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Dr Toh Han Chong: Can you tell us where you 

grew up and how you decided to enter medical 

school?

Dr James Mongan: I grew up in San Francisco 

and went to college at Berkeley and was interested 

in Science and Medicine from an early age. I was 

also very interested in politics, and my father was 

partially involved in politics in San Francisco. 

He advised me to be a doctor and not involve 

myself  in politics. That was not bad advice, in 

retrospect. 

I went to medical school at Stanford, did an 

internship there at Kaiser in the Bay area because 

I was interested in seeing how that organisation 

worked. Then I went into the Public Health 

service, which is a little bit like military duty. 

I  was also interested in learning about the 

government health programmes; I was going to 

return for residency training but at that time I 

had a lucky break being able to have a job working 

at the Senate. I thought I would go do it for a 

year before going back to “real life” but ended up 

staying with the Senate for eight years, and then 

the Carter administration for four years. I went 

away from medicine and into politics!

THC: Could you tell us a little about your time in 

Washington? What were some of the healthcare 

policy issues that you had to grapple with? 

JM:  My t ime was  a lways  spent  working on 

financing issues. There were two main committees 

in the Senate, one committee that works on 

health issues like NIH, CDC and problematic 

health issues, and the finance committee and 

jurisdiction over Medicare, Mediaid and the 

other national health proposals. 

I would say the issues during my time always 

concerned cost and coverage. When I first went 

there, it was to work on a bill – it was the first 

bill since Medicare was passed, and you could 

already see costs going up. We were working 

on various ways to bring costs under control 

but at the same time, there was a big push for 

broader health insurance coverage. Senator 

Kennedy was for national health insurance and 

President Nixon had a plan, so there was a big 

debate about health insurance that ending up 

collapsing. When Carter got elected, he made 

another try and that was what I was working on; 

designing the Carter administration’s plan for 

health insurance. That also collapsed, so I saw 

two train wrecks in my career. 

THC:  The health reform is a difficult  issue 

and with the US presidential elections, both 

c a n d i d a t e s  h ave  ve r y  d i f f e re n t  p l a n s  f o r 

hea l thcare . One  wants  to  regu la te  pr iva te 

insurance, individual responsibility and choice, 

the  other  perhaps  a  broader  coverage  and 

responsibility at a national level with more safety 

nets. Can such a reform really be implemented 

in such a big country with so many different 

lobby groups in the state? 

JM:  Two years  ago I  would have been ver y 

pessimistic because I have seen not only the two 

train wrecks I directly participated in, but also 

there was another train wreck under the Clintons. 

I have seen this fail three times. The lessons that I 

extracted from that were the major difficulties of 

money and where the money is coming from, so 

it has really been a finance issue and not a health 

issue. The strongest political force in America is 

the anti-tax movement. If  you can’t raise taxes, 

then you can’t make employers do things and it’s 

very hard to go forward. 
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So two years ago, I would have told you that in 

spite of all the rhetoric, I think it would be very 

difficult to pass and implement something. I 

must say I was made more optimistic by my work 

in Massachusetts on the Massachusetts Health 

Reform Bill which really did show me that if  we 

all worked together on a political coalition we 

could pass something and implement it. 

If you were to ask me two months ago, I would 

have been a little more optimistic. I think this 

latest financial meltdown is going to make it 

almost impossible for either candidate to do much 

in this area. If anything, it will force them into a 

much larger governmental role on cost, similar to 

when Nixon was President. Even though he was a 

Republican, he started to impose wage and price 

controls and I can see something like that coming. 

T H C :  T h e  Ma s s a c h u s e t t s  He a l t h  Re f o r m 

certainly has increased the coverage for the 

average citizen who is uninsured; has it impacted 

health outcomes?

JM:  It’s too early to demonstrate outcomes, I 

think. We can show clear coverage and we can 

show that unit costs are somewhat higher than 

anticipated because of  more people enrolling, 

not because of  cost per capita going up. It has 

clearly showed that you can expand coverage 

and you can do i t  w i thout  remov ing cost . 

However, the aspect on outcomes is too early 

to tell. 

THC: Could this be translatable to a place with a 

lot more uninsured people, like California?

