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Fred Allison (FA): 

—to ask how much of a draw factor do you think the medical school is for encouraging people to 

come to Lubbock for their medical services? Has it increased the draw, or was that already there 

because of Methodist Hospital? 

 

Robert Salem (RS):  

Well, before the school came, Methodist was recognized as a leading tertiary care referral 

medical center for this area and Eastern New Mexico. Now, I think that the school has enhanced 

that significantly. I think that it’s broadened the area of—geographic area of referrals through 

satellite facilities in El Paso, Amarillo, Midland, Odessa. I think it’s added a level of expertise 

that we didn’t have here and wouldn’t have here today had the school not been here. I know for 

me, personally, it’s been an academic stimulus, in particular, teaching residents and students. I 

mean, if you go in there to talk and give a lecture to a student, even, or a surgical resident, 

you’ve got to own up academically. You’ve got to do your research on your own and you’ve got 

to make sure you know all the answers to all the questions they’re going to ask. So I think, in that 

respect, it’s been good for all of us in that we’ve had to fine-tune our academic skills to maintain 

the level of excellence that students and residents demand. So from an individual perspective, 

and from the perspective of most of the physicians in town, you know, the school has been good 

in that sense. But I would say that overall, the school—the impact has been very positive. I think 

it’s generated referrals to all of us that we wouldn’t have had had we not had the school there. 

Certainly, the economic impact of the city has been positive. And overall, the impact of 

establishing Methodist as a medical center has been enhanced by the presence of the school. 

 

FA:  

Going back to the founding—well, I had a question about tertiary care. 

 

RS:  

Yes? 

 

FA:  

What do you mean by that?  

 

RS:  

Well, I meant—by that, I mean a facility didn’t have everything. In other words, we have the 

expertise, we have the specialists to—but we don’t have to refer anything out. 

 

FA:  

Nothing? 
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RS:  

Basically nothing. There may be a few finite, ultra-specific areas. But basically—and there may 

be some patient preferences to go out of town for various things. But by and large, Methodist and 

this city can accommodate 99 percent of every medical condition that exists. We’ve got one of 

the finest modern medical communities in the country. I’ve seen most of them. I’ve visited most 

of them. I’ve trained in some of them. I’ve been to some of the finest medical centers in this 

country and in Europe. And truly, we have one of the finest medical communities and medical 

complexes [inaudible 00:03:34].  

 

FA:  

Another thing I wanted you to define was SWAT. The SWAT surgery team. 

 

RS:  

SWAT? [Laughs] Yes, that started—that stands for Salem-West-Allen-Thames, the first four 

partners—the first partners I took in. Dr. Stirman was the first. He’s gone. But the next ones 

were Allen, Thames and West, in that order. And we rotated on—each rotated call at night. One 

of us was available all the time. Doctors that needed surgery—to refer to a surgery, one of us was 

always immediately available. We covered for each other at night so that whoever was on call 

for that day or night took all the referrals. So when the doctor consults Salem-West-Allen-

Thames, the nurses got tired of writing all that out, and they were the ones that condensed it into 

the first letter of each of our last names and reoriented them so that West was next, and then 

Allen then Thames, and that was condensed to S-W-A-T, SWAT. So SWAT became, sort of, an 

unofficial trademark. It became such a catchy handle that we actually incorporated that officially 

as our business name, SWAT Surgical Associates. The first four of us were Salem, West, Allen 

and Thames. Then subsequently, we added four more: Ryan, _____ [0:05:11], and then, our 

latest partner was Dr. Beth Nickels, the only female doctor. She came here two years ago.  

 

FA:  

Going back to the founding of the medical school. Wasn’t there a period there, even after it had 

been approved early on, that there was a concern that it might still be killed? Do you have—

remember anything along those lines? 

 

RS:  

I do, vaguely. I was—yes, there was still—and I don’t have many of the details of that. After the 

bill was created, there was still—there was a couple-year hiatus there that the actual—I think it 

primarily had to do with financing and funding from corporations for the money by the state to 

get it done. And there was apprehension of that, even though the school, technically, had passed 

the Senate, House, with the governor’s signature, and everything. It still had to be funded. And 

there’s still resistance at the corporate committee levels in the state. They weren’t going to fund 

it. There’s still enough animosity from, particularly, Amarillo and El Paso, who were in 
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competition with the school—and really thought they might get it instead of Lubbock. There’s 

still hostility in this area over not getting the reference [inaudible 00:06:42] to prohibit the 

funding of the school, even though the bill had passed. Finally, the money came through. In fact, 

the school opened in record time, ultimately. From the day the bill was passed to the day the 

doors opened, it was finally fast-tracked [inaudible 00:07:03]. It was one of the shortest periods 

of time in the medical school beginnings. In spite of that fact, but yes, there was a concern.  

 

FA:  

How much of that early success of the medical school—the fact that it got started so quickly—

had to do with the city doctors here willing to go and teach out there? 

 

RS:  

There is no question that without the support of the doctors, this school would not have gotten 

off on that fast of a track. I have some references, newspaper articles, that you might want to 

look at. I think there were, like, eighty doctors the first few weeks the school opened that 

volunteered their services to provide the clinical faculty teaching doctors for the medical school. 

