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INTRODUCTION

Pain, sickness, and bereavement have shadowed mankind
throughout the ages; today there is a vast amount of unneces-
sary sickness and many thousands of unnecessary deaths. Each
year, over a hundred thousand babies die during the first year
of life, many of them needlessly. Of the many thousand vie-
tims of tuberculosis, over 88,000 died in 1930 alone, Pellagra
and hookworm disease reduce the economic efficiency of a large
proportion of the people of the South. Syphilis and gonorrhea
destroy fertility, deform babies and wreck homes. Over one-
third of a million persons are mentally diseased. The death
rates for cancer, diseases of the heart, and diabetes are rising.
A large proportion of the people, young and old, are handi-
capped by one or more defects—particularly decayed teeth,
enlarged or diseased tonsils, defective vision, partial deafness,
and weak feet. For the hundreds suffering from specific dis-
eases, thousands are rendered inefficient for their various
occupations because of common colds, constipation, headaches,
rheumatism, and other minor ailments.

Yet medical science has made marvelous advances during the
last fifty years. Following the work of Pasteur, Lister, and
Koch remarkable progress has been made in controlling the
communicable diseases, and the average length of life during
this period has been greatly extended. Yellow fever and
bubonic plague have been virtually eliminated in the United
States. Typhoid fever and smallpox have been greatly cur-
tailed. We have the knowledge, the techniques, the equipment,
the institutions, and the trained personnel to make even greater
advances during the next fifty years, We know how to do many
things which we fail to do or do in an incomplete and often
most unsatisfactory manner. As a result of our failure to
utilize fully the results of scientific research, the people
are not getting the service which they need—first, because in
many cases its cost is beyond their reach, and second, because
in many parts of the country it is not available. The costs of
medical care have been the subject of much complaint, Fur-
thermore, the various practitioners of medicine are being
placed in an increasingly difficult position in respect to income
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vi . INTRODUCTION

and facilities with which to work. The report which follows
presents many phases of these various problems.

Aware of this unsatisfactory situation, some 15 leaders
in the fields of medicine, public health, and the social sciences
came together for a conference in Washington on April 1, 1926.
Various aspects of the general problem were discussed, and
the organization of a committee to carry on a program of re-
search was suggested. This group, however, was not at once
willing to commit itself to such a plan. Further study was con-
sidered necessary. A Committee of Five was appointed, there-
fore, to investigate the possible need for a new committee.
Some seventy-five prominent citizens, both professional and
lay, were consulted by mail; the response was almost unani-
mous in favor of creating a new organization to carry on an
extensive program of research in the various economic aspects
of medical care. Accordingly, at a conference in Washington,
May 17, 1927 (at the time of the annual meeting of the
American Medical Association) which was attended by some
60 representative physicians, health officers, social scientists
and representatives of the public, the nucleus of the present
Committee on the Costs of Medical Care ‘was created, and an
executive committee was appointed. A Director of Study was
immediately employed to propose a program of research for
the consideration of the Executive Committee and to engage the
necessary personnel. After considerable study, a five-year.
program of research, consisting of 17 studies, was adopted by
the Executive Committee on February 13, 1928. Important
additions have since then been made to this list. )

The Committee, for most of the five-year period, has con-
sisted of 50 members representing the fields of private practice,
public health, medical institutions and special interests, the
social sciences, and the general public. The Committee has met
regularly twice a year; and as researches have been completed,
it has studied the data thus made available. During 1932 it
had three meetings to consider drafts of the recommenda-
tions. The Executive Committee, under the efficient leadership
of its Chairman, has met monthly throughout the five years,
except during the summer months. It has had general adminis-
trative supervision over the Committee’s work and has ex-
amined the reports on researches before they have been
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submitted to the General Committee, Seldom has there been a
more conscientious and devoted group attacking a social
problem than those composing the Executive Committee, They
have given freely of their time at a sacrifice of personal obliga-
tiona, The total value of the work done by the General and
Executive committees, if paid for in money, would have cost
many thousands of dollars. '

The Committee has been fortunate in securing an unusually
well trained research staff; statistical assistants, secretaries,
stenographers, and clerks also have shown a fine devotion to
their work., All have labored diligently in the production of
26 reports on fact-finding studies. At the beginning of the
Committee's work there was a disposition on the part of the
Executive and General committees to assume responsibility
for the detailed contents of these reports. As the work of the
Committee developed, however, increasing freedom was given
to ataff members, and after the first reports of the Committee
were published a statement was issued in each publication
indicating that * reports are issued as the work of the particu-
lar staff member preparing them; neither the Committee as a
whole nor its individual members should be considered re-
sponsible for the detailed contents of these publications.”

The Committee has maintained, during the latter part of
the flve year pericd, a small public relations staff, believing that
the results of its researches would not be of greatest use unless
they were brought to the attention of the various professions
ahd agencies interested and of the general public. The Com-
mittee has published not only complete reports of its studies,
which are of special intereat to those professionally engaged
in the general flelds of medicine, but it has issued also a series
of abatracts, distributed without cost to various interested
persons,

The work of the Committee would not have been possible
had it not been for the generous support of eight foundations.
They have remained in the background, but as the work of the
Committee has developed, they have been most helpful in pro-
viding the necessary funds, Two foundations gave special
assistance in two or three emergencies when the need for money
was pressing. The Carnegie Corporation, the Josiah Macy, Jr.
Foundation, the Milbank Memorial Fund, the New York
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Foundation, the Rockefeller Foundation, the Julius Rosenwald
Fund, the Russell Sage Foundation, and the Twentieth Cen-
tury Fund have provided the financial support necessary for
the Committee’s own extensive five year program. The Social
Science Research Council and the Vermont Commission on
Country Life have each made a grant for a special study.

The American Medical Association, the American Dental
Association, the Metropolitan Life Insurance Company, the
National Bureau of Economic Research, and the National
Tuberculosis Association have conducted supplementary stud-
ies which have been of great value to the Committee’s
program of study. The United Staftes Public Health Service
gave valuable assistance in the tabulation of an immense
amount of statistical data gathered in connection with the
Committee’s study of the incidence and costs of sickness
among families. Finally, state and local departments of health,
visiting nurse associations, and other organizations and indi-
viduals have cooperated most generously in the field work of
the Committee’s various studies. The work performed without
cost to the Committee by collaborating agencies and the various
organizations and individuals who have- assisted in the field
work would otherwise have required the expenditure of a great
many thousands of dollars.

The Committee is finishing its work on time, It will have
published by the end of the present year 26 reports on studies.*
In the course of its research, however, the Committee has en-
countered a number of questions which, in its opinion, need
further attention. Studies on several of these problems have
been outlined. Work on them has not been inaugurated be-:
cause of a lack of time and funds. It is hoped that when the
present Committee goes out of existence January 1, 1933, some
other organization, formed for the purpose of promoting and
coordinating further research in the field of medical economics,
may consider the desirability of providing for these particular
studies. It is hoped, both by Committee members and other
interested persons, that a continuing organization may im-
mediately be formed to promote experimentation and demon-

* Twenty-three of these have been [ssued prior to the publication of this report, the balance

are scheduled for publicatiou before Janusry 1, 1633, Publicatfon No. 1, The Five-Year Pro-
gram, s not counted es a study.
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strations in local communities along lines proposed in the
Committee’s recommendations.

With the present volume, the Committee presents its report
of recommendations. It haslabored during the last two or three
years to discover the implications of the facts revealed by the
various studies. The recommendations in the present report
are based upon the data revealed in the 26 major reports on
fact-finding studies, in its series of Miscellaneous Contribu-
tions, in the reports of collaborating agencies, and in a large
number of documents issued by other organizations. A tenta-
tive draft of recommendations, as formulated in May, 1932,
was submitted to a small group of competent professional
advisers who, at the earnest request of the Committee, sub-
jected it to frank and thorough-going criticism. The Committee
owes much to the help of these advisers.

Early in the Committee's work it was expected that there
would be one or more minority reports, and the Committee
makes no apology for the fact that the 48 members compos-
ing the Committee at the close of its work have not reached
& unanimous agreement on a series of recommendations, When
the Committee was organized, an effort was deliberately made
to secure &3 members persons representing all points of view
on the problems under consideration. There are two impor-
tant results of this policy. First, all interests and points of
view, it is believed, have been adequately considered in the
formulation of the Committee’s recommendations. Second,
there have been two small minority groups which, not able con-
scientiously to subscribe to the views of the majority, have
submitted minority reports; and two other members have
prepared personal dissenting statements. It should be clearly
pointed out that the majority group is responsible only for
the contents of the basic report, and the two minority groups
are responsible only for the contents of their reports. The
basic report together with the minority reports and the per-
sonal statements are all published in the present volume.

The quality of medical care is an index of & civilization.
When in earlier centuries the entire time and energy of a
people were consumed in providing food, clothing, and shelter
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there was little left for the care of the sick and disabled. As
the margin between production and the needs of mere subsis-
tence expanded the preservation of health was one of the first
needs to receive attention. Today in American civilization,
health occupies a high place among accepted social values. As
we emerge from the present depression and build up a surplus
of income not necessary for mere subsistence, we shall do well
to realize that we can invest this surplus in no better way than
in the preservation of health,

Our physical and mental health is perhaps the nation’s great-
est asset. It behooves each community, therefore, to consider
what plan will most effectively promote the health of its citi-
zens. To each and every community in the United States which
desires to provide better medical care and increased health for
all its people, the Committee offers these recommendations.
The report affords for the first time a scientific basis on which
the people of every locality can attack the perplexing problem
of providing adequate medical care for all persons at costs with-
in their means. It is hoped that the report may thus aid mate-
rially in bringing greater health, efficiency, and happiness to
all the people. '

RAY LYMAN WILBUR,
Chairman.
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A Note to the Hurried Reader

If you cannot read thiz report in full, the fol-
lowing description of its contenis may guide you
to the chapters which interest you most:

Chapter I oullines the present situation and
states the nature of the problem. In very brief
compuass, it gives the highlights from the Com-
mittee’s twenty-siz fact-finding studies.

