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Editorial

Could Some Medical Developments 
Over the Last 60 Years Explain in Part 
Conditions That Led to the Current US 
Administration?  
Juan Schmukler1 and Theodore Pincus1

Dr. Richard Panush, a long-time colleague, friend, and coauthor 
of Dr. Theodore Pincus in a 2005 study,1 expresses appropriate 
alarm about “Science imperiled.”2 He notes profound conse-
quences of cruel,3 unethical, irrational, abrupt, and counter-
productive actions, with assaults on universities, termination 
of grants, and dismissal of essential federal workers and accom-
plished investigators, while leadership positions are filled by 
incompetent sycophants. We certainly agree that these actions 
damage and threaten to destroy much American scientific 
research, the envy of the world for more than half a century. 
	 We also agree with Dr. Panush that “we haven’t always neces-
sarily done ‘good science’ or good medical education or care” 
and that “medicine bears some culpability” in part for discon-
tent with current medical activities.2 Further, we raise a concern 
that an appropriate focus only on the destructive actions of the 
current administration may distract us from addressing many 
problems that have emerged over the past 60 years from earlier 
sources. Perhaps correction of some of those problems will iron-
ically resolve some underlying concerns that led a small majority 
of Americans to elect the current administration.
	 A few brief examples from 3 domains, including health policy, 
medical education and training, and rheumatology activities, are 
presented below. These comments are not meant at all to be crit-
ical of  Dr. Panush2; on the contrary, they represent an effort to 
contribute to the productive dialogue for which he advocates.

Health policy
A hospital was traditionally a service to the community, similar 
to houses of worship, as expressed in the March 1873 letter to the 
first trustees of the Johns Hopkins Hospital: “The indigent sick 

of this city and its environs, without regard to sex, age, or color, 
who may require surgical or medical treatment, and the poor of 
this city and state, of all races, who are stricken down by any casu-
alty, shall be received into the hospital, without charge” (https://
www.hopkinsmedicine.org/about/history/johns-hopkins). 
Hospitals usually operated at a financial loss, as some patients 
could not pay for services. Patient care and teaching at academic 
institutions were supported by “charity care,” often with volun-
teer physicians providing 2 half-days of unremunerated services.
	 Medicare and Medicaid were enacted by the US govern-
ment in the 1960s to support patients and institutions through 
payment for services provided to elderly and socioeconomi-
cally disadvantaged individuals, those individuals at highest risk 
of needing medical services. Payment for low-risk patients was 
left to the private sector based on a rhetoric of advantages of 
free-market competition to avoid a national single-payer organi-
zation, which was viewed as undesirable  “socialized medicine.”
	 This arrangement gave rise in part to a possibly unintended 
“medical-industrial complex” that increasingly dominates 
contemporary medical activities. Hospitals were transformed 
from supportive retreats into profit centers, with enormous 
financial returns for stockholders and executives. Patients were 
transformed from recipients of empathy to units of revenue. 
Physicians have been increasingly marginalized from control of 
medical services, generally judged according to “productivity” 
standards, and rarely according to patient outcomes.
	 The Hospital Corporation of America (HCA) was founded 
in 1968 to take full legal advantage of a new situation in which 
hospitals were assured payment for all services. In 2024, the 
HCA annual report indicated a revenue of $70.6  billion and 
a net income of $8.5 billion, with a compensation package for 
its CEO of $23.8 million (https://investor.hcahealthcare.com/
financials/annual-reports/default.aspx). United Healthcare had 
revenues of $400.3 billion and cash flows from operations of 
$24.2 billion or 1.6 times their net income.4 The market capi-
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talization of United healthcare was $310.2 billion, 27th in the 
United States just below Procter & Gamble (24th) and higher 
than Coca-Cola (28th). The market capitalization of HCA 
Healthcare was $94.5 billion, 109th in the US, just below 
Starbucks (107th) and above Bristol Myers Squibb (112th; 
https://www.healthsystemtracker.org). Could these resources 
be better directed to support medical services? 
	 Substantial evidence indicates that this structure is not trans-
lated into better health or mortality outcomes, recognized even 
in the 1970s as US medical costs rose far more than those of other 
nations with far less favorable results. In 2023, US expenditure 
per capita on medical services were about twice those of 9 other 
wealthy countries, including Canada.5 The US was ranked last of 
these 10 countries in 2024 for health outcomes (https://www.
commonwealthfund.org). Life expectancy in 2025 in the US is 
estimated to be 79.6 years—48th in the world behind Panama 
and Albania—compared to 82.9  years in Canada, ranked 
19th (https://worldpopulationreview.com/country-rankings/
death-rate-by-country).
	 In 2021, people in the US owed at least $220 billion in 
medical debt.6 Twelve percent of US adults, or about 31 million 
Americans, borrowed an estimated $74 billion ($4 billion more 
than the revenue of HCA) in 2024 over the previous 12 months 
to pay for medical services (https://news.gallup.com). About 
14  million (6% of adults) owed >  $1000 and about 3  million 
(1% of adults) >  $10,000 in medical debt in 2021.6 Medical 
debts constituted 58% of 2021 debts turned over to collec-
tion agencies.7 Court records from 2017 indicated that 48/135 
(36%) of Virginia hospitals garnisheed wages of patients, 71% 
of which were “nonprofit hospitals.”8 Therefore, despite many 
examples of amazing medical and surgical advances over the last 
50 years, many Americans, particularly of lower socioeconomic 
status, feel that the “system” does not work well for them. 