So they really came on board and let their efforts, and time, and practice. They did this 

voluntarily and— 

 

FA:  

They weren’t paid for it? 

 

RS:  

They were not paid for it. They volunteered their time to contribute to the education of the 

medical students in the first few years of the medical school, so they deserve a lot of credit and 

recognition for it as well.  

 

FA:  

And they even had to face the prospect of they were creating competition for themselves. 

 

RS:  

Exactly. 

 

FA:  

Which is pretty amazing. 

 

RS:  

It is amazing.  
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FA:  

Speaks to a lot of—I mean, to the character of the doctor, a service mentality. 

 

RS:  

It absolutely does, without any question. Yeah, they were actually making competition for 

themselves. And as I said earlier, that did affect a few people and they lost enthusiasm for it over 

time, but I still think there were very few people in private practice that had been impacted 

significantly by cranking out doctors and doctors. In fact, a lot of them that go through medical 

school and residency over there are located in Lubbock. It’s increased our doctor population 

immensely. I guess, at some point in time, there may be a point where there’s not enough 

patients to go around for the number of doctors. That could happen [inaudible 00:009:29]. That’s 

a real possibility. In fact, that’s a nationwide phenomenon that with managed care coming in and 

there’s an effort to reduce costs for delivering care. There’s an effort for managed to keep 

patients out of hospitals, to give more preventative medicine to patients well to prevent disease 

and illness from occurring. This impacts certain areas differently. It impacts the family practice 

and primary care doctors more because the emphasis lies on primary care physicians to prevent 

disease from happening, to prevent patients from getting more sick, to prevent patients from 

going to the hospital. This impacts the specialists on the other end. We, as the specialists, depend 

on people getting sick and needing our services to take care of their needs. So there’s a transition 

going on right now, partly impacted by medical care—I mean, managed care that influences the 

type of patients we’re seeing, the type of doctor that’s going to be needed in the future. Most 

areas will tell you—in the country—that we have an oversupply of specialists right now. So if 

we keep cranking out more specialists, the trend in medicine, in general, is to reduce the number 

of patients that go to specialists, we could see very rapidly an imbalance there. You follow me? 

  

FA:  

Yeah. 

 

RS:  

And we’re in transition right now, I think, in that area. That remains to be seen. There are some 

residents in training programs and various specialist—specialized areas—that are cutting down 

the number of specialists that they’re producing, because most people perceive that we do have, 

in most areas, a sufficient supply of specialists [inaudible 00:11:28]. 

 

FA:  

So it could swing back the other way. 

 

RS:  

Could. 
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FA:  

Because as they—as the medical students try to figure out what’s the best career for them, 

they’re going to go to primary care, it sounds like. 

  

RS:  

That would be the tendency, absolutely. So that may help neutralize the balance. Maybe a natural 

balancing phenomenon that rectifies itself, in that respect.  

 

FA:  

Is that going to create competition between the primary care and the specialists? Or any sort of 

animosity, you think? 

 

RS: 

There’s a little of that in a sense that some of the specialists—there’s a tendency for some 

primary care doctors to hang on to treat things themselves that they’d normally go to a specialist. 

And then they end up going to the specialist after the primary care doctor has treated them for 

some period of time. So the specialist’s position is, “Well, if I’d seen that patient from day one, I 

could’ve taken care of it and gotten the patient well. Here we are two weeks down the line and 

we actually run up the cost of care.” 

 

FA:  

Instead of saving money. 

 

RS:  

Yeah. So there’s—yes, there is, definitely, that dichotomy going on. 

 

FA:  

Which is all driven by managed care. 

 

RS:  

Yes, it is.  

 

FA:  

From what I’m learning from other interviews, this is the big bugbear of medicine today.  

 

RS:  

I would say it is. 

 

FA:  

Of managed care. 
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RS:  

Without question, it is. And Lubbock has not been impacted nearly so much as other parts of the 

country have. It is beginning to be impacted, really, locally, and I think we’ll see more of it. I 

don’t think we’ll ever get to—it’ll ever impact Lubbock, I hope, I don’t think, as much as other 

areas, specifically because of our diverse geographic community and area, in a sense that there 

are very few large employers—large congress of people. It’s hard to get a group of people 

together, you know, in terms of volume or numbers. So it can dictate how [inaudible 00:13:39].  

 

[Pause in recording] 

  

FA:  

This is a resumption of the interview with Dr. Robert Salem. This is on May 26, 1998. My name 

is Fred Allison. Interview’s being done, as the others have been, at his office in Methodist 

Hospital. 

