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Falling through the Safety Net:
Americans without Health Insur-
ance explores “the multi-tiered,
fragmented health care non-system”
(page 7) that is the U.S. healthcare
system. Characterized by “decreas-
ing access, escalating costs, variable
quality and poor performance com-
pared to many less affluent coun-
tries” (preface), Geyman describes
the U.S. healthcare system as being
in “meltdown.” The focus of the
book is the safety net of Medicaid,
Medicare and Children’s Health
Insurance Program (CHIP).

A family physician with 13 years
of practice in rural medicine and
more than 25 years of teaching and
research in academic family medi-
cine, Geyman takes the perspective
of a critical insider. The book seeks
to answer some crucial questions:

1. What is the predicament of the
uninsured?

2. What does it look like in
human terms?

3. And what does that picture tell
us about social justice in U.S.
healthcare?

Using vignettes and stories
gleaned from some of the 45 million
uninsured Americans as well as the
hundreds of millions of others with
insurance, he tells the grim and
sometimes shocking details of the
search for healthcare in a complicat-
ed system that is “difficult to navi-
gate for most Americans” (page 7),
especially those who are at the lower
levels of our socioeconomic ladder
and often do not have the advocacy
skills and advanced knowledge to
successfully negotiate through the

administrative quagmire. Focusing
on an evidence-based approach,
these stories are supported by a
somewhat overwhelming litany of
facts, figures and tables. But there is
light at the end of this long, dark tun-
nel. The book ends on a positive note
by exploring some of the “potential
remedies of our failing health care
system” (preface).

The book is easy to read and very
well organized. It is an excellent
source and reference book for
instructors and practitioners in pub-
lic health, nursing, social policy and
allied health professions. It is divid-
ed into three major sections. The
first provides an overview of the
national picture of the public health
sector and the uninsured, who are
the primary users of these services.
The second section chronicles the
tales of dozens of family stories and
patient vignettes that outline the
challenges that the uninsured face
when they try to access healthcare.
These scenarios cover topics such as
employer-based health insurance,
Medicaid, the working poor and ris-
ing prescription costs. This section
gives instructors a wealth of case
studies to use in classroom and
training settings.

The last section explores solu-
tions to the healthcare crisis with a
particular emphasis on the feasibili-
ty of a national healthcare insurance
plan. He asserts that “given our eco-
nomic uncertainties, widespread
deficits in federal and state coffers,
and the market-based, consumer
choice directions in health policy …
we can expect the safety net will
become even more porous in the
next few years” (page 157). He
argues that “tinkering around the
edges of a flawed system without
universal access can never work”
(page 15). He reviews four major
alternatives to reform in chapter 12
and spends chapter 14—the last
chapter—exploring the rationale
and essential features of a system
that he labels “single-payer univer-

sal coverage.” He closes by address-
ing some frequently asked questions
and concerns. There are four useful
appendices, which include a reading
list, data tables and a brief summary
of H.R. 676: The United States
National Health Insurance Act.

I would strongly recommend this
book to anyone who wants a com-
prehensive, well-articulated, easily
accessible story of the state of the
U.S. healthcare system. The sub-
stantive content, useful appendices
and easy-to-read format make it a
must-have for academics and practi-
tioners alike. It is also an excellent
resource for advocates, policymak-
ers and the general public who wants
to be better informed about a perva-
sive and somewhat overwhelming
problem that affects the rich and
poor and all those in between.

Reviewed by
Ruth C. White, PhD, MPH, MSW

Director/Assistant Professor
Social Work Program

Department of Society,
Justice & Culture
Seattle University

901 12th Ave.
P.O. Box 222000

Seattle, WA 98122-1090
phone: (206) 296.5351

fax: (206) 296.2141
ruthw@seattleu.edu

A Physician’s Guide to
Return to Work
American Medical
Association, Ed James
Talmage, MD, Mark Melhorn,
MD; AMA Press; ISBN 1-57947-
628-7; 356 pages

A remarkable collaboration radi-
ates among writers, authors, editors
and the publisher of this book, this
book assists physicians on how to
comply with plenty of statutes, regu-
lations and legal principles in the
workers’ compensation arena. Vari-
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ous applicable exceptions are well
explained to enlighten the treating
physicians who are coping with
dilemmas on recurrent basis.

