty to pursue in a cautious, understanding, and careful way and to listen to the concerns and needs
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the patient describes — traits, again, that can and must be developed and practiced. " The
physician’s role is to help the patient understand the connections between unpleasant situations, e-
motional disturbances, and organic symptoms. Sometimes patients are helped simply by under-
standing those relationships and being aware that the doctor appreciates them and reassures, listens
with a sympathetic ear, and seldom advises in a direct way, but does express concern. !**) In earlier
days, when most medical care was delivered at home, the physician was quickly made aware of liv-
ing situations and family interactions ~ if he or she did not already know the entire family and their
circumstances. Today when the patient comes to the office, generally alone and certainly out of so-
cioeconomic context, it is much more difficult to perceive what is going on. The physician must ex-
ercise a much greater degree of skill and understanding in exploring family interrelationships during a

history and physical examination or in an even shorter visit.
Help with Obtaining Necessary Additional Professional Services

The warm and intimate relationship that any patient seeks is not one that a typical patient can have
with many physicians at the same time. The internist must demonstrate a variety of skills, atti-
tudes, and abilities and a store of diverse information that allows him or her to be the patient’s
health care manager as well as his confidant, keeping in mind that the average patient does not un-
derstand the system of medical referrals for subspecialty consultation. \**

An oncologist/internist recently described for me how she weaves the fabric of health care manage-
ment for a patient who has been referred with a positive biopsy for a malignant disease. In this situa-
tion the oncologist has to view herself as the captain of a rather complicated ship. She has to talk
with the referring physician, obtain the biopsy slides, have them re-read by her own consulting pa-
thologist, and review them herself. She then has to review the chart and the radiographs with a con-
sulting radiologist and decide, given all the data, how best to institute therapy. This may require
interaction with the surgeon, with the radiation oncologist, and with additional specialists with the
skills for exploration, including various techniques for interventional radiology or endoscopy. Hav-
ing decided on the course to take, she then has to become the patient’s advocate and interact with
the surgeon, the radiation oncologist, or other consultants on the patient’s behalf and with the
patient’s best interests in mind. It is then necessary to spend time with the patient to explain the dis-
ease and what is to be expected and with the family to answer their questions and as much as possi-
ble to enlist them as allies for the hard times to come. Further, she has to commit herself to the
long-term counseling, reassurance, and constant caring needed by a patient with a chronic and pos-
sibly fatal disease. This physician’s role is much different form that of a physician-technician who
performs a procedure and then sends the patient back to the doctor who will care for the long-term
needs. While technicians’ roles in this process are often crucial, their interactions with the patient
are brief. The health care manager, in this case the oncologist, knits the technical information to-
gether and confers with her patient about the best way to proceed.

The physician who takes responsibility for the total oversight of the patient’s needs as related to the
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disease is the one who really must captain the ship and with whom the patient needs a very special,
trusting relationship. [35) Too often in modern medicine, with its exquisitely developed technologies,
a degree of impersonal behavior creeps in. The skilled cardiac surgeon, the superb master of angio-
plasty, the excellent endoscopist, the impressive neurosurgeon all touch “our” patients from time to
time, exercise their skills in their one intervention, and then go on to the next patient. The general
internist must define the need for the procedural intervention, give support during its execution,
and most importantly continue to care following the procedure. When the consulting surgeon or spe-
cialist is no longer available, the one-on-one interaction between the patient and the internist, “his

or her doctor,” must remain inviolate.
Help with Suffering

Most chronic diseases involve physical, mental, and emotional suffering to some degree during
their courses. Some patients do beautifully because of their own intrinsic personalities, strong wills,
or deep convictions. Others have great difficulty and sometimes even the toughest break under the
severe suffering of a chronic illness. Physicians must develop skills of interpersonal relationship
based on familiarity with all sides of life and especially with suffering. They need to participate in
suffering. They need to be able to relate it to a broad range of experience so that they can deal with
an enormous variety of patients at many different stages of coping with their suffering. Students
sometimes get a glimpse of this in dealing with patients on inpatient services, but most often in out-
patient clinics where they treat chronic diseases that continue unabated for many years. Often the
physician has little specific therapy to offer except a kind touch, a gentle presence, and a knowing
acknowledgement. Students of medicine learn through experience with patients as their own involve-
ment in the practice of medicine grows through the years. The best physicians are always learning,
because each patient teaches something new about the way in which a particular kind of suffering
must be considered and ameliorated.