 

[Pause in recording] 

 

RS:  

At that point in time, I graduated from high school in 1946, which was the year World War II 

was over. I remember medicine prior to that time, in my high school days, it was being done 

primarily in the rural communities by doctors who were sort of the jack of all trades. Very few of 

them had had any modern day training to be specialists as we now know it. I think during that 

period of time, during that war, I think—and I know, first hand, several doctors who had a lot of 

expertise in trauma. And this spun off into the era of vascular surgery. And prior to that time, 

most soldiers and Air Force and Navy people, who were injured, who their extremities had an 

injury to major artery, ended up with an amputation. During that World War II experience, we 

began to learn about specialization, about how to prepare arteries and put in synthetic grafts. And 

in the era after the war, I think we really saw the beginning of a surge of modern day 

specialization in all specialties. And I know that as I went off into medical school in the fifties, 

by then, the age of specialization had become pretty commonplace in most metropolitan areas, 

particularly in Dallas, where I went to medical school from 1951 to 1955. I was trained by 

specialists in all areas of my medical education. I also had current training starting back in the 

forties. So we saw, in the forties and fifties, the beginning of the new age of medicine, where 

specialization became a focal point. This is not to say that primary care and family practice 

wasn’t still very important, but we really saw a boom to specialization. And I remember my 

graduation class, only a small percentage of the people that I graduated with, which was about a 

hundred, went into family practice. The vast majority of them specialized in something. So then, 

in the fifties, sixties and seventies, and on into the eighties, even, specialization has become the 

mainstay of medicine, as we know it today. This is, in part, due to the morphed advances in 

technology, because it became impossible for the doctor to know everything about everything. 
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Back in the thirties and forties and before that, technology had not advanced to the point that it 

was not possible to keep up with everything. But as technology accrued and became necessary, 

people specialized in various things to maintain efficiency in that particular area of medicine. So 

specialization was the norm back in the sixties and seventies and eighties. Then, we see, in recent 

years, a shift in another direction because of managed care. One of the big things that happened 

in the late sixties was Medicare came into place. And most doctors that I know opposed 

Medicare from the standpoint that they felt that this was governmental influence in their practice 

of medicine. 

 

FA:  

Did they oppose it then or now? 

  

RS:  

Yes, then and now, for the same reason. A lot of doctors had benefitted, I think, financially from 

it. But I know the AMA, American Medical Association, upholds this form of healthcare for the 

simple reason that they did not want the federal government, in any way, interfering in the free 

autonomy of revision practice. What happened was that Medicare [sighs] provided payment for 

the services rendered, and so, it sort of took the patient out of the loop, and responsibility of the 

patient—most patients felt like, well, if they’ve got Medicare, they don’t have any responsibility 

as far the financial end of the piece. For a long, long time, I think this did afford a lot of patients, 

and even doctors, income, from the standpoint that most people, as they got to be sixty-five, did 

have some form of insurance. It was good from that respect. But this continued to drive costs up 

of healthcare because more and more people got on Medicare, had more and more things done 

because now they had insurance. They could get things done that maybe they might not have to 

do if they had to pay for it themselves. So this has been one of the things, I think, that has driven 

the costs of medicine up. Doctors and professionals have, maybe, been a part of that as well. 

They’ve done things because they knew they might get paid for it. So this has been sort of a dual 

track thing, as far as escalating costs. But in any event, Medicare became a reality, became very 

popular. Is still very popular with the masses. But what has happened is that other arenas have 

gotten into the picture, in terms of delivering healthcare like HMOs [Health Maintenance 

Organization] and PPOs [Preferred Provider Organization] and that sort of thing, which 

further compound the problem of the regulation of the utilization of medicine, for example. You 

now—with most people’s insurance—if they have health insurance, you come to me, for 

example, with a hernia, I can’t just put you in and operate on you like we used to. I have to, first 

of all, call the insurance company that you happened to have—whatever it may be—Aetna or 

Prudential, or whatnot, or Medicare—and I have to get approval to do the operation. They tell 

me how long you can stay in the hospital. And more and more things are going to outpatient 

surgery. So hernias, for example, are known as outpatients. 
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FA:  

Are they? 

 

RS:  

Yes. 

 

FA:  

Even though you make a big incision? 

 

RS:  

That’s right. Absolutely. You come in in the morning and you go home in the evening. 

 

FA:  

I’ve had those, and I’ve— 

 

RS:  

I have, too. And then, for example, if you don’t go home, then you have to call and explain why 

you didn’t go home.  

 

FA:  

The doctor does? 

 

RS:  

The doctor or his delegate. His employee has to call and tell the patient—I mean, tell the 

insurance company why you didn’t go home. And then, the next day you have to call again and 

inform them that the patient did go home, or if not, then why not. And this just sets up a constant 

barrage of administrative nightmare and expense to the doctor’s office. We, literally, in my 

private practice office have hired two additional people just to handle that sort of thing. And 

then, other more complicated cases—insurance companies, you have to call twice a day to give 

the results of the lab tests. They analyze those lab tests to see, for example, if a patient is 

bleeding, you have to call in their blood counts to the insurance companies twice a day just to 

confirm the fact that they are bleeding and they need to stay in the hospital.  

 

FA:  

Now, did they have health—I mean, do they have trained professionals that are— 

 

RS:  

Most of the initial screening is done by trained—like, R [Registered] nursing types. You know, 

they have doctors that backup—if there’s a controversy, or if there’s a question, or if you want to 

appeal a decision, then it does go to a doctor on the other end. Most of the initial screening and 
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regulation is done by RNs [Registered Nurse], who are working under a prescribed protocol. 

