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Inauthenticity is our modern form of plague: it kills life.

The human essence of fundamental relationships is obscured by procedures, technology, and regulations. Eight-second sound bites drive political processes; our families become the focus of justice as the right of children to divorce their parents is affirmed; a Norwegian M.I.T. student is “punched out” to death by a trio of high school students seeking excitement. We are out of touch with the historic roots that give our lives meaning.

So, too, in health care we are out of touch with what gives us meaning. At a time when the power of our technology makes possible undreamed-of interventions in the diseases of mankind, the very relationship between doctor and patient has become a battleground. Distrust and disrespect prevail where alliance and intimacy are most needed. What we as physicians have lost in this process is almost too much to acknowledge: the dreams that guided us into a profession combining Hippocratic diligence with Samaritan obligation.

Patch Adams is an unlikely wake-up call for us. Soon after meeting him, I realized that this Clown was deadly serious. His Clowning has the power of all good humor: to reveal to us what we have become and to do so in a mood of good humor that allows us to see.

In this book, Patch returns us to what we have forgotten:

•That all of us are humans and as such inhabit our own stories— the historic traditions that make each of us unique, not just a “case.” In fact, each patient’s traditions not only are contained in the uniqueness of this moment, to be listened to and savored, but are integral to the generation of the suffering and healing of this particular human. Listening, not just hearing, is central. The Clown says, “when we gave up house calls, we gave up the gold.”

•That we, the doctor and patient, stand a better chance of making it through life’s darkest moments as intimate and respecting partners, not in hierarchical roles. Enough of the white coats, and the teams of house staff swooping to the bedside to talk of the “gall bladder” that was admitted last night. The Clown introduces himself to his patient while riding a unicycle.

•That life itself is bigger than illness, diagnosis, treatment, or disease mechanism. A moment of laughter, a walk in the country, simple touching, or tears can reorganize biology in a way that drugs cannot. The Clown builds a hospital with a farm and a drama theater.

•That humility is essential. He reminds us that we are mortal, that death is always in the background, and that if we take ourselves in passionate—but not ponderous—significance, we can have more fun than we have now and be at least as effective. For the Clown, humor, celebration, gratitude, and invention are all crucial elements.

So, readers, both professionals and patients (in the end, we are all patients), ready yourself for a joyful shock as you read these pages. Let yourself dream about how life could be, and be inspired into action by someone who has the courage to live his dreams.

Matthew A. Budd, M.D.

Assistant Professor of Medicine

Harvard Medical School

Director of Behavioral Medicine Programs

Harvard Community Health Plan

Cambridge, Massachusetts


Publisher’s Preface
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When Universal Studios expressed interest in making a movie about Patch Adams and Gesundheit! we at Healing Arts Press couldn’t have been more delighted. From the time the Gesundheit! manuscript first arrived in our office we have been avid fans of Patch and his band of healer-clowns, and of the true spirit of life and love they bring to their work. Their inspiring vision of a different sort of medicine and their unflagging belief in a dream that too many shortsightedly called “impossible” has won respect and admiration, not only from us but from people the world over. It is a testament to Patch’s conviction and tenacious determination that he has never abandoned his quest, and that he continues to help and to heal people, as well as to believe that his dream for a new paradigm of medical treatment—a free hospital—will soon become a reality.

In December of 1998 Universal Studios is releasing a film version of Patch’s life, starring Robin Williams, bringing this important story to an international audience. It seems only fitting that an actor of such unique comic and dramatic talents as Williams should be chosen to play Patch. It is easy to see these two men as kindred spirits, two individuals who are blessed with the ability to make us laugh and who enrich the world around them through the generous expression of their gifts.

Thousands of readers have been moved by the story of Patch’s life and work and his dream to build a hospital that uses laughter as a form of medicine, love as its currency, and trust and acceptance as the very bricks of its foundation. We at Healing Arts Press hope that this film and the new exposure it gives to the story of Gesundheit! will prove the catalyst that finally brings to Patch and his friends the support, recognition, and success they deserve.


Coauthor’s Preface
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The first time I saw him, he was wearing a rubber nose, a multi-colored print shirt, and a polka-dot tie over yellow balloon pants held up by suspenders. Beneath the rubber nose was an elaborate handlebar mustache; on the back of his head, a ponytail that reached to his waist. He stood before an audience of Maryland hospital administrators who snickered at first, then smiled, then fell silent, and ended up thunderously applauding and inviting him to their regional conference.

Meet Hunter D. “Patch” Adams, M.D., a social revolutionary and one-man show, who believes in “horse and buggy” medicine and never charges his patients a cent! Patch has become a celebrity in medical circles because his ideals—and his plans for transforming them into reality—kindle the hope of rediscovering the joy in practicing medicine, for health care professionals and patients alike.

We decided to collaborate on a book about a unique and positive approach to health and healing. It tells, in Patch’s voice, how he and a few colleagues came to found the Gesundheit Institute in Northern Virginia in 1971. During the next twelve years, they operated a fun-filled, home-based family medical practice and managed to see more than 15,000 people without bills or other compensation, malpractice insurance, formal facilities, and other “necessities” of modern medicine.

Patch believes that healing should be a loving, creative, humorous human interchange, not a business transaction. Today’s high-tech medicine has become too costly (thus he doesn’t charge or use third-party insurance), dehumanized (he spends up to four hours taking each patient’s initial history), mistrustful (he refuses to carry malpractice insurance), and grim (“Good health,” he says, “is a laughing matter.”).

Our book, Gesundheit!, is about hope and humanism in medicine. The introduction describes the practicalities of how Patch and his colleagues came to create an alternative health care facility—the Gesundheit Institute—and how Patch’s ideals led to this stunning result.

Part I presents Patch’s philosophy of how to make people feel better and draws on dozens of his most popular essays. Patch writes about burnout, third-party insurance, malpractice, alternative therapies, house calls, and cure rates. He explores humor as an antidote to all ills. His writings on friendship and community explore the effects of boredom, loneliness, and fear on health and happiness. From “How to Be a Nutty Doctor,” to “Nasal Diplomacy” and “Fun Death,” these writings present the core values of the Gesundheit Institute and its unique approach to health and healing. They are also a prescription for personal and professional happiness. What if they caught on?

Part II presents the blueprint for Patch’s dream of a forty-bed free hospital on 310 acres in a medically underserved area of West Virginia. The Gesundheit Institute, in its new home, will be open to “anyone from anywhere.”

Patch has told his story in hundreds of speeches, on radio, and in TV appearances over the past decade at colleges, churches, corporations, community groups, and medical schools and conferences. He has intrigued audiences who have wanted to know more. And in the process, he has become something of a media event as he uses humor and showmanship (clowning, walking a slack rope, riding a unicycle) to get his points across. A Patch presentation in 1985 touched off a clowning crusade on the Harvard Medical School quad that brought smiles to the faces of passersby and brought patrons of the Windsor Bar out on the street. One of them said, “You guys are gonna be doctors?! That’s great!!”

This positive vision of the future addresses the concerns of millions of Americans who, public opinion polls consistently show, are unhappy with—and increasingly hurt by—deficiencies in our health care system. Exposure to this sane but wacky voice will inspire the medical community and people who are searching for hope and optimism about their health and that of future generations.

Maureen Mylander


Introduction
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Health is based on happiness—from hugging and clowning around to finding joy in family and friends, satisfaction in work, and ecstasy in nature and the arts.

When a dream takes hold of you, what can you do? You can run with it, let it run your life, or let it go and think for the rest of your life about what might have been.

Gesundheit Institute is the dream of a growing number of people, an experiment in holistic medical care based on the belief that one cannot separate the health of the individual from the health of the family, the community, and the world. We have taken the most expensive service in America, medical care, and given it away for free. We are now building a facility in West Virginia that embodies this philosophy: a free, home-style hospital and health center, open to anyone from anywhere. We want this center to be a health care model, not necessarily to be copied by others but to stimulate caregivers and hospitals to develop an ideal medical approach for their communities.

One of the most important tenets of our philosophy is that health is based on happiness—from hugging and clowning around to finding joy in family and friends, satisfaction in work, and ecstasy in nature and the arts. For us, healing is not only prescribing medicine and therapies but working together and sharing in a spirit of joy and cooperation. Much more than simply a medical center, the Gesundheit facility will be a microcosm of life, integrating medical care with farming, arts and crafts, performing arts, education, nature, recreation, friendship, and fun.

Yes, we want the world to change. Gesundheit Institute is a sociopolitical act that has grown out of a deep concern for the quality of people’s lives in a world dominated by the values inherent in greed and power. Health care is at a crisis, just as family life and community are in crisis. We don’t want to be a Band-Aid for ailing health care; we want to change the system, to bring about a peaceful revolution. We hope this book will be seen not as the definitive answer but rather as a stimulant to big dreams and big actions. The more we spread the word about our work, the more we help others rethink the system, the more powerful that revolution will be.

Growing Up Gesundheit

A man needs a little madness, or else he never dares cut the rope and be free.

Nikos Kazantzakis, Zorba the Greek, the film

In view of the direction my life has taken, it may seem an improbable beginning: I was born an Army brat, into an institution that both cares for and controls people as they practice to conduct warfare. The Army also gave me a sense of what the rest of the world is like, and it allowed me to develop social skills as I moved from place to place: Germany for seven years, Japan for three, and Texas, Oklahoma, and many other places for briefer periods. I learned to make new friends quickly because weeks or months later they—or I—would have to move whenever our fathers were ordered to assume another duty.

I always did well in school, especially in math and science. Smart kids often aren’t stimulated enough in school, and their response is to act out. I made trouble not by being violent or breaking things but by being a verbal troublemaker: questioning the rules, acting like the class clown.

After school, my friends and I shot a lot of pool. This was a very important part of my life until I went to college. I was a good pool player because I am mathematically inclined, and I enjoyed figuring the angles of incidence and refraction. I even made some money at it. I also challenged myself by playing difficult solitaire games until I mastered them.

Being an A student in math and science made life seem easy and gave me another solitary pursuit. I remember getting a microscope for Christmas when I was about twelve and spending months gazing at a new universe of life forms, each intoxicatingly unique. Next I rushed to explore chemistry. I was living in Germany at the time and could go to local apothecaries to buy any chemicals and laboratory equipment I wanted. In my upstairs laboratory, I dissected animals and conducted all kinds of experiments. I remember keeping stale fish blood—I can smell it still—in a test tube. I would open it and “odorize” the room whenever I wanted to explore science undisturbed. Mathematics, the mother of all the sciences, enchanted me. It was so perfect and so gloriously orderly that I spent day after day delving into the smallest details.

I don’t remember when or why science and math began to dominate my interest. I loved exact, rational problems that, however complex, had distinct answers. Word puzzles and mechanical puzzles occupied me for hours, even days. This love of order trickled into my personal life as a penchant for cleanliness and organization.