Chapter II enunciales the essential elements of
o satisfactory medical program and discusses the
three major lines of approach to such a program.

Chapter III translates these policies into terms
of organization and administration. It presents
the Committee’s concept of an ultimate objective.

Chapter IV depicts the most significant plans
and experiments now under way. The advantages
and disadvaniages of each of them are briefly
summarized.

Chapter V gives the Committee's specific recom-
mendations. There are five broad recommende-
tions and under each of these are listed specific
measures for pulling it into effect. Some of the
specific measures are less -general in applica-
tion than others. A thorough understanding of
them requires some femiliarity with Chapters 11,
IIT and 1V. .. :

Chapter VI presents the need for action and
some practical immediate steps.

Two minority groups in the Committee do not
fully agree with the exposition and analysis in
Chapters I to IV and consequently reach different
conclusions.. The analysis of the problem and the
recommendations of these groups are presented in
a supplement. Personal statements by two other
memberg are also included.
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RECOMMENDATIONS OF THE COMMITTEE

I

The Committee recommends that medical service, both preventive
and therapeutic, should be furnished largely by organized groups of
physicians, dentists, nurses, pharmacists, and other associated per-
sonnel. Such groups should be organized, preferably around a hos-
pital, for rendering complete home, office, and hospital care. The
form of organization should encourage the maintenance of high
standards and the development or preservation of & personal relation
between patient and physician.

II

The Committee recommends the extension of all basic public
health services—whether provided by governmental or non-govern-
mental agencies—so that they will be available to the entire popula-
tion according to its needs. Primarily this extension requires increased
financial support for official health departments and full-time trained
health officera and members of their staffs whose tenure is dependent
only upon professional and administrative competence.

i

The Committee recommends that the costs of medical care be
placed on a group payment basis, through the use of insurance,
through the use of taxzation, or through the use of both these methods.
This is not meant to preclude the continuation of medical service
provided on- an individual fee basis for those who prefer the present
method. Cash benefits, 1. e, compensation for wage-loss due to illness,
if and when provided, should be separate and distinet from medical
services. ’

v

The Committee recommends that the study, evaluation, and coordi-
nation of medical service be considered important functions for
every state and local community, that agencies be formed to exercise
these functions, and that the coordination of rural with urban services
receive special attention. .
v .
The Committee makes the following recommendations in the field

of professional education; (A) That the training of physicians give .

increasing emphasis to the teaching of health and the prevention
of disense; that more effective efforts be made to provide trained
health officers; that the social aspects of medical practice be given
greater attenticn; that specialties be restricted to those specially
qualified; and that postgraduate educational opportunities be in-
creased; (B) that dental students be given a broader educational
background; (C) that pharmaceutical education place more stress
on the pharmacist’s responsibilities and opportunities for public ser-
vice; (D) that nursing education be thoroughly remoulded to provide
well-educated and well-qualified registered nurses; (E) that less
thoroughly trained but competent nursing aides and attendants be
provided; (F) that adequate training for nurse-midwives be pro-
vided; and (@) that opportunities be offered for the systematic
training of hospital and clinic administrators.
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CHAPTER 1
THE PRESENT STATUS OF MEDICAL CARE

The problem of providing satisfactory medical service to all
the people of the United States at costs which they can meet
is a pressing one. At the present time, many persons do not re-
ceive service which is adequate eitber in quantity or quality,
and the costs of service are inequably distributed. The result is
a tremendous amount of preventable physical pain and mental
anguish, needless deaths, economic inefficiency, and social
waste. Furthermore, these conditions are, as the following
pages will show, largely unnecessary. The United States has
the economic resources, the organizing ability, and the techni-
cal experience to solve this problem.

The practice of medicine * is an art which utilizes the sci-
ences. It is also an economic activity with definite relations to
‘the cost of living, the distribution of wealth, and the purchas-
ing habits of the people. Over one million American citizens
make their living in this broad field, and for their services or
the commodities which they sell the American people pay an-
nually over three and one-half billion dollars. Although the
Committee on the Costs of Medical Care has dealt primarily
with the economic aspects of the care of illness, it has con-
stantly remembered that medical practice is an art and a
profession.

A large part of the population, in their understanding of the
care of the human body and of public health, has not kept, pace
with the growth of scientific medicine. There is and will con-
tinue to be a lag between -scientific advance and popular ap-
preciation. The possibility of .providing medical care for all
depends in part on education which is frequently a prerequisite
to change. The most satisfactory solution of the problem of
providing adequate scientific medical service to every person ac-
cording to his needs will be found only when the leaders of the
public and of the professions join hands on a basm of mutual
understanding, respect, and confidence.

* The word ‘ medicine ' is used in this report (as defined in Webater’s dictlonary) to mean
‘* the sclence and art dealing with the prevention and cure or alleviation of disease.’* It there-
fore includes the private practice of phyaicians, dentists, nurees, and other individuals, and

the work of gll types of medienl and public health agencies. ** Medical facllities ** and similar
terms have the same comprehengive meaning.

2
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Ag a result of a series of detailed studies * as well as personal
knowledge of existing conditions, the Committee has reached
certain general conclusions and made some general observa-
tions regarding the provision of medical service in the United
States. These conclusions and observations follow:

Professional and Economic Status of Medicine.—As a pro-
fession, medicine has gone forward with strides during the
last century and especially during the last 25 years. Its prog-
ress in understanding the human body and in perfecting tech-
niques and instruments is almost unique in the history of civili-
zation. Within the span of a single lifetime, the widspread utili-
zation of anesthesia, aseptic surgery, bacteriology, physiology,
and radiography has revolutionized the practice of medicine.
Even during the last decade, medicine’s advance in the unend-
ing warfare against sickness is little short of miraculous. Phy-
sicians and other men of science have displayed an unparalleled
generosity in making available to their colleagues and thus to
mankind the results of their research and inventive genius.

As an economic activity, however, medicine has made much
less phenomenal progress. The predominant economie institu-
tion in medical practice today—private individual practice.—
dates back to ancient times. Under this system medical
services are now so provided that many persons either can-
not and do not receive the care they need, or are heavily bur-
dened by its costs. At the same time, many of the practitioners
and the agencies which provide medical service are inade-
quately occupied and poorly remunerated. A barrier—in large
part economic—stands between practitioners, able and eager
to serve, and patients who need the service but are unwilling
or unable to pay for it.

Number and Distribution of Medical Facilities.~Nearly
1,100,000 persons in the United States devote all or a large part
of their time to providing medical service and from it de-
rive their livelihood. About one-half are private practitioners;
the other half serve in medical institutions or are engaged in

* For a summariaing statetoent and snalyxis of the factusl data resulting from the Com-
mittes's studiss, the teader ia refarred to Publication 37, * The Cowts of Medical Care—The
Roonomio Aspecta of the Prevention and Care of Illness ** which constitutes a companion wvol-

ume to this report. It s called bervafter * Summary Volume ™ and i quoted extensively

without further acknowledgment. 4 full list of the Committes's publications is gives st the
wnd of the prasent report.



4 MEDICAL CARE FOR THE AMERICAN PEOPLE

the sale of medical commodities. (Table 1.) There were in
1930 nearly 7,000 hospitals, with a total capacity of slightly
under 1,000,000 beds. (Table 2.) In 1928 over 63 per cent of
hospital beds were under governmental control. By 1931 this
percentage had increased to 66, and 73 per cent of all patient-
days of service were rendered by these governmental institu-

TABLE 1

PERSONNEL ENGAGED IN THE PROVISION OF MEDICAL CARE AND
THE SALE OF MEDICAL COMMODITIES*

Pri Tnstibutio
ivate titutions
Personnel Practice or Sale of
Commodities
PhysiciamB, « o vverv vt itrieaiiininarnnaes 121,000 21,000
Dentistd. e ovvvvunievrririieiiniiiiraseirinas 56,800 )
Greduste nurses. ..............cccvvvenvnennns 118,000 77,000
Student DUTSeS. . ... ie i i il senaens 80,000
Public health and industrial nurges.............] ....... 18,800
Practical nurses........oo0vveviinincnvavonaan 150,000 | .......
Midwives. . ... .ciii it iiirrinenereranras 47,000 | .......

117 O A 400 | .......
Optometriatd. ............coiiiinvrernrannnen 20,200 | .......
Osteopaths. ............c..oiiiiiiniarinnnns 7,700 | .......
Chiropractor.........cv vt iiieiienerenareas 16,000 | .......
Naturopaths. .................cciiiiiinnnns $ 2,600} .......
Religious healers. ............c.vuvnvnnnnnns. 10,000 | .......
Pharmaciats. .. .ovoieenneiiininranranisnnes| seneres 132,000
Lay personnel in hospitals, clinics and publ.lc ,

health ageneies. ........o.ooevvunvnnnenennsa]  ceceves 196,000 °
. 554,100 530,400
Grﬂnd total ------------------------------------ 1 ’ 0841 500

* With 8 few minor exceptions, the data are derived for the year 1029. Those items which are
onmulated from records for other yem (1928, 1930, 1631) do not change the totals or the pro-
portions in any substantisl degre

tions. Nearly 8,000 clinics and cut-patient departments of hos-
pitals, about 60,000 drug stores, and a small number of private
laboratories and other medical institutions are available.
Every state and large city, many of the smaller cities, and a few
rural areas are now served by health departments with full-
time personnel. These are the facilities on which the American
people rely for the prevention and cure of disease.