But this is the sort of thing that—I’m talking about the administrative bureaucracy that makes 

practicing medicine so much more difficult and cumbersome than it was, say, thirty or forty 

years ago, and why most doctors are unhappy with current modern age of medicine. But there are 

so many administrative and bureaucratic controls that regulate what we do now. 

 

FA:  

How much are those—the people on the other end of the insurance companies that you have the 

report to—how much do they just go along with what you tell them? I mean, do you get that 

feeling that— 

 

RS:  

Well, I would say, the majority of time, if one, you know, practices a conscientious, good brand 

of medicine that the insurance companies don’t override your decision very often. It’s more the 

hassle, you know, that you’ve got to go through to get the job done when you could’ve done it, 

like I said, several years ago, just off the hat, without having to ask anybody, “Can I do this?” 

Now, on the other side of the coin, though, it’s been shown that in most cases that this does 

not—the system we’re working in now does not affect the quality of care. Outcome studies have 

been done to show that if a patient comes in for a hernia and goes home the same day of the 

surgery, the outcome results are just as good as if they stay in two days. And all this is done in 

effort to drive down the costs, which has been escalating. By reducing the length of the stay in 

the hospital, this has shortened—this has reduced the amount of money that it takes to provide 

that care. And this spins off into another area of specialists versus primary care. The emphasis 

today with most managed care programs that you are in now try to keep you out of the hospital. 

They try to—they focus on the wellness and focus on periodic checkups, regulating blood 

pressure, vaccinations for children. All those things is where the emphasis are. So this has 

created an excess burden on the family practitioners and the primary care doctors because more 

and more of their patients are being shifted to an outpatient setting, trying to keep them out of the 

hospital. Most specialists make their living in the hospital. So my guy as a surgeon, gosh, you 

know, 95 percent of my practice is hospital based, doing operations. So there’s been a tendency 

over the last ten years or so to keep patients out of the hospital, which has lessened, for example, 

tonsillectomies. The ear, nose and throat doctors. The emphasis now is to keep these children 

well and educate them on how to take care of themselves; proper diet, proper nutrition, come in 

and see the doctor with various symptoms, which lessens the need for them to have a 

tonsillectomy, for example. So, and all across the spectrum of the various specialties, you see 

that. So that there’s at thinking now, today, that perhaps, we do have an abundance of specialists 

in most areas, and we need to reverse our thinking. Instead of cranking out more specialists, we 

need to be—the emphasis needs to be— 
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FA:  

GPs [General Practitioners].  

 

RS:  

More GPs and less specialists. 

 

FA:  

Yeah, because that’s kind of what they do. 

 

RS:  

That’s exactly it. 

 

FA:  

They’re more— 

 

RS:  

So we’ve seen these various cycles go through in my career, since back, you know, in the forties 

when there were very few specialists and GPs did everything until the age of super specialization 

in the last twenty-five years, where more and more specialists have been created—less and less 

family practitioners. Back again to an era now where we don’t need as many specialists and we 

need more primary care. So it’s been an interesting revolution of supply and demand. 

 

FA:  

Yeah, that is. Back when Medicare and Medicaid was being talked about in the sixties—’64, I 

believe, is when it was implemented—was there a tremendous need for indigent care that was 

driving this? 

 

RS:  

I think this is one of the reasons that drove this, yes, I really do. Now, the AMA and most 

physicians would argue that there was not that need because they felt like—and certainly, in my 

own practice—and practicing in the hospitals I practiced at, I think no one ever was denied care 

because they were indigent. Now, I think, probably the thought was, though, that these patients 

had some type of insurance rather than—that maybe they could develop programs that would 

keep them from getting ill, where they had to require emergency care. But I would say that, 

across the board, that, you know, we did a pretty good job back in those days, prior to Medicare, 

of taking care of indigent patients. I mean, I know when I participated in a lot of the city-wide 

health clinics that were just done in, like, the churches and in other areas of the community, 

where they set up clinics where the doctors donated their time to help take care of those patients. 

Like I say, if they needed to be hospitalized or operated on, certainly, they were taken care of. It 

my responsibility, I felt, as a physician to allow anybody the care that I can give and I think most 



Texas Tech University’s Southwest Collection/Special Collections Library, Oral History Program 

 

 
15 

doctors feel that way. So the doctors, as a whole, I think, didn’t feel the need to develop this type 

of program as much as [inaudible 00:28:59]. I think it’s had—there’s some good parts of it and 

some bad parts of it.  

  

FA:  

Do you think there are people that, maybe, were reluctant to go see a doctor or go to the hospital, 

even though they might have needed care because they didn’t have— 

  

RS:  

I think that’s true. I think people’s conscious and morality will probably keep them away. 

[inaudible 00:29:24] that could’ve been paid all the way by a previous insurance [inaudible 

00:29:37].  

 

FA:  

Was there a—do you think it was because AMA had a lack of a suitable option that allowed 

Medicare to go through under the government? 

 

RS:   

I think that’s probably true. And I think that the AMA has always been a less than effective 

lobbyist constituency. I know a lot of physicians that never even belonged to the American 

Medical Association that felt like it was a critical arm of our profession that was really affected, 

that didn’t have credibility, that didn’t have the clout that it needed to get anything done. So that 

probably—although, I’ve been a member all my career—pay my dues every year—I’ve never 

felt like—part of it was my own, personally not becoming more politically-oriented in that 

direction. I think a lot of us felt like that the AMA just didn’t have, as you say, an ultimate plan. 