In the seventh grade, when we were living in Kaiserslautern, I started entering science fairs. One entry involved dissecting a frog for the judges (it won first place at the All-Europe science fair); another involved keeping a guinea pig’s heart alive in Ringer’s solution, a substance that was physiologically close enough to blood to sustain “life” in the form of a beating heart.

In the third year, determined to make it to the All-Europe competition again, I created a project that I was sure would win. I decided to study gibberellin, a plant hormone that could make cabbages grow twelve feet tall and make flowering plants mature remarkably quickly. I had read about the project in a science magazine and knew that very little work was being done with this hormone in Germany. So I chose this subject not so much because of my interest in gibberellin as to impress the judges. The strategy succeeded. I won first place in biological science for a project called “The Effect of Gibberellin on Economic Crops.” I don’t remember my father’s reaction, but my mother was thrilled.

My mom was the rock of my childhood. My father, an Army officer in the infantry and artillery, wasn’t at home much, but my mother lavished love and attention on us. She had a great sense of humor and was always interested in learning new things. Most of the good in me came from my mother. My older brother, Robert Loughridge Adams, known as Wildman, was my sidekick during much of my youth. We decided to be close so that whatever else changed, we would always have each other.

Soon after that last science fair, my father died suddenly. I was sixteen; it happened right after I had spent a week alone with him. My mother and brother had been away, I had just started my first job, and he suddenly asked me to take several days off work. I’m sure that psychics would say that he had some premonition he was going to die and that this awareness made him bare his soul to me in a way he never had before. While I was growing up, he was away most of the time and generally just sat in a chair and drank when he was home. Whenever we asked him about the wars he’d fought in, he would start to cry.

But during that week we spent together, he told me how World War II and the Korean War had destroyed his spirit. Today it’s called post-traumatic stress syndrome, a condition that went totally unrecognized and uncared for in those and previous wars. The Korean War was far more devastating to him than World War II because issues of right and wrong were not as clear in Korea. Even worse, his best friend had buried a grenade in his own stomach to save my father’s life. My dad felt guilty about that and about never having been wounded. But the greatest guilt of all involved his family: he apologized to me for not having been a good father.

Just as I finally became friends with my dad, I lost him. He had come home from World War II with undetected heart disease and high blood pressure. At the end of that week in 1961 when we finally connected as father and son, he suffered a heart attack. Soon after the ambulance took him away, we called the hospital for news of him. He died within half an hour, with no family around him and no chance to say good-bye. To this day, I feel angry and cheated that I was not with him.

The three years that followed were the most tumultuous of my life. My mother, my brother, and I were uprooted from Germany, our home of seven years, and catapulted into the civilian life of suburban northern Virginia, my mother’s home. We lived with my aunt and uncle for several months before settling into a place of our own. My uncle was a wonderful man, a lawyer and an independent thinker in a society of conformists. He was generous and fun, and he cared for me. We played chess together. He loved gadgets and showed me how they worked. He quickly became my surrogate father. Even after we moved to our own house, I spent many hours talking to my uncle. He was a good listener and a superb storyteller.

A few months after my father’s death I was still suffering but couldn’t express my feelings, either to my mother or to myself. She had been brought up with the attitude “If it’s unpleasant, don’t talk about it.” Rather than mourn, I fought the system. At the high school I attended in Arlington, Virginia, I stood up against segregation and prejudice and developed a reputation as a “nigger lover.” I went to sit-ins and marches. Religion offered no solace and felt hypocritical to me, and I turned against it; I would seek out people who believed in Christianity and try to crush their beliefs because they had no proof. In school I became increasingly rebellious; although I was in the math honor society, my teachers wouldn’t recommend me for the National Honor Society because of my defiant attitude. I didn’t care.

My mother had gotten a job as a teacher and gave us all of her love and support, just as she always had. But even with her great love, I was no longer a happy person. Science and reason had been my solace in the past, but I could no longer find enjoyment in the inexhaustible mysteries of nature.

I turned to writing articles against segregation, religious hypocrisy, and war. (The antiwar articles came in handy later in establishing my conscientious objector status with the military.) I also wrote poems about the pain I was feeling. One began, “Weary am I and full of despair that moves me through this iced chill. . . .”

When I wasn’t fighting the system, I was trying to escape it. I wanted to go out with girls but they weren’t interested in me. When they turned me down for dates, I would think how shallow and stupid most high school girls were for going out with what seemed like dumb athletes. Since I couldn’t get dates, I joined the jazz club, which consisted of three other guys—all nerds. Sipping beers in Washington clubs, we heard some of the hottest jazz musicians of the 1950s and 1960s. I went to coffeehouses and listened to “beat” poetry. And I shot a lot of pool.

By the end of November of my senior year, I started having pains in my stomach. The X-rays revealed ulcers, and my doctor prescribed the traditional remedies: bland diet, medication, and milk. My book bag was stuffed with Gelusil and half-and-half, and my pockets with Librium and Rubinol, which made me sleepy all the time. The ulcers recurred the following spring, and I was hospitalized a second time. I was literally eating my guts out. My mother wouldn’t talk to me about anything unpleasant, and I had nobody else to notice that I was deeply troubled: no confidant, no mentor of great wisdom, no father. I didn’t know what to do with my life—whether I was going to the freedom marches or to college, or whether I would even live.

At the beginning of my freshman year in college, Donna, my girlfriend from senior year of high school, broke up with me. The uncle I had adopted as a surrogate father committed suicide. I flew home to his funeral and a few weeks later dropped out of school. A pulsing inner chant told me to die without hope. Once I took twenty aspirins, thinking that would kill me. I obsessed about suicide every day but needed to work up to it, so I went to a cliff near the college called Lover’s Leap and sat at the edge, writing epic poetry to Donna. I composed sonnets, searching for the right words that would really get to her. If I had ever finished my outpourings I would have jumped; fortunately, I was too long-winded.

After a disastrous visit to Donna, during which I tried to lay a guilt trip on her, I took a Greyhound bus home and trudged six miles through the snow to my mother’s doorstep. When my mother opened the door I told her, “I’ve been trying to kill myself. You’d better check me into a mental hospital.” She called the family doctor, who called a psychiatrist, who admitted me to a locked ward at Fairfax Hospital. I spent Halloween there. My two-week stay was the turning point in my life. The people who had the greatest impact on my recovery were not doctors but my family and friends, especially my roommate, Rudy.

Rudy had had three wives and fifteen jobs and lived in an unfathomable abyss of failure and despair. When my friends came to visit me, I realized how good it felt. But nobody ever came to visit Rudy. He told me about a loneliness I had never dreamed existed, and that made my pain seem trivial by comparison. For the first time in my adult life, I empathized with another person.

Talking to Rudy, I realized the importance of love and the people who loved me. I had been surrounded by love but hadn’t let it affect me. I perceived a deep personal truth: I needed to be open to receive love. Without it I was not a strong person. And I realized that if I continued living as I had been—without tender, human love—I would end up like Rudy. He represented the Ghost of Christmas Future that I would become if I refused to surrender to my needs.

That moment was a spiritual awakening to the power of love. My destructive use of science, math, and reason to disprove whatever was not factual had, in fact, left me very lonely. I talked to the other patients on the ward and found similar threads of loneliness and lost dreams. It became obvious, through the tears, that these people weren’t crazy or insane. There was no switch in our heads for “normal” or “abnormal.” I was the same person I had always been; so were they. Maybe that’s what was so painful. These supposedly “crazy” people had merely responded to life’s complexities with fear, anger, sadness, and despair to such an extent that they—we—needed protection from ourselves.

I saw a very significant movie about that time: Zorba the Greek. My dilemma was the same as that of the English bookworm in the story. “You think too much, that is your trouble,” Zorba told him. “Clever people and grocers, they weigh everything.” I stopped thinking that thinking mattered more than anything else and started putting feelings first. After ten or twelve days in the hospital, I told my mom, “I’m all right now,” and she believed me. She had never acknowledged that I needed to be in a mental hospital in the first place. “You’re not crazy,” she said. And she was right in the sense that I was a soul in pain, not insane. The psychiatrist thought I should stay longer, but I wanted to leave and signed out against medical advice.

The most important influences on my life so far had been my dad’s death, having a great mom, and going through an illness at an early age. Hospitalization had forced me to formulate a philosophy about happiness. A new experience began that affects the way I am today: I became—for want of a better word—a student of life, of happy life. My initial forays into the human condition during hospitalization expanded. I wanted to know everything possible about people and happiness and friendship, so I turned to the centuries of wisdom as captured between the covers of great books. I read all the works of Nikos Kazantzakis, the author of Zorba. I read books written by Nobel laureates in literature, including Jean-Paul Sartre, Thomas Mann, William Faulkner, and Bertrand Russell. I also read Plato, Nietzsche, Dostoyevsky, Balzac, Franz Kafka, Charles Dickens, Walt Whitman, Virginia Woolf, Ayn Rand, Emily Dickinson, and many more classics of nineteenth- and twentieth-century fiction. Whenever I heard a book mentioned three times, I’d buy and read it. Like many others who have suffered, I became tremendously interested in what I had gone through. The world of the arts helped me understand my new fascination with living humankind.

My best “bibliography” grew out of my personal interactions with people. I wanted to know what made them feel good and sought out happy families so that I could understand what glued them together. I experimented with friendliness by calling hundreds of wrong numbers just to practice talking to people; I wanted to see how long I could keep them on the line and how close we could get. I’d pretend to be a sociology student, or an artist, or anything that would help me draw people out and get them to talk to me. I went out in public and engaged strangers in conversation. I rode elevators to see how many floors it would take to get the occupants introduced to one another, and even singing songs. During the summer between my second and third years of college, I went to local neighborhood bars several nights a week and didn’t allow myself to leave until I knew—or had tried to learn—everybody’s story. I could scarcely believe how great and unique people were, yet how common the threads of their stories. Like a modern Ancient Mariner, I felt compelled to talk to everyone possible about life and its joys and woes. I became an explorer of continents of experience and fun, a journalist who didn’t keep notes.

I was becoming an intentional person, experimenting with new behaviors in a methodical way. At last science had come back into my life, this time fortified by faith in friendship, with human beings as the experimental subjects. I’m still that kind of scientist, always doing research in the laboratory of humanity.

After leaving the hospital, I knew I wanted to perform some service and decided to go into medicine. I applied for the premedical curriculum at the George Washington University in Washington, D. C. My acceptance was delayed because the admissions people wanted me to take eight or nine months to see psychiatrists and get myself together. While waiting to be admitted, I worked in Anacostia, a neighborhood of Washington, as a file clerk.