These facilities, however, are not distributed primarily ac-
cording to needs, but rather according to real or supposed
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ability of patients to pay for service. * As a result, many com-
munities are undersupplied with practitioners, hospitals, and
other facilities, while others have a surplus. For example, in
1929 there was one physician to every 1,431 persons in South
Carolina, as contrasted with one to every 571 in California and
one to every 621 in New York State. In 1928, there were 19
dentists per 100,000 population in Mississippi, and 101 in
Oregon. Of the 3,072 counties in the United States, only 1,765
in 1928 had hospitals for general community use. Wisconsin
had one bed for community use to each 164 persons, while South

TABLE 2
NUMBER OF HOSPITAL BEDS IN THE UNITED STATES, 1930

Control
Clasa of Hospital Total

Covern-

mental(s) Other
Goteral(®...............0n. 115,160 261,311 376,471
Nervous and mental{*)....... 413,347 16,844 430,101
Tubereulosis., . .........0000. 50,079 13,510 63,589
Special{?)................... 8,011 17,409 25,420
Institutional. ............... 20,424 6,808 27,232(%)
Total . ........ciiviinnans, 607,021 315,882 922,903

‘Goneral” includes industrisl
“Norvous and Mental” includes lwble—mindod and epil
“Spocial” includos maternity; convalosoont and rest; iso uon children's; eye, sar, noss and

ul?“i orthopedic; akin and canocer; drug and alechol; shronie abd iourmbles; mhomn veonereal;
ARG othe

T hm beds allooated betwoen governmental and other types of control on basis of the ratios
for cach Lype in 1028,

Carolina had one to each 749 persons. Similar conclusions are
reached from data on other states.* There is also a maldistri-
bution by type. For example, approximately 45 per cent of the
physicians of the country have completely or partially limited
their practice to a specialty, although apparently the needs of
the people could be met adequately if not more than 18 per cent
of phyasicians were apecialists.

Medical Service Needed and Received.—In a nation-wide sur-
vey of illnesses and costs of medical service among 9,000 white
families, the Committee found that there was substantially the
same incidence of illness per family or per individual in the

* The reader will find all the refarence notes to this chapter swsembled at the snd of the
chapter with pumbars correiponding to thoss in the taxt.

u Includes beds controlled by tom:l city, county, state and Federal governmenta,
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F1G. 1. THE RELATION OF INCOME TO THE VOLUME OF
MEDICAL CARE

. These four diagrams show, with a few exceptions, that as the
income of families increases the volume of medical care received
by individuals in these families incresses. It will be observed that
ln some ipstances persons in the lowest income group obtain more
care than those in the next higher income group; this is doubtless
due to the availability of free care from private practitioners,
hospitals, or health departments.

The graphs show units of medical service recelved per 1,000 individuals in
families with lfneeiﬂed fncomes. These data are based on the experience of 38,668
white persons in 8,689 families surveyed for 12 consecutive months, 1928-1081,
The term * dental care ' refers to ge number of persons over three years of

oge receiving any dental care during a 12 months’ period, The various qualifi.
cations regarding these data are given in Table 8.
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various broad income groups.* Families with incomes under
$1,200 or $2,000, however, receive far less medical service than
those with incomes of $5,000, or of $10,000 and over. This is
shown {n Table 3, which gives the relative amounts of service of
various kinds received in a twelve-month period by nearly 9,000
families, at different income levels, in all population groups.

It is evident from Table 3 that the two or three lowest income
groups receive far less of nearly every service—care from
physicians and dentists, hospitalization, eye care, health exam-
inations, immunizations, special nursing, maternity care, and
x-ray and laboratory service—than the groups with highest
incomes. The group with the lowest amount of service (which
was not in every case the group with the lowest income) re-
ceived only 650 per cent as many days of hospitalization, and 41
per cent a8 many calls from physicians as the group with the
highest amount of service. In every instance the latter is the
group with the highest income. Only one-fifth as many
peraons in the lowest income group receive any dental attention.
The families with incomes of $1,200 to $2,000 receive even less
hospitalization and preventive services than do the families
with incomes under $1,200.

Some persons may object, however, that the higher income
groups receive more service than they need, because they
enjoy the luxury of being attended by physicians and nurses,
or are being kept under treatment to serve the economic
intereat of the practitioners. While occasional cases of these
types are known to everyone, a comparison of the services
received by the high-income groups with the standards for good
medical care published by the Committee* shows that, even
among the highest income group, insufficient care is the
rule. The only services which this group uses more than
appears to be necessary are special nursing of hospital patients
and the hospitalization of surgical patients. For all the other
services listed, including even prenatal and postnatal ealls to

* The Incidence of recoguised and recorded 1lluss in the Committee's study was lowest in
the low tncoms groups and highest In the groups with highest income. It & not known to
what sxtent the highet rate in the upper lucoms clames is due to economic and socinl factors
rather than to strictly physioal fastora, Deta from the U. 8. Public Health Service and other
sources indicats that when the groups with incomes under $1,500 or $1,000 are further sub-
divided, & definite relation appears between poverty and llinems, the lowsr incoms groups having
wiors Uiness and illnens of longer duration. {Miscellanecus Contributiona No. $.)
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TABLE 3
THE MEDICAL SERVICES NEEDED AND RECEIVED

TUnits of Medical Service Received 1,000 Individusls or per 1,000 Illnesses
in Families with Specified Incomes Compared with Services Needed to Meet
Standards of Good Medical Care. Data on Services Received, Bazed on 38,668
Whitemi:;eirsons in 8,639 Families Surveyed for Twelve Consecutive Months,
1928—- . '

Services in Families with Specified Income |, Services

Ngedec} to
. . upp
Unit of Service | yr. jer [$1,200-{22,000-| $3,000-| $5,000- $10,000 MG&?‘;{I
$1,200 | $2,000 | $3,000 | $5,000 | $10,000 Over Caro
Number per 1,000 Individusls
Home, office and
inic cells
(physicians)(2) . .| 1,931.9( 2,045.9( 2,206.7| 2,741.4| 3,621.4| 4,734.4| 5,649.5
ospitalize ;
casen(®........ 59.4] 524 59.4 63.1 79.3 8.0 107.0(%)
Days of hospital
care(?)......... 9279 666.7} 757.4] 6042 840.3| 1,200.8( 1,384.7
Dental care (per-
sons over 3
Hytﬁas of age)....| 117.9 184.6] 247.5] 309.4 446.0] 622.0( 1,000.0
eal
examinations(s) 83.21 68.0] 69.1 82.2| 121.7] 2340 9419
Immunizations(*)..| 68.5] 49.2 50.9 59.6 84.3] 120.2] 1853
Refractions or .
glassea......... 245 248f .39.6f 53.8 89.6| 159.7] 175.0
Home and office
calls (Secondary
practitioners
and cultists)....| 154.6] 139.1] 230.4| 231.1] 459.0; 5602 ....-*'
Number per 1,000 Illnesses '
Hospitalized ..
cages(®)........ 740 651 71.8 716 80.1 88.21 1212
Surgical cases
hospitalized..... 44.2| 42.0|- 498 481 58.6 62.6 513 -
Cases having
X-ray....... e 238 252 - 270 310 48.5 754 186.4
Cases having ]
laboratory
BEIVICE. .,y .4v.s. 51.7 61.6 68.8 82.8| 120.3] 132.3| 581.7
Prenatal or post-
natal calls()....| 6,939.0| 7,230.0| 9,551.0(11,386.0(12,382.0(13,000.0{19,360.0()
Hospitalized casea
having sPecial
nursing{™)...... 67.0| 125.0, 184.0] 251.0| 879.01 68500 578.0(9)

For illness only. Exaludes calls for preventive service,
One day or longer in all hospitals,
Exoludes care in tuberculoain sanatoria and mental hoapitals,
Includes well-baby care.
Includes service whether or not accompanied by iilness.
Rates EQI: 1,000 maternity oases. Excludes calls in hoapital,
0} All callw, including those in hospital.
” tu%xlttﬁ. per 1,000 hospitalized cases in all hoapitals. Reatricted to cases involving 1 day or mare
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maternity patients and immunizations and health examina-
tions, the wealthy families receive less service than these
reasonable standards require, The most significant numer-
ical measures of the adequacy of services are the number of
home, office, and clinic calls by physicians and the per capita
number of days of hospitalization. Of these two items, the
well-to-do patients received 84 and 87 per cent, respectively,
of the “ standard ” amounts,

The groups with smaller incomes obtain far less service. In
spite of the large volume of free work done by hospitals, health
departments, and individual practitioners, and in spite of the

TABLE 4
PERSONS NOT RECEIVING CARE

Percentage of Individuals Receiving No Medical, Dental, or Eye Care—
Baeed on 38,668 White Persons in 8,639 Families with Known Incomes, Sur-
veyed for Twelve Consecutive Months, 1828-1931.

