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@2% EDITORIAL

James V. Felicetta, MD, Editor-in-Chief

Distributive Justice—What the Heck Is That?

oday, I want to chat with you

I about the concept of distribu-

tive justice, especially as it ap-

plies to the delivery of health care.

Wait, wait! I promise to try to make

it as interesting and relevant as pos-

sible. Those of you who stick with

me to the end of this little piece can
judge whether I have succeeded.

The issue of distributive justice
came up recently when I was talking
with an old friend who is my coun-
terpart at a municipal teaching hos-
pital in another state. He was seeking
my thoughts on how to deal with a
particular cardiologist that he simply
could not see eye-to-eye with. This
particular cardiologist was 1 of 3 out-
patient cardiologists who all reported
directly to my friend.

The problem with this particu-
lar gentleman was not that he was a
bad doctor in any of the usual ways
someone earns that term. By all ac-
counts, he was extremely knowledge-
able, caring, compassionate, and up
to date. He was well liked by all his
patients, many of whom called him
the finest physician they had ever en-
countered. Indeed, he made some im-
portant cardiac diagnoses that other
physicians, including other cardiolo-
gists, had missed. On a few occasions
these diagnoses literally made the dif-
ference between life and death for cer-
tain patients.

So why in the world would my
friend be so concerned and frustrated
with having to supervise this particu-
lar physician? Was he not, in fact, one
of God’s rare gifts to medicine and
to humanity? Was he not the sort of
Marcus Welby on steroids that all
of us would want as our caregiver?
All of that is definitely true, but as it

turns out this particular physician has
a very major shortcoming,.

That shortcoming was the fact that
his productivity was phenomenally
low. He typically spent 1 2 to 2 hours
on each new patient, and at least 1
hour with each returning patient. No
wonder he was held in such high es-
teem by his patients! He had all the
time in the world to listen to any-
thing and everything they wanted to

seeing. Each of these cardiologists
was seeing 3 to 4 patients per hour,
which translates to productivity that
approaches 8 times that of their “star”
colleague. They were practicing at the
community standard, which means
that they were quite competent, get-
ting the correct diagnosis most of the
time, but occasionally missing a clue
to a less obvious diagnosis that would
not have escaped the attention of

By all accounts, he was extremely knowledgeable,
caring, compassionate, and up-to-date. He was well
liked by all his patients, many of whom called him
the finest physician they had ever encountered.

tell him. He took the time to do an
incredibly thorough physical exami-
nation, making sure to explain each
finding very thoroughly to the patient
as he went along. He was never too
busy to talk about a patient’s hobbies
or personal problems; he was truly a
compassionate physician who really,
truly listened to his patients. Studies
have suggested that the average phy-
sician will not let his or her patient
talk for more than about 40 seconds
on the chief concern before interrupt-
ing to redirect the conversation. Not
this cardiologist; every patient could
talk as long as he or she wanted, on
any topic, relevant or not to the car-
diac concerns.

Needless to say, this particular
cardiologist was bitterly resented by
his 2 fellow cardiologists, who were
both actually quite competent prac-
titioners. This guy was getting all the
credit and the recognition while they
were busting their tails trying to take
care of all the patients that he wasn't

their star associate.

My administrator friend had tried
everything he could think of to try to
increase the productivity of this car-
diologist. His star cardiologist always
resisted politely, refusing to believe
that there could be anything wrong
with his approach. Didn't his patients
love him? Didnt he make diagno-
ses that others missed? He truly felt
that he was the cardiac patients’ best
friend, because he would never take
any shortcuts or leave any stone un-
turned in his efforts to optimize car-
diac care. He also was someone who
would not hesitate to order a very ex-
pensive and unusual diagnostic study,
even if the likelihood of finding an
abnormality was quite small. After all,
isn't that what each of us would want
for ourselves or a family member?

Of course it is, but that doesnt
mean we should receive it, particu-
larly if it's paid for by the hard work-
ing taxpayers, as is the case at my
friend’s municipal hospital. So thats
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what led me to offer some advice that
my friend thought was harsh when I
first came up with it. I told him that
he basically needed to find a legal
way to terminate the employment of
his star cardiologist, using whatever
mechanisms the Human Resources
Department might make available to
him. The guy simply had to go, be-
cause he wasn't getting the job done.
He wasn't seeing a reasonable volume
of patients, and he wasn't earning his
pay. He needed to be replaced by a
cardiologist who could be productive.

This is where the concept of dis-
tributive justice comes in. Its prob-
ably easiest to understand if we

of the highly paid cardiologists, of
whom there are only 3. Each cardiac
patient deserves an equal shot at get-
ting some attention from 1 of these 3
cardiologists. But if 1 of those 3 doc-
tors won't play ball and showers his
time and energy on just a handful of
lucky patients, many others will suf-
fer and perhaps even die of their car-
diac problems, because they can't get
in to see a cardiologist. The physician
who spends all his efforts on just a
fortunate few is actually perpetrat-
ing a huge injustice on those patients
who are being denied the services of a
skilled cardiologist.

Each of the 2 nonstar cardiologists

The physician who spends all his efforts on just
a fortunate few is actually perpetrating a huge
injustice on those patients who are being denied the
services of a skilled cardiologist.

remember that the hospital has a fi-
nite pot of resources to devote to car-
diology services. This pot is basically
the cardiology share of whatever the
taxpayers allotted in total to the ad-
ministrators of the facility to spend
on health care. With these finite car-
diology resources, a large number
of indigent patients with cardiology
problems need to be diagnosed and
treated. One of the most precious
of these scarce resources is the time

is actually doing far more net societal
good under the model of distribu-
tive justice, because they are provid-
ing grade B or B plus care to a sizable
number of patients. The star cardiol-
ogist is, indeed, providing grade A or
even A plus care, but only to a van-
ishingly small number of patients.
The first 2 cardiologists are making
a much larger total number of cor-
rect diagnoses and saving a much
larger total number of lives than the

star. He should be let go if he cannot
change his attitude and approach the
situation in a way that integrates the
concept of distributive justice. Scarce
resources should be distributed to
all who could benefit from them,
not showered disproportionately on
just a lucky few who won the lottery
by scoring an appointment with the
seeming star cardiologist. This ap-
proach can be denigrated as ration-
ing, but it is actually far fairer than an
uneven distribution of the cardiolo-
gists time would be. After all, doesn't
the constitution guarantee life, liberty,
and the pursuit of distributive justice
for all? L
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Disclaimer

The opinions expressed herein are those
of the author and do not necessarily
reflect those of Federal Practitioner,
Quadrant HealthCom Inc., the U.S.
Government, or any of its agencies.
This article may discuss unlabeled or
investigational use of certain drugs.
Please review complete prescribing in-
formation for specific drugs or drug
combinations—including indications,
contraindications, warnings, and ad-
verse effects—before administering
pharmacologic therapy to patients.
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