The file room of the Navy Federal Credit Union in Anacostia might seem like an unlikely place to thrive. The people who worked there spent half their waking hours doing something they hated. Filing was considered particularly horrible work: joyless, boring, and dull. I decided to change all that. My fellow file clerk was Louis Fulwiler, who remains my oldest friend. Louis, like me, had dropped out of college temporarily. From the very first day we decided to make the files a “happening”—it was, remember, the mid-1960s—and egged each other on. We drove to and from work wearing kids’ aviator helmets with little noisemakers that went “vah-roooooorrrr.” We interacted with other people in the office by singing file information. One day, when anybody asked us for a file, we replied in a high-mass Gregorian chant, “Which file do you wa-ant?” Another day we arrived for work attired in gorilla suits. Louis was my partner in fun, and we gave each other the courage to be goofy in public. When we went back to visit ten or fifteen years later, everybody still remembered us. We had opened whole new vistas in the filing shtick.

This early foray into the world of humor and fun encouraged me to expand and get better at it. I always could find an audience, even at the 7-Eleven. I discovered that fun is as important as love and life. The bottom line, as I had noticed during my phone conversations with strangers, was that when I asked people what they liked about life, they described the fun they had, whether it was racing cars, playing golf, or reading books.

Nurtured by levity and love, I blossomed. I defeated all my demons and became the person I am today. My self-confidence, love of wisdom, and desire to change the world were rooted in that brief period, from late 1963 to fall 1964, when I climbed out of despair to rebirth.

I entered pre-med school in the fall. As an undergraduate I lived with my mom and attended classes at George Washington University, coming home every day to study. I did a huge amount of reading beyond my college assignments, particularly of the great works of literature that would help me understand more about the human condition. For fun, I continued learning to be a silly person. This was the period when I called most of the wrong numbers to practice getting to know people. My scientific side said, “How are you going to learn about people unless you talk to a lot of them?” To better understand different facets of society, I went to Ku Klux Klan and Black Muslim meetings. I became more involved in civil rights and started thinking about bigger and bigger social issues. Our involvement in Vietnam, well established by then, hung like a dark cloud over socially conscious students like me.

When I entered medical school in 1967, I didn’t know much about medicine; I just expected to become a doctor without realizing what that meant. I soon found out. The Medical College of Virginia in Richmond is a very conservative state school. No blacks were admitted in my class, and the school establishment favored the Vietnam War. Both policies were totally repugnant to me. Fortunately, I had developed a strong sense of myself and knew that I wanted to get my medical degree and serve society. My role models of devoted and caring service were Albert Schweitzer and Tom Dooley.

Almost from the outset, I found that many of my professors were aloof, arrogant, and devoid of any vision of a humane health care system. The emphasis was on the patient as a passive recipient of wisdom, which demigods handed down from a temple of technology. Patient advocacy and consumerism were unheard of.

The tragedy was that we students were subtly squeezed into a mold that to me seemed inhumane. Hospital staffs were not designed to work together as teams to relieve suffering. Doctors supposedly knew all the answers and ordered others around, often rudely. This kind of thinking—the doctor as a hero who saves the patient—is destructive because it instills the belief, in students and everybody else, that the doctor has all the answers. There was no room for humility or mistakes. What pressure this put on students of medicine! We quickly learned that malpractice lawsuits were a likely reward for trying to help others. We learned the politics of buck-passing and the gymnastics of cover-up when the inevitable mistakes were made. We learned of doctors who invested heavily in the companies that served their patients. We stood in the shadows that greed—perhaps society’s greatest ill—casts over the field of medicine.

Reductionism dominated in classes and on the wards. People were called by the names of their diseases, as if the disease were more important than the human who suffered from it. We were taught to ask the patient quick, penetrating questions in order to ascertain which tests to order and which medications to prescribe. We learned to gather this vital information in five or ten minutes at the most. All other facets of the patient’s life—family, friends, faith, fun, work, integrity, nutrition, exercise, and much more—were considered virtually irrelevant to medical practice. Most discouraging of all, patients seemed endlessly willing to submit to this approach. In fact, whenever one dared to question a physician’s action or decision, he or she invariably was labeled a “problem patient.”

During my freshman year the school offered an optional threehour course called “Man and His Environment.” The professor made a great effort to introduce us to the many complexities of life and health care situations outside of the hospital. Only 20 to 40 percent of my classmates signed up, and the next year the class was dropped. The whole idea of a person’s life—its quality, diversity, and complexity—was relegated to psychiatry. But the psychiatry texts did not discuss any aspects of a healthy, happy life, much less suggest how to attain it. Instead, they were filled with descriptions of pathology and case histories of bizarre mental disorders. On the psychiatric rotation, conversations between doctors-in-training and patients—when they occurred at all—conveyed all the uptight tension of the Victorian era. There was no friendliness or laughter, and God forbid we should have ever talked in an enlightened way about sex. To this day, whenever I tell people I’m interested in a person’s life, joys, woes, and family, they say, “Oh, you’re a psychiatrist!”

Joylessness prevailed not only on the hospital wards but in the class-rooms as well. Many of my professors conveyed a total lack of excitement about the field of medicine. By and large, they didn’t seem to like lecturing and were not very good at it. They had to lecture in order to keep their university positions, but their true interest was research.

In reaction to the prevailing atmosphere, I wrote a manifesto and hung it on a wall at the medical school. This is an edited version:

I came to medical school on two legs, but left on four wrapped in wool. . . . The school emphasized how we looked, not how we act. . . . They gave us an image. We ironed it right in, stay-press. We carry it around with us to impress our friends, better still, our patients. Patients, patients, my God, we’d forgotten about them. A few paid, but we had to turn most of them away. A guy’s got to live, you know: yachts, golf, sustenance. So we finished, yes, and joined the AMA and parted ways. You know something funny, someone said that no one commits suicide like doctors. How could that be? Now we’re professionals with prestige, money, title, nothing.

(Signed) X Person

After two years of academics, we moved on to learn medicine in the hospital wards. This was even more disturbing than the classroom phase. By that time, I realized that most people—including many health care professionals—suffered from the same emptiness, loneliness, and boredom described in the works of great literature I had been reading. They were leading lives of quiet or noisy desperation.

Already I had decided that I didn’t want to live this way. I was learning about medicine but avoided making my medical school experience a misery as many of my colleagues were doing. Since the academic aspects of medical school weren’t especially difficult for me, I experimented with sports for the first time and joined the Richmond Rugby Club. To keep myself from burning out, I took off at least one day a week and most of the weekends and probably dated more than at any other time of my life. For the first time, women found me attractive. Perhaps it was partly because I didn’t care which residency I would get. My goal wasn’t Harvard or Yale, so I wasn’t playing that game. I asked the school administration not to notify me of my grades unless I was failing.

The best fun of all was interacting with patients. I rebelled against grand rounds and the impersonality of ten strangers in white coats trooping into a sick person’s room. The air of solemnity was so thick that I preferred to visit patients when the heavies weren’t around. I discovered that if I entered a hospital room and was vibrant and smiley, the patient would immediately perk up. At 6'4" tall, with long hair, a mustache, and a black patch safety-pinned to the lapel of my white jacket to call attention to the Vietnam War, I looked different from most of my colleagues. I discovered that the patients were thrilled to have me there. I was free to talk to the patients, cry with them, massage them, comfort them, joke with them, and inject some exuberance and fun into their lives. My initial appearance sometimes gave them pause, but a friendly personality won them over.

The patients loved it. The nurses loved it. My fellow students were another story: some loved it and some hated it. Many were threatened by me. A hospital was supposed to be very serious: people were suffering and dying, and doctors should be solemn. But I didn’t want that. Sometimes, of course, solemnity was entirely appropriate, but most of the time it was not.

My professors responded, predictably, in the idiom of the haircut. The powers-that-were emphasized how we looked, not how we behaved, and they wanted us to look alike: short hair, three-piece suits, and no facial foliage. They didn’t care whether or not we were humanists. I also clashed with my professors about keeping a professional distance. Getting close to the patients was forbidden because it might lead to transference—emotional involvement—or a lawsuit. Yet I had felt the magic each time patients freely offered their vulnerability and trust. It felt natural to sit beside them, open myself to the same vulnerability, and share my life with them. My professors objected to this closeness, to my sitting on the bed with patients or massaging their feet. “You get too involved,” they said.

One of the best programs at the Medical College of Virginia offered the opportunity to spend the entire senior year pursuing individual interests through elective courses. My interest was pediatrics, so I chose to spend from September 1970 to March 1971 at a children’s clinic in a ghetto in Washington, D. C. The clinic was affiliated with Children’s Hospital and headed by Dr. Peg Gutelius. Her compassion and sense of humor created a relaxed, friendly atmosphere: my kind of setting. I was given full responsibility and freedom to spend time with the children. I was allowed to bring friends in and paint cartoons all over the walls. In short, I was encouraged to be myself.

I had played the role of Santa Claus in the past for retarded children and those in Head Start programs, so I appeared at the clinic in my Santa suit. The kids immediately called me “Dr. Ho Ho.” Every day was a thrilling new experience, but the greatest thrill was provided by the healing environment and the team effort to help children and their families. Most of the patients had no funds to pay for our services and no other way to get help, so the clinic had the flavor of free medical care with a smile. I loved it.

During the same period, I spent fifteen hours a week at the Free Clinic in the Georgetown area. This hippie-style clinic was open at night and was run by volunteers. Here medicine was practiced with the sole intent of relieving suffering—shoestring medicine with yardsale décor. What an emergency room! People came from all over the Washington area and beyond: some dressed to the nines and some in fraternity garb, street people, hippies playing guitars and singing, others passing out leaflets for a cause, suburban teenagers seeking birth control pills, drug users, “soldiers” of the antiwar underground, people worried that they would catch something just by being there, curiosity seekers, and many more. They sat or stood together in one room, with piles of clothing in one corner, blankets for whoever needed them in another, salads and a pot of fortifying beans in a third. People brought useful items to share with others. The walls were covered with posters, placards, and 3" x 5" cards describing lost relatives. A lot of medicine—the most gratifying kind—was happening there, allowing each practitioner to be his or her best self.

The Free Clinic offered an ideal environment in which to experiment with humor and see whether it could help others. One day I wore a fire hat and a red rubber nose to work and discovered that my nuttiness did not diminish the respect or trust of the patients. In fact, it seemed to enhance these feelings. Humor helped me become closer to many of the patients. I spent lots of time with them and was invited on occasion to their homes. The closeness that resulted from spending time together was indistinguishable from friendship. This was the context in which I wanted to work: friendship enhanced by a sense of no indebtedness. I found myself loving to be at work and went there on my nights off. This facility and the children’s clinic provided the models for what I wanted to do with my medical career.

My training had brought me face to face with the American medical system. I knew I would have difficulty finding room for myself in it. Where does a happy-go-lucky person go? Where does service-oriented medicine go? To an Indian reservation with huge rolls of red tape? To pediatrics? Are these the only choices? Some of my colleagues quit medicine because of such incompatibilities. One was so burned out that he became a ski instructor. Most of them just stayed in medicine and gave up their original ideals. I kept on doing what I thought was right. By my last year I had become quite vocal, not realizing that my actions would be seen by my school as a threat.