Pearcentage of Individuals in SBpecified Income Classea

Under |81,200-|32,000- $£3,000-|$5,000- $10,000{ All

$1,200| $2,000 | $3,000 | $5,000 810,000, Svd. [ Ao

Reosiving no
mediocal, dental,
oreyscare(*)....| 46.6 | 42.2 § 37.3 | 33.4 | 24.4 | 13.8 | 38.2

2‘; Weighted for proportions in the several income clamses.
*) The situation is actually evan more startling than appesre from these data because many of
the pursons who are counted na having had medioal care may have had extremely little,

sliding scale of charges, it appears that each year nearly one-
half of the individuals in the lowest income group receive no
professional medical or dental attention of any kind, curative
or preventive.* (Table 4.)

The figures in Tables 8 and 4 give only a partial picture of
the lack of medical service, Suitable indices are not available,
for example, to show the widespread lack of mental hygiene
services. Although the needed data on this point are not avail-
able, there is agreement of experts in the field that the present
service is seriously inadequate. A major objective of the mental
hygiene movement is *the development of more real treat-
ment facilities for the early. cases found in every community.

* Actually thia ia wn understatement. See fuotnote (%) to Tahle 4.
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The thing every mental hospital superintendent faces is the
fact that had such facilities existed, a large number of (his)
cases would never have developed to the point where hospital
care was an emergent; necessity.” ¢ Early detection is funda-
mental. We have yet to work out methods for such detection,
to train specialists in them, and to develop in the medical pro-
fession as a whole a knowledge of what can be achieved and
how and where assistance can be found.

The Committee’s survey does not include data for Negroes.
It is well known, however, that the 10 per cent of our popula-
tion who are colored have health problems which are, on the
whole, considerably more serious than those of whites. The
Negro is America’s principal marginal worker,* and he suffers
in the North as well as the South from the many disabilities
that this entails: poorer housing, less adequate diet, less sani-
tary surroundings, more employment of married women, and
greater economic insecurity. The extensive migrations of Ne-
groes during the last 20 years have added new complications
to their problems. Although Negroes have lower death rates
than whites for a few diseases, rates double or more than
double the rates of whites are recorded for tuberculosis, or-
ganic heart disease, acute and chronic nephritis, cerebral hem-
orrhage, pneumonia, typhoid .fever, whooping cough, bron-
chitis, puerperal conditions, influenza, malaria, and pellagra.®
Not only are death rates higher, but so also is the incidence of
illness, at least from certain ‘diseases. Syphilis, for ex-’
ample, is nearly two and one half times as prevalent among
Negroes as among whites.” Because Negroes generally are
poorer than whites, it is safe to assume that on the average
they receive relatively less medieal service than that received
by the two lowest income groups.shown in Table 3. In a rep-
resentative sample of over 500 Negroes in Tipton County,
Tennessee, who had syphilis, only 14 per cent had received any
professional medical treatment whatsoever, and less than 3 per
cent had been given both neoarsphenamine and mercury.® In
the South, the lack of care for Negroes is only a part of a
larger problem. Because of the extreme poverty of large areas,
neither Negroes nor whites receive anything but the most de-
plorably inadequate medical service.®

Finally, medical attention may be statistically adequate but
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of poor quality, Even conceding adequate original education
and training, in view of the rapidly increasing body of scien-
tific medical knowledge, it is difficult for a considerable per-
centage of practitioners under present circumatances to keep
up-to-date,

The Situation in Dental Care.~The average annual expendi-
ture for dental care is extremely low among the 90 per cent of
families with incomes under $5,000. Thus among families with
incomes of $1,200 to $2,000, the average annual expenditure for
dental care is $9.01. Families with these incomes or less con-
stitute one-half of the total population. Families with incomes
of $2,000 to $3,000, according to the Committee’s nation-wide
survey of illnesses and costs, spend an average of $16.39.

The significance of these figures is found when we go behind
the general averages. If individuals instead of families are con-
sldered, only 10.1 per cent of persons in families with incomes
under $1,200 received any kind of dental attention during the
year., For those with family incomes of $1,200 to $2,000, the
percentage receiving dental care was only 15.5. In the $2,000
to $3,000 income group, the percentage rose only to 21.4,
whereas for the $5,000 to $10,000 income group it was 40.6, and
for the group with incomes of $10,000 and over it attained a
peak of 59.6 per cent. Among the mass of the population, only
21 per cent of individuals secure any dental care during an
average year,

Undoubtedly a certain proportion of persons secure care only
for the relief of pain or other dental emergency. The propor-
tion of the population who receive systematic and sufficient
dental care must be considerably less than 21 per cent. The
need for systematic dental care is unquestionable. That there is
a latent demand for it is attested by the fact that the great
majority of people in the higher income groups purchase a
considerable amount of dental service.

Probably over 60 per cent of the $445,000,000 expended
annually for dentiata’ services comes from the 25 per cent of
the population with incomes of $3,000 or more. The studies of
the Committee on Dental Practice of the American Dental
Association show that there is unused time among dentists,
although not as much as there is among physicians. Undoubt-
edly, a lack of popular appreciation of the value of systematie
dental care is one of the reasons why dental service is not
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obtained. But the economic deterrent is probably a more im-
portant obstacle,

Use of Preventive Medical Services,’>—Although many prac-
titioners suffer enforced idleness, the American people need
far more of the medical services which could be provided on the
basis of present knowledge and facilities. This is particularly
true of preventive services.* For example, in any one year less
than seven per cent of the population have a complete or par-
tial physical examination, and less than 5 per cent are immu-
nized against diphtheria or some other disease. In a special
survey of pre-school children, the White House Conference
learned that only 51 per cent of city children, and only 37 per
cent of rural children, have had one or more health examina~
tions prior to their sixth birthday; that only 13 per cent of
children in both urban and rural districts have received a dental
health examination by their sixth year; that only 21 per cent
of city children and only 7 per cent of rural children have been
vaccinated by the time they are six; and that only 21 per cent
of urban and only 18 per cent of rural children have been im-
munized against diphtheria.l

Several factors cause this limited utilization of preventive
medical gervices. First, most laymen because of habit hesitate
to seek medical care except when driven by pain or discomfort.
Second, payment on a fee-for-service basis is a greater eco-
nomic deterrent to the utilization of preventive services than of
therapeutic work. Third, in some rural areas, medical practi-~
tioners and other facilities are actually unavailable, and, even in
cities where there is an ample supply, the training of many
practitioners and the avowed scope of many hospitals and
clinics cause them to pay little attention to the preventive as- -
pects of service. Finally, the physician who is aware of a pa-
tient’s needs for preventive work may refrain from urging it
because he does not wish to appear to solicit practice.

Public Health Services.—In view of the potential ability of
public health activities to raise the general level of health at

* The actual effect of preventive medical services In reducing illness and dissbility fa difficnlt
to mmeasure because of the mmitiplicity of factors involved. Very strong new evidence has
recently been provided in an wnpublished study of the United States Public Health Service of the
sicknems experience of nearly 6,000 employees of & large rubber company. Sickness recorda for
1821 to 16256 were compared with similar data for 1988 to 1980. The author of the study,
Dean K. Brundage, belleves that the per capita reduction for males of 33 per cent in the

number of dlsabilities and 26 per cent in the number of work-days lost and the alightly amaller
reductions for femsles are due, In substantial part, to the preventive efloris of ths company.
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relatively low cost, American communities have been pitifully
backward in utilizing modern public health procedures. Of the
entire $30 per capita spent for the prevention and care of dis-
ease, only $1 has been used for public health service, Federal,
state, and local. The gross inadequacy of present expenditures
is illustrated by two examples. First, the current expenditure
is 65 to 80 cents per capita in American cities with populations
of approximately 100,000 whereas satisfactory service calls for
$1.79 to $2.13.* Second, in contrast with current expenditures
of less than 35 cents per capita for county and rural health
work, certain studies indicate that a comprehensive public
health program in such areas calls for approximately $2.50 per
capita.

Niggardly appropriations for public health work not only
seriously limit present activities, but also hamper medical
schoola in their efforts to attract competent students to publie
health careers, thus weakening the public health worlk of the
future.

Present Total Costs of Medical Service.~—Medical care has
always been and will undoubtedly remain essentially a per-
sonal service. Contrary to the trend in most other human ac-
tivities, an increased division of labor (specialization) and a
larger capital investment in buildings and equipment have in
general tended to increase costs rather than decrease them.