It is a delight to read a guidebook
in which, out of the 20 chapters,
physicians wrote 19 chapters target-
ing physicians covering the responsi-
bilities of physicians, injured work-
ers, employers and disability insurers.

Although every injured patient is
unique, the common ground is similar:
that the patient’s best interest is to
stay at or return to work as soon as
possible while receiving the best
possible medical care.

Unnecessarily extended tempo-
ral total disability can destroy the
patients’ mental, physical and social
well-being.

This comprehensive guidebook
reminds all treating physicians to
properly assess the causation of the
injury, simply encouraging physi-
cians to ask the patient to enact as
much as possible how he/she sus-
tained the injury. 

A logical seven-step process
details how to evaluate work ability,
assess work restrictions and apply
the process to individual situations.

It is necessary for all treating
physicians to fully understand the
injured worker’s capability of per-
forming any particular activity. The
functional capacity evaluation must
be thoroughly and individually done
with respect to the particular task at
work. An attractive mnemonic
sequence is presented to achieve
exceptional negotiating skills for the
return-to-work process. Many treat-
ing physicians who differ with the
leading role of the claim administra-
tor will be in peace after understand-
ing the explanation of the myth of
why the claim administrator is the
disability decision-maker. In certain
diseases, objective and nonobjective
factors must be recognized in
assessing applicable work disability.
This guidebook is properly recog-
nizing the magnitude of decision-
making that all treating physicians
are doing every day.

Evidence-based medicine in

addition to cost-effective and vali-
dated tools are enhancing the deci-
sion-making process.

Valuable information is detailed in
evaluating and treating various mus-
culoskeletal and orthopedic problems
and related possible residual func-
tional losses. Furthermore, rheumato-
logic diseases and various soft-tissue
problems are detailed. Significant
consideration addresses the impor-
tance of prescription and nonpre-
scription medications and their
effects on work performance, includ-
ing but not limited to the transporta-
tion workers. This book describes
several cardiac and pulmonary dis-
eases, related disabilities and treat-
ment modalities by guiding the physi-
cians who are not board certified in
the specific cardiopulmonary field.
Mental problems and neurological ill-
nesses are addressed with considera-
tion of the predictability of that partic-
ular disorder.

Attorneys wrote one chapter,
namely the eighth chapter, detailing
the liabilities of the treating physi-
cians relevant of their return-to-
work decision-making processes.
The informative and terse medico-
legal aspect is a special asset of this
book. This reviewer respectfully
suggests reevaluating the merit of
the following sentence, found in the
eighth chapter, on page 109 in the
first paragraph: “It represents uni-
form, minimal privacy protections
for patients across the country.”

As this sentence references to the
HIPAA (Health Insurance Portabili-
ty and Accountability Act) confi-
dentiality/security guidelines, the
reviewer recommends reassessing
the word of “minimal.”

For numerous reasons, despite its
serious content, it is easy to read this
book. In addition to the customary
page numbers, the sides of every
page are marked with black color,
and the corresponding chapter num-
ber is clearly labeled on these black
tabs. Tables, statistical analyses and
medical graphs are proportioned in
consecutive and constructive orders
within the discussed subjects. Well-

chosen references are inserted at the
end of each particular chapter,
allowing the readers to brush up on a
special subject or review a certain
issue in detail. The alphabetical
index is not overdone; it is just right.

Overall, this is an excellent book,
which is recommended to be placed
in the treating physicians’ offices as
a useful, handy reference.

Reviewed by
Maryann M. Walthier, MD

Fellow
American Academy of

Family Physicians
Diplomate

American Board of Quality
Assurance and Utilization

Review Physicians
Diplomate

American College of
Managed Care Medicine
ergosum@earthlink.net

This book describes a detailed
and comprehensive methodology
for physicians to evaluate the issue
of patients undergoing treatment
until their return to work based on
various factors.

The book is divided into 20 chap-
ters, which include the analysis of
the reasons for staying home from
work, work ability, evaluation of
patients who can return to work, var-
ious locomotive and functional dis-
orders affecting the return to work
and so on.

It provides a format detailing the
functional capacity evaluation, dis-
ability perspective and how to work
with common musculoskeletal dis-
orders.