In the last two decades, patient support groups have become more numerous and more widely
sought by patients. Many are now associated with major medical centers. These groups play a vital-
ly important role in allowing patients to express their concerns and fears and to hear other patients in
similar situations share their concerns and frustrations. As important as these are, as constructive
as they are, and as meaningful as they have become in the overall care of patients, physicians still
must understand the circumstances and the degree of suffering of each patient. (3] Each one’s needs
are unique. Merely sharing them does not make them go away, and merely knowing that someone
else also carries burdens does not solve the problem. The physician must be interactive and support-

ive — even when the ways to change the physical situation may be sadly limited.
Helping with Aging

"
The past several decades have seen a remarkable increase in the proportion of the population over

65, over 75, and even over 85 years of age — the last being the fastest-growing of all age groups.
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These proportions will continue to increase significantly. Already the average age of the practice
population in the offices of many general internists exceeds 70 years. This demographic shift has
been accompanied by increasing awareness of the general field of geriatric medicine and expanding
knowledge of the biologic processes involved in aging. ") Projected population trends indicate that
every general internist must become experienced in the needs of the geriatric population, as the ag-
ing process involves essentially every organ system. However, there are at least two — the nervous
system and the musculoskeletal system — with which essentially every person reaching the seventh,
eighth, and ninth decades of life will experience trouble to an increasing degree.

Memory loss of some degree is essentially universal in the elderly, although it clearly is more pro-
nounced in some than others and may or may not be associated with the true clinical syndrome of
Alzheimer’s disease. **' Memory loss affects the individual’s self-perception, ability to interact with
friends and family, and ability to accommodate to the pressures of our changing world. It can put
barriers between the individual and those he or she most needs. This is true even for the very luck
individual who is able to maintain work activities, friends, and family as he or she did in his
prime. ™! The same situation develops with osteoarthritis, as gait problems, muscle fatigue, and
weakness become more prevalent with advancing age. These effectively limit the individual’s ability
to get away from home and sustain a normally active lifestyle. Physical difficulties simply prohibit
him or her from doing the things he or she likes to do. Much of the focus of the general internist,
therefore, is to keep the elderly individual as physically and mentally active and as personally and
emotionally interactive with others as possible.

Loneliness, despair, chronic illness, and depression are all prevalent in the geriatric popula-
tion. Our effort must be to treat individual symptoms and organ system failure as they appear — but,
most imporiantly, to help aging individuals develop an overall lifestyle that gives them a sense of
well-being - of being useful, of being appreciated, and of having meaning in their lives. The inter-
nist must devote increasing time and effort to aging patients and must be particularly sensitive to sub-
tle changes in their environments, including the loss of a loved one, shrinking income relative to
cost of living, dislocation from their homes, and the despair that comes from being unable to adjust
to new surroundings such as a retirement center or nursing home. Each of these profoundly affects
the way a patient reacts to physical diseases. The responsibility of the internist extends beyond the
usual in this situation and requires a very special integration of medical knowledge and knowledge of

how people adjust to their changing needs.
Help with Dying

Rarely does an individual really wish to die, but when the time does come patients want to die
with dignity. What most of us desire above all is not just life, but a satisfactory quality of life, and
we may sometimes quite rationally risk death to escape an unacceptable life. Issues surrounding dy-
ing patients and even the realistic definition of death are topics frequently encountered by today’s in-

ternist.
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It is an often if sometimes faintly praised triumph for modern medicine that we now have the tech-
nologic skills and instrumentation to keep essential body functions such as circulation and respiration
operating almost indefinitely. ') The ability to continue these functions regardless of the expected
outcome for the patient has produced considerable ethical conflict for many who deal with patients in
critical life support areas and intensive care units. e

