
By Arnon Krongrad, MD

Surgeons can source excess operat-
ing room capacity, identify surgi-
cal quality, and deliver surgical

care. Surgeons are mobile. A surgeon-
driven mobile surgery model can cut
cost as it preserves choice and quality.
It can serve the needs of foreign and
domestic payers and of uninsured, self-
insured, under-insured, and self-direct-
ed patients.

CHOICE and QUALITY
You have a uric acid kidney stone.
One treatment choice is surgery,
which involves a hospital visit and
anesthesia; your stone can be gone
the same day. Another treatment
choice is to dissolve the stone with
oral medication, which involves no
hospital visit, no surgery, and no anes-
thesia; it takes a few weeks to work.
You have effective treatment choices
and one may suit you better than the
other. Effective treatment choices are
the basis of health care. 

Choice is relatively easy to understand.
Quality is harder. Consider an example.

A potential patient learned I was not a
provider in his managed care plan. He
had surgery elsewhere. He then
wound up in intensive care, received
transfusions, and had more surgery.
He later raved about the quality of his
care because it was paid for by his

insurer. I saw it differently. Quality
varies by perspective.

Perceptions of quality also vary by
objectives. Let us assume that health
care aims to help patients survive,
function better, or be happier.

Survival is easy to define – more days
alive – and easy to measure. Function
and happiness are harder to define and
harder to measure. This is because
function and happiness are really many
different aims and because there are
no uniform standards of measurement.
For example, we directly measure if a
man has cognitive function by observ-
ing if he can state his name. We indi-
rectly measure if a man has erectile
function by relying upon his indirect,
biased, and imprecise reports.

Into a context of seemingly infinite
perspectives, objectives, and stan-
dards of measurement, we introduce
conflicting values. For example, some
patients, though not Nebraska gover-
nor Dave Heineman, value the ability
to have sex. Denying Viagra to state
Medicaid members with erectile dys-
function, the governor stated: “Sex is
not medically necessary.”

At the bedside, quality is complicat-
ed and even elusive. So are the driv-
ers of quality. As an example, let us
examine surgeons, an important driv-
er of surgical quality. 

SURGEONS and 
SURGICAL QUALITY
A hospital needed a heart surgeon. It
was about to hire specific individual.
Other surgeons at the hospital were
worried about the selection. Things
went badly. The surgeon is no longer
at the hospital. What do surgeons
know that non-surgeons often do not
know about surgical quality?

First, surgical quality is not deter-
mined by certification. One of my
patients had urinary bleeding and reten-
tion in Antigua, in the West Indies. He
went to a local general surgeon who ran
a small clinic in a strip mall. The sur-
geon inserted a catheter, irrigated the
bladder and urethra, and solved the
problem. He was not certified to do
this, but he was able to do this. The
converse is also true. I am Board certi-
fied to repair congenital anomalies of
the gonads. For 25 years, I have focused
on the treatment of prostate cancer. You
do not want me near the gonads of new-
borns with a scalpel! 

Second, surgical ability is not cap-
tured by institutional reputation.
This is a point many patients do not
understand. They will say, for exam-
ple, “I am going to the Mayo Clinic,”
without being able to name their sur-
geon. This is like saying you’ve spon-
sored a team in the Tour de France
without knowing if Lance Armstrong
is or isn’t on your team. Surgeons, not
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bricks and mortars, determine how
you will do in surgery.

There are a few minimal criteria for
great surgery. The first is experience:
actual years in practice. The best sur-
geons learn from every new patient
and procedure. The best surgeons are
humble enough to continually seek
analytical and technical improvement.
They admit that they did not appreci-
ate nuances well until they had done
hundreds or thousands of operations.

The second criterion is focus. When
Michael Jordan, a naturally gifted ath-
lete, switched from basketball to base-
ball, he did not do as well as in basket-
ball. This is because the mechanics and
culture and dynamics of baseball are dif-
ferent from those of basketball. It’s the
same in surgery: A great kidney surgeon
is not necessarily a great liver surgeon.

