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� CHAPTER 2
Status of Doctor and Medical Unions

David Edward Marcinko

I suggest that a piece of our mission is to provide our fellow mortals with the
power of money, much as Prometheus gave humans access to fire. Hopefully,

we can escape his consequences.
—Richard B. Wagner

§ 2.01 Introduction

There are more than 1.2 million physicians in the United States. The brutal supply-
demand calculus of the matter is simply there are just too many doctors, of all stripes,
and the situation for specialists is just going to get worse going forward. In fact, it
has been projected that if the physician supply pipeline ceased today, it would take
until the Year 2010 for demand to reach market parity. Semantics aside, this absolute
oversupply is more than just bad distribution since physicians do have a choice of
practice venue. It’s just that many do not care to live in rural or remote cities, with
inhospitable climates or a dearth of cultural activities. Hence, many doctors congre-
gate in large cities or near hospitals, surgery centers, or medical schools, for collegial,
professional or other social reasons. Pragmatically, we might wonder how this has
occurred? Simple. The mothers and fathers of a bygone generation told their sons
to become doctors in order to make a good living and have a personally satisfying
life. In the seventies, with the advent of feminism, our daughters did not have to
marry doctors to achieve these same results. They became empowered to become
physicians themselves, hence, the current supply-side disequilibrium driving medical
fees down, down, down, much to the fiscal detriment of medical providers, but per-
haps to the benefit of the patients they serve.

If you don’t believe this, just ask any patient who has never had prior access to
any type of medical care or insurance about what he or she thinks about HMOs and
be humbled by the positive reply, approximately 46 million strong. Today, you either
have to be an esoteric specialist to command high fees or possess something other
than a warm body and degreed pulse to flourish in the Darwinian environment. Un-
fortunately, unions will not change the supply-demand equation, but a dearth of med-
ical school admission seats, or lack of interest in medicine as a profession by the
best and brightest, may.

Remember, Bill Gates, CEO of Microsoft Corporation in Redmond, Washington,
annihilated IBM a decade ago with little more than 2,000 “Microsofties” versus over
400,000 “IBMers” and tens of thousands of ATT employees unionized through the
Communication Workers of America (CWA). Clearly Mr. Gates’ concept of “masses
of asses” was correct. You need more than a degree (he doesn’t even have one),
you need innovation and a competitive edge from synergy within the existing infra-
structure.
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§ 2.02 Organized Labor

AFL-CIO President John Sweeny asked a federally appointed monitor overseeing
the Teamsters election process last year (U.S. District Court Judge David N.
Edelstein) for more time to investigate allegations of fund-raising improprieties by
presidential candidate James P. Hoffa, Jr., son of the legendary union boss. The rerun
election vote, originally scheduled for January, then February of this year, has been
repeatedly delayed because of the investigations of campaign finance abuse by both
Hoffa and his union nemesis, president Ron Carey. Carey, in 1991, captured the
Teamster’s presidency with a promise to drive out mobsters and self-dealing officials.
But the reform label he carried seems a bit ironic now that a court-appointed officer
just barred Carey from re-election, “because he tolerated and engaged in” a scheme
to divert $700,000 in union funds to his successful 1996 election campaign.1 The
election was voided in August, and the ensuing bilateral legal quagmire persists
today. Just ask yourself, as a doctor, do you really want to be associated with any
of the above shenanigans?

Now, think of managed care as an already formed labor union to which you do
not belong. Is this exclusion a presumption for practice disaster? Not at all, if you
can think outside the box, as the pharmaceutical industry did last year and reported
brand name prescription medicine profits of more than 3.1 percent over the prior
quarter reporting period, despite brutal competition from restrictive HMO formular-
ies in the generic drug industry.

According to Hemant K. Shah, an independent drug industry analyst in Warren,
New Jersey, this occurred because MCOs have found it hard to hold down prices by
restricting patient choice and simultaneously fearing the criticism of consumer groups
and lawmakers for denying coverage. “The pharmaceutical industry has entirely re-
gained the pricing flexibility lost in the early ’90s,” he recently said.2 Rhetorically, one
might wonder why this same kind of pressure can’t be applied by independent physi-
cians who are the prescribers of brand drugs and on top of the medical care food chain?