The last weeks of medical school were soured by a clash with an assistant dean, who threatened that I wouldn’t graduate. He criticized me in a memo as being “excessively happy.” The dean’s office even frightened my mother with fabricated stories about irresponsible behavior on my part. I had planned to wear my Santa suit to graduation, but this experience so embittered me that I refrained.

To counterbalance this low point of my medical school experience, two good things happened. One was that I met Linda Edquist, a tall, beautiful “child of the sixties,” who has been my friend, companion, and wife since that time. She was a volunteer in the adolescent clinic where I spent my last two months in training. For our first date, I took her to a balloon party, something I’d dreamed about doing for many years. I filled my apartment with balloons from floor to ceiling. With twenty or so people in the room, no one could see anybody else, but whenever one person moved, everybody could feel it. It was a circus of sensations and a very interesting date for her—and for me. Attracted by her independence, generosity, and playfulness, I said to myself, “My God, what a delicious woman.” She went back to the dorm and told her friends, “I just had the strangest date of my life. I think I’m going to marry this guy.”

The other positive thing was that when I returned to the Medical College of Virginia for the last three months of my final year, I began working on a line of thought that would shape the rest of my life. I still planned to go into pediatrics and spent many hours reading about education, believing that a pediatrician should be familiar with the subject. I thought that if I could be a children’s doctor in a school and become involved with the students and their families, maybe the general health of the students would improve. I wrote letters to schools proposing this idea but got no response. Finally, I realized that if I had dreams about improving health care, I would have to carry them out myself.

My mind was ablaze with alternatives. A group-communal situation seemed the most promising approach; I had read extensively on utopian philosophy and had visited the Twin Oaks commune in Virginia in 1969. But I knew of no models in America for a therapeutic medical community that put humanism first. I was concerned that the legal constraints on conventional medical practice would never permit such an experiment.

I still intended to complete a pediatric residency and work with children and teenagers, but I decided to design another model. For six weeks I toyed with many ideas. Finally I drew up a grandiose plan— having no idea how grandiose at the time—that I felt ready to commit myself to. I wrote it up in one night, not really knowing how serious I was or how my ideas about an ideal medical facility foretold the rest of my life’s work.

Titled “Positive Thinking,” the plan was about providing health care in the best interests of patients and staff alike. I envisioned a community where people with poor self-images could go, actively participate in rebuilding their lives, and reestablish love of self and of others—the most potent therapy of all. I envisioned a farm of about 75 to 100 acres with a primary school, a library, dormitories for as many as 300 patients, and facilities for artists, craftspeople, and other skilled individuals drawn from America’s alcoholics. We would have gardens to make the community self-sufficient and a range of projects—such as building tree houses—to make work a joyous game. The community would have a permanent staff of doctors and health care professionals and a temporary staff of teachers and other helpers. Most people would stay only a few hours or days, but those needing the community for longer periods would stay longer. “Communication, both verbal and nonverbal, will be our way of life,” I wrote.

Much of this dream is sketchy, but rigidity will be frowned upon and spontaneity rewarded. Love of self, others, the environment, and life will be our by-products, not through proselytizing, but through experiencing life as a joy. When a child is born, he is placed in a world of war, apathy, and competition, where self-assertion and individuality are discouraged, and love of others and of life is felt to be fantasy. We will have a community where joy is a way of life, where learning is regarded as our greatest aim, and love as the ultimate goal. . . . We will not call it a dream, but will live it as a reality.

This statement meant that I had decided partly to work with the system and partly to change it, rather than show how stupid the system was. The dream started with the abstraction of wanting to give service and evolved through different forms into a bold new proposal for health care delivery. The model had no name at first; not until 1979 did we name it the Gesundheit Institute. We chose the name because it makes people laugh, and thus become open to healing, and because literally translated, Gesundheit means “good health.”

Preparing for Gesundheit

My residency at Georgetown University Hospital was like returning to the Dark Ages: to the burnout of medical school and to the huge numbers of “physically healthy people” whose lives were miserable. I was looking for an environment like the children’s clinic, where levity and love prevailed. What I found in the pediatric department at Georgetown University Hospital approached the other extreme. Medical procedures, often painful and traumatic, were overused at the expense of spending time observing and talking to patients. For example, at the time it was customary to perform a spinal tap on all children with convulsions, even though the convulsions often were no more than reactions to a high fever. In my view, intuition and time spent observing young patients could have prevented most of those painful, traumatic procedures. As another example, private physicians often admitted children with diarrhea or vomiting to the hospital when called by first-time, inexperienced, frightened mothers, and then administered intravenous fluids, when empathy and support, not hospitalization, more often were needed.

I decided to quit the residency (the staff at Georgetown acknowledged my incompatibility quite graciously) and become a family doctor. I set up my practice at home, a three-bedroom house I shared with some friends in Arlington, Virginia, where I could express freely my ideals of loving patients and using humor and fun as therapy.

The Pilot Project

That first communal experiment grew into twelve years of practicing medicine from our home, a caring environment where play and shared experiences were as important as the medical treatments. In various locations, from Arlington, Virginia, to farms in West Virginia, we lived what was in effect a pilot program for our dream of a free, full-scale hospital and health care community. We never charged our patients or accepted payments through health insurance. We refused to carry malpractice insurance. We practiced as we saw fit, emphasizing preventive medicine and welcoming alternative therapies. An acupuncturist set up practice in our basement, and we began to allow other practitioners—homeopaths, chiropractors, naturopaths—to see patients at our house. It was a stunning hive of activity and a most exciting time in my life.

In September 1973, two years after I finished medical school, Linda and I, with thirteen others who had been working together, toured Europe for eleven months in a royal blue, 1952-vintage bus. We spent this time exploring human closeness and all the ways we could make our relationships tight and solid.

The intimacy and openness we developed on this trip were important for the next stage of our work. First in Fairfax County, Virginia, and next in Jefferson County, West Virginia, twenty of us lived and worked together. We farmed, kept goats, and explored play in many forms. In any given month, hundreds of people would visit us, drawn by word of mouth. They would come either for medical care or to participate in the activities with which we explored the enriching potential of play. Some who came for social activities—craft fairs, plays, dances—came back later for medical help. Treatment of patients took place in the course of daily life as we took walks, did the dishes, or played together.

We served patients who traveled great distances for medical treatment as well as healthy people who wished to formulate a prevention program. Their “office visits” lasted from a few minutes to five months. Patients with chronic medical problems that had not been solved by traditional healing methods, as well as those who were overwhelmed by the side effects of their treatments, came to us hoping to find alternatives. They inspired us to search for solutions that had been condemned in our medical training. We studied medical history and alternative medical literature. In the hope of finding respite for those who continued to suffer, whether from “real” or “imagined” illnesses, we sought out people who had solved their problems outside allopathic methods. Time after time, we found testimonials of cures or alleviated symptoms. We asked specialized health care professionals to treat selected patients under our supervision. To our great surprise and delight, many patients were helped by alternative therapies. These new approaches became a wonderful addition to our allopathic treatments.

During those twelve years, we discovered that most patients needed much more in their lives than medication. Health seemed interwoven with an individual’s perception of quality of life. Often, dissatisfaction with work, family, and self prevented a “cure” or improvement in health from ever happening. It seemed imperative that we understand how to prevent or alter these tragedies if we were to address each person’s health problems effectively. These issues traditionally have been the province of philosophy, psychology, the arts, and religion, so we studied each of these areas extensively.

When I saw a patient, I would spend hours learning about his or her parents, lovers, friendships, jobs, and hobbies: the entire person. This vastly expanded version of the traditional—and often truncated—“patient history” was the only way we could learn what affected a person’s health and build a relationship between us. Most patients didn’t want the level of intensity that I was willing to give, but any degree was better than nothing. I believe that my patients got what they came for and that their eyes were at least partially opened to the healing power of intimacy.

I have never defined people by their diseases. Most individuals in our society are unhappy about their lives and need a huge amount of psychological and spiritual nourishment. Suppose a person with cancer came to me and we spent 100 hours together. How many of those hours would we spend talking about the physical aspects of the cancer? Two hours, or maybe ten. The rest of the time, we’d talk about the human being and why it would matter whether that person lived or died. How long could I talk about the pain in someone’s joints? The patient could describe it. I could do a physical exam. I could prescribe acupuncture, or homeopathy, or pills. And that’s it. But that person might still have the pain.

People sometimes ask, “What were your cure rates?” This question is predicated on “cases” in the classical medical sense of “six cases of diabetes,” “five cases of heart disease,” and so on. We didn’t have cases of disease. We saw individuals with medical problems or needs. I kept minimal records but estimated that the flow of people through our facility was 500 to 1,000 a month. There were no waiting rooms. Never did we say, “This person’s here for X-ray,” or “That one’s here for lab work.” Being there was the therapy. To us, medicine was—and is—the relationship between healer and patient. So whether someone visited to work in the garden, drop by for dinner, or just see what was happening, our goal was to build a solid relationship. It was a slow process. Many of our patients had seen other doctors, often quite a few doctors. They had described signs and symptoms. The doctors had run tests and prescribed a treatment or two, and that was their relationship. It often required a long, long romance to impart an alternative vision of what the doctor–patient relationship could be.

Since all this occurred in our home, we considered it paramount to our own health to have an environment that was loving, humorous, creative, cooperative, and open to change. We operated an organic farm, a wide variety of arts and crafts projects, and a recreation program. An important part of our health message was that people need people. We felt that many people could lessen their anxieties and loneliness if they were supported by strong friendships, families, and community systems.

We tried in our personal lives to be examples of how this could happen. Usually we were a staff of fifteen to twenty people, including at least two physicians and often more, in a suburban farm setting. We lived together under one roof, virtually forgoing our private lives. Each staff person played many roles: farmer, cook, mechanic, clerk, nurse, doctor, artist. Our learning to live cooperatively and happily inspired many of our patients to seek closer community ties after returning home.

Moving On: Publicity and Fun(d)-raising

In 1979, I stepped back from our work in order to reflect on our ultimate goal: building a hospital where we could carry out our commitment to free health care. This step was prompted by the frustration of several people in the project who, after eight years, had had enough of sacrificing their private lives and struggling for a dream that never seemed to come closer. We were then living at The Rocks, a farm in West Virginia. Linda and I moved closer to Washington to concentrate on fund-raising and a limited medical practice; the people who remained at The Rocks ultimately stopped providing medical care but have remained together as a community.

Fund-raising was slow until 1983, when we decided to abandon twelve years of media silence and actively seek publicity. This decision was a hard one. We had never needed to advertise; our patients had always found us through word of mouth, which worked because people tend to talk about having fun. I was afraid that publicity would affect the sanctuary nature of our environment, turn our health care professionals into celebrities, and destroy whatever private life we had. Another reason for hesitation was the nature of publicity itself: it’s never the truth, it’s superficial, it makes us a product, and it trivializes what we’re doing by focusing on personalities rather than ideas. However, I must admit that publicity—from magazine and newspaper articles to television appearances to lectures and workshops—probably has been our single most effective fund-raiser.