Medical education and training
The above health policy matters were driven primarily by poli-
ticians and hospital administrators, with limited input from 
medical professionals. However, physicians control medical 
education and training, which has retained an emphasis on acute 
diseases according to a “biomedical model,” the dominant para-
digm of 20th century medicine.9 The spectacular effectiveness of 
biomedicine is recognized by all, including the public, and rein-
forced daily in acute settings. 
	 Nonetheless, limits of a strictly biomedical model approach 
have been recognized since 1977,9 particularly in chronic 
diseases, which account for about 86% of costs of recent 
medical activities.10 A complementary “biopsychosocial model” 
to biomedicine was proposed in 1977 to improve knowl-
edge concerning pathogenesis, management, and outcomes of 
chronic diseases.9 However, biopsychosocial medicine remains 
neglected in medical education and training and by professional 
organizations. 
	 Most chronic diseases that develop in individuals prior to 
the age of 65 occur 3 times more commonly in non–high school 
graduates, about 9% of the US population in 2025 (https://
educationdata.org/education-attainment-statistics), compared 

to high school graduates.11 Medical services account for 7-17% 
of longevity,12 whereas socioeconomic circumstances, behavior 
patterns, living conditions, public health, and other variables 
are far more important in health and longevity. Similar observa-
tions since 1848 by Virchow that “the improvement of medicine 
would eventually prolong human life, but improvement of social 
conditions could achieve this result now more…successfully”13 
have largely been ignored by the medical establishment. 
	 Of course, physicians must endeavor to maximize the 7-17% 
contribution to prevent mortality, within their capacity, for 
individual patients. However, medical schools and professional 
societies could also advocate for a biopsychosocial approach to 
chronic diseases, incorporating public health, health education, 
and other measures outside the examination room. The limited 
response from the US medical system as a whole remains disap-
pointing, as socioeconomic disparities in health and mortality 
have widened considerably over the last 3 decades.8

Rheumatology issues
Within rheumatology, spectacularly successful biologic agents 
to control inflammation in rheumatoid arthritis (RA) and other 
rheumatic diseases are well documented.14 For example, the 
median swollen joint count was 0/28 in 2 recent RA databases 
from Sydney15 and Chicago.16 However, the median pain on a 
visual numeric scale in each database was 5/10, almost identical 
to those reported in RA in 197917 and similar to those reported 
over the years.18