§ 2.03 Anachronistic Mistiming

The U.S. economy has shifted over the last two centuries from one grounded in
agricultural, to industry, then manufacturing, and now to an information-based tech-
nological macroeconomic infrastructure. Americans no longer labor with their backs,
and pure union physical muscle is a concept best resigned to the historic past, rather
than the proactive future.

In fact, noted economist David Birch, Ph.D. recently reported that the economy
hasn’t “added one industrial job in the United States in fifty years and we’ve created
70 million jobs over the past five decades, and not one in manufacturing.”3 Further-
more, labor unions in the past twenty years have exerted a disproportionate influence

1 www.nlpc.org.
2 Journal of Research in Pharmaceutical Economics. Vol. 7, No 1/2, 1996 and www.bubl.ac.uk.
3 www.ajhb.org.
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on the civil rights movement, even as they have declined in number, often protecting
the incompetent worker from dismissal, even for just cause.

Labor unions seem determined to get crushed in the next century’s economy.
That’s a shame, according to business columnist Marilyn Geewax, since “unions
could provide an important voice in debates about health benefits, job safety, child
care and technology training. But that voice will fall silent if unions don’t flip the
calendar from 1958 to 1998.”4 Even when marginally successful, unions provide a
passionless, adventureless and wholly demoralizing life, which adds little to the hu-
man condition and lacks the self-esteem and self-actualization potential promulgated
by Abraham Maslow and others.

§ 2.04 Human Rights Issues

In 1886, Samuel Gomphers, John L. Lewis, and the founders of the American Federa-
tion of Labor issued the following statement: “The various trades have been affected
. . . so that the skilled trades were sinking to the level of pauper labor. To protect
the skilled labor of America from being reduced to beggary . . . the trade unions of
America have been established.”5 More modern-day icons such as George Meany
and Walter Reuther all championed the sovereignty of the working man and strove
to eliminate human rights abuses in the work force.

Today, some believe that these figures, if alive, would be in disbelief about how
highly educated physicians are clamoring to join labor unions. After all, there are few
civil rights abuses occurring in medicine, and few believe that physicians, dentists, and
podiatrists are the exploited healthcare workers they had in mind. No doctor treating
tuberculosis is in danger of developing black lung disease; no overworked dentist is
practicing in an oral sweatshop; and no podiatrist is working as an indentured servant
against his economic will. As for the potential to contract AIDs, hepatitis or other
blood-borne communicable diseases, OSHA is alive and well. Therefore, the human
rights issues exposed by physician unions only serve to trivialize the real abuses which
took place in the industrial and manufacturing sector at the turn of the last century.

§ 2.05 Technology

Analysts of the digital age claim that technology will profoundly change our culture,
and the healthcare industrial complex is no exception. Some pundits, such as Ester
Dyson, opine that technology democratizes medical society, so that as physicians,
we are all perfect substitutes for one another, with few physicians having an edge
over the other. This is both a cause for depressed fees, as well as a compliment to the
high quality and standardized American medical educational process. Other medical
ethicists fear technology may further divide medical social classes into technology,
business, and financial information participants.

4 www.science.clayton.edu.
5 www.bartleby.com, www.boondocksnet.vom, and www.kentlaw.edu.
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Certainty, concepts such as telemedicine, robot surgeons, biosensors, and bionics
have transitioned from the laboratory down to practical and economical production
levels. Biowares, in order to blend living cells with synthetic substances to form
replacement materials and organs, can be algorithmically developed. Animal and
human cloning is also within the realm of probability, rather than possibility, and
may even be performed by nonphysicians. Of course, there are those medical theolo-
gians that predict technology will hasten the demise of medicine as an intensely
personal process. The truth probably rests in an amalgamation of these major points
of views, but almost certainly not with the reformation of labor unions. The fact
remains, however, that technology pushes down the skill and educational requirement
of many professionals, including doctors. Today’s healthcare is about personal
brains, bites, and bytes, and not collective union brawn.

§ 2.06 Competitiveness

Old monopolies are crumbling because of tougher new competitors. For example,
your old newspaper has to compete with the new Internet; your electric utility com-
pany battles low-cost local start-ups; and telephone companies must begin installing
fiber optic lines to fend off cable companies. The rush to more intense competition
cannot be stopped. You either keep pace or get crushed: so too are quasi-monopolistic
organizations such as the medical industrial complex.