The people of the United States, in 1929, spent 8,656 million
dollars ** for all forms of medical service, including those ser-
vices purchased indirectly through taxes and other community
funds, (Table 6.) This is approximately $30 per capita, per
annum, and in 1929 constituted about four per cent of the
money income of the country. This expenditure is not excessive
for the population as a whole in view of the national expendi-
tures in 1929 for tobacco, toilet articles, and recreation (5,807
million dollars) or for automobile use and other travel (9,476
million dollars). In fact, it is probable that, with a better dis-
tribution of the burden and with the growth of national in-
come which is probable in the next two or three decades, far
larger amounts will be spent advantageously and without hard-
ship. An increased national income can be used in only three
ways: to purchase more consumer’s goods, to purchase more

* Exciosive of the cost of hospltalization of communicable casen
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services, or to provide savings. Since the country is now suffer-
ing, in part, from an excess of savings in the form of eapital
goods, a large increase of productive facilities is not called for.
While there is at present underconsumption of food, clothing,

TABLE 5

TOTAL EXPENDITURES FOR MEDICAL CARE()
{All Figures in Thousands of Dollars)

Sources of Funda
Service Total Go P Ind
. vern- | Philan- us-
Patients ments | thropy { ftry
Physicians in private :
practice(®).......... $1,090,000(<)|$1,040,000()] .... -... 1$50,000
Dentists in private
practice(®}.......... 445,000(c)] 445,000{<)
condary and sec-
tarian practitioners. . 163,000 193,000
Graduste nurses,
private duty........ 142,000 142,000
Practical nurses,
private duty........ 60,000 60,000
Hospitals: operating
eXpenfes. .. ........ 656,000 278,000 [$300,000/$ 54,000 24,000
Hospitals: new .
construction........ 200,000 100,000 100,000{ ....
Public health......... 121,000 93,500f 27,500 ....
Private laboratories(d). 3, 000 |- 3,000
Orthopedic and other
supplies(¥).......... 2,000 2,000 e,
GIaases'S) ............ 50,000 50,000
| G J 665,000 665,000
Organized medical .
services(*).......... 29,000 7,790 16,000 210} 5,000
Total................ $3,650,000 [$2,885,790 [8509,500{$181,710 379,000

(%) With s few minor and unimportant uoq[:hon.s. the data apply to the year 1928. They m
probsbly representative of any normal year of recent times.

(*) Physicians and dentista holding part-time salaried positions are included with private prac-
titioners. Expaud1turau for the services of those emgoyed in hospitals, clinics, publio health depqrt-
menta, organized medical sorvices are inal total expenditures for the respective

(-) Theae totals include payments by government and philanthropie agencies to private practi-
tioners for services to indigent persona.

é‘; Includes only those expendxtumu which are not included in other items,

University, mdu.tttu\l and Army and Navy medical services exclusive of hospital care.

housing, and of commodities in general, the increase in the na-
tional income during the next ten or twenty years would yield
the largest satisfactions if a large proportion of it were spent
for services, especially for medical care, education, and cul-
tural pursuits,

Without an increase in the national i mcome, however, larger
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returns may be obtained by a redirection of part of the nation’s
present expenditures, Of the 3,656 million dollars spent an-
nually for medical service, 125 million dollars is spent for the
services of osteopaths, chiropractors, naturopaths and allied
groups, and faith healers, and 8360 million dollars for “ patent
medicines.” Much of the former sum and practically all of the
latter are wasted. Possibly even greater sums are wasted
through inferior services rendered by some licensed physicians
and dentists, and through the inadequate use of general hos-
pitals and of the time and equipment of practitioners. In spite

PIYSICIANS
N PRIVATE PRACTKCE
2984

FI1G. 2. OUR MEDICAL DOLLAR
Based on data from Table 5, which shows the

dlatribution of the natlon's total medical bill of
$2,666,000,000 for the yoar 1029,

of these wastes, the total amount of the national expenditure
for medical service is, in the Committee’s opinion, reasonable.

Incomes of Families.—A comparison of total national costs
of medical care with total national incomes does not, however,
reveal the situation faced by the individual family. In the first
place, incomes in the United States are so distributed that rela-
tively few families have an income as large as the arithmetic
average. Approximately 50 per cent of all families of two or
more members had, during 1928, total annual incomes of less
than $2,000, and 40 per cent more had incomes of $2,000 to
$5,000.* (Table 6.) An estimate of the distribution of *“ indi-
vidual income recipients” in 1928 indicates that 80 per cent
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of them had incomes of less than $2,000 and 95 per cent less
than $3,000.1¢

Furthermore income is disproportionately distributed among
various geographical sections. Although the population as a
whole had a per capita income in 1926 of $735, in the Middle
Atlantic states the per capita income was $1,039, and in the
East South Central states (Kentucky, Tennessee, Alabama,
and Mississippi) only $369. In 1919 the ten states with the
lowest per capita incomes were: Alabama $321, Mississippi
$328, Tennessee $346, Arkansas $352, North Carolina $367,
Kentucky $378, Georgia $379, South Carolina $390, Virginia

TABLE 6

ESTIMATED DISTRIBUTION OF FAMILIES OF TWO OR MORE
PERSONS ACCORDING TO FAMILY INCOME, 1928(=)

Family Income Per Cent 035“10:2:3
Under $1,200..........00cvivriieinnens 15.0 15.0
$1,200- 2,000.........ciii it 34.8 49 .8
2,000 3,000.......iiiii i 24,8 74.4
3,000- 5,000.........0vviiiiinnnrenn 15.7 0.1
5,000-10,000. .. ...00iiviirininnnnnans 7.0 97.1
10,000 and over. ..........cocvvvnnnannn 2:9 100.0
All incomes. ......cooviirinnnnninnsnses 100.0 100.0

(<) This distribution of income is based upon provisional estimates prepared for use in the studies
reported in Publications No, 25 and No. 26. These profort:ions were used in the weighting of dita
scoumulated in the Committes's survey among 9,000 families. A further disoussion of income dia-
tribution and the results of more recent computations will be found in Publication No. 25. "

$407, and Florida $408. By 1926 substantial changes had- not
occurred in the per capita incomes of the regions in which these
states are located. Even less-than-average charges for medical.
service, therefore, are more than many of our families can
bear. )

Distribution of Costs.—The primary reason why the costs of
medical care cause complaints is that the costs are uneven and
unpredictable. The disparity for a large majority of families
between average incomes and actual incomes is matched by an
equal or greater disparity between average and actual costs of
medical care. This was clearly indicated in the Committee’s
comprehensive study of the costs of medical service to 9,000
white families.® Of the families with annual incomes under
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$1,200, 80 per cent belonged to the group in which charges for
medical service were less than $60 a year. At the other extreme,
one per cent of these low income families were charged $500 or
more for their medical service during the year, and 2.5 per
cent were charged $250 to $600. (Table 7.)

The 80 per cent of the families who had charges * of less than
$60 per family incurred only 81 per cent of the total bill for this

TABLE 7
THE DISTRIBUTION OF BICKNESS COSTS

Percentage of Familiea with Bpecified Annua) Charges for Medical Care Compared
with Percentage of Total Charges to Families

(Based on data from 8,581 white familiea with known income and known total
chargea, surveyed for twelve consecutive months, 1028-1931)

Par Cent of Families and of Charges, for Families with
8pecified Income
Tatal
Annual Under $1,200- | $2,000- | $3,000- | $5000- | $10,000
Charges $1,200 $2,000 $3,000 $5,000 | $10,000 | and Over
per
anﬂy% %5%5‘%8%555’
] = = = g 4 =
Undar $60 | 79.5| 31.3] 88.9| 23.6] 54.4 14.1| 40.2| 8.0| 27.9 3.3' 11.7] 0.7
$ 60~ 100 | 9.9] 15.5] 12.9] 14.7| 16.2| 13.4| 17.4] 9.7} 12.5] 3.8 41 06
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entire income group, while the 8.5 per cent with charges of
$250 or over per family also incurred 81 per cent. In other
words, less than 4 per cent of the families collectively incurred

* Throughout this section the charges have been used to reprosent the actoal coste. Thi
{s permimsible since the total charges reported were equal to 95.9 per cent of the total ex-
penditure reported. However, this ratic varies wlightly with the family income and mmewhat
more with the amount of the total annual axpenses, Thus the ratio for all families with incomes
of lesa than $1,300 was 03 per cent; for all familisa with incomes over $10,000 {t was 101 per
oent, In the lower income groups particularly, thoss familles with small bills during the year
pald more than their charges for that year €. &, paid something indebtedness from a
previous period, while those with inrge bills paid less than their charges. (Publication No. 18.)
Thers may, alan, have been o tendency anong ths families not to report charges that were not
patd aa fully as those that were paid. Data trom physiclana indicate that the average difference
between their charges and collectiona is about 20 per oent. There s evidence, however, that
phyuiciana are more often unpaid than are cther pmctitionets or agencie,

3
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as much as 80 per cent incurred collectively. Table 7 gives
similar data for other income groups. This uneven distribution
is found in about the same degree in all the groups studied,
regardless of family income or location.

PER CENT PER CENT
OF FAMILIES OF TOTAL CHARGES
T Fymosm | 0%
AN OVER $500 AND OVER
T $100-$250
wl
$60-3100 $250-3500
n--
ol
1100-3250
30
a0t
UNDER $60
ol $60-8108
HES
ol LNOER 860
oL

Fic. 3. THE UNEVEN DISTRIBUTION OF THE COSTS OF -*
L!'EDICAL CARE
This diagram shows that, while 69 per cent of families with incomes of
$1,200 to $2,000 bad chargea of less than $50, these families incurred only 24
per cent of the total charges for all families in this income group. At the other
extreme, the one per cent of families with charges of $500 or over incurred

13 per cent of the total charges for the group. A similar unevenness is found
among families in all other income groups.

Based on charges to 2,515 white families who resided in communities of various sizes, whose
charges are known, and who are known to have incomes of $1,300 to $2,000, surveyed for 12
consecutive months, 1928-1831,

No one fact is more clearly demonstrated by the Committee’s
studies than this one: that the costs of medical care in any one
year now fall very unevenly upon different families in the same
income and population groups. The heart of the problem,
therefore, is the equalizing of the financial impact of sickness.