This book successfully brings to
force the fact that the menace of
health-related absenteeism is
mounting with time. Most of the
physicians are not trained in work
ability assessment. While primary
care physicians are often recruited
by the company to assess return-to-
work of the employee, a biased
approach of these physicians
towards the patient cannot be
overemphasized. Should this mean
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that a time has come to introduce a
formal training course in this subject
that would train the physicians to
accurately evaluate the return-to-
work conditions? The essays by emi-
nent contributors to this publication
indeed point to the need for such a
curriculum at the threshold level.

While the goal of such physi-
cians would be to get the employee
back to appropriate work in the
shortest period of time, they should
equally be concerned to safeguard
the interest of both the employee and
the employer.

It is an undisputable position that
dissatisfaction from the job is one of
the prime factors that deter the
patient–employee to return to work
as early as possible. It should there-
fore be the job of the physician to
suitably advise the employer to offer
an employee-friendly work environ-
ment to his staff.

Chapter 4 of the book describes
various forms and disclaimers use-
ful in judging the working capabili-
ties of an injured employee. The
chapter is described nicely. Howev-
er, chapter 5, detailing the basics of
evidence-based medicine, seems to
be beside the point and appears to be
a misplaced addition to this book.

Chapter 9 elaborates on disabili-
ty perspectives, with a physician’s
statement on short- and long-term
disability. This is a well-explained
chapter, making the physician’s job
to issue a certificate on this matter
quite easy. I would have added one
more column in this form, eliciting
the patient’s opinion about his job
and inviting him to opt for the job of

his choice at the same workplace.
Although the materials in differ-

ent chapters seem repetitive at
times, the emphasis so generated
might well prove useful to accurate-
ly evaluate the conditions for return
to work.

To sum up, it is felt that too much
emphasis has been put on muscu-
loskeletal disorders, while a little or
none has been discussed about dis-
orders of the eyes and ears, which
can seriously impair return to work.
Pregnancy and maternity problems,
acute abdominal conditions and
their assessment for return to work
also needed attention and appropri-
ate discussion. With advance diag-
nostic and therapeutic technologies
available, there is a need to revise the
criteria for evaluation of time to
return to work.

The final chapter fails to effec-
tively summarize the issues encom-
passing the whole gamut of the topic
of return to work. Return of an indi-
vidual to work calls for achieving a
perfect balance between demand of
the job and capability of the patient
to effectively perform it. An assess-
ment of work instability and sug-
gesting an appropriate adaptation to
the work environment or workplace
summed up at the end to provide a
ready reckoner for the physicians
engaged in certifying return to work
would have immensely added to the
utility of the book.

This serious treatise on an impor-
tant aspect of work culture is bound
to create awareness among the
employers and help them unite the
workforce toward the common goal
of attaining a healthy work environ-
ment and a healthier economy.

Reviewed by
Pravin J Gupta, MS

Laxminagar
NAGPUR, India

drpjg@yahoo.co.in

Health Care Delivery in
the United States, 8th
edition
Edited by Anthony R. Kovner
& James R. Knickman; New
York: Springer Publishing Co.
Inc.; ISBN: 0-8261-2087-3

There is no doubt that the med-
ical knowledge and progress that
have been made in American medi-
cine are profound. But having med-
ical knowledge and technology and
delivering healthcare to the people
in an efficient, fair and cost-effec-
tive manner represent totally differ-
ent issues. This book offers a mas-
terly perspective on the challenges
of delivery of healthcare in the Unit-
ed States. The book is both readable
and perceptive, providing helpful
historical background on the evolu-
tion of U.S. healthcare over time, as
well as comparing the United States
to other health systems around the
world.

The authors and editors—from a
richly balanced background of
industry, academia, hospital man-
agement and public health—provide
an analysis of the problems in
healthcare delivery. In so doing,
they highlight reasons why the plu-
ralistic U.S. healthcare system, in
spite of huge resources, remains
expensive and inequitable.

The contributors suggest areas
where major reforms would be help-
ful and suggest potential solutions at
different levels.

The book is a major contribution
to the debate about access to care
and obstacles to healthcare delivery.
The major flaw in the book is its fail-
ure to highlight racial disparities in
healthcare outcomes for several
common conditions. Elimination of
these disparities has been suggested
to be a major challenge for the
American healthcare system by
many, including David Satcher, for-
mer surgeon-general.