So why did the other surgeons worry
about the heart surgeon? In his favor,
he had many years of experience and a
tight clinical focus. However, he was
also personally remote and superficial,
apparently lacking the gravitas that
great surgeons tend to have. He also
had a conflict of interest: He was
devoted to a new and very expensive
surgical gizmo. This devotion was, per-
haps, the critical cause of his terrible
outcomes. In using this piece of equip-
ment, he repeatedly turned 2-hour
operations into 12-hour operations.
The other surgeons, who mainly inter-
acted with him in the cafeteria, could
“feel” that he was not a great surgeon.

Surgical quality is like pornography:
you know it when you see it. We all
refer to the art of medicine. It is a con-
cept apart and separate from the sci-
ence of medicine. And nobody appre-
ciates artistic ability like an artist. If
you want a great surgeon, ask a sur-
geon to find him.

SURGEON’S TOYS
Remember the Prostatron? I don’t
either. The Prostatron was once
marketed as a “breakthrough” for the
treatment of prostate enlargement.

It faded quickly. The trick to great sur-
gery is to use gizmos that confer clin-
ical – not marketing – advantage.

A great surgeon can get a lot done with
almost any tool, but surgeons have
habits and preferences. The great sur-
geons know which gizmo will provide
the greatest clinical quality in their
hands. They also know which devices
and support personnel they do not
need. For the best surgery, a patient first
and foremost needs a “Tiger Woods”
who then selects the best “clubs.”

Stripped to its essence, surgery is
about a patient, a surgeon, and a
few essential gizmos selected by the
surgeon. Surgical episodes – includ-
ing relevant talent and gizmos – are
best assembled by surgeons.

COST AS a BARRIER TO
CHOICE AND QUALITY
There are many potential barriers to
choice and quality. Given its social
and political prominence, let us exam-
ine cost as a barrier. Let us consider
outbound travel as a mechanism for
overcoming cost.

The ancient Greeks traveled to the
spas at Asclepius just as today’s
patients may travel from Kingston to
Miami. Doctors also travel, using
such mechanisms as the pedestrian
house call and the Royal Flying
Doctor Service of Australia.
Historically, most health travel hap-
pened in search of choice and quality. 

In increasing numbers, patients travel
not for choice and quality. They do
not leave Minneapolis for Calcutta
because nobody in Minneapolis
knows how to do surgery. They travel
to overcome cost.

Outbound, cost-driven surgical travel
is often referred to as “medical
tourism.” This modern phenomenon
is not actually broadly medical.
Patients don’t go to Calcutta to check
their cholesterol. They go for major
surgery. Likewise, the principal moti-
vation is not tourism. While a traveler

may visit a nearby forest, this is inci-
dental to the main event: A surgical
episode. The packaging of cost-driven
surgical travel as “medical” and
“tourism” distracts from its funda-
mental purpose: preservation of surgi-
cal choice and quality.

Does surgical travel provide surgical
choice and quality? There are efforts to
demonstrate choice and quality as they
relate to surgical travel. For example,
Joint Commission International certi-
fies hospitals. One implication of JCI
certification is that a hospital’s medical
records contain copies of the discharge
summary. The Medical Tourism
Association’s facilitator certification
has a “focus on the ‘Medical Tourism’
aspect and is not intended to accredit
quality.” Among its measures is
whether the facilitator’s contracts are
commission based. Such measures are
useful but they do not directly relate to
surgical choice or quality.

Cost containment without choice
and quality is essentially pointless.
The issue is how, in the face of cost
and other barriers, to preserve sur-
gical choice and quality. 

A CASE IN WHICH
EVERONE TRAVELED
If you accept that surgeons determine
surgical quality and that they can
identify great surgeons and the neces-
sary gizmos, then new ways open to us
for preserving surgical choice and
quality while containing cost.
Consider the following example.

An uninsured 55-year old man from
Oregon was diagnosed with prostate
cancer. He chose minimally invasive
surgery. He then faced a $50,000 bar-
rier to his choice, which he could not
overcome. The patient turned to a
surgical travel facilitator, who asked
us to overcome cost as a barrier to
surgical choice and quality.

Minimally invasive prostate surgery
requires a patient with localized
prostate cancer, a surgical team and
its gizmos, and an operating room.