PRESENT STATUS 19

The individual family derives no comfort from the knowledge
that the average cost of medical care is not excessive for fami-
lies with the average income. If a family lays aside for medical
costs 4 per cent of its annual income (say $110), it may spend
only $10 or it may spend $1,000. The budgeting of family in-
come, which has been encouraged of late years and has been
greatly facilitated by the use of installment payments, may as-
sist families in planning for expenditures which can be de-
termined in advance. But the unpredictable nature of sickness
and the wide range of professional charges for nominally simi-
lar services render budgeting for medical care on an individual
family basis impracticable. On the present fee-for-service
basis, it is impossible for 99 per cent of the families o set aside
any reasonable sum of money with positive assurance that that
sum will purchase all needed medical care.

Responsibility for Uneven Costs,—The costs to the family
may be greatly affected by the occurrence of serious illness.
If an illness requires hospital care in addition to professional
services, it alone may entail costs which are catastrophic for
the family. In the experience of families in the $2,000 to
$3,000 income group living in cities of 100,000 or more people,
those families who used any hospital service had average total
medical charges for the year of $261, while those who had no
hospital care reported total charges of only $67. For families
with incomes of Jess than $1,200 the average hospitalized illness
cost $67; at the other extreme, families with incomes over
$10,000 were charged $470. Although, on the average, only
one family in five and only one person in seventeen receives
hospital care in the course of a year, illnesses which involve
hospitalization are responsible for 50 per cent of the total
charges for medical care. Part of this expenditure goes to the
hospital, part to the physician, and part to the nurse.

The variations in total charges are obviously due to vari-
ations in some or all of the main component items in the total.
Which services cause variation and how much does each cause?
These questions may be answered statistically by an appeal to
the Insurance principle. Insurance is essentially a device by
which average charges are substituted for variable charges.
For each family (in three income groups) the average charge
for each major type of service was substituted for the actual
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charge incurred, all other charges being held constant, Similar
substitutions were made for various combinations of services.
It then became apparent how much of the variation was elimi-
nated by this procedure and, similarly, how much of the varia-
tion was due to each service or each combination of services.
The data for three income groups were studied separately.*

TABLE 8
THE RESPONSIBILITY FOR VARIATION IN CHARGES

The Effect of Substituting Averag for Actiual Charges Among Families in Three
come Classes

Family Income
$1,200 to $2,000 | $3,000 to $5,000 [$5,000 to $10,000
S%Tace for W]éjch Ave
rgea axe Substitut Per Cent of Families with Residual Total
Chargea between
$40 and $100 | $100 and $200 | $200 snd $500
No substitutions.......... 30.0 25.5 238
Physician..._ ............ 55.7 . 31.4 36.0
Physician plus dentist. . ... 87.1 38.7 46.7
Hospital.......oovvenie 38.4 29.6 27.8
Hospital plus nurse. . ..... 40.5 . 33.7 35.5
Physician plus hospital. . 85.5 37.9 43.7
Physician plus hospital .
plusnurse. ............ 87.1 45.3 718
Phymcls.n plus hospital . v "
lus nurse plus dentist. 917 - 96.6 99.2
All services for hospltahzed o
lness. ...ovvvnveneenns 53.0 35.9 55.8
Average actual charges....| = '$69 $132 $284 -

Table 8 shows the results. Among families with incomes of
$1,200 to $2,000, for example, only 30 per cent actually had
charges between $40 and $100, the presumed range of reason-
able charges for this group. If an insurance plan should meet
physicians’ charges, however, 56 per cent of the families would
be in this group. Insurance for both physicians and dentists’

*® Becanse of the complexity of the analysls, 1 was restricied to families In cities of 5,000 to
100,000 population and to familfes with incomes of $3,200 to $2,000, $3,000 to $5,000, and
$5,000 to $10,000. There s no reason to suppose that further tabulations would materially
change the results.
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charges would bring 87 per cent within the “ reasonable”
range, and insurance for all four services raises the percentage
to 92. The remaining eight per cent all would have had charges
over $100, if they had been paying only average charges for
the four specified services. This is the only income group in
which substitutions for as few as two services bring more than
one-half of the families within the range of “ reasonable”
charges.

60
LEGEND
) CITIES OF 100.000 AND OVER
40 — =2 CITIES OF 5.000 TO 100.000
E3 TOWNS AND RURAL AREAS
-1
B2
s
R 7
7 Z Un o
PHYSICIANS DENTAL HEALTH uosmm Rerlucncms
SERVICES CARE oVl W

F1G6. 4. THE RELATION OF SIZE OF COMMUNITY TO THE VOLUME
OF MEDICAL CARE

This dingram shows, with two minor exoeptions, that as the mize of the
community decreases the volume of care received decreases,

Based on data showing the rmt of persons who received any of the various services speci-
[

fod. These data vovered 88,018 whlto parsons In 8,030 famille with known ineoines surveyed
for 18 comsscutive months, 19088-1031

The responsibility for variations in charges, therefore, is a
broad one arising from variations in the costs of all four of the
principal types of service. If the uncertainty of medical costs
is to be largely eradicated for all or nearly all families, the
uncertainty for every one of these types of service must be
eradicated. Insurance for any one type of service will each
year eliminate much of the variation for some families; but

insurance for all types is necessary to eliminate all or nearly
all the variation for every family.
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Professional and Institutional Incomes.—~Medical costs which
are too high for many families do not necessarily mean high
incomes for practitioners. Although it is impossible to pass
definite judgment upon the adequacy of the average profes-
sional net income of physicians in private practice (85,300 in
1929), it is clear that income is much less evenly distributed in
medicine than in several comparable professions, and that the
actual incomes are inadequate for a large number of practi-
tioners and more than adequate for some others. The extent of
this maldistribution is suggested by the wide interval between
the middle or median net income of $3,800 and the average of
$5,300. Furthermore, in 1929 one-third of all private practi-
tioners had net incomes of less than $2,500, For every physi-
cian with a professional net income of more than $10,000, there
were two who received less than $2,500. The contrast is espe-
cially great between general practitioners and specialists. In
1929, the 70,000 general practitioners as a group received less
income than the 30,000 complete specialists. The average net in-
come of the former group was under $4,000, while that of the
latter was over $10,000. Physicians’ incomes vary widely
according to the size of the communities in which they
practice. Forty-four per cent of the private practitioners,
for example, practice in communities of 100,000 population or
over, and their total incomes constitute 54 per cent of the total
for all physicians. In communities of 5,000 to 100,000 are 26
per cent of the physicians, and they receive 28 per cent of the
total income, In the remaining small towns and rural areas
are 30 per cent of the physicians, and they receive but 18 per
cent of the total income.'® In other words, the average income
of the rural practitioners is less than one-half as large as the
average for the metropolitan physicians., Dental incomes show
a similar distribution. Certainly no solution to the problem of
medical costs can be reached through a reduction in the aver-
age of professional incomes.

The difference between gross and net incomes is consider-
able. The average gross income of all physicians in 1929 was
£9,000. Approximately 40 per cent of this income goes for pro-
fessional expenses, such as office rent, maintenance and replace-
ment of equipment, salaries and wages of nursing and office
personnel, transportation, and other items. This large over-
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head of private practice adds to the cost of care to the
patient, without financial return to the practitioner. This
overhead, furthermore, must be paid from collections which
in * good times” are on the average about 10 fo 20 per cent
below the amount charged.

Furthermore physicians generally fee! under obligation to
give “ free work.,” While it is impossible to estimate the vol-
ume of free service with accuracy, there can be no doubt that
its money value is significant. There is some controversy as to

LN

&

§ \

. \

: ~
\ T —— e

0 2000 4,000 6.000 6,000 10,000 +

FAMILY INCOME (DOLLARS)
F1G. 5. THE DISTRIBUTION OF FAMILY INCOME
This diagram shows that & preponderance of families in the United States re-

oeive annual incomes considerably under $2,000 and that a very smal] per-
centage receive incomes of $4,000 and over,
Based on estimated percentage distribution of the total income of the United States wmong

familiss of two or more persons, 1938. Estimated from the distribution of individual income
recipienta,

who pays for free service. Some physicians contend that it is
their contribution to charity. Another view is that the physi-
cian is remunerated by the added experience and the added
prestige of hospital and clinie connections, which justify him
in charging higher fees to his pay patients. But there are a
large number of physicians who have few or no well-to-do
patients to whom they can pass on the cost of free work, To
them it is a burden from which they have little opportunity to
escape.’* Even were this not true, the institution of free work
would be socially objectionable as a method of distributing the
cost of free service, since it would assess this cost on only a
section of the well-to-do——those who happen to fall ill. The
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cost of free care at present is either an unjustified burden
on the physician or an unjustified burden on those of the well-
to-do who seek his services.

The precariousness of the incomes of a large majority of
physicians, dentists, and other professional personnel is an-
other serious social problem. The professional net incomes of
physicians in communities of Iess than 5,000 population, for
example, decreased from 1929 to 1930 by approximately 10 per
cent in the Middle Atlantic states, 19 per cent in the New Eng-
land and Pacific states, and 50 per cent in the West South
Central states (Oklahoma, Texas, Arkansas, and Louisiana).
The average reduction for physicians in all areas was 17 per
cent. In 1931 and 1932 still further declines were suffered.®
When practitioners’ incomes drop, they do so in part because
the people are not purchasing even the customary amount of
service, and in part because the physician is being asked to
carry individually the community’s burden of charitable medi-~
cal service.* The Committee believes that, from the social point
of view, neither of these conditions should be tolerated.