In organizations such as PPOs and PSOs, patients exercise greater control over
physician selection, have quicker access to specialists, and encounter fewer restric-
tions on their care. Because of these slowly growing competitive market forces
against many highly structured, staff model, managed care companies, many industry
analysts, such as Hope R. Hetico, RN, MHA, of Atlanta, believe that membership
in such staff model HMOs will decline and negatively impact on unions that are
primarily an emotional reaction to more restrictive HMOs. “Although inefficiencies
in any business often open up in the short term, and can be greatly exploited by
creative and visionary entrepreneurs; as in most business structures market forces
will prevail in the long run.”6 Furthermore, unions deter rather than augment compet-
itiveness, according to most business and economic authorities, as well as Leo F.
Mullin, MBA, CEO of Delta Airlines.

Such competitive business owners and corporations are becoming more flexible
in their healthcare requirements, while unions keep trying to regulate the workplace
with union contracts to control entire industries. Yet in the new healthcare economy
of MCOs and HMOs, doctors are headed toward more competition and less control
over patients. Meanwhile, physician union advocates want to retreat to a more regu-
lated age. Unions function best when they soften the harshest edge of capitalism,
not try to change its nature. Healthcare providers of all sorts must choose between
staying flexible to ride out tough times or adopting a hard, brittle line that will crack
under the pressure of competition.

6 www.MedicalBusinessAdvisors.com.
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§ 2.07 Flexibility and Virtual Reality

In most large corporations and many top-down business models, unions are not mar-
ket-responsive entities, and an ability for rapid change is not inherent in their struc-
ture. These traditional organizations represent a rigid or “used-to-be” mentality, not
a flexible or “wanna-be” mindset, according to business columnist Alan Webber.7

Virtual medical corporations possess such market nimbleness, which cannot be recre-
ated in a union environment. Going forward, it is not difficult to imagine the follow-
ing new rules for the new virtual medical economic climate.

[A] Rule No. 1

Forget about large office suites, surgery centers, fancy equipment, and the bricks
and mortar that comprised traditional medical practices. One doctor with a great
idea, good bedside manner, or competitive advantage, can outfox a slew of nonphysi-
cian MBAs, while still serving the public and making money. It’s a unit-of-one
healthcare economy where “Me Inc.,” is the standard and physicians must maneuver
for advantages that boost their standing and credibility among patients and payers.
Examples include patient satisfaction surveys, outcomes research analysis, and eco-
nomic credentialing.

However, you should realize the power of networking, vertical integration, and
the establishment of virtual medical practices, which come together to treat a patient,
and then disband when a successful outcome achieved. Job security in this structure is
achieved with continuing successful end results, not a degree or union card. Medical
futurists even presume the establishment of virtual medical schools and hospitals,
where students and doctors learn and practice their art on cyber-entities that look
and feel like real patients, but are generated electronically through the wonders of
virtual reality units.

[B] Rule No. 2

Challenge conventional wisdom, think outside the traditional box, recapture your
dreams and ambitions, disregard conventional gurus, and work harder than you have
ever worked before. Remember the old saying, “if everyone is thinking alike, then
nobody is thinking.” Do union members think rationally or react irrationally?

[C] Rule No. 3

Differentiate yourself among your peers. Do or learn something new and unknown
by your competitors. Market your accomplishments, and let the world know. Be

7 www.fastcompany.com and www.gwsae.org.
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a nonconformist. The conformity of labor unions is an operational standard and a
straitjacket on creativity. Doctors should create and innovate, not blindly follow
union leaders into oblivion.

[D] Rule No. 4

Realize that the present situation is not necessarily the future. Attempt to see the
future, and discern your place in it. Master the art of the quick change and fast but
informed decision making. Do what you love, disregard what you don’t, and let the
fates have their way with you. Then, decide for yourself if unions adhere to any of
the above rules.