The first article about Gesundheit Institute appeared in April 1983 in Prevention magazine. It brought in more letters than any article thereafter because Prevention has such a wide readership. A few months later, an article on the front page of the Washington Post Style section also attracted attention when it was syndicated and went to many other major newspapers in the country. Letters arrived by the hundreds. One woman from the District of Columbia telephoned for our address and brought over a check for $5,000. Phone calls came from television and movie producers. Donations, job offers, and speaking engagements poured in. Best of all, enough health care professionals to fill four or five facilities wrote to me, thrilled at the prospect of an environment where they could find fulfillment in service.

Soon after these first articles about Gesundheit Institute appeared, I began giving lectures and workshops about our project and our philosophy of healing. This helped raise money, both for living expenses and for starting to build on the new West Virginia site we had obtained in 1980 (see chapter 10). As I continued to accept invitations to lecture and was asked back for return engagements, it became obvious that many aspects of health care were not being addressed at medical conferences. So I began to add clowning and theatrical presentations to my lectures about medicine. I drew upon the skits we had improvised at home since the mid-1970s, especially those featuring Dr. Niedernamm, a nineteenth-century snake-oil salesman promoting a line of elixirs called “Not-Quite-the-Answer Products.” We linked the skits together to make an actual show about the magic elixirs of life: wonder, nutrition, humor, love, faith, nature, exercise, and community. We danced, prayed, flossed our teeth, chanted, and laughed together. This show was an advertisement for wellness and an excellent description of what Gesundheit Institute was all about. We later added a second show featuring eight more magic elixirs: hope, passion, relaxation, family, curiosity, creativity, wisdom, and peace.

Under the umbrella project called “Medicine and Musical Comedy,” we received grant support from the Ruth Mott Foundation to produce not only the elixir shows but a variety of other productions that spread the news about holistic lifestyles, community, the joy of caring, the joy of service, and the healing power of humor. We presented humor shows all over the United States, including an evening dance entertainment, a kids’ “playshop,” and a symbolic skit by Linda and me on the importance of balance in one’s life, from physical balance to balance in relationships and in nature. The show featured a gorilla on a unicycle, marionettes, and singing cowhands. We hired ourselves out at conferences, meetings, and parties as lovable, innocent idiots, dubbed “Dang Fools.” For one show, I constructed a giant condom from latex, painting layer after layer on a sheet of glass until it was strong enough to lift from the glass and wrap around my entire body. I sealed up the sides and left a hole for my face.

During a visit to Harvard Medical School, I talked for two hours to an audience of medical students from all over Boston. They sat on couches, tables, and the floor and lined the walls of the Vanderbilt Hall common room. Later, my colleagues, J. J., Eva, Kristin, Mark, Lisa, and I spent half a day teaching sixteen medical students “how to be a nutty doctor.” We dressed them in leotards, deelyboppers, angel wings, and rubber noses and introduced them to juggling, clowning, and slack-rope walking in the ivy-bound Harvard Medical School quad.

The response from participants in these workshops was enthusiastic and encouraging. Several weeks after that trip to Boston, I received a letter from one of the “playshop” participants, Paul Cooper:

. . . the most valuable thing [we] gained was the realization that after medical school we really can do whatever we want and practice the kind of medicine we believe in. . . . Those of us who learned “how to be nutty” saw the universal power of laughter in action as we spread silliness throughout the Longwood Medical Area, bringing smiles to the faces of passers-by, policemen and women, ambulance drivers, food vendors, and, of course, patrons of that fine drinking and TV-watching establishment, the Windsor Bar. Some of the more memorable remarks we heard during our clowning crusade included, “I’ve been in Boston for three weeks and you guys are the first nice people I’ve met,” and “You guys are gonna be doctors?! That’s great!!”

At a preventive medicine symposium at the University of Minnesota in 1986, I later learned that my presentation received the highest marks of all those offered at the two-day convention. The conference coordinator wrote, “Whether any of us end up in a ‘Gesundheit’ Institute or not, we can all remember just what it is we are about, and learn how to take real care of our patients.”

My travels also inspired change. After I gave a “playshop” at DeKalb Medical Center in Decatur, Georgia, in 1989, the Director of Medical Affairs wrote that one doctor surveyed his patients the next day to find out whether they’d rather go to a “goofy” or solemn part of the hospital, and everybody voted for the “goofy ward.”

My dedication to goofiness made me somewhat of a media event as my message was spread through radio and television. I appeared on the Oprah Winfrey show along with three other so-called eccentrics. I also participated in a public television program about the Giraffe Project, an organization that gives awards to folks “who stick their necks out.” I was one of the featured Giraffes. In 1990, public television in West Virginia produced a beautiful half-hour show about our future facility. For several years I have been negotiating with an independent television producer who wants to make a fictionalized account of the Gesundheit Institute. Some of this exposure might be awful and some might be wonderful, but in either case it will help us build our hospital.

One of my most rewarding experiences, a trip to the Soviet Union in 1985, was undertaken not to publicize our project but to promote world understanding and peace. I was one of seventy-five citizen diplomats—doctors, teachers, artists, religious leaders, TV personalities, movie stars, and even great-grandmothers—who had been invited to reach out to the Russian people in friendship. From the moment I presented the Russian customs officials with my “laughport,” a humorous passport photo showing me with twenty noses, I spent the next two weeks as a clown. I wore a rubber nose and a funny suit of bright, clashing colors and designs. I had brought a gross of rubber noses and put them on soldiers, old ladies, and kids. Thousands of people laughed as I did silly walks in that garb on sub-ways; in schools, hospitals, and churches; and at formal Soviet peace committee meetings.

Every year since then, I’ve returned to the former Soviet Union as a clown and met hundreds of people, some of whom are now friends for life. This may be the best thing I do for myself. If any reader is inspired to come, please let me know. Experience is not required. These experiences have made me think that leaders and politicians in our nation and the world over should send in the clowns and put the fool back in court to help balance the intensity of international affairs.

Back when I was in medical school I had sworn never to turn away patients, and when I first started lecturing, I equated fund-raising to doing exactly that. I terribly missed working with patients. Fortunately, my travels and contacts with health care professionals helped ease that loss. In a sense, these people became my “patients” as they participated in my ministering lectures and workshops about burnout and the need for humor and intimacy in medical practice. On the lecture circuit, people thought I was practicing great medicine. Doctors, nurses, and even people not in the health profession would hear about the Gesundheit experiment and start giving service in their communities. So, in a sense, through them I was ministering to the community and society as the patient. But this still did not provide the one-on-one contact that I love in medicine.

In the years since we “went public,” I have received tens of thousands of letters from people who want to encourage and help us to whatever degree they can. I have answered every letter. If the letters were piled up, they would probably make four to six stacks, each about five feet high. On a typical day when I’m not traveling, I write twenty to forty letters and conduct thirty or more phone calls, many directed toward building our hospital.

To maintain contact with our growing “nutwork,” we started publishing News From Gesundheit Institute, later retitled “Achoo! Service.“ Gareth Branwyn and his wife, Pam Bricker, started our newsletter in the early 1980s to keep our friends abreast of our progress, our needs, and most of all our desire to involve them in our project. The first issue announced that we would soon break ground for our first building in West Virginia. Each issue of the News reported new milestones toward building our hospital. News also tracked our family growth: two home births in the spring of 1987 (Lars, born to Linda and me, and Blake, born a month later to Gareth and Pam); J. J. and Eva Bear’s wedding in September 1987; the birth of their baby, the first of our group born on the land in West Virginia; and the purchase of our house at 2630 Robert Walker Place in Arlington, Virginia.

The newsletters repeatedly told of my deep desire to practice medicine again and of my hope that the period of having to turn patients away, which began in May 1983, would be brief. They described the progress we were making on our land in West Virginia and listed the projects planned for the upcoming building season. Each issue of the News carried an appeal for funds, and the response made it possible for us to move on to each new stage. Some of the donations were exceedingly generous, but mostly we relied on grass-roots support. Our biggest challenge now is collecting the money for the hospital itself. We cannot begin to build it without a starter fund of at least $2 million in the bank, because we can’t build a hospital half way.

In an early newsletter, I wrote of a health care community based on friendship and mutual interdependence, with a staff that lives in the facility with their families in a collective atmosphere of happiness, silliness, love, creativity, and cooperation. This atmosphere will—as it has in the past—enhance health and relieve suffering as no other force can. The practice of medicine will become a joy in such surroundings.

Our dreams about this kind of ideal medical facility have persisted and grown stronger over the years as we have incorporated new ideas. We will continue to welcome new ideas. For the first twelve years, our Gesundheit Institute project was practically unknown, and nobody worked for it except those of us who were seeing patients. Today huge numbers of people know about our dream and want it to happen, but big dreams take a long time to build and to realize.

Whatever happens, I believe that our primary goal is not the creation of a hospital but the larger commitment to having a dream and sticking with it.
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Modern medicine is crying out for hope. The American Medical Association (AMA) and medical and lay writers shout in pain over the direction it has taken. Never have we better understood the mechanisms of body functions. Yet doctors, nurses, hospitals, clinics, and health care professionals are rarely vibrant with the joy of human service. We are seeing a health care system in pain, people in pain, a world in pain. I believe that something can be done to make it better.

In the ideal medical practice, healing becomes a loving, human interchange, not a business transaction. The health care professional reaches out to patients who express their pain and vulnerabilities. This can be the basis for a real bond, even a friendship. Yet, in reality, very few patients or health care professionals feel this closeness. I believe that the loss of this relationship fuels much of the lay criticism of modern medicine, malpractice claims, and the health care professional’s tragic loss of joy in practice.

Medicine has shifted from the community level to the corporate level, there to become the nation’s number one industry. The care of our population cannot be an industry. How can a couple, family, group, community, nation, or world be strong if everyone’s health and welfare isn’t a priority? The current focus on business rather than service is causing a lot of distress, both in the cost of medical care and in malpractice suits. That is why, at Gesundheit Institute, we won’t charge money, take third-party payments, or carry malpractice insurance.

I have written this book to stimulate hope, collective vision, and community interaction by health care professionals everywhere. Work toward your ideal medical practice. Find companions with similar dreams or strike out on your own. The joys of medical practice are available to all health care professionals who practice their arts and skills with love and levity. Help one another achieve this joy and wellness.

Lay people also must take part in the design of a new health care system. In every community, it is possible to have a health care facility that operates as a service, not as a business. I know of huge numbers of health care professionals who would leave their current practices to go to a service-oriented model. So, everybody who yearns for a hospital, clinic, or office practice that is fabulous, joyous, and vibrant can make it happen and make it fun! Ultimately, the issue is not only a better health care system but a healthier society.