They wanted to sponsor things with private insurance companies, but no global organizational 

structure to get it done, whereas Medicare came in and affected, instantly, all Americans. Here’s 

a plan that all Americans can get into now. AMA didn’t have any global plan of that sort.  

 

FA:  

Was there anyone, maybe, on the other side of the political aisle—Republicans—were they 

sounding any kind of a warning about, maybe, some of the dangers of a government plan like 

this? 

 

RS:  

Yes. Now, here, again, back in those days, I really wasn’t into the political part of that 

legislation. There probably was. It may have come from both sides of the aisle, but certainly 

more, in those days, on the Republican side than the Democratic side. I think that opinion was— 

 

[Audio cuts out 00:31:50-00:32:00] 
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FA:  

The doctors won’t participate in Medicare? 

 

RS:  

Will not take Medicare patients because of the fact that the payments they receive nowadays 

have been ratcheted down through the last number of years. Down and down and down and 

down and down, to the point that—I mean, what they will pay a doctor to see a patient with 

Medicare—what they pay a doctor to see a patient in their office now is about half of what it 

costs you to have a plumber come to your house.  

 

FA:  

Oh really? 

 

RS:  

About fifteen or twenty dollars. So by the time a doctor hires all of his employees, and develops 

the paperwork, the equipment to examine the patient, they end up losing money, compared to 

what they’re paying for those services. And this is what’s happening. I know a bunch of doctors 

that say they cannot afford to see Medicare patients, because it costs them more to take care of 

the patient than they receive in payment for services, and so that’s the state of affairs we’re in 

right now.  

 

FA:  

Quite a few doctors, I thought they almost had to, to have a practice anymore. 

 

RS:  

There are still a bunch out there that can—that are doing well without Medicare patients now. 

Over time, as the rest of their patient population gets enrolled into some type of managed care 

similar to Medicare, which also impose further restrictions on them. It may be that they can’t 

[inaudible 00:33:55]. They need some patients in the Medicare population. But medicine—you 

know, gosh—has changed so drastically. You know, it costs so much to get a medical education, 

and the time involved. I was thirty-three years old before I finished all my training. In this day 

and age, I had to borrow money to enroll in training and started to practice deep in debt. Of 

course, over time, I recovered all that because I practiced in a time where a fee for service was 

the norm. I always felt like things were reasonable. There was no cap on them, you know, for 

patients wanting my services. They were going to pay for them, well, they did. But now, there’s 

a cap on a lot of things, as far as what the payment’s going to be. If a guy spends thirty-three 

years training, and goes out deep in debt, and has to get a slow start, and has a cap on what he 

can make, he’s going to have a hard time becoming a specialist in the first place. So those are the 

sort of things that people are dealing with now in trying to become physicians. I used to have—I 

used to have young college students, medical students, potential medical students come by my 



Texas Tech University’s Southwest Collection/Special Collections Library, Oral History Program 

 

 
17 

office twenty years ago—one, every week or two—wanting to be a doctor, and get my thoughts 

down, and so forth. I haven’t seen one of those kids in five years. I think that the image of 

physicians is changing, in terms of what is being—I mean, I think we’re—kids are seeing that 

there is more and more control; they have less and less autonomy. There used to be a feeling out 

there: if you worked hard, and did a good job, and were highly qualified, you were compensated 

for all those things. Now, you can do a good job, and be well-trained, and do good work, and all 

those things, but you’re not compensated for it. Everybody is sort of capped at a certain level. So 

those are the things that kids are having to ponder about. And yet, they’ve never known anything 

different, so it’s a lot easier, I guess, for them to go into that system. They haven’t known how it 

was twenty-five years ago. 

 

FA:  

Whereas someone like you— 

  

RS:  

Yeah.  

 

FA:  

—can see what it used to be like. 

 

RS:  

Right. 

 

FA:  

Must be kind of a bitter pill to swallow. 

 

RS:  

Well, it is.  

 

FA:  

I’ve kind of picked up on that from several of the interviews that we’ve done. 

 

RS:  

Is that right? 

 

FA:  

Yeah. 

 

RS: 

I think you’ll find most of us that have practiced in an era, you know, when the physician could 
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make his own independent judgement—as I said, you were rewarded by your skill and by your 

care and by your outcomes. You didn’t have some third party telling you when you could 

operate, how long the patient can be in the hospital, how much you’re going to be compensated 

for your services. It’s just a different—different—different set of circumstances now.  

 

FA:  

Seems like every way you turn, nowadays, you’re faced with someone else telling you how to 

run your practice. Either Medicare, the government, or an insurance company, as you were 

describing a minute ago, where you have to call in and get approval for every procedure, or an 

HMO, or a PPO. 

 

RS:  

Absolutely. 

  

FA:  

There’s really no escape, unless you were willing to forgo any of these and almost have to take 

barter, I guess. 

 

RS:  

That’s what’s happening.  

 

FA:  

Is that right? 