§ 2.08 Impotence

Dismissing the potential of a walkout against patients as a weapon against MCOs,
at the onset of an organized union effort, will render the unions impotent and ineffec-
tual. For more than 160 years this weapon has represented the ultimate power of
unionization and the unwillingness of medical labor unions to withhold care (strike),
while noble in intent, is just plain silly and in business jargon, affords little leverage
in the negotiation process. The inability to perform collective bargaining, because
of federal and/or state antitrust issues, is similarly disadvantageous for unions.

For example, unions like the Federation of Physicians and Dentists (FPD), an
8,000 member Tallahassee, Florida-based affiliate of the AFL-CIO, can represent
fee-for-service physicians as a third-party negotiator, but current laws prohibit inde-
pendent contractors from collective bargaining on their behalf. In a recent example
of federal strength, the National Labor Relations Board, in Philadelphia, rejected a
labor union’s (Local # 56-United Food and Commercial Workers, Pennsauken, New
Jersey) request to represent a group of 400 plus New Jersey physicians in negotiation
with Ameri-Health, a Mt. Laurel, New Jersey-based HMO.8

The physicians would have been the first private-practice independent prac-
titioners to gain that right, which is limited to salaried doctors at large HMOs and
public hospitals. According to organizational leaders and physician brothers Drs.
Arthur and Frederick Nahas, the decision is sure to be appealed. Without it, many
experts feel that unions will have virtually no negotiating leverage at all.

§ 2.09 Public Sympathy

A recent issue of Fortune magazine carried the headline “When Six Figured Incomes
Aren’t Enough. Now Doctors Want a Union.”9 Rightly or wrongly, the public has

8 www.a-h.com.
9 www.fortune.com and www.lib.usf.edu.



(H) ASPEN: MARCINKO, JOB: 03780, UNIT: 102, PAGE: 27, 07-12-02 14:06:00

Chapter 2: Status of Doctor and Medical Unions � 27

no sympathy for affluent doctors, and public support, as was seen in the recent UPS
strike, is not in favor of organizing physicians. To the man in the street, it’s just a
matter of the rich getting richer. After all, MDs were not crying under the traditional
fee-for-service system; it was just when managed care adversely impacted incomes
that the imbroglio began. The doctors, on the other hand, want to unionize to get
MCOs to return to them the power to practice medicine as they see fit, not money.

But recall that perception is reality in many cases. Moreover, the AMA discour-
aged union activity early this year, even as past president Thomas Reardon, MD,
acknowledged the frustration of physicians, but opined that “unions can’t do any
more for physicians than their county or state medical associations can.” 10

It is very likely that this sentiment holds true for all medicine as well. Incidentally,
the more than 185,000 UPS Teamsters nationwide did achieve wage and benefit
increases through ratification of their new contract on February 6, 1998. The com-
pany itself has lost market share and value for its private stockholders and instituted
an employee reduction-in-force for future hires. In short, many experts wonder if a
real union victory was achieved or merely a “re-shuffling of the economic deck,”
creating further distinction between the union “haves and have-nots.”

As another example, the United Auto Workers (UAW) just concluded a six-year
battle with Caterpillar for the best possible union deal on a new contract. Citing
sources from the Associated Press, the new agreement includes lower wages for new
workers, less overtime pay, dismissal of federal labor complains against CAT and
amnesty for union members who crossed picket lines.11

§ 2.10 Major Doctor Unions 12

• National Doctors Alliance [affiliated with the Salaried Employees Interna-
tional Union (SEIU)] an umbrella group for:

Committee of Interns and Residents
Membership: �11,000
Growth: 1,000
Dues: 1.375%-1.5000% of salary

Doctors Council
Membership: �3,500
Growth: 1,000
Dues: $720 / year

United Salaried Physicians and Dentists
Membership: 1,200
Growth: 300
Dues: .85% salary with $650 annual ceiling

10 aapsonline.org/aaps/medicare /reardon.htm and www.ama-assn.org/ama/pub/category.
11 www.openhere.com/life /org/labor/unions /united-auto-workers-uaw.
12 Membership may include: physicians, dentists, podiatrists, or veterinarians. May also include indepen-

dent as well as employed doctors.
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• Federation of Physicians and Dentists
Membership: 8,500
Growth: 250
Dues: $672 / year

• Physicians for Responsible Negotiations (MD/DO only)
Membership: N/A
Growth: N/A
Dues: $300-$720 / year

