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Confronting the Tyranny 
of Conventional Wisdom 

BY P A U L H O F M A N N , D r P H 

~j n health care, as in other fields, over-

I coming the barriers created by con­
ventional wisdom is never easy. 
Although the mere labeling of a con­

cept or practice as "conventional wisdom" imme­
diately raises questions about its credibility, three 
basic reasons why it achieved initial legitimacy 
exist: the idea appeared to be sensible at the time; 
those in authority endorsed and supported it; and 
no persuasive data in opposition were offered and 
accepted. 

Consider the following once commonly held 
beliefs: 

• Complementary, alternative, MM\ integrated 
medicine are ineffective and should not be taught 
in Western medical schools, should not be pro­
vided to patients with serious medical conditions, 
and should not be covered by insurance. ( Deni­
grated by practitioners of Western medicine for 
generations, alternative therapies have gradually 
been acknowledged as exceptionally effective for 
various conditions.) 

• The physician, by virtue of training ^nd expe­
rience, is best qualified to determine w hat is in 
the patient's best interests. (In the United States, 
the unquestioned authority of physicians to make 
decisions on behalf of patients is no longer preva­
lent. Patients or their surrogates have become 
pivotal in determining clinical treatment deci­
sions. ! 

• The presence of nonmedical people in the 
delivery room is inappropriate, compromises the 
ability of trained professionals to perform their 
responsibilities, and creates unacceptable risks for 
the patient, staff, and family. (Today, fathers 
and/or others are welcome in the delivery room, i 

• The development of new medical technology 
will help significantly reduce the cost of medical 
treatment. (Although clear exceptions exist, 
most new technology has resulted in higher—not 
lower—costs.) 

• Clinically competent professionals have the 
intuitive competency and aptitude to be effective 
managers and department heads. (Many clini-
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cians appointed to administrative roles have belat­
edly recognized that they lack management skills 
and are not prepared to deal with personnel, 
financial, or other critical administrative issues.) 

• Because taking every reasonable measure to 
extend life expectancy is a medical imperative, any 
patient in cardiac or respiratory arrest should 
receive cardiopulmonary resuscitation (CPR). 
(Patients now have the well-established right to 
stipulate that CPR not be attempted.) 

• When a patient receives CPR, all family mem­
bers should be required to leave immediately; the 
presence of family members impairs attempts at 
CPR and could cause severe emotional trauma. 
( Recent medical journals have published com­
pelling evidence supporting the value of permit­
ting one or two family members to remain in the 
room when CPR is initiated.) 

• Diagnostic procedures should be ordered MK\ 
interpreted only by physicians. (Tests for preg­
nancy, diabetes, HIV, and other conditions arc-
now frequently performed by consumers.) 

• Voluntarily disclosing medical errors is an invi­
tation to litigation by the patient or the patient's 
family. (Studies have confirmed that timely disclo 
sure, a genuine expression of regret, and a commit 
ment to make an appropriate settlement reduces 
rather than increases the likelihood of litigation.) 

Admittedly, some hazards are associated with 
questioning or disputing an idea or practice that 
has not yet been designated pejoratively as con­
ventional wisdom. Influential groups frequently 
have a vested interest in perpetuating the status 
quo. The reasons may be economic and/or relat­
ed to preserving power, authority, and prestige. 
In addition, sociologists have long confirmed 
that people often resist or fear change. 

Three stages to truth have been postulated; it 
is first denied, then self-evident, and finally 
exploited. What can or should we do to identify 
and expose ideas or practices in health care that 
are enjoying the false security of unchallenged 
acceptance: 
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exchange of ideas and information 
that enable members of the Catholic 

Health Association to shape a new future 
for the Catholic health ministry and pro­
m o t e a jus t U . S . hea l t h care sys tem. 
Through in-depth analysis, Health Progress 

explores the Cathol ic health minis t ry 's 
strategic strengths, fosters healthy commu­
nities, and influences the social debate on 
health care issues. The journal encourages 
examination of health care practices in light 
of ( atholic values, especially human digni­
ty, the common good, care of the needy, 
and stewardship of resources. 