 

RS:  

That’s what’s happening. 

 

FA:  

You mean doctors are really doing that? 

 

RS:  

Well, I think—you know, you hear talk about some of that. 

 

FA:  

Do you? 

 

RS:  

But, I mean, this sort of—the bartering acts that take place—but this scenario that you’ve 

described, in which we are so regimented and controlled by managed care plans, that the practice 
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of medicine is basically so controlled and so difficult to reconcile, in terms of how we used to 

have it.  

 

FA:  

The doctor’s, more or less, just a technician, almost, isn’t he? 

 

RS:  

Well, certainly, a lot of the autonomy initiative and drive of being a physician has been lessened 

a considerable degree, by the change in the marketplace, I think.  

 

FA:  

You spoke of rising costs. Do you think Medicare and government involvement was behind the 

rising costs, or was it medical technology? Because they both occurred almost simultaneously. I 

guess, really, medical technology occurred somewhat before that. 

 

RS:  

I think primarily, I would say—I think they were both factors. I suppose the technology was the 

main driver of that. It became so expensive to get new equipment and new things in medicine. 

As I said, though, so many people got so much—had so much coverage that they didn’t used to 

have that they began to over utilize services, which then drove up costs as well. But I guess 

technology primarily drove up most of that. You know, and I’m sure that there’s a physician 

compound as well, some people now that—if people had insurance and had Medicare, they 

might have done more things that they wouldn’t have done otherwise. So I think, if they charged 

a fee for that that means Medicare had to pay more fees, which costs more money, which drove 

up the costs. So all those things, I think, had a bearing on the rising costs of healthcare during the 

last twenty-three years. Probably not any one thing.  

 

FA:  

Which, I think, is a big—you know, we’re talking about change that has occurred during your 

career about just everything concerning—it seems like, concerning being a doctor. But what do 

you think about the—which has had most effect on the doctor-patient relationship? Or has that 

changed? 

 

RS:  

Well, I think it’s changed. I think—and let me illustrate what I mean by that, in terms of an 

illustration of how we practice medicine today, as compared to how we did it before—before all 

this managed care stuff came in. If I were going to operate on someone fifteen years ago, say, I 

would put them in the hospital in preparation for surgery, I would make rounds on them that 

evening. I would discuss what tests we were going to do, in detail, I would discuss the surgical 

procedures performed in detail. I would answer any questions they or the family had. And I’d 
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spend considerable time in the hospital in doing that. Then the next morning on the rounds, the 

same thing. In making rounds twice a day, you have the opportunity to interact with the patients 

in depth and for whatever period of time that they needed to satisfy them, and all their questions 

have been answered, and then, I’ll operate on them. Today, you take the same patient and the 

same operation—first of all, you don’t put them in the hospital the night before. Almost every 

operation done today, most insurance companies will require the patient to come in the morning 

of surgery, so you don’t have the opportunity the night before and the morning of to spend near 

as much time with them in discussing all these things. I think, therefore, you don’t have quite the 

strong bonding that you do—or you did some years ago. We handle things differently. I think 

that this has affected the doctor-patient relationship, in terms of less opportunity for interactions 

about all discussions of detail. A lot of that’s just been—had to have been cut out because of the 

demands of almost all of the patient’s primary healthcare.  

 

FA:  

How important is that bonding, do you think? 

 

RS:  

I think it’s very important. It’s important for the emotional welfare of the patient. I mean, it’s one 

thing to come in and know that your doctor is going to handle to the technical aspects of what 

your condition is, but I think that a big part of medicine [inaudible 00:43:50]. I’ve been on both 

sides of the coin. I’ve had five major operations on myself. I know how important it is, 

emotionally, for someone to feel comfortable that whoever’s taking care of them has a sensitivity 

about their condition and discusses things with them and giving them the emotional comfort and 

support they need, as well as the technical side of it. So I really think that’s a very important 

thing that’s part of the doctor-patient relationship, which is the human aspect of interrelationship 

and bonding.  

 

FA:  

Would you like to comment on this, the idea—especially back long—many years ago—the idea 

of a doctor as a healer, or almost as a medicine man, and that people—patients viewed him as 

someone who would heal them and would take whatever amount of time necessary or whatever 

steps necessary to take care of them, so therefore, the doctor spent so much more time with their 

patients back in earlier times. I’d say before World War II, for sure. What are your thoughts? 

 

RS:  

Well, I have, actually, personal family relationships like you just described. Back in the thirties 

and forties, in particular, my family grew up in the town of Sudan, where I was raised. We didn’t 

have a doctor in Sudan. We had to drive to Littlefield, where there were a couple of doctors 

there. Dr. Clifford Payne [inaudible 00:45:41].  
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FA:  

I’ve heard the name.  

 

RS: 

[inaudible 00:45:45] And this was in, like I said, the thirties and forties. So we would have to 

drive to Littlefield to get medical care. Dr. Clifford Payne, in particular, was the type of icon that 

you’re talking about. He was the physician that my parents idolized. He’d take whatever time it 

took to respond to whatever needs we had as a family. I remember he operated on my sister—

younger sister. He did an appendectomy on her. He took care of me on two different occasions 

when I had head injuries from athletic events: one during basketball season and another during 

football season. I was knocked cold two different times. Woke up in the hospital and he was my 

neurosurgeon of sorts, you know? Because back in those days, as we said earlier, the family 

practitioner—he was a family practitioner—did everything, because there was nobody else 

around to do it. 