• Union of American Physicians and Dentists
Membership: 6,000
Growth: 15-17% annually
Dues: $465 initial fee, plus $400/year, plus $100 annual IPA surcharge

§ 2.11 Psychological Barriers

William F. Shea, President of the Shea Companies, recently wrote in Managed
Healthcare News that there are numerous psychological barriers against the forma-
tion of physicians union.13 These include (1) the public perception of medical profes-
sionals as a “cut above” ordinary workers, (2) doctor’s attempts to wrap collective
bargaining within the mantle of patients rights will lack credibility, and (3) the highly
educated physician’s ability to re-engineer and seek alternate employment opportuni-
ties rather than accept the salary scale or lack of autonomy present in restricted
HMOs. In other words, MD/DO resignation through individual re-deployment might
be the most effective “strike,” if called by one practitioner at a time.

§ 2.12 Education and Re-education

“We are living in a world where what you earn is a function of what you learn,”
former President Bill Clinton was fond of saying. This statement has become one
of the truisms of the information age and, by extension, the medical establishment.
Correspondingly, it might be added that “its not so much what you learned in medical
school yesterday, but what you will continued to learn today and tomorrow, that
really counts.” For example, in the golden age of medicine (1965-1985), the wage
premium enjoyed by physicians, over college graduates and other laborers (union
and non-union), increased by about 35-55 percent.14

But a new type of medical professional, the paraprofessional (LPN, nurse prac-
titioner, CNA, PA, nurse-midwife, MSN, etc.) arrived on the healthcare scene using
powerful computer software, massive medical databases, and sophisticated treatment
algorithms possessing the potential to reduce the huge economic edge of traditional

13 www.shea.com.
14 www.theatlantic.com.
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degreed physicians over less educated caregivers. These decision-support systems
(DSS) are already dramatically decreasing the amount of formal education and men-
tal skills needed to perform many medical tasks. Combined with other educational
software, makers of computer-based testing (CBT) material for doctors could sig-
nificantly increase the pool of nonprofessionals qualified to compete for healthcare
jobs. In the process, wage premiums would shrink not only for practitioners, but for
tenured teaching physicians with years of accumulated experience, as well.

Of course, no decision-support system can replace judgment and wisdom, but they
can reduce the considerable premium many doctors earn by knowing medical facts
and processes that, while simple in themselves, can be difficult or time-consuming
for students, residents, or interns to find out about and learn.

According to Rachel Pentin-Maki, RN, MHA, a senior healthcare consultant based
in Lantana, Florida, “among professional people, such as accountants, attorneys and
especially physicians, there is a misconception that whatever they do is so uniquely
creative and important that it can’t possibly be reproduced or put into a computer,
where it can be easily and cheaply accessed by mere mortals, when in fact, it increas-
ingly can.”15 Obviously, this is bad news for doctors and medical students who spent
a lot of money, time, and energy to acquire medical degrees with the expectation
of high salaries.

As Frank Levy, Ph.D, of the Massachusetts Institute of Technology recently
noted, the educational premium has not only remained flat in recent years, it has
actually shrunk among medical professionals.16 In 1995-1996, for the first time in a
generation, blue-collared technical, not labor, employment and real wages have be-
gun to rise without a reason to believe that the gap between labor and technical skills
won’t expand indefinitely. For example, throughout most of the nineteenth century,
quasi- (blue collared) professionals, such as engineers, teachers, carpenters, and me-
chanics enjoyed a pay advantage over laborers, even as the relative wages of many
other traditional (white-collared) professionals began to substantially decline.

§ 2.13 The Paradigm Shift

Although the term paradigm shift is a seldom-used buzzword in contemporary medi-
cine, it is a popular term in corporate America, which is entirely comfortable with
the profound changes that constantly occur in its competitive climate. The term
merely denotes a fundamental change in the way business was done from its previous
methodology. Such core changes prompt hiring and firings, deployments and re-
employments, education and re-education, on an almost daily basis.

It’s just that to U.S. physicians, the topple from intellectual and economic grace
is particularly hard to swallow after so many decades and for such a seemingly
arrogant and self-important breed of worker. Nevertheless, according to Harvard
economist, Claudia Goldin, Ph.D, “the lesson of the past is that we have to remain

15 www.MedicalBusinessAdvisors.com.
16 www.mit.edu.