1

A Health Care System in Pain
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I believe that health care professionals who feel burned out are not allowing the “enrapture potential” in the doctor-patient relationship.

Burnout. It is the most prevalent symptom of the malaise affecting the medical profession, and the number one topic I am asked to think, talk, give workshops, and write about. Burnout is a state in which people are unfulfilled by their work and are insufficiently rejuvenated. They find themselves giving too much for too long; then something snuffs out the joy and thrill of helping others.

The blight of burnout is so pervasive in the health care system that everyone expects it to happen. Most health care professionals I have met tell me that burnout damages their personal as well as their professional lives. Yet I refuse to believe that burnout is inherent in medical practice. In fact, the practice of medicine can be a thrill—an exchange so fundamentally loving that it’s difficult to contain the excitement.

I believe that health care professionals who feel burned out are not allowing the “enrapture potential” in the doctor– patient relationship. Patients unabashedly offer their trust, love, respect, and much more to a physician who projects a caring, joyous demeanor. So why is this joy so hard to come by?

The first cause is poor communication. The joys of relationships are lost if a physician can spend only short periods of time with patients; gone is the thrill of intimacy. If physicians could really delve into their patients’ lives and take time to understand the whole person, all-important lifestyle issues could be addressed. Medications are often substitutes for what the patient really needs. Longer visits make physicians’ and patients’ lives more real, because shared time is a key ingredient in friendship. Without this kind of friendship, “bedside manner” can feel impersonal and superficial.

An imbalance between work and personal time can also foster burnout. Consistently overextending oneself because of perceived responsibility can devastate a person’s private life. Belief in indispensability is a surefire path to burnout. Ideally, a healer should practice in an interdependent group of close friends who nurture one another, take breaks when necessary, and collaborate with similar practitioners.

A third cause of burnout is that medicine operates as a business, thereby inviting all the stresses of a business. Patients become customers. Professionals become paid providers, rigid and unable to share the emotions so essential to friendship. Any health care professional who entered medicine to serve humanity is pained every day by its business aspects. Health care is denied to the poor and limited to many others. The relationship to poor patients does not match that given to the well-endowed. Physicians and other healers wear down as their dreams of serving humankind become compromised.

Fear of malpractice suits, another cause of burnout, haunts many health care professionals. Distrust pervades the doctor–patient relationship and wounds it. To guard themselves against legal action, physicians put their patients through procedures and tests that are unnecessary and simply defensive. Anxiety about malpractice suits also breeds blame, which can be a cancer to the team approach so vital in health care, and inhibits intuition, creativity, and scientific investigation. Rigid medical practice becomes mechanical “cookbook” practice. Saddest of all, the malpractice climate denies the physician the right to be imperfect.

Medicine involves a relationship between doctor and patient. The way either of them defines the relationship can drastically affect how the other responds to it. The relationship deepens if the patient knows as much about me, the physician, as I know about him or her. If the relationship is steeped in friendship, love, mutuality, caring, and fun, then the time spent together can evolve into a partnership where each is vulnerable to and trusts the other. This intimacy is the bedrock of a burnout-free practice.

Unencumbered medical practice can allow for a lifetime of building friendships while serving humanity. Healers who feel locked into an unhealthy healing environment need not cheat themselves out of the wonderful exchange of love that can be experienced in the doctor– patient relationship. It takes little time to reach out and hug a patient, to massage his back or her hands or feet in the hospital. Healers, do not be afraid to feel the thrill of helping others. Don’t waste a single patient. Try to set aside at least one day a week making house calls and spending lots of time with patients—maybe even playing with them and sharing similar interests.

For my partners and me, the myth of obligatory burnout has been a major impetus for the way Gesundheit Institute has been designed, both physically and spiritually. We want to create a place where people might learn about friendships and family, love and humor, wonder and curiosity. When these major parts of a person’s life are restimulated, there is no burnout.

An M.D., R.N., or similar degree confers the freedom to create any kind of healing climate. We should be thankful for the privilege of belonging to such a glorious profession. Thousands of health care professionals want a joyful practice. It’s time for us to band together and rediscover the extraordinary, exhilarating treasures of everyday medicine.

The Doctor–Patient Relationship Redefined

The greatest shock I experienced in medical school came during discussions with teachers about the doctor–patient relationship. The overwhelming majority emphasized the importance of professional distance. This meant maintaining a scientist’s detachment and dealing with patients as if they were experiments in a laboratory. The “distance ethic” was extended to the wards, where doctors described patients as diseases, lab values, signs, symptoms, or treatments. I was amazed that a group of doctors “on rounds” could hover around the bed of a human being, staring at, poking, and even undressing him or her with little more consideration than was given to dogs in the physiology lab.

Most of the physicians, young and old, seemed more comfortable with the monotony of the IV drip or the wise wagging of the attending physician’s lips than with the patient. I often apologized to the patient after the others had left, embarrassed for my colleagues. The teachers who loom largest in my recollections obviously loved and cared for each patient. At the bedside they spoke to the patient directly about his or her life at a level of detail that bewildered many of the students. One student—completely missing the point—said that this “chatter” with patients diverted us from our goals and consumed precious time.

In psychiatry—ironically, the specialty that should deal with matters of the mind and spirit—the need for professional distance was magnified multifold for fear of the dreaded “transference.” In group discussions, we students sometimes showed too much vulnerability in front of an attending physician or resident. Whenever we showed any regard for the patient’s pain, we were sharply criticized for “getting too involved.” And God forbid we should have an impulse to touch a patient! I remember how much positive excitement was generated when some of the staff tried to develop a computer program that could interview the patient, thus eliminating the need for interaction entirely!

None of these conditions improved during my internship; in fact, they grew worse. Under intense time pressures, the human component was confined to simple answers for extremely complex questions. A patient’s work history was summed up in a word: what that person did for a living. “Family questions” revealed whether the patient was married and had children, whether the parents or grandparents were living, and what diseases everybody had. That was it. The patient’s faith was listed without indicating whether it was an active force in his or her current life. Hobbies, attitudes, and passions—in essence, the “person part” of the patient—were completely ignored. The “doctor-as-technician” tendency seemed to have gone berserk.

As I discovered this cancer within my profession, I started to wonder what it was doing to patients. So I asked them. I heard anger, fear, and despair flow out in a torrent of frustration. Rarely did I see their eyes sparkle for their doctors. If they did light up, it was more often for the physician’s professional reputation than for his or her compassion. In a heartbreaking case of lost expectations, I found that doctors and, to a lesser extent, nurses were similarly affected. They seemed to find medicine exhausting, draining, and almost devoid of deep spiritual rewards. And after more than twenty years of searching for one, I still have not found a happy hospital setting.

Medicine, you are blowing it! Transference paranoia and professional distance be damned! Bedside manner has nothing to do with information about the patient! Bedside manner is the unabashed projection of love, humor, empathy, tenderness, and compassion for the patient. Scientific brilliance is an important tool, but it is not the magic inherent in healing. When science tries to keep everyone alive and healthy forever, it fails miserably. The liberal use of psychotropic medications and the custom of resorting to deathbed heroics are just two examples of how science falls embarrassingly, and often tragically, short of its goals.

For the health of the patient, the staff, and the medical profession itself, patients and staff must strive toward friendship in the deepest sense of the word. Friendship is great medicine. It overcomes many of the inadequacies of the healing profession. In friendship lies the potential for both health care professionals and patients to be themselves without fear of being misunderstood. In friendship there are no taboo subjects, and information is not withheld. An imperfect doctor can treat imperfect patients, with forgiveness on both sides. Patients can take comfort in knowing that a friend is in charge of the case. This atmosphere in itself is healing. In the current climate of litigation, wouldn’t it be a relief for health care professionals to know when entering a patient’s room that here, at least, they are safe?

Doctors should never buy into the lie of professional distance. Medicine is an extremely intense profession. Medical personnel daily see such profound human suffering that “distance” may be another term for repression. But without intimacy how can healers offset the pain and suffering they are so helpless to cure? Physicians need freedom to cry with patients, to hug them and cradle them in their arms, and to receive the same care in return. Human communication without this exchange of love is phony. It is painful to be a fake.

Transference is inevitable. Every human being has some kind of impact on another. Don’t we want that in the doctor–patient relationship? Some studies have shown that the doctor’s mere presence can exert a positive impact on the patient’s health. The deeper the friendship, the more profound the effect. Often, in my practice, patients have craved love from some other person (a parent, lover, or friend) and felt incomplete without it. So I would give them love. And as I loved them, they too would love me. With this kind of love, a patient can never say, “I am alone.”

I know how devastating loneliness can be. Patients—indeed, all people—need to know that love is not a matter of control, but of freely giving and receiving. I realize that hang-ups about sex have encouraged medical personnel to keep a professional distance. Patients will fall in love with doctors and vice versa no matter how their relationship is structured. These experiences are easier to weather in the context of friendship and open communication. Some health care professionals are concerned about dependency on the part of the patient. But a professional who has been friends with many patients will have developed the skills to nip adoration in the bud.

Relationships among health care professionals need help as well. Imagine what might happen if all the people who worked in hospitals and clinics tried to eliminate the hierarchies of those settings and chose instead to be friends with the entire team! Imagine having a staff so fond of one another that simply riding to work or saying “Hello” in the hall to a coworker is a delight! An upbeat staff can have dramatic healing effects on patients and healers alike. I believe that such vibrancy in a hospital would also affect visitors—who traditionally are anxious, depressed, and restrained—in an enlivening way. This, in turn, would have a wonderful effect on patients. Imagine ending forever the refrain, “I hate going to the hospital (or the doctor),” and replacing it with “I had a great time in the hospital!?

Service: A Forgotten Formula?

It may be the Devil, or it may be the Lord,

But you’re gonna to have to serve somebody.

Bob Dylan, “Gotta Serve Sombody”

A lead article in the January 12, 1989, New England Journal of Medicine by a group of physicians proposing a national health program for the United States began:

Our health care system is failing. It denies access to many in need and is expensive, inefficient, and increasingly bureaucratic. The pressures of cost control, competition and profit threaten the traditional tenets of medical practice. For patients, the misfortune of illness is often amplified by the fear of financial ruin. For physicians, the gratifications of healing often give way to anger and alienation.

Another article in the same issue described a universal health insurance plan designed to solve medical delivery problems in the United States in the 1990s. The same week, the Chief Executive Officer of the American Medical Association (AMA) spoke with great concern for the future of health care delivery.

These major voices in American medicine seem to suggest that solutions lie more in taxes or in universal health insurance than in restructuring the provision of care. They seem to say, “Just give us more money and the crisis will blow over.”

In the rising panic, the very foundation of medicine is being forgotten. There is loud rhetoric about medicine as a right, and silence about medicine as a service to society. I believe that the concept of service has become misplaced in the madness of operating medicine as a business. We cannot really reduce the costs, or lessen the sorrows of patients and caregivers, until medicine is removed from the business sector.