 

FA:  

Plus, there wasn’t much technology. 

 

RS:  

That’s exactly right. That’s all he had. That’s all that was available without going to, you know, 

New York City or Boston. So, in this part of the country, those doctors like he, in that time 

frame, were all we had. So I think that’s one reason that our families became so dependent on 

those physicians, because they could do it all, in terms of knowledge base at the time. And they 

were like God, and well-revered by my family, in particular, and me, as well. In fact, I guess I 

got my first interest in surgery in high school. I used to ask Dr. Payne if I could observe in 

surgery operations in the hospital in Littlefield. He allowed me to do that. In fact, that was pretty 

commonplace back then. They actually—I think I may have mentioned this in an earlier tape—

they actually had a little amphitheater waiting area—or viewing areas right adjacent to the 

operating rooms, where the families could sit and watch during the operation. So observing in 

surgery like that was pretty commonplace back then, but I was allowed to go in and stand by the 

surgeons [inaudible00:48:34]. So that’s really where I got my interest in surgery was back in the 

thirties and forties—back in the forties, watching him do surgery. 

 

FA:  

Did you know the Dr. Green over in Muleshoe?  

 

RS:  

I sure did. I knew Dr. Green very well. 
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FA:  

L.T. Green. 

 

RS:  

L.T. Green. I knew Dr. Green. My family knew Dr. Green real well. 

 

FA:  

He was our—he was our doctor. And he was kind of the same— 

 

RS:  

Yeah, same timeframe there. I don’t know. We just sort of gravitated east instead of west. But I 

knew Dr. Green. And then, at one time, there were a couple of doctors in Amherst. Their names 

slip my mind right now. But those doctors back in the old times like that—man, I’m telling you. 

You don’t find doctors like that today, because over time, we’ve all specialized to a narrow 

spectrum, because technology and knowledge of information has become so more expansive that 

we’ve had to contract as to what we do in order to grasp all the knowledge that it takes to 

become proficient in a particular area. So the age of specialization has been [inaudible 00:49:56]. 

Guys that knew it all and did it all are gone forever, I think. 

 

FA:  

I remember the impression I had of him as a boy growing up was that he was just constantly 

working—that they talked about him. He never took time off, that he was just— 

 

RS:  

I think that’s right. I think that is very true. I think those guys set the standard for work ethic. 

That’s something we can all try to emulate. Boundless energy and demanding work ethic. Very 

committed. Another reason, I think, they were revered more.  

  

FA:  

That was a—kind of a way they were viewed, it seemed like, in the community, that they had a 

calling. 

  

RS:  

Yes. 

 

FA:  

That they were a calling, almost like a minister. 

 

RS:  

Very much so. Absolutely. 
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FA:  

And they—you know, there was nothing that they were not—leave no stone unturned or 

anything, because what they did had some sort of a religious connotation. They were called by 

God, almost, to do this.  

 

RS:  

I think that inference is very appropriate and very true.  

 

FA:  

Do you think that’s the way the old-time physicians felt? 

 

RS:  

I really do. 

  

FA:  

That a lot of them were— 

 

RS:  

I think they’d have to have something like that, because, you know, as you eluded to their work 

schedule and the demands of being in a community like that, and having to—having no one to 

refer to. I mean, it stops here. And doing things, I’m sure, that must’ve felt like—golly. 

“Someone around here knew more about this than I did, but they didn’t. I’ve got to do it.” I 

mean, that emotional responsibility would be enough to cause a lot of consternation had they not 

had this commitment to doing the best they could under the circumstances. 

 

FA:  

But the people put tremendous faith in them. 

 

RS:  

Oh, they did. They never thought any different. They didn’t know that these guys may not know 

it all. I’m sure the patients had confidence that the doctors, whatever they were doing, were 

perfectly competent in doing it. And at the time, they probably were. As I said, this was before 

the age of specialization, before there was anybody else around that knew any more than they 

did. So they were it.  

 

FA:  

Do you think that attitude that medicine as calling is completely gone forever now? 

 

RS:  

No, I really don’t. I think that there are still a lot of dedicated people. And I’ve had two or three 
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students that are in medical school now that [inaudible 00:53:05] and I’ve talked to the few I’ve 

seen. Like I said, there are very few that come around lately. These are just two or three personal 

friends that wanted to go into medicine that I knew. Two are in medical school right now. And 

we discuss, quite frankly, what we’ve been discussing today when I discuss with them. And I 

told—and my advice to them was that, you know, you go into medicine, I think, for the love of 

medicine, for the love of taking care of people and being a service to people, and also a love of 

science. And those are the things that drove me into medicine. I just have this innate, inward 

desire to help people to be—to relieve people of suffering, and a love of science. Those were the 

two motivating factors that drove me into medicine. I had no other considerations for anything 

else, monetary or anything else. I think that there are still a lot of people out there that go into 

medicine for those same basic values, regardless of anything else. And if they do that, if they go 

into medicine with that basic foundation, they’ll be happy in what they’re doing and will by good 

physicians. I think you’ve got to have that feeling of that’s what you want to do, regardless of 

anything else you’re going to be doing. And there are people out there still like that.  