Young people in medical training must make an effort to become “comfortable” with the process
and the event of dying. The problems of when to withdraw life support mechanisms or to withhold
resuscitation may present deep emotional conflicts for medical students — as well as for many very ex-
perienced physicians. Although medical ethics touches almost every aspect of health and the prac-
tice of medicine, the particular problems related to dying patients, stemming in part from legal con-
siderations and from highly publicized special cases, put the physician in an especially difficult po-
sition. Only recently have objective conclusions begun to emerge from clinical investigation of out-
comes from intensive care units. Although striking successes do occur, the survival rate with a high
quality of life upon discharge from intensive care units is less than one would hope. Therefore, the
physician frequently may be required to make difficult decisions for or with the patient and his or her

142] will have to make policy regarding those decisions, using

family. Ultimately, society at large
information based on careful clinical studies and analyses of the costs of sustaining life in truly hope-
less situations. But that policy has not yet been established. In this area the skilled internist plays a
uniquely personal role in preparing patients for terminal situations, becoming their teacher and con-
fidant as they come to understand the disease process and what to expect. The physician is also
called upon to help the patient’s loved ones prepare for the outcome.

Each patient must be considered individually, keeping in mind previously expressed wishes, the
nature of the terminal illness, the likelihood of recovery with an acceptable quality of life, and fam-
ily wishes and interactions. Although these factors are difficult to weigh in the care of dying pa-
tients, objective evaluation and an unswerving concern for the patient will lead the physician to the

best course of action.

SUMMARY

While an internist may be defined as one trained in the principles and practice of medicine, a
fuller description emphasizes his possession of uncommon knowledge of biologic science ranging from
molecular events to whole organ system physiology, a special appreciation for human life and the
needs of suffering people, and a comprehensive perspective on modern society — its influence on our
lives and its stresses on our social structure. Although this chapter has emphasized patient/physi-
cian interaction, we must recognize that basic biomedical science provides the infrastructure for our

! master our science if we are to be good physicians. We

profession. We must first and foremost'*
must know what is best to offer to correct the disease; then we weave the fabric of the physician’s so-

cial and ethical responsibilities into the context of current medical care organization. Few physicians
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function well merely as knowledgeable scientists or talented technicians, but none functions well
simply as a crutch on which the patient can lean. The good physician — the one patients seek — must

combine working scientific techniques with compassion and social responsibility.

Notes

1. They ask them because they face a health care system that is scientifically complex, organiza-
tionally overloaded, and generally not oriented to the patient as a person. ZA<4]H1f¢) them 245
EAJH) these questions, 2AJMREIR: AT BT LA X o a4, 2 PR R A4 7 T X 1 B
ITORBA RBORTER . HUMBER, T H—RERBA BRI AT R “A7,

2. in the midst of; ZE---ef, FE--- Y4k

3. Beyond question, his own disease sensitized him to the complex mix of expectations, needs,
fears, and appreciation that patients feel when facing a physical-mental trial while at the same
time looking for that perfect physician to help them. <4 beyond question I E & “ZX
BE[R#” ; sensitize sb to sth FER “ MR AMIEIHREN" . that T T892 M)
the complex mix of expectations, needs, fears, and appreciation; when 5| 5 B4 i 45 18
facing:--Hl looking for---fEEEM AT HIIRIB. AMEER: ZLLEN, fiH MK
REMERZ S ORWE T RZB Y. BB DEMRBSEE 2 0F o8, 3+
5 I Bt 3 A R A — D R ARG B A B A SR8 B T