The book would be an invaluable
resource to health system managers,
public health professionals and any-



The Doctor
Theater release date: July 24,
1991; DVD release date: April
6, 2004

A surgeon’s job is to cut.
You’ve got one chance to go
in, fix it and get out.

Such is the philosophy of caring
for patients as expressed by physician
Jack McKee (William Hurt) at the
beginning of the 1991 film, “The
Doctor.” McKee is the type of sur-
geon who plays “Big Girls Don’t
Cry” in the operating room, mocks
more compassionate colleagues and
pontificates on the “danger of becom-
ing too involved with patients.” “A
surgeon,” McKee warns his residents,
“must be detached.”

McKee notices a “tickle” in his
throat that begins to alarm him when
he coughs up blood. He goes to see
an ear, nose and throat doctor who,
after scoping him and examining his
throat, declares, “Doctor, you have a
growth.”

Doctor as patient, doctor diag-
nosed with cancer, husband with an
illness, family dealing with sick-
ness—these and myriad other roles
are what McKee will now have to
face, deal with and accept. When he
tells his wife (Christine Lahti) that
he has a laryngeal tumor that needs
to be biopsied, her response, “We’ll
beat it,” is met with an icy stare and
an angry response. “We don’t have
it, Ann. It’s not a team game.” His
ability to let his family help him is,

in essence, nonexistent.
When McKee is told by his physi-

cian that the tumor is malignant, he
indicates that he wants the tumor
removed: “I want it cut out.” His wish-
es—partially medically based, partial-
ly emotional—are dismissed. “I’m
recommending radiation therapy.” The
modern-day movement for a more
open doctor–patient dialogue is
nowhere to be found. McKee asks for a
lead apron when getting radiation
treatment. “The beam is focused on
your larynx. You don’t need it,” he is
told. When it’s discovered that radia-
tion treatment is not working, he is told
by his doctor: “I’ll discuss a different
treatment with Dr. Abbott.” “What
about me?,” McKee asks “Yeah, sure,”
is his physician’s response.

The issue of patient confidential-
ity, or lack thereof, is not to be lost
on the audience either. Early in the
film, McKee and his wife share a
laugh listening to the antics of a
patient on the speaker phone in their
care. McKee’s patient is determined
to mow the lawn of his home. Patient
confidentiality, in McKee’s world, is
optional. This is nicely contrasted
later in the film when a colleague
expresses sorrow at hearing that
McKee has cancer: “I just heard.”
“How did you hear? Did they post it
in the men’s room?”

The film works because it takes a
detached surgeon and shows his
transformation into a caring human
being. The wife and child who were
once kept at arm’s length are
embraced and made an integral part

of the healing process. The new
friend who, in the beginning, barely
warranted a passing thought is, in
the end, instrumental in helping Jack
to let others share his pain. And the
surgeon who in the initial scenes of
the film coldly says to McKee:
“Doctor, you have cancer,” is substi-
tuted with a more empathetic sur-
geon. Quite simply, in McKee’s
words, “You don’t have the first idea
how I’m feeling.” The compassion
McKee once scoffed at in others is
nowhere to be found in his surgeon
and that, in the later stages of his dis-
ease, is simply unacceptable.

In the end, McKee’s philosophies
on what it takes to be a good doctor
and, ultimately, a good human being,
are transformed. “Get in, fix it, get it
out. That’s what I tell my residents,”
has been replaced. The end of the film
has him having his residents role play
as patients for 72 hours, leaving them
with this invaluable message:

You have spent a lot of time
learning diseases patients
may have. Patients have their
own names. They feel fright-
ened, vulnerable, sick. They
want to get better and because
of that they put their lives in
our hands.

McKee now knows what being a
healer in the purest, most essential
form truly means.

Health education value. This
film is highly recommended for
physicians in the beginning of their
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one interested in the dynamics and
future of the healthcare system.

The chapter on information man-
agement and how this can be used to
reduce medical errors was particu-
larly informative.

The mini case studies, discussion
questions and learning objectives in
most chapters also enhance the
book’s readability.

Reviewed by
Chike M. Nzerue, MD, FACP

Associate Dean for Clinical Affairs
Meharry Medical College

1005 DB Todd Blvd.
Nashville,TN 37208
cmnzerue@aol.com
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