 

FA:  

That’s good to hear. [RS laughs] That’s good to hear. Especially with the—seems like that’d be 

harder and harder to have that attitude if you’re going to be controlled by HMOs and— 

  

RS:  

I think it will be, certainly, for me. Here, again, I think that the reason—the difference is that 

they have never experienced anything differently, that they’re going to start out that way. It’s 

going to be a way of life for them, just like everything else in life. And they will, obviously, 

adapt to it a lot better and they’ll work around it and with it within the system, and probably not 

affect them nearly as much as it would you or me or someone who’s been on the other side of the 

street, and having to go back to something else. But I think that they—that it’s certainly going to 

be different than it was when I started practicing medicine with all the regulatory controls and 

loss of autonomy and initiative and everything. Here, again, not ever having experience in 

anything else [inaudible 00:55:52].  

 

FA:  

Like you said, it’ll probably shoot back the other way. 

 

RS:  

I think so. I think at some point in time it will. 

 

FA:  

I noticed that you were involved in national-level politics back in 1993. 
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RS:  

Well, I have—I have taken a stand on what I think medicine ought to be, what I’d like to see it 

be. Back when Clinton, in particular, was pushing his healthcare reform, I spoke out against it. I 

spoke out by writing our Congressmen, our senators, our presidents. I have even have a letter 

from Bill Clinton. [Laughter] It was a generic response, but nevertheless, I felt like, for some of 

the reasons we’ve already talked about, that further governmental control and regulation by the 

federal government in interfering with the practice of medicine is not good for medicine. Lessen 

the doctor’s commitment to excellence and the quality. Not rewarding him for the quality of 

service and medication [inaudible 00:57:33]. I felt like it was a loss of autonomy on the 

physician’s part, which [inaudible 0:57:49] to less than what it could be and should be, in terms 

of directing the care of his patients. And all those things, I feel, impact the physician’s ability to 

strive for excellence. I can, in part, relate to some of that feeling to how I was when I was doctor 

in the Air Force. I got paid the same salary every month, whether I saw ten GIs [General 

Infantry] or none. There was no reward for seeing a hundred.  

 

FA:  

Yeah, so you might as well just see ten. 

 

RS:  

Yeah. And as moral and ethical and honest and I think I tried to be, I could see myself leave in 

two years, saying, “What the heck? You know? I don’t get paid for staying up all night. Why 

stay up all night?” [Inaudible 00:58:54] So I could see myself lulled into complacency. Whereas, 

I could see that all this government red tape in relation to capping fees and all that stuff where 

now, where I think the doctor becomes less of a doctor. So I did write and speak out against the 

further [inaudible 00:59:21] practice of medicine [inaudible 00:59:23]. I was on a panel with 

Senator Graham, who was there, as well. [Inaudible 00:59:41] I was on the Board of the 

Founding of American College of General Surgery, which was also founded recently to preserve 

the practice of general surgery, as we know it. [Inaudible 01:00:12] Texas surgeons [inaudible 

01:00:22]. So all those things I’m not a real activist. I’m concerned with my trades, but the 

politics of the thing—I think that’s one of the reasons, really, that most doctors are busy—busy 

doing what they do best. They take care of patients, and that’s what I was trained to do. That’s 

what I know best how to do. That’s what I want to do. I think most doctors take that attitude and 

just let the politics evolve. I think that’s one reason that medicine is the way it is, is that there are 

not enough doctors are taking an active political interest in politics [inaudible 01:01:02]. That’s 

something I don’t like. I don’t want to do [inaudible 01:01:08]. But yeah, that’s what we’re 

supposed to do. Doctors take care of patients. That’s all most of us want to do. That’s all I’ve 

wanted to do.  

 

FA:  

I know I’ve taken extra time out to have to worry about this. It’s really a chore. 
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RS:  

Yes it is. 

 

FA:  

It is a chore. That’s interesting that that occurred in ’93, whereas there was not a groundswell of 

opposition in the sixties when they were talking about Medicare. 

 

RS:  

That’s true. I think, here, again— 

 

FA:  

I wonder if Medicare caused people to say, “Hey, we don’t want any more of this.” 

 

RS:  

I think that’s—I think they did. I think that is exactly what’s happened. I think they’ve had this 

two-year decade with Medicare, and here, we see something that’s coming down that’s bigger 

and broader in scope. I think that’s exactly why you saw more of a groundswell.  

 

FA:  

Especially among doctors. 

  

RS:  

Yes.  

 

FA:  

Whereas AMA—I’m not sure where the AMA stood in regards to Clinton’s healthcare— 

 

RS:  

They opposed it as well. 

 

FA:  

Did they? 

 

RS:  

Um-hm. 

 

FA:  

But they opposed the other, too. 
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RS:  

They did, they did. I think you had more of a groundswell of doctors [inaudible 01:02:26]. Let 

me take another break. 

 

End of Recording 