JM: Well, I have been pessimistic when there was 

a lot of demand for people in Massachusetts to 

talk around the country, and my last presentation 

slide would always be on the two issues faced by 

other states which have higher rates of uninsured 

to start with, so it’s twice as high a mountain 

to climb. Massachusetts had a pre-existent tax 

pool that the other states do not and I think that 

would have also made it harder. And that’s what 

we saw in California. 

Group photograph taken after the keynote address. (L - R) Prof Edward Holmes, Executive Deputy Chairman, Biomedical Research Council; Prof 
Ivy Ng, Deputy CEO, SingHealth; Ms Yong Ying-I, Permanent Secretary, Ministry of Health; Mrs Jeanie Mongan; Dr James Mongan; Mr Bernard 
Chen, Chairman, SingHealth; Prof Tan Ser Kiat, Group CEO, SingHealth; Mr Noel Hon, Member, SingHealth Board of Directors 
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THC: If  you had to give the best advice possible 

to somebody who would eventually succeed 

you in running a powerful health system like 

Partners, which includes Massachusetts General 

Hospital, and Brigham and Women’s Hospital, 

what would you say?

JM: In our organisation, I think the main piece 

of advice would be to continue in striving to find 

the right balance between central direction and 

institutional autonomy. We are a complicated 

organisat ion, perhaps  the  kind of  internal 

political pivot point whether he or she is going to 

make it through seven years. I also think, in terms 

of getting things done, it’s important to have a 

balance point that keeps moving us forward but 

doesn’t shatter the organisation.

THC: Are there any concerns, since you benchmark 

the highest level with Harvard medical school as 

the flagship University in Boston? Is there any 

chance that other organisations are going to 

catch up with the reputation that you guys have 

in Partners? 

JM: I think that is a tricky question in some 

respect, because as we were saying in a previous 

meeting, it’s hard to actually differentiate the 

quality difference. A lot of it is less quantifiable 

and a lot of  it has to do with reputation and 

brand development. Over the years, the doctors 

at Massachusetts General liked to recount the 

great saves that happened or would not have 

happened and these are hard to measure. I must 

say that I sense there will be more pressure on 

us to demonstrate not only equivalence, but 

also superiority. Above all, I don’t think the 

reputation that we have is going to dissolve 

overnight. I don’t think some other institution 

can surge ahead within a decade, given the kind 

of resources everybody has to deal with.

THC:  You have been in Singapore for  four 

days; do you have any initial impressions about 

our healthcare system and the way we run our 

hospitals?

JM: Well, I am always reluctant to opine as an 

expert when I have such a thin layer of exposure 

but I must say that I was very surprised and 

impressed. Even though I know and have seen all 

these statistics about how the United States isn’t 

the best, and that other countries have equal or 

better quality of healthcare, to a certain extent 

there is still an expectation that maybe things 

would not be quite up to our level. I must say 

I was disabused of  that notion when I came 

here – the breadth and depth of services that 

are provided, the quality and cost indicators are 

pretty impressive. I would obviously say that 

there is a difference in our levels of expenditure. 

Your facilities look a little more like a general 

hospital in the fifties or sixties in the United 

States. I don’t want to exaggerate to people and 

say that it is exactly like how it looks like – the 

facilities here do not exactly look like that, but I 

wouldn’t expect them to due to different levels of 

investment. But when you go to the key statistics 

like the quality and the cost measures, I would 

say the onus is on us to explain our situation 

rather than explain yours. (Laughs) 

THC: The 3M scheme that was discussed earlier 

wil l  be hitt ing pressure points  with health 

inflation. What is your view on co-payment?

JM: This is perhaps controversial; I am going 

to have to think about that on my flight back. I 

had pretty much locked myself  into the position 

that modest co-payments for patient-initiated 

services not only makes sense but is defensible. 

I mean, if  someone is going to run to the doctor 

when they get the sniffles, they have to pay some 

money. When patients demand an MRI or when 

their knee hurts, they should pay some money 

too. But I think that 90% of  costly medical 

services are ordered by physicians and I don’t 

think the burden should be on your patient with 

cancer who has to decide whether he wants to 

have a more expensive or less expensive drug 

because of  co-payments. So I am supportive of 

co-payments done on patient-initiated services 

and have been intellectually less comfortable 

with the idea of  physician-ordered services. I 

am trying to learn more about that. 