We need to return hospitals, medical supply companies, and pharmaceutical firms to the status of servants supported by the community or, in poor communities, by the state. Once deep interdependence exists between community and hospital, the community can create humane ways to care for needy members of society. If all healing systems were shifted to the service sector, competition among health care providers could disappear, and everybody could work together to bring the best possible care at the lowest possible price.

I perceive service as one of the great medicines of life. It is difficult to have a general sense of fulfillment about life unless a person feels he or she has served. This, I believe, is why many women feel more fulfilled than many men: most women have given intensive service through mothering and serving as a lover and friend. Society’s highest respect and admiration is granted to those who give of themselves. Mother Teresa, for example, was universally loved. Most good people sustain themselves and their good spirits by their own giving and by following examples that inspire them. Few medications have more power to prevent or dissipate mental illness than regularly giving of oneself. As scientists understand the biochemistry of psychoneuroimmunology better, it will become clear why unabashed service to others has such power to assuage pain and, if not cure illness, at least make it tolerable.

Service is an action word, a perfect antidote to boredom, loneliness, alienation, and fear. Service can impart the gift of inner peace. Service is the physical expression of thanks to the world, an apt way to appreciate the miracle of life. People who give service are free to ask for what they want, knowing they are worth it. Service gives a feeling of genuinely belonging to the human community. Service is probably the greatest call to action by most religious faiths.

So often givers give out, especially when they tackle huge problems like homelessness or our planet’s damaged ecology. They too often perceive the effort as a struggle that must be draining. Not so! When the environment is supportive and the quest ignites the soul with the thrill and honor of exertion, the person who serves need never feel exhausted again. So let us make medicine a true service. The transition will not be easy or swift, but already there are many people who dare to serve. Join them!

Technology: Friend, Not Master

I won’t operate until we have the machine that goes blip.

Monty Python, The Meaning of Life

I love technology but not because I’m adept at it. I’ve never dared to take things apart and put them back together. I know machines only through their on/off buttons. If a machine has more than three knobs, I delegate its operation to somebody else. I’m the type of person Robert Pirsig savagely criticized in Zen and the Art of Motorcycle Maintenance for being out of touch with the machine. My friends would like to confiscate my car to protect me, it, and others on the road. And I still love technology and what it can do for me and for others.

The magic of technology in the household has brought comfort, ease, and conservation of effort. The transportation industry has worked miracles for mobility; communications technology has made the planet a global village. I especially love the great inventions we now take for granted, like the printing press, the telephone, the bicycle, and the record player. These and many other gadgets are so much a part of my life that they feel like bodily organs, necessary to sustain life. My love of technology in everyday life is important because it provides security—like a mountain climber’s rope—as I contemplate my ambivalence toward technology in the practice of medicine.

Twentieth-century humanity worships at the altar of technology to such a high point that I wonder who is master of whom. Technology has taken such a foothold in our culture that “progress” has become synonymous with “advances in technology.” Regrettably, the impact of technology on our ecology and our society has been anything but progressive. Throughout the industrialization of society, the belief that advances in technology are good has been so persistent that little effort has been made to regulate them.

I believe it is imperative that we pay much closer attention to technology—where it is going and what relationship we want to have with it. For every technological advance there have been trade-offs and losses. In medicine, technology has transformed turn-of-the-century humility into modern arrogance. A termite queen becomes such a baby factory that she is unable to do anything else, even walk, and I am afraid that we are producing many doctors today who, in a similar vein, know medicine only as a technological practice. Without their instruments and machines, many physicians feel naked and unable to practice, even though comfort, empathy, and reassurance—so vital to medical practice—require no technology.

When I look at advances in medical technology in a vacuum, without contemplating their impact, I am like a child in awe. Diagnostic machines, like those that produce the CAT scan and MRI, are staggering—right out of science fiction. On a simpler level, just the IVAC machines that administer fluid and drug treatments cause wonderment. They are medical miracles. Once, after attending an obstetrics and gynecology conference lecture on recent advances in laparoscopy, I was informed that much of the surgery of the future will be performed through such a scope. During a break, I toured the exhibit area, overwhelmed by the gadgetry. Later I spoke at a rehabilitation conference and saw the latest in artificial limbs. I held a lightweight synthetic arm that cost $30,000 or more, depending on the options. What made this cost so much? I wondered. How expensive must it become before people will say it costs too much?

The paradox in medicine is that no matter how expensive a treatment or technique becomes, few people will say that it’s not worth the cost—if it can even be purchased. What is the value of sight, of sustaining a life? Sight and life, however, are not the real issues. We have reached a point where society says that we want—and feel obligated—to care for the entire population, while in the same breath we admit that we cannot afford to.

Uncontrolled costs encourage greed, which seems to have infected the medical and defense industries to an appalling degree. Perhaps the third-party nature of government funding removes the personal component that fosters accountability. In both these industries, the perceived need is so great, and the advances so impressive, that any financial sacrifice is accepted. Those who champion the other great needs of our society, such as education or ecological management, get a very small slice of this pie because the products are not as tangible or as profit-making.

As long as medicine stays within the business sector, the cost of technology will outdistance normal growth costs because of the-sky’s-the-limit philosophy.

I doubt that any company has ever refrained from developing a product simply because it is too expensive for the consumer who needs it. And no matter how humanitarian, the company is unlikely to think the product important enough to donate to society.

In marketing, the goal is to sell the greatest number of devices, no matter how many are really needed. As soon as one machine is purchased, it is likely to become obsolete; the next generation of new and even better machines already is coming off the assembly line.

Meanwhile, residents and students are trained in large, prosperous medical centers with the latest devices, and young doctors often are reluctant to work in hospitals that don’t have them. This is most painfully true of foreign residents who, upon completion of their medical training, decide to stay in the West rather than return to their more technologically primitive native countries. In some cases they don’t know how to be doctors without these machines. In a related evil, most large cities have far more of these very expensive machines than they need, partly as a lure to doctors and patients. As a result, many of these devices are vastly overused to support their presence. At the patient’s level, the cycle is further fed by the constant demand for the “best” treatment, which is equated with the highest technology. This thinking has slowed the progress of other therapies that offer a different form of “best.”

Third-Party Embarrassment

I have never liked the term “third-party reimbursement” (TPR). What kind of term is that to express how a society takes care of its citizens’ health needs? Who does that mean? What third party? I suppose it means that no one knows the patient except as a computer file. I don’t want to put my health and security—or anybody else’s—into an impersonal system. Everything I’ve seen and heard in medicine since 1967 tells me that the TPR companies aren’t really concerned about the millions who are on their rolls. They seem more interested in paying out the least amount of coverage and nitpicking to a distressing degree.

Historically, TPR was designed to help people, but more like a distant relative than a neighbor. TPR has become a system designed by businesspeople, and indeed the system has made many people wealthy. Its effect has been to divert medicine from a service to a business. Unquestionably it is the most significant factor in the skyrocketing cost of health care. In medical school the constant refrain was “Don’t worry about it; he’s insured.” We were taught to over-order tests and overdo procedures. It is easier to order tests than provide care or comfort. As a result, the hospital supply companies and medical technology firms have become multibillion dollar moguls of medicine. Yet the health insurers who support these industries act as if they have no role in escalating costs.

If the current health insurance system is failing, many observers say, let’s solve the problem with universal health insurance. Don’t address the staggering costs, just ask the federal government to pay! But universal health insurance will never cut costs; it will only make them higher. I shudder at the further losses our health care system will suffer if universal insurance becomes law.

What about the paperwork? Today, and under any future universal health insurance system, it remains a demeaning experience for both care givers and receivers. Legions of clerks will continue to be hired for the sole purpose of pushing paper. Reimbursement will continue to be a circus act with many hoops to jump through, often requiring months or even years. I slammed the door on this system as a student in medical school. Once in the emergency room I saw a woman who had survived a car accident that had killed her husband and one child and left her other child barely alive. She was required to fill out forms rather than remain at her child’s side!

Traditionally, TPR has been elitist, telling people what kind of healer they can go to and usually ignoring alternative healers. The insured have minimal, if any, input into TPR policies and are informed about rules and rates after they have been set. Over the years, TPR providers have increasingly restricted their coverage, apparently for financial reasons.

I also am offended by the cowering that results from society’s dependence on TPR. I wonder when the fear of being uninsured really took hold. Patients cower because they see no alternative to this system and are frightened by the consequences of not being covered. The entire medical system cowers because so much of its financial survival depends on TPR. I can attend a meeting of a state hospital association without ever hearing a dialogue about patient care; instead, I am swamped with reimbursement jargon. Often the people attending these meetings sound more like Wall Street traders than professionals dedicated to alleviating human suffering. The bottom line, they seem to say, is found in the ledgers, not in tenderness. This obsession with profit and loss and with coverage for gigantic medical bills hurts the practice of medicine.

We have become so dependent on the TPR system that we seek solutions only within that context. Very little creativity is applied to the problems of health care. The idea of medicine as a service is hardly considered. In the course of a year, I hear hundreds of doctors bemoan the system; yet, few take action to create a new, more humane system based on service.

Several years ago I spoke at a medical conference of an international organization of private physicians called IATROS. These doctors want to preserve the autonomous relationship between patient and physician without government interference. Most participants were from countries with a national health service; they condemned nationalized health insurance severely. Most of what they said about the effect of government interference on the doctor–patient relationship, as well as on the quality of care, was frightening to me. I fear that the United States will eventually turn to that “solution.”

TPR is a solution only for an alienated society, which we have become to a critical degree and in which there can be no meaningful healing. The ineffectiveness of our major service organizations—medicine, education, and law—is an embarrassment, considering their great potential for service to humanity. At all levels of society, our alienation from a sense of healthful living has led us to spend far more money on war material, elaborate clothing, cosmetics, and entertainment than on things basic to a healthy society.

However poor or rich, a community must satisfy its health needs. To work toward a healthier society, we must rekindle the spark of belonging that exists in a tribe or community. When a community truly begins to care for its health needs, issues of housing, crime, suicide, drug abuse, and pollution become everybody’s problems, and this interdependence becomes the basis for finding solutions. In the long run, the most valuable and viable solution is a grass-roots organization in every defined community that will address and serve local health care needs.

If a health care professional or consumer wants to rekindle lost vigor and imagination, why not tackle problems like TPR, dehumanized care, and skyrocketing costs? The health care system now works so poorly that many sympathetic co-travelers will be found, whatever solutions are devised. We are social beings who need one another. We can no longer afford to underestimate the level of that need.

Malpractice: A Nightmare of Fear

Fear of being sued for malpractice is one of the greatest tragedies of modern medicine. This thief of the joy of medical practice has stolen the physician’s humanity. Our society is saying that we don’t have the right to make mistakes. Family doctors know that we make mistakes every day, if only by spending too little time with our patients. We must have the right to make mistakes. Medical science is so imperfect that it is impossible to know for certain, before treating a patient, what the outcome will be. Every therapy is experimental, and every thoughtful physician must take risks in attempting to help patients. Incompetency is another matter: If a health care professional is incompetent, he or she should not be practicing medicine.