We first sourced a surgical team with
25 years of prostate surgery experi-
ence and 10 years of experience with
the minimally invasive technique;
this was a team with more experience
than the one sourced by the patient.
We then sourced excess operating
room capacity and appropriate giz-
mos that we could rent for little.
These were in Trinidad, so that is
where we sent the patient and the
surgical team. We built a fixed cost
surgical episode package for the
patient. It cost 60% less than the
conventional, geographically fixed
package. He accepted.

The operating room had never previ-
ously been used for minimally inva-
sive prostate surgery. It went well and
there was no transfusion, no conver-
sion to open surgery, no infection.
Having taken a couple of Tylenols, the
patient was out of the hospital the
next morning.

The surgeon-driven, mobile surgical
model depended upon:

� Excess operating room capacity
that can be rented for little

� Knowledge of what is necessary
and how to source it

� Knowledge of what is not neces-
sary and how not to pay for it

� Ability to perform surgery really
well

� Mobility

Does this model teach us anything
specific?

LESSONS of the 
MOBILE SURGEON
Most importantly, the mobile surgical
model reaffirms the lesson of the
house call: Quality is mobile.
Liberating surgeons from the surgical-
ly artificial constraints of geography
can optimize the clinical fit between
patient and surgeon.

Secondly, there is waste in American
hospitals. An anesthesiologist may
refuse to move a stable patient out of
an operating room — because the

patient’s temperature is 35.8°C. The
anesthesiologist fears that payment
will be denied by a post hoc insurance
review if the patient’s temperature is
not 36.0°C. The temperature differ-
ence is clinically irrelevant. The delay
it causes wastes money by making the
operating room usage inefficient and
necessitating salary for a clinically
irrelevant insurance clerk. In Trinidad
there is no post hoc insurance review.
In Trinidad the anesthesiologist, not
the insurance clerk, makes the clini-
cal decisions, which reduces waste.

Third, the mobile surgeon may help
hospitals to deliver needed services,
as happened in Trinidad: No learning
curve and no time to market.

Fourth, the mobile surgical team can
partly reduce the burden of redun-
dant equipment. Working on the
same principle as Netflix, through
which movie DVDs are centralized
and shared on an ad hoc basis, the
mobile surgery model also can cen-
tralize and share gizmos. For the pro-
cedure cited above, we transported a
specialized surgical robot that we
sourced and purchased for 2% of its
retail price. This relieved the hospital
of capital expense.

Fifth, the model allows cost trans-
parency because specific surgical
packages are assembled and priced in
advance of service rendered.

Sixth, the surgeon driven mobile sur-
geon mobile can help large payers
and governments to fill gaps in net-
work coverage. It can help the unin-
sured patient – including the one
represented by a surgical travel
facilitator. The self-insured group,
for which savings flow directly into
the bottom line, is a potential benefi-
ciary. So is the under-insured
patient, who may be enrolled in a
limited medical benefit plan and may
be totally exposed in case of cata-
strophic illness. Plus any patient
enrolled in a consumer-directed
plan or health savings account.

YOU CAN HAVE 
IT AT HOME
There is excess operating room
capacity in America. To identify this
excess capacity requires surgical
subject expertise. This is because
recognizing this capacity requires
more than a look at operating room
schedules. It requires a look at the
surgical gizmos, just as happened in
Trinidad. Why? Because an empty
operating room with the wrong gizmos
is not the same as an empty operating
room with the right gizmos.

We recently visited a small hospital in
the American heartland devoted to
heart surgery. It has 60 beds and 3
operating rooms. Among its gizmos
are high definition video monitors and
a voice-controlled surgical robot —
the same kind we took to Trinidad.
Their robot had been unused because
a surgeon who had used it left 5 years
ago. Nobody on the staff knew how to
make it work. Within an hour, one of
our surgeons had the robot working.
Within two hours he had identified
every gizmo needed for prostate sur-
gery. Surgical subject expertise can
source prostate surgery capacity in a
heart surgery hospital. 

WHAT’S IN IT FOR ME?
A surgeon-driven mobile service model
cannot be all things to all people.
However, for patients, facilitators, pay-
ers, employers, governments, and oth-
ers this model is a partial remedy to
the economic and other barriers that
keep patients from getting what they
want and deserve: treatment choice
and quality. 

Arnon Krongrad, MD is CEO of
M o b i l e
S u r g e r y
International
and a practic-
ing prostate
surgeon. He
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eye.com
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