THC: Looking into that, for example in the UK, 

the National Health Service (NHS) has expensive 

cancer therapies that are not utilised by the 

patients because the National Institute for Health 

and Clinical Excellence (NICE) does not allow 

that due to cost-benefit analysis. The NHS has 

“nine lives”, so it seems, as they haven’t collapsed 

yet. What are your thoughts on the NHS type of 

healthcare and financing structure?
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JM: Well, I guess I stopped thinking about the 

National Health Service years ago. It’s just a brick 

wall in the United States. The NHS has been painted 

as socialised medicine and the worst thing that 

could ever happen, and I don’t think the Liberals 

are going to ever win the argument in the United 

States. So I think most Liberals in the United States 

have instead, focused on a government financing 

system looking at Canada and our own Medicare 

programme and saying that it is what we ought 

to have. Consequently, various lessons can be 

drawn from the British system, I don’t mean to be 

dismissive – I admire them terrifically and wish we 

could do some of what they do – but it is just not 

very applicable in America. 

THC:  In Hong Kong, enforced sav ings and 

Medisave were pushed for in every part of the 

legislative council. The citizens of Hong Kong 

are a little like Americans – they don’t want the 

government telling them where to put or how 

to save their money. So I guess that plan will be 

easier to implement in the United States?

JM: Again, I think I have to learn more about 

Medisave . I  have  been  qui te  s t rong ly  and 

reflexively against the McCain health savings 

approach because to my mind, i t  moves to 

break up the whole insurance market  from 

group insurance  to  indiv idual  cover. That 

leads to higher administrative costs, but more 

importantly, it squeezes sick people. If  you are 

young and healthy, you are able to get a great 

policy, save a lot of money and this is another 

tax break. But if  you are poor and sick, you will 

not be able to get enough money to put into your 

health savings account – you are going to have to 

utilise it so you can’t really save. Also, the cost of 

your private cover is going to go way up because 

all the good risks have left the market, so I think 

there are many fatal flaws with the Health Savings 

Accounts proposed in the United States. I have 

to think through how it relates, I think there are 

enough differences here with the catastrophic 

umbrella policy and the low income umbrella 

policy that everybody has, which would probably 

buffer those negative effects and give you the 

positive effects of people feeling that they have 

a piece of the action. 

THC: Do you think that it is sufficient to reduce 

the role of moral hazard in healthcare?

JM: I personally think moral hazard is overdone 

because I think mostly it is the doctor who does 

the ordering and not the patient. In cancer 

therapy when you are following your patients, 

you have a schedule to follow – if  you want more 

imaging done or if  you think more imaging is 

needed – generally it is the doctor making that 

decision and not the patient requesting for it. 

Dr Jeremy Lim: How do you think the patient’s 

financial status impacts on the doctor’s decision 

making? 

JM: Clearly in any place, some extremely wealthy 

and spoi l t  pat ients  can impact  on doctors’ 

decision making; they can push for tests and 

examinations. I personally think it is not as far 

reaching a phenomenon in terms of  the total 

amount of healthcare costs that are driven by. 

JL: On the flipside, how much do you think 

doctors consider cost issues on an individual 

patient level? For example, in Singapore, many 

oncologists would hesitate to recommend the 

most expensive treatments if  they know that 

Massachusetts General Hospital
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patients cannot afford to pay for it, and will then 

be more creative in looking for “middle-of-the-

road” options.

JM: I guess like everybody, I would like to see an 

ideal world where the doctor didn’t have to worry 

about the patient because there was equality and 

justice. But on the other hand, the doctor should 

be mature and professional about the issue, that 

whether the patient is rich or poor, the doctor 

would order the right thing. Obviously that 

would drive up costs somewhat because we are 

under-providing things we would like to provide. 

Alternatively, this could drive costs down in the 

US because we are overpriced. 

JL: On the aspect of culture at Partners, what are 

the things that you are most proud of and what 

issues are you somewhat concerned about?

JM: I think the part that I am most proud of is 

our role in research, teaching, leadership and 

building medicine in the United States. There are 

really only a handful of hospitals which employ 

these roles in a significant fashion. I guess what 

I am most concerned about would be trying to 

maintain that excellence but doing it in a more 

efficient manner, because I don’t think we are 

going to have that level of resources available 

going forward, unlike what we had in the past. 