(H) ASPEN: MARCINKO, JOB: 03780, UNIT: 102, PAGE: 30, 07-12-02 14:06:00

30 � Chapter 2: Status of Doctor and Medical Unions

sanguine about income inequality.”17 The current competitive crisis is not intrinsic
to medicine and will surely pass, ingratiating those courageous and risk-tolerant
enough to change, while steamrolling over those who are too weak or risk adverse
to accommodate new ideas. Of course, just how sanguine and optimistic you should
be depends on how you practice medicine today, or how you hope to practice in the
new millennium. History does seem to suggest however, that it is clearly possible
for the wage premiums enjoyed by today’s cognitive “physician elite” to shrink, and
that labor unions to the contrary, will have no impact one way or the other, on
physician economic survival in the future.

§ 2.14 The Future

What then is the vision of medicine if unionization is not in the future of the profes-
sion? Many business experts believe the answer lies in consolidation into larger
groups, Independent Practice Associations (IPAs) or major provider networks. Oth-
ers believe in the new corporate medical business models, known as the professional
practice management corporation (PPMC), despite recent economic debacles on Wall
Street.

According to Dr. Rex Huber, MBA, a PPMC is a corporate entity that provides
administrative and management services to medical practices such as financial, mar-
keting, human resources, contract negotiations, and information technology solu-
tions, in order to achieve the economies of scale and profits not otherwise attainable
by the solo or independent small group practice.18 The concept involves a local or
regional vertically integrated network of practices, physical therapy centers, ambula-
tory surgery centers, prosthetic centers, wound care centers, clinical trials and out-
comes centers, nursing and medical specialists, joint ventured together as a single
corporate entity to provide comprehensive foot care needs. Information from each
location is electronically shared, integrated and compiled into a repository, allowing
each diagnosis and treatment service to be tracked within the entire continuum of
care. The practitioner is thus freed from the management, financial, purchasing, busi-
ness and administrative burdens of daily medical practice. He or she is freed to
practice the art of medicine and surgery.

If you are not a managerially astute practitioner, at least consider re-joining na-
tional medical organizations, such as the ADA, AOA, or AMA, which have been
seriously underrepresented the last few years. The latter posted an operating loss of
about $ 6.6 million, marking its fourth straight years of deficits, and lost about 3,700
more members, in 2000. E. Ratcliffe Anderson, MD, executive vice president says
the AMA now has about 290,000 members and represent about 37 percent of Ameri-
cas doctors.19

On the other hand, is joining such organizations another form of “thinking inside

17 www.ksg.harvard.edu/social /pol/faculty.
18 www.psgi.com.
19 www.jama.ama-assn-org and www.ftc /gov/os/comments /alaskahealthcarecomments/ama.htm.
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the box?” You decide, but consider what have they done for you, lately? Even the
AMA admitted that it has not be market responsive to its members for more than
a decade but made membership a top priority in 2001.

§ 2.15 Assessment

Regardless of the future de facto business model of a learned profession such as
medicine, unionization is not the structure of choice. Rather, a more laissez-faire
and highly competitive business model should be accepted. Physicians have been
slow to accept this philosophy. Much like a fad diet, new wonder drug, or pop psy-
chology guru, American doctors are trolling for a quick fix to the corporate crisis
of managed care rather than adding innovation to their services through sweat equity.
More than most with a healthcare interest at stake, MDs/DOs have too often engaged
in bashing others, railing about falling incomes, whining, and assuming a posture
of resistance in order to wear down their perceived opponents. Joining a labor union
is just too easy, and, like most worthwhile things in life, true value is only realized
only through hard work, re-engineering and risk taking, not signing a union member-
ship application with no strategic competitive advantage or operational synergy.

Remember, as a physician, if you merely want a static job with promised security,
pledged retirement benefits, limited goals and structured regulations; join a union
and become a laborer. However, if you desire more, such as the possibility of a
dynamic career, the unlimited security of your brainpower, defined retirement contri-
butions, infinite potential with rules you can create along the way, don’t join the
union, remain a professional and be a physician.
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