4. He had a Shakespearean grasp of the qualities of being human and an uncommon ability to trans-
mit love and respect for his fellow human beings. MR SIZE [F 5+ LW —FEXT AE 5 W
HEEMR; A E IR AR M ARFI G B EE MY E,

BigE - W (William Shakespeare, 1564 ~1616), XEIR, HA. 4 F ¥ LR
RS RIAR R, A 1590 4B 2 1613 4, fh—ILAIME 7 38 3 (—639 &) k@, fuig
HR geERl, BE ., FEH%, DHHERAMET 154 AR KT, 5
DLW RB KRR - AR, “tRBF— R, TRBEFAE”, BT
BRI He A SO RIS s

5. Since Flexner issued his famous report in 1910, American medical education has striven toward
the development of a strong scientific base. [ M 1910 4EFE 3T HT44 (Simon Flexner) {2
ABFER A R, RENEESEFR— A RLNPH M E R B, A4 PR
“Flexner issued his famous report in 1910 #§ f¥ 2 fth T 825 1B BB Medical Education in the
United States and Canada. (New York, NY: Carnegie Foundation for the Advancement of
Teaching; 1910. ) il X 974538 B 85 F5 4 the Flexner Report, B Xt the Standardiza-
tion of American Medical Education 5 KFT#k, il —HZF: “If the sick are to reap the
full benefit of recent progress in medicine, a more uniformly arduous and expensive medical ed-
ucation is demanded. " ( “RMERAMEF WM RH B PREZSNBL, BREE
KEZHANT ., WHBARIEEHET L)

6. No physician can with intellectual honesty use these new classes of agents without fully under-
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10.
11.

12.
13.

14.

standing their action, their meaning, and their potential side effects. Z~%]H17 no FI without,
BEWEAEM, EREEZE N, 24T Every physician with intellectual honesty will use
these new classes of agents with fully understanding their action, their meaning, and their po-
tential side effects. AMRER: EA—MHFARBENEERASERA TS THEN
MYER R R RE R RERA MR R R BT R X LB 257
I Ab B managed-care /235 managed health care (FHERETFRRK), ERXEN —FMEST
R, FHEARITHREHAT 20 #Ha 60 £R, MERERETRSWRE, Hig
BERB RIS , JE R T R R A — R LAS i B2 97 38 O 22 H W i BBy R
By, BHEBETHRRR—FERT RS WREMAEHEE T AR REE,
KBEAETRRAEES SETRSEBERNEE. BRASUTILMER.: REVRAERE
AR SE R IRS AL E (BB, 8. BA); B i BT RE mRMEEN
Uik, AEARRARBRETFRS; FEAMRAZLURIERSRE, FREKEETR
FHBREEN; SRR NG EBFREENETMS REE, ARNATEZLF LK
E.
diagnosis-related groups (DRG’s) : 2KiAHIEL . 12 W7 AH 3 40 3% B B A [R) B b 5 A Bt
Ni#EA74r38, MIBXIRAREASRT . I, Sk, AR Befa AT 88 H B HR
SR ZHE— R A
These issues have become major concern in American households and clearly represent one of the
most disturbing weaknesses in our economy, of which now nearly 12 per cent (by annual gross
national product) is devoted to health care, up from 8 per cent in 1975. ZA<f] ) FiE & These
issues; iHiEH W] ; have become FlI represent; of which 5|5 /)& 1& M\ 4] {E i our econo-
my, £AEER: XHEAMOEENRERERCHEERNE, FERXELF RS
NELHEFHY . BiF 2R ESFERA ™ RMENLFIE B 1975 F1 8% M2 Bl
B 12% ,

per capita A, AD (IHH)

3 EL$2. )| # Medicare program Fl Medicaid plan P4 5 Rij i 2 %] &) Managed-care #2352 E #)

ST MBI . Medicare RBURF FAMIZARBKEFER, A ATBERE/NMNBIE

J7 3 ; Medicaid W2 BUN I FAMBISF AR EIT#MEY, T RASBR2ERESr % H; Man-

aged-care R EHARTIRK, §iE (HR7) ESEINA

in/at/on the final/last analysis: IFB LR

Ironically, although physician competence is often equated to mastery of expensive techniques

and technologies, physicians are actually at their professional best when listening to the patient

and responding to what they hear and see with medicine’s most comprehensive armamentarium.