JL: What is the culture in Massachusetts General 

Hospital? It is a culture that is driven towards 

excellence in services, education and research but 

is there an underbelly that is not so positive? 

JM:  I  real ly  don’t  think there is  a  negative 

underbel ly. I  would say that  there  is  some 

unseemly competition between the institutions 

that we still haven’t fully dealt with; that is a bit 

of an unbecoming underbelly. I think there are 

also a couple of little twists on the culture in the 

two places. 

Both of  them value academics, research and 

leadership roles. In the Massachusetts General 

culture, they view themselves as – I wouldn’t 

say private practice culture – eminent clinicians 

working with the patients, in that you wil l 

see them in the hall at eleven o’clock at night 

and they are very hands-on as clinicians. The 

Brigham side sees themselves more like upstarts 

who are catching up on the big kids and making 

more progress over the past two decades than the 

other one. So there is a bit of a scrappier culture 

at the Brigham, and a little more of a reverential 

clinician-master model on the other side. These 

are the differences in cultural visions.  

THC: What is your view on competition and 

healthcare costs in hospitals? 

JM: In the past twenty years in the United States, 

I feel that the issue on competition is a mirage in 

healthcare. I am frankly cynical about how it all 

started. The conservatives in the United States 

did not like what they saw in terms of the Federal 

and regulations, and the interest  groups in 

particular; the doctors and hospitals saw all these 

Medicare regulations. I think it was a certain 

sense of not being able to fight something with 

nothing, and they could not always be against 

something. They had to decide what they were 

for, if  not regulation, and I think the easy answer 

then glibly sold by Porter and Thurman was the 

idea of competition. If  there was competition, 

then there would not be government regulation 

or more taxes because a free market would work. 

So to me it was a very easy thing for provider 

groups and conservatives to buy in to. 

I don’t pretend to be an economics major but in 

my mind there are a few fatal flaws in healthcare. 

For example, in our country at least, 20% of the 

people cannot get into the stores so how can a 

free market work? For the other 80%, I thought 

the fundamental definition of  a market place 

was an informed buyer dealing with an informed 

seller. I think it is very hard to get that with a 

cancer patient; no matter how much time they 

spend on the internet, it’s unreasonable to put 

them in that position so I guess for those as well 

as other reasons, I think it’s an illusion and it has 

been a “free path” in government financing. But I 

don’t mean to apply this paradigm to Singapore 

or other countries around the world. 

THC: You travel very widely and have been to 

countries like India and China, what has struck 

you about these large countries? Much has been 

said about how they have been growing rapidly, 

what are your insights? 

J M :  I t  i s  e a s y  t o  t h i n k  a b o u t  y o u r  o w n 

circumstances, and our knowledge in the world is 
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thinner than it ought to be. I spent a week in both 

China and India so I cannot comment too much. 

I was a little more uncomfortable in India than 

I was in China because the vast discrepancies in 

India were in your face; whereas in China I’m 

sure there are rural areas but there weren’t these 

huge clashes that I saw in India. 

JL: On the issue of globalisation and a flat world, 

how should tomorrow’s doctors prepare for this 

increasingly tenable role whether it is in service 

provision, education or even in leadership?

JM: This may sound more dismissive than I 

intend it to be but I suppose as compared to 

other industries and sectors, healthcare in a 

way would be less globalised because its heart is 

always local. Unlike whole businesses that can 

move from one continent to another, I think 

there is always going to be healthcare in every 

country so to that extent, I would say that there 

are no unique preparations needed. 

Having said that, research advances are an arena 

that  doctors  should be conversant in, with 

regards to what is going on around the world. I 

guess a lesson that we have learnt in the recent 

years is the globalisation of infectious diseases; 

everybody is an airplane ride away from an 

epidemic that starts halfway around the world. 

I think globalisation has put more emphasis on 

infectious disease and treatment, but I would 

also say research and infectious diseases are the 

first two things that jump to my mind without 

ruling out other emphases. 

THC: Are any of your children doctors?

JM: Neither of them has expressed any interest. 

My son came home from high school once, 

having taken one of those vocational tests and 

I had never seen him so depressed. I asked him 

what was wrong, and he told me that the test 

results indicated that he should be a hospital 

administrator. (Laughs) He went into Foreign 

Service; he is as different from what I can be, 

and my daughter went into education. 