One of the worst results of the present method of remuner-
ating physicians is that practitioners may have, or may be
thought to have, an economic incentive to create unnecessary
medical service or to prolong illness, It is one of the glories of
medicine that so few physicians and dentists, placed in this
anomalous position, yield to the temptation. But it is well-
known that some do yield and that, as a consequence, some
medical cases are prolonged needlessly, some unnecessary op-
erations are performed, and some necessary operations are
performed by surgeons who are selected because of the size of
the rebate which they will secretly give to the referring family
practitioner. * Fee-splitting,” although strongly condemned
by the medical profession, has arisen in part because of the
unjust difference in many cases between the fee of a general
practitioner or internist and the fee of a specialist. While fee-
splitting tends to overcome this inequality, it increases the
costs of professional care, degrades the profession, and, in
effect, puts the patient in the hands of the highest bidder.
Furthermore, it weakens the incentive for skillful and careful
work on the part of the specialist.

* A mmall part of the recent decrease may also be due to an actual decresse in fliness and a
larger part, perhaps, to the change in price level.
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FiGc. 6. THE COMPLEXITY OF MEDICAL CARE

_This diagram shows the complex network of medical facilities in a large city. Many of the
significant interrelations could not be depicted here. The area of each square indicates the
relative costs to the citizens of Philadelphia in 1928 of various types of medical care. For
items indicated by circles, data are unavailable.
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Another distressing problem is the extensive and increas-
ing unemployment and under-employment among private-duty
nurses. Nursing education has been provided at little direct
cost to either nurses or the public. Because of the general belief
that it was economical for hospitals to operate training schools,
and the hopes of women for an increased earning power,
nurses have been trained in ever-increasing numbers regard-
less of the demand for their services. Furthermore, the
quality of nursing education varies widely. As aresult of these
two factors, the profession is greatly overcrowded, some nurses
are poorly trained, and employment for the competent as well
as the unfit i3 neither stable nor adequate. Conditions were bad
even before the present economic depression. For many com-
petent nurses, the situation is now desperate.

Many hospitals are finding it increasingly difficult to balance
their budgets without seriously impairing their efficiency. Ex-
cept on the Atlantic seaboard, hospitals are customarily ex-
pected to be nearly or entirely self-supporting. On the other
hand, the community rightly insists that hospitals should keep
up-to-date in equipment and facilities, and at the same time
should not raise charges to a point which works hardship. The
non-governmental hospitals face a crisis. In 1927, an average
of only 65 per cent of their beds were occupied and by 1931 the
percentage had dropped to 62. Requests for free service have
increased. Income from private philanthropy and community
funds has been seriously reduced. Hospitals are not able to pass
on any appreciable percentage of the costs of free work to well-
fo-do patients. Expenses cannot be reduced enough to meet
these difficulties without impairment of service. As a result’
of these factors there is serious question whether the voluntary
hospital system in American can survive.”* Governmental hos-
pitals have increased in number, in quality of service, and in the
proportion of beds occupied. They, however, customarily do
not serve the very people who, through taxes, contribute most
to their support.

Capital Investment in Medical Practice.—The physician now
needs for private practice a larger professional equipment than
formerly and must spend more money and time on his medical
education. These requirements make it difficult for the young
physician to get under way effectively. Furthermore, the de-
velopment of hospital work, from a service which 50 years ago



PRESENT STATUS 27

was limited in its medical scope and utilized almost entirely by
the poor, into a general community enterprise providing service
for nearly all major illnesses, has necessitated an enormous
capital investment. Over $3,600,000,000 has been invesied in
land, buildings, equipment, and endowment of hospitals and
clinics in the United States. Of this investment, over 90 per
cent has been provided, on a non-profit basis, from government
funds or from philanthropie individuals and organizations,
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$,848,766,000 $820,00,000 $194,375000 $I67.475,000 $59,492.000
. FIG. 7. THE CAPITAL INVESTED IN THE NATION’S HOSPITALS

This diagram (based upon data for 6,852 “registered” hospitals in 1928)
shows that, while much of the capital for general hospitals comea from gov-
ernmental sources, most of it comes from non-profit associations. In the case
of nervous and mental, and of tuberculosis hospitals, however, nearly all the
capital comes from governmental sources,

without expectation of financial return. The total capital in-
vested in equipment for medical and dental service is estimated
at about $5,860,000,000, of which $900,000,000 is the invest-
ment by physicians and dentists in their professional equipment
and in hospitals owned by physicians, $3,550,000,000 is the
investment made by the public without expectation of return
and the balance represents investments in commercial build-
ings and equipment rented to physicians or dentists for office
or laboratory purposes.t

An increasing proportion of medical service, therefore, is
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rendered by practitioners who use a capital investment pro-
vided by the public for the benefit of the public. The typical
American hospital or clinic is essentially a partnership, or
working understanding, between a group of physicians who
provide the professional service, and are organized as a staff
for the direction and control of the professional work, and a
group of lay persons representing a voluntary organization or
a government department, having the legal ownership of the
capital and carrying the financial respongibility. This expand-
ing partnership between the professions and the publie is one
of the most significant aspects of medical practice. If this re-
lationship is to progress on a sound basis, it will be necessary
fo develop adequate cost-finding, accounting, reporting, and
other techniques borrowed from industry.

Provision of Drugs and Medicines.—The American people
spend annually about $715,000,000 for drugs and medicines,
most of which they purchase directly from retail druggists or
general merchants. The sales of drugs and medicines compare
in magnitude with the total earnings of physicians or hos-
pitals. These sales greatly exceed the annual expenditures for
dentistry, private duty nursing, or public health. These ex-
penditures, however, have not aroused the same complaints as
have the costs of physicians’ services and of hospitalization.
The reasons are that the expenditures for medicines are more
fully predictable as to time and amount, are relatively uniform
among individuals, are frequently avoidable in part or in
total and, above all, are made in small amounts. .

Although manufacturers and vendors of drugs and medl-
cines are, in many respects, engaged in the healing arts, they'
are not restricted in their business relationships with the pub-
lic to the codes of ethics customarily followed by physicians in
professional practice. Nor do the Federal and state food and
drug laws require disclosure of the formulas of medicines, ex-
cept those regulated by the prohibition laws, the narcotic laws,
or the pgison laws.

Less than cne-third of the drugs and medicines consumed
annually are used on the express order of physicians, even
when allowance is made for drugs utilized in physicians’ offices
and in hospitals.

There are 132,000 trained pharmacists authorized to com-
pound the medicines prescribed by licensed practitioners. The
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pharmacists of the country, on the average, compound only
about 1,200 prescriptions per year, although a well trained
pharmacist could prepare ten times this number without sacri-
ficing professional standards or lowering the quality of the
product.

The development of the drug store into a department store
for many commodities has made the services of pharmacists
readily available to the people without unduly high costs for
prescribed medicines. But it has surely not retarded the growth
of sales of secret-formula medicines, purchased by the patient
for a self-diagnosed disease or condition. The annual sales of
such * patent medicines” amount to $360,000,000, most of
which is money wasted. This is ten per cent of the total spent
for all medical services and commodities.

Complexity of Medical Practice~Medical facilities and
medical practice, except in some small communities, are grow-
ing increasingly complex, and, therefore, confusing to the pa-
tient. A considerable proportion of physicians, amounting in
some communities to 30 per cent, limit their practice to a
specialty, and almost as many more tend toward specializa-
tion. Some twenty-five different specialties of medicine are
recognized. The great increase in the number of persons liv,
ing in large cities and the increased mobility of the population
through modern methods of transportation are among the
social factors which have decreased the frequency of continu-
ous personal contact between individual families and phy-
picians., Many individual families, particularly in urban areas,
find it difficult to discover a satisfactory family physician, and
often unwisely choose specialists without the guidance of a
general practitioner. There is a wide-spread public demand
for usable information. The increased proportion of illnesses
cared for in hospitals forces many patients to choose between
home and hospital, a choice which they are not always in a
position to make wisely. Many persons are confused by these
and other complexities of medical practice.

Organization in Medical Service.—In one sense of the word,
the medical profeasions are highly organized. Physicians, den-
tists, and nurses have fully developed local, state, and national
societies, and these exercise an immense and wholesome in-
fluence upon standards of training and practice. Many local
and national organizations of specialists stimulate both scien-
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tific and practical advances. About two-thirds of the 142,000
physicians of the United States are members of their county
medical societies and thus of the state associations and the
American Medical Association. These organized medical
groups are of the first importance as expressing professional
standards and opinion, and they play major parts in repre-
senting the profession in its relations with educational, in-
dustrial, philanthropic, public health, and governmental bodies.

A different type of organization of medical service has also
developed in the United States. About two-thirds of all phy-
sicians of the couniry are now associated with hospitals or
clinies. National professional bodies have furnished significant
leadership in working out hospital staff organization and pro-
cedures which contribute to the efficient care of the patient and
to effective relationships among staff physicians.

On the other hand, in many ways the growing complexity of
medical service has outrun the development of its organization.
The fact that medical care may now be obtained through an in-
creasing variety of practitioners and agencies tends to create a
lack of continuity in the medical care of the individual. During
the course of a single year, he may receive from several different
Specialists services which are not coordinated by a family phy-
sician. If he goes to a hospital, he may pass under the care of
a physician who was not previously acquainted with his case;
and on his discharge from the hospital, the information con-
cerning his hospital diagnosis and treatment may not be avail--
able for the physician or clinic which becomes responsible for
his subsequent care.