BARAERNE, BREREESRTRENKZSFER, HEREEARIERR

RARTEMUTEE O, N AREHRESTIRAX BT W ERBUE AR AE, at one’s

best: 4L THRARZ; armamentarium 5 EIFHIMKW LB S, GEES, RS,

W E 0 X, & armamentariums & armamentaria,,

take (an) interest in: X---ERILHEK
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15.
16.

17.

18.

19.
20.
21.
22.
23.
24.
25.

26.

27.

steer away from ( = steer clear of) ; 871, #EIF, AR

computed tomography (CT): HENEKEFEE (KR)

magnetic resonance imaging ( MRI) . RE3L4R R

The physician must use intellect — scientific knowledge and analytical skills — to best serve the
patient without inundating the system with unnecessary costs and the patient with a financial
burden he simply cannot continue to bear. Z</]H must use B EiE 2 intellect; scientific
knowledge and analytical skills &'& # R\ &, without inundating J5 H & W HF1 B B4
—~ 42 the system with unnecessary costs; ¥ —-J the patient with a financial burden he
simply cannot continue to bear, F{H he simply cannot continue to bear B EiEMNF], B a
financial burden, AMEER: BEELFEAE R (WERFIRMOTEES) XIHK
ANBMREERS, BARAETHRERRENALEN A, BAEARAZRADE
B, MR Z ST R,

health maintenance organization (HMO) . f@fE4EH2HZ, 20 {42 70 SERLIK, HFESF
M55 B AR S Lok, BFHEBRTREERZIARASHEN. RAXMEWEF
REAUEARHER, EREPHH (HMO) ., EAMRSIHR (POS) ., HEETFIRS
RUEFHR (PPO) ., ETMFSREZAL (EPO) %, HEWSBUOFRMIEZANESF
RUBRIAISS AT SRR A T BRI E AR R, 2ERTIE, WA R
BT RS MR RN REACBESEA DKM —E, T H 8 MR ETER T =
N BF ARG —BRAERB I TSRS RA THYT . HssT. B, TR, #wes
BRHAYY, TEEBEH EMEE % L BB,

with a view to (doing sth. ) : I TE---, HHEEF---

be thrust on/upon; F&---3&f1T---

in the light of. &M1&, HHE; ZEE, ¥ T

caesarean section: H|HEZ (R)

hinge on/upon; $&---863; Pl NEES, BTG

with an eye to/on: FIRT, HEI; Xt -H4oHE, 7T EE

It is in this sense that we address ourselves to the nature of those who care. Z<4]J2 it is ---that
IR AL, FriRJA A SIRTE in this sense, address oneself to FYEF B “JH) - T,
wid; AT, FF. AMERE: EREX—SEARMERN A S KK —TRMLE
SRS B AT TP L ELA M

Kahlil Gibran has taught us, “You give but little when you give of your possessions — it is when
you give of yourself that you truly give. ” LHRHZIRIT: “AFU=BELRELT, B
FAUHRBME BT, BABEREEMNSAT,” Kahlil Gibran 221448 (1883 -1931) REE
BOCERS T, B—AEEFAFNHER, MBRIR—ERIERKR Y CEE R A
o [T, M SCRFTHAIA/MEMZAR B EE R A, it B Ra 5 3C2 8
BRI EZ —. B TERY), ULEEIFRARELRFTRGE — 302
IR BRI (B “PAARRICE") BEELK,

in an honest position to (do sth) ; 52 R