THC: In Singapore, there is a reputation of 

managing doctors. In your opinion, is it more 

difficult to manage doctors than accountants, 

teachers or the military? 

JM: I think it is more difficult but I don’t think 

it is all bad news. I treasure some concepts of 

individual autonomy; I don’t want an army 

of  bureaucrats or clerks who are going to be 

clicking their heels but on the other hand I 

would like to see a bit of heel clicking from time 

to time. (Laughs) 

So I would like a happy medium, but it is quite 

difficult because doctors tend to be independent 

thinking professionals. 

JL:  Perhaps there are more doctors who are 

taking the non-clinical path, l ike practising 

for a couple of  years and then moving into 

administration or other fields. Do you have 

advice for this group, and if  they wanted to be 

the CEO of  Partners, what sort of  grounding 

should they strive for?

JM: That is a question I get fairly often, because in 

large institutions there will be always be a medical 

student or resident who will want to come in 

every other week. I have always said in those 

conversations, that it is a difficult career area 

because it is much less clear. If  you want to be a 

neurosurgeon, you know exactly where to go each 

year – what programme and in what city. If  you 

want to go into management or policy, the field 

is less well-defined. There are different pathways, 

into which you get an MBA, a Masters in Public 

Health (MPH), a Hospital Administration degree, 

or if  you get a degree at all. 

Generally I advise people who are interested; 

f i rs t  to  focus  more  on what  they  mean by 

management or policy because it  can range 

anywhere from working for a drug company 

to running a hospital or health department, 

m a n a g i n g  a  m e d i c a l  g ro u p  to  b e i n g  i n  a 

pharmacy. So the first part is to focus on the 

prospective you are interested in, and then I 

think, make decisions on what further training 

complements that part, whether to take an MPH, 

MBA, some other training or just finishing your 

specialty training and moving into management 

in a more clinical fashion. 

The other threshold or decision you have to make 

is whether to enter full time into this, or to be 

somebody who practices part time and works 

part time as a medical director in institutions. 

I think those two decisions of full time or part 
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time and deciding where you want to be are the 

important ones. 

THC: What do you do to relax?

JM: I don’t have traditional hobbies. I like to 

read and travel but specifically, I don’t play golf; 

I guess that is the main American hobby. I don’t 

garden or play cards either.

THC: For the readership, many doctors travel 

widely so if they were to go to Boston, what are the 

places and restaurants would you recommend? 

J M :  D ow n tow n  B o s ton  i s  a  ver y  com p a c t 

area and the history trail  is  something well 

worth doing. Given that many doctors have 

academic backgrounds, going to Cambridge to 

see Harvard is something I still enjoy. Walking 

over there, there are many used-books stores 

and coffee shops. 

So I would say downtown Boston, the history 

trail and the Cambridge intellectual scene are 

recommended. For restaurants, I guess the one 

we go to most often to is called “Upstairs On The 

Square” at Harvard, it's very good and one that 

we enjoy. There is one down on Charles Street by 

Massachusetts General Hospital called “Toscano’s”; 

it’s a very nice Italian restaurant so those are the 

two starters. 

THC: Charlestown is fifteen minutes away by 

shuttle from Massachusetts General Hospital, has 

that impeded the cross translational discussion? It 

would make a lot more sense to have Charlestown 

right next to Massachusetts General. 

JM: Yes, we built the new research building just 

over two years ago, and it is near the main gate. 

Behind Holiday Inn hotel, we built a fourteen 

storey research bui lding . In the process  of 

building and planning, there were a lot of who-

would-be-where discussions and I am afraid I am 

going to have to tell you that regarding the much 

discussed synergy between the basic scientists 

sitting next to the clinicians, to be honest, I 

don’t think it happened that much. Even though 

both are fifteen minutes away, you can still have 

departmental conferences. There was a lot of 

pressure to be in a building closer to campus 

but half of them didn’t subscribe to that, which 

I would call legitimate concerns, and half would 

be concerns over convenience. 

THC: Thank you very much.  n

The Bulfinch Building, built 1821

9

S M A  N e w s  J a n u a r y  2 0 0 9  V o l  4 0  ( 1 3 )