Accordinglv, Health Progress focuses 
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• Ethical issues 
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church teaching and health care delivery 

• Reform of the I ' .S . health care system 
and integrated delivery of care 
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delivery 
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• Collaborative strategies 

Information for Authors 

H ealth Progress's readers have diverse interests in many aspects of health care. The 

journal's audience includes chief executive and chief financial officers, administra­

tors, trustees, department heads and personnel, religious sponsors, physicians, nuts 

es, attorneys, and policymakers. The journal covers a variety of health care management 

issues. These include (but are not limited to) corporate structure, finance, ethics, infor­

mation systems, mission effectiveness, law. marketing, pastoral care, sponsorship, health 

policy, human resources, education, and governance. 

SUBMITTING THE MANUSCRIPT 

Manuscripts are generally 2,000 to 3,000 words, except for columns, which are 750 to 

1,000 words. Manuscripts must be typed and double spaced. On a separate title page, indi­

cate the author's academic degree and current position. 

The editor will consider only manuscripts that are submitted exclusively to Health Progress 

and that have not been previously published. Submit two copies of the manuscript to: Edi-

tor, Health Progress, 4455 Woodson Road. St. Louis, M O 03134 .3797 Enclose a disk if 

possible. You may submit a manuscript by e-mail also; send to hpeditor5chausa.org. Include 

a cover letter .md address ,md phone number. For more detailed information, contact the 

editor. 

MANUSCRIPT REVIEW AND ACCEPTANCE 
Manuscripts are reviewed by editorial advisers. Within loin to six weeks, the editor will 

notify the author of the manuscript's acceptance or rejection. Accepted manuscripts are 

copyedited, and the author approves the edited manuscript before it is published. 

LETTERS TO THE EDITOR 
Letters expressing readers' opinions are welcome. Letters for publication should be 
signed. They may be edited for clarity or to fit space. Send e-mail to hpeditor® 
chausa.org. 

FINAL SAY 
Continued from page 64 

It" we are genuine ly in te res ted in 
accelerating the rate at which once-
unassailable beliefs are debated, then 
several developments must occur. 

• We must encourage constructive 
cr i t ic ism, and sincere critics should 
not experience unfair repercussions . 
T o maximize innovative thinking, \n 
organiza t ion ' s cul ture must suppor t 
the object ive examina t ion of t radi­
t i o n a l , l o n g - e s t a b l i s h e d p r a c t i c e s . 
Active pursuit of cost-effective alter­
na t ives will no t h a p p e n un less t h e 
stafV is convinced that such practices 
can be c h a l l e n g e d w i t h r e l a t i v e 
impunity. 

• W e shou ld voluntar i ly disclose 
real or potential conflicts of interest 
w h e n they resul t in p r o m o t i n g .\n 
individual or institutional health care 
provider 's self-interests over those of 
p a t i e n t s or c o m m u n i t i e s . H i d d e n 
agendas cm easily conspire t o repress 
valid opt ions to existing policies and 
procedures. 

• We s h o u l d c o n d u c t p e r i o d i c 
audits, or the equivalent of legislative 
" s u n s e t r e v i e w s " ( s t i p u l a t i n g an 
o b j e c t i v e e v a l u a t i o n by a c e r t a i n 
da te ) , to confirm that the initial ratio­
nale to r s e l e c t e d p r a c t i c e s is stil l 
defensible. 

• W h e n e v e r pos s ib l e , we shou ld 
replace medical and hospital jargon 
with simple Lnglish to avoid intimi­
d a t i n g p a t i e n t s and the i r families. 
S p e a k i n g p l a i n l y d e m y s t i f i e s t h e 
w o r l d of m e d i c i n e a n d f u r t h e r 
empowers health care consumers. 

We must be as vigilant in overcom­
ing the barriers t o innovation as arc 
t h e ind iv idua ls w h o consc ious ly o r 
unconsc ious ly w o r k t o p ro t ec t the 
s ta tus q u o . Ideas and practices d o 
not achieve the m a n t l e o f conven ­
tional wisdom wi thou t s t rong advo­
cacy, but we risk the welfare of many 
it W e d o not p romote healthy skepti­
cism and prudent elebate. o 
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