	 Only a minority of patients in the 2 databases met criteria for 
remission of RA.15,16 RA remission criteria, as well as indices for 
long-term management, include neither pain (the primary reason 
people with RA seek medical attention) nor physical function 
(the most significant variable in the prognosis of disability and 
mortality), either of which could be more clinically relevant than 
measures in common RA indices.19 “Remission” in a patient who 
reports pain as 5/10 on a visual analog or numeric scale may be 
satisfactory to pharmaceutical companies and organizations but 
may be unfair and inappropriate to many patients and physicians.  
	 Evidence was reported in 1997, even before biologic agents, 
that all 6 RA core dataset measures assessed were stable or slightly 
improved over 5 years, whereas joint deformity/limited motion 
indicated progression (Figure  1).20 Nonetheless, joint defor-
mity/limited motion is not included in contemporary long-term 
care or databases, although the same number of deformed joints 
as that of swollen and tender joints combined were seen in the 
recent databases cited above.14,15 Further, physician subglobal 
0-10 estimates of joint damage on a RheuMetric checklist were 
higher than for inflammation at these and other sites.21

	 Joint damage within the first 2 years of RA has long been 
recognized (Figure  2),22 progressing on a biomechanical basis, 
albeit attenuated but not eliminated or reversed by control of 
inflammation. Hundreds of reports recognize superior results 
with early treatment within a “window of opportunity” prior to 
joint damage. However, relatively few patients with RA receive 
biologic therapies within the first 6  months of disease due to 
delays in diagnosis and current insurance guidelines. Prevention 
of long-term damage appears to require “biopsychosocial” 
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Figure 2. Radiographic damage in 200 patients with rheumatoid arthritis according to dura-
tion of disease. Note that 70% of patients have erosions within the first 2 years of disease. 
Radiographic damage is slowed but not reversed and proceeds on a biomechanical basis once 
established, albeit more slowly with control of inflammation. Therefore, the many patients 
treated even at this time after 2 years of disease cannot have normal joint structure, which 
remains a problem for many patients at this time. Reprinted with permission from Fuchs et al.29

Figure 1. Changes in measures in 100 patients with rheumatoid arthritis over 5 years between 1985 and 1990, 
determined by effect size. Note that all 6 core dataset measures assessed (joint tenderness, joint swelling, eryth-
rocyte sedimentation rate, functional status, patient global assessment, and pain) were stable or slightly improved 
in the group over 5 years, even before introduction of biologic agents, probably reflecting in large part control of 
inflammation with methotrexate.  However, joint deformity, radiographic damage, grip strength, and walk time 
showed progression. Since introduction of biologic agents in 2000, most long-term care and databases include only 
core dataset measures, which are likely to show stability or improvement even prior to biological agents and do not 
include measures of damage. Reprinted with permission from Callahan et al.27 MHAQ ADL: Modified Health 
Assessment Questionnaire for Activities of Daily Living.
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public health education initiatives outside examination rooms 
beyond traditional “biomedical” encounters, but little interest 
has been seen in the rheumatology community beyond tradi-
tional practices. 
	 Pain scores are significantly elevated in patients who screen 
positive vs negative for comorbid anxiety, depression, and/or 
fibromyalgia, recognized in 36-40% of patients with osteoar-
thritis and RA.23 These and other manifestations of multimor-
bidity are often underrecognized and elevate RA indices, even 
in the absence of inflammatory activity.24,25 However, formal 
screening for anxiety, depression, and/or fibromyalgia is not 
performed in most settings, or even in clinical trials of rheumatic 
diseases, although they may confound enrollment and results 
considerably. 

Conclusion
The authors agree with Dr. Panush that the current administra-
tion is severely damaging medical research and clinical activities.  
Nonetheless, many important problems in medicine in the US 
antedated the current presidential policies. Attribution of all 
problems to the current administration risks ignoring poten-
tial solutions outside partisan politics that hardly appear to be 
improving any clinical or research activities. It is hoped that the 
perspectives in this editorial may enhance constructive dialogue 
to improve health and longevity for all.
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