The instant a physician carries malpractice insurance, he or she sets up an adversarial relationship with patients and says, in effect, “I don’t trust you.” Even the most caring, conscientious health care professional enters that relationship in fear and mistrust. Fear is not the baseline from which to practice medicine. It prevents many professionals from practicing outside their offices, from offering needed advice, or from trying other therapies. It inhibits intuition, inducing many doctors to prescribe “cookbook” treatments even when they believe them to be inadequate or potentially harmful. There is no room for creativity. Even if a doctor is open to an alternative therapy and considers it a much gentler treatment, fear will often prevail. Over the course of his or her career, this fear leads to exploring avenues of escape, of passing the buck when a treatment does not work. Team care then becomes threatened because one member may be sacrificed as the scapegoat for another’s mistake.

Malpractice insurance has drastically increased the cost of health care. Some doctors pay more than $100,000 each year for coverage. Many physicians who want to practice inexpensive, interdisciplinary medicine have had to abandon such dreams or retire early. This system also generates greed. Lawyers hungrily hope that medical mistakes will be made because of the huge fees to be obtained. I’ve talked with patients who, in the interest of getting the biggest settlement possible, were unwilling to begin a program of self-care before receiving the money from a court judgment. Certainly, malpractice greed has helped transform health care from service to big business.

The entire malpractice system inadvertently reinforces the doctor-as-god concept. If doctors can’t make mistakes, they must be perfect. But in the practice of medicine, with all its imperfections, a doctor can expect to make mistakes, to cause harm to patients, and at times even to kill them. We must have the humility to recognize this. Still, I am confident that no one’s medical skills were ever improved by a malpractice suit. I would suspect that, more frequently, lawsuits undermine a practitioner’s competence.

The “M.D.(eity)” concept also implies that the patient is the passive recipient of treatment and that the physician is responsible for the cure or health of the patient. This is untrue; ultimately, health is each individual’s responsibility. Most health problems have major lifestyle components. The doctor is only called in once a certain level of damage has been reached. This is why we will have a sign at Gesundheit that reads: PLEASE LIVE A HEALTHY LIFE— MEDICINE IS AN IMPERFECT SCIENCE.

We must dispel the idea that medicine or science has the answers to all our problems. Science is an inquiry and a process, not a product. No law dictates whether a disease should be handled by a surgeon, an internist, a homeopath, or another type of therapist. The patient and the family must enter into the dialogue of uncertainty and doubt, and voice their concerns. The courage of both the health care professional and the patient to risk grappling with the unknown should be commended, not blocked by fear.

In more than twenty years of trying to find funding for our hospital, few things heat up the discussion like our refusal to carry malpractice insurance. Many people perceive this as our greatest deterrent to success; they call it naive, irresponsible, idealistic, or foolish. They focus on the negative aspects of our vulnerability. From the beginning, we have tried to be doctors who challenge our patients and society to develop healthier relationships. Studies have shown that the least-sued physicians are closest to their patients. In a community that feels like family, one does not punish a physician’s honest mistakes.

The primary goals of Gesundheit Institute are to support friendship on the individual level and to build a community on a broader social level. Malpractice insurance mocks these goals. We believe that our stance on malpractice is therapeutic and necessary if we are to build a healthier society. And for us personally, this position is essential if our practice of medicine is to be joyous.

Gesundheit Institute will not carry malpractice insurance because we feel it is unhealthy for a meaningful doctor–patient relationship. We will not prevent individual doctors from carrying such insurance if they wish, but we ourselves will not practice in fear. We want to have many practitioners working together to help find each patient’s best road to good health. We want to work with patients throughout our lives together and help them pursue healthy lifestyles so they will seldom need medical intervention. We want to establish such close friendships that lawsuits are out of the question. In short, we want to do our absolute best to care for our patients. I admit this leaves us vulnerable. But the only thing of value we’ll own will be our hospital, and we plan to trust and love our patients so much that they will never be a threat to that.

The Bottom Line: Dollars or Health?

It has been said that the American health care system is not healthy, not caring, and not a system. The dollar is the most visible sign of malaise. Medical services are priced at a level no one would tolerate for a minute if those charges were not propped up by health insurance. As of this writing:

•If you are hospitalized, in many states it will cost you or your insurance company more than $700 a day just for room and board.

•If you ever need nursing home care, it will cost you or your family $25,000 to $50,000 or more a year.

•If you need cancer treatment, you probably will pay at least $1,000 a day, with a full course of treatment surpassing the six-figure level.

•If you need a lifesaving bone marrow transplant, it will cost at least $100,000.

•An artificial heart, another modern miracle, will cost at least $200,000.

•Health insurance to cover medical services is so expensive that many businesses are going broke providing it for employees.

•About the year 2000 the trust fund that finances Medicare Part A, which pays hospital expenses, will go broke.

Spending for health care has risen more than any other major form of consumer spending—more than food, housing, transportation, and clothing. In fact, health care spending—yours and the nation’s—will more than double by the year 2000, according to the federal Health Care Financing Administration. Health care accounted for 12 percent of the gross national product in 1990 and is expected to rise to 16.4 percent by the year 2000. Two-thirds of this increase will result from inflation and one-third from use of services as the population ages.

Despite these vast allocations of funds, many of the 33 to 37 million Americans with no health insurance go to public hospitals and clinics for free care. But these facilities are cutting back on staff and services. Thousands of public facilities throughout the United States have phased out residency programs for doctors in training. As poor people continue to need emergency room services, burn treatment, trauma treatment, neonatal intensive care, AIDS care, and many other forms of help, they will be turned away.

Americans who lack health insurance—and millions more who are underinsured—know that the health care system doesn’t work. They sit in the emergency rooms of public and teaching hospitals, waiting for treatment of ear infections or the flu because they can’t afford this routine care at a doctor’s office.

The United States spends more for health services than any other nation in the world. The miracles wrought by medical research have never been more plentiful—or less accessible. Partly because of high costs and poor access, the health of Americans—measured in infant mortality rates, drug addiction rates, and death and illness rates for many diseases—is worse than that of citizens of many other industrialized nations.

Our health care system does a terrible job of preventing illness. A large portion of the population is out of shape, overweight, and without assistance in breaking addictions to drugs, alcohol, and cigarettes. A huge segment of the population is bored, lonely, afraid, and in need of help for emotional problems. Sexually transmitted diseases have yet to be brought under control. On the contrary, they are becoming more prevalent—and, in the case of AIDS, more deadly—especially among young people.

One reason we have such a costly health care system is that it offers little if any emphasis on preventive medicine. Relatively little money is spent on preventive medical services, and health insurers give minimal reimbursement for wellness counseling. Hospitals survive and prosper when people are sick; they are not designed to thrive with empty beds when people are healthy.

Overall, there is too little care for one-fourth of this country’s people and too much care for everybody else. This leads to misuse and waste. Many patients pay such high health insurance premiums that they feel entitled to a $900 high-tech test for their hearts, when they have no evidence of heart disease, or a CAT scan for their headaches. Two to four times as many mammography machines have been installed in this country as are needed for screening and diagnostic tests, but only about one-third of women currently get mammograms when they should. Furthermore, paperwork chokes the health care system. Up to 24 cents of every dollar goes toward administrative and billing costs. This practice uses funds that otherwise could provide services for the uninsured.

This malaise is bound to affect health care professionals, both physically and spiritually. America’s medical professionals must constantly defend themselves to a public that is unhappy—if not disgusted—with impersonal treatment and an obsession with laboratory values and dollars. The former editor of the New England Journal of Medicine, Dr. Arnold S. Relman, said: “The physicians I talk to are angry, bleak, sullen. Their attitude is bleaker now than at any time in my forty-five years of medicine.” Perhaps this is why applications to medical school have dropped 25 percent during the past five years, and why a recent survey shows that most of the nation’s primary care doctors are increasingly sick of their jobs. Thirty percent of the surveyed members of this once-thriving specialty say that the health care system should provide some form of health care for everybody.

Many health care professionals fear a “meltdown” or collapse of the existing system. The question is no longer whether but how change should be brought about. Many of the proposed solutions rely heavily on the federal government to bail out the system. Even if this were desirable, it is not possible. The United States government is too debtridden to afford it and is likely to remain so. Because medical services are so grossly overpriced, financing by corporations, small businesses, risk pools, reinsurance mechanisms, rationing, payroll taxes, and catastrophic coverage plans are also unworkable.

The bottom line is to control health care costs and the greed that drives them up. Who is to blame? Doctors are an easy target, but what about health insurance companies? hospitals? drug manufacturers? pharmacists? politicians who do nothing to help? lawyers who sue for malpractice? patients who hire them? the rest of us who tolerate and thereby condone this wretched system? What is needed is a drastic rethinking of the problem. Rather than quick-fixing the failing health care system, we need to create solutions that will excite both patients and caregivers. We must, in a mutual, multidisciplinary effort, tear down what hurts us and heal a profession of healers. We must take medicine out of the business sector and recognize that greed and selfishness have placed society and its health care system in great peril. Our citizens need to feel a sense of belonging and of community. An improved health care system could help to unite society by taking care of all of its members.

Since funds are limited in any society, we must redistribute them to serve the population wisely. People should be able to put more of their money into their own communities, instead of into big, mis-managed government agencies. We must decide whether to buy more bombers or broader health care for our population. We also must decide whether it is wiser to allocate health care funds to greater quantities of transplanted hearts or to cleaned-up ghettos. Personally, I would be willing to forgo much of our military spending and many expensive tools for medical heroics, and funnel those funds into an all-out crusade to reestablish neighborhoods and communities as healthy places in which to live. We must solve social problems, not just continue to patch them up.

To make these decisions, we need an in-depth, broad-based forum on how to utilize our money better. This forum might also decide how to regulate technology so that it progresses intelligently yet serves everyone. The goal should not be to have the best houses and latest cars for every citizen, but rather to offer choices at each economic level that ensure a healthy and sustainable free enterprise system. The national goal should be to keep every citizen healthy and medically cared for. The reaping of huge profits from human suffering must stop!

Many creative scientists, engineers, and artists are willing—if asked—to donate goods and services to health care facilities. They would do this not for high salaries but for the challenge of working creatively with others in service to society. The Gesundheit Institute has demonstrated this on a small scale and will continue to do so. More pilot projects, I am certain, would elicit the service of many great minds and hands, proving that large numbers of people are willing to pursue not fame or fortune but integrity in the creation of a healthy society.

At Gesundheit Institute, we are committed to helping other groups create their own ideal medical communities. By our example, we want to encourage others to reflect on and develop an approach to health care delivery that suits the community they serve. Our goal is to be a stimulus, the squeaky wheel that attracts attention and expands the dialogue.
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