The provision of medical-care is also unorganized from the.
point of view of the community as a whole. The educational
facilities of a community, on the contrary, are planned and
distributed on the basis of the number of children of various
ages. The community’s expenditures for education are budg-
eted, and the relative merits of expenditures for buildings, for
equipment, and for teaching staff are discussed and agreed
upon. A definite attempt is made to eliminate waste and to
maintain standards. Increasingly, building programs for pub-
lic schools are planned for five, ten, or fifteen years in the fu-
ture, and this is true not only in metropolitan areas but also in
smaller cities and in rural areas. The various persons and
agencies concerned-—school boards, superintendents, teachers,
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special consultants—are organized to promote effectively their
common efforts in a common task.

There are differences between education and medical ser-
vice which should be taken into account. The analogy is useful,
however, to show that, although medical service is as essential
to the national welfare as public education, the task of pro-
viding it to all the people has not yet been tackled in an or-
ganized and coordinated way.

Cost of Complete Medical Care.—If services were organized
economically and efficiently and sold to representative groups of
the population, among whom there is not an abnormally high
rate of sickness, all needed medical care of the kind which
people customarily purchase individually could be provided, in
urban areas at least, at a cost, excluding capital charges, of $20
to $40 per capita per annum. Included in this care would be
the services of physicians, dentists, and other personnel, and
the provision of hospitalization, laboratory service, x-ray,
drugs, eye-glasses, appliances, and other items. This estimate
of cost is based not only upon a theoretical computation of the
amount of service necessary to meet the people’s real needs and
the cost of providing it,® but also upon the experience of vari-
ous organizations that are now providing complete or nearly
complete service for weekly or monthly fees or without direct
charge to the beneficiary.®* The following figures show the
range of these annual per capita costs, excluding hospital
capital charges which are usually not met from patient’s fees:

Cost of Adequate Medical Care—Based on Lee-Jones Estimate,....... $36.00*
an:lly population of Ft. Benning, Geotgin..cccovvieniiiiiiieiareanans 30.00%
neo Eeu dentistry; exclusive of eye-glasses)

Fndicott-Johnson employees and their dependents..........voevvenes 21.02

Roanoke Rapids emp ofees and their dependents...................., 1746
(No dentistry: exclusive of drugs and eye-glasses)

Univ emty of California students. . ...uvviivinieitiiiaciniarionsnsnen 1459
(Belected %pulatmn—ﬂ months only)

Empl oes of Homestakes Mining Company and their dependenta, ..., 1248
{No dentistry or home nurging)

Families subseribing {0 Ros-Loos medical service.................... 1084

{No dentistry or nursing; exclusive of eye-glasses)

On the whole, the services provided at these places are of
good quality, although not in every instance the best that could
be asked or that could be obtained if larger funds were avail-

® Excluding public health service and the costa of bospital care for patients with mental
dissass of tuborculosis, These ocosty are also omitted from the other Agurea

t Brolusive of costs which are dus to the military character of this orgunization and which
narmally would not be expetienced by a civiiian population.
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able. At Fort Benning, the care is of exceptionally high quality
and wide range, including unlimited hospitalization and the
services of all ordinary specialists; only dentistry appears
inadequate. Both in scope and volume of service and in cost,
this organization supplies medical care which approximates
the requirements of “ good medical care.”

Each of these organizations provides its patients w1th a
substantially larger volume of services than most persons
receive for approximately the same expenditures. This is made
possible (1) by the organization of the services so that the time
of practitioners is conserved and the medical facilities are used
efficiently, and (2) by the provision of service on such financial
terms that patients are encouraged to obtain care in the early
stages of illness, thus probably reducing somewhat the number
of difficult cases.

Low-income families, however, usually cannot pay an annual
cost of even $20 to $40 per capita, A family of five with an
income of $1,500, for example, would have to spend $100 to
$200, or 7 to 13 per cent of its income, to pay for such service.
Anyone familiar with the budgets of families in this income
group knows that such an expenditure for medical service
would entail severe hardship. As was shown above, however,
an annual cost of $30 per capita is well within the ¢ollective
resources of the country. Even a cost of $40 per capita would
have constituted in 1929 less than 6 per cent of the fotal money
income of the country. Unless the national income increases sq,
rapidly that many of the families at the lower end of the eco-
nomic scale are enabled, on a periodic payment basis, to meet
such costs, some method of tapping the combined resources of
the population must be found. .

The Needs Which Should be Met.—To focus attention on
those problems which called the' Committee into being, there
are listed below the deficiencies in the provision of medical
service which seem to be within the power of the American
yeople—professional and lay, separately or together—to over-
come at the present stage of medical knowledge. These needs
may be stated briefly as follows:

a. The people need a substantially larger volume of scientific
medical service than they now utilize.

b. Modern public health services need to be extended to a far
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greater percentage of the people, particularly in rural areas,
towns, and small cities.

¢. There is need for a geographical distribution of practi-
tioners and agencies which more closely approximates the
medical requirements of the people.

d. In the rural and semi-rural areas, the current expendi-
tures for medical care are insufficient to insure even approxi-
mately adequate service, to support necessary facilities, or to
provide satisfactory remuneration to the practitioners.

e. There should be an opportunity for many practitioners to
earn larger net incomes than they now receive. This is par-
ticularly true of well-trained recent graduates, who frequently
must practice for five to ten years before they attain an ade-
quate income. The incomes of general practitioners and of
specialists should be more nearly equal than at present, and
the opportunity and incentive for * fee-splitting ™ should be
removed.

f. There needs to be better control over the quality of medi-
cal service, and opportunities should be provided for im-
proving quality as rapidly in the future as it has been
improved in the past. Practice by unqualified * cult ” practi-
tioners should be eliminated, and control should be exercised
over the practice of secondary practitioners, such as midwives,
chiropodists, and optometrists. The practice of specialties
should be restricted to those with special training and ability;
more opportunity for postgraduate study should be available
for physicians, particularly rural practitioners; and there
should be constant chances for physicians to exchange experi-
ences and assist each other. The work of certain physicians and
dentists, who even though they are regularly licensed are never-
theless not competent for many functions, should be closely
controlled and improved through supervision and further
education,

g. There should be more effective control over the num-
ber and type of practitioners trained, and their training should
be adjusted so that it will prepare them to serve the true needs
of the people,

h. There is a need for reduction of waste in many different
directions. Substantial sums are wasted on unnecessary medi-
cation, on the services of poorly qualified or utterly unqualified
*“cultists,” in the idle time of physicians, dentists, nurses, and

4 .
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other practitioners, in the high “ overhead ” of private medi-
cal and dental practice, in unused hospital accommodations,
and in the time of patients who go from place to place seeking
medical service.

i. The prevailing methods of purchasing medical care have
unsatisfactory consequences. They lead to unwise and undi-
rected expenditures, to unequal and unpredictable financial
burdens for the individual and the family, to neglect of health
and of illness, to inadequate expenditures for medical care,
and often to inequable remuneration of practitioners. There
needs to be some plan whereby the unequal and sometimes
crushing burden of medical expenses can be distributed.

In view of the widespread waste and planlessness of effort
and expenditure, it is amazing that so much is done. Physical
facilities are duplicated between the hospitals and the offices of
practitioners and are insufficiently utilized in both. Hospital
beds are empty and much of the physician’s, dentist’s, and
nurse’s time is idle while many persons suffer and many die for
lack of medical attendance. Misdirected expenditures, compe-
tition and excessive specialization among practitioners, and the
absence of community planning and of integration of services
and facilities contribute to extensive waste.

Responsibility for Present Situation.—The present methods
of providing medical services; of paying for them; of utilizing
assistant personnel; of financing, constructing, and operating
hospitals; of carrying out public health activities; of educating
practitioners; in short, the whole group of arrangements.and
devices through which the body of medical knowledge is trans-
lated into service is a result of generations of growth. No
one person and no one group of persons planned the present
conditions or can be held responsible for them. They are not
the creation of practitioners alone, but of practitioners, pa-
tients, hospital trustees and superintendents, health officers,
educators, philanthropists, industrial employees and employ-
ers, and government officials.

From a larger point of view, medicine is to a considerable
extent dependent upon the whole social fabrie into which it is
woven. The social attitudes, the habits of mind, the cultural
standards, the economic activities, the monetary returns, and
the spending habits of the people all affect the practice of
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medicine. The widespread adoption of old-age pensions, of
unemployment reserves, of long-term economic planning or of
other social changes now being discussed would influence medi-
cal activities, Some of the questions which most disturb the
profession have their roots deep in the soil of American habits,
traditions, and culture,

This fact does not mean, however, that medicine is irre-
vocably tied to present devices. Social conditions are constantly
changing and medicine will change with them. Many develop-
ments in medical practice can be effected without waiting for
social changes. The pattern of society merely sets the ultimate
limits; it does not determine the immediate steps.

This survey leads the Committee to one general conclusion.
The one million persons who furnish medical care and the one
hundred and twenty-three millions who may receive it should
make concerted and carefully planned efforts to meet needs and
to devise remedies for present deficiencies and wastes.

The present situation is a result of growth in the science of
medicine, in the arts and organization of practice, and in the
changing structure and attitudes of our urbanized and mobile
civilization. Medical care is essential. While it requires sub-
stantial expenditures, its absence or inadequacy involves still
greater costs. The organized professions of medicine, den-
tistry, pharmacy, and nursing; the organizations of employees
and of employers, the civic, social welfare, and governmental
agencies all have a stake in this great problem and ample rea-
sons for bending energies towards its solution. None of the
major problems of medical care can be solved by any one group
alone. Those who furnish the services on the one side and those
who receive and pay for them on the other, must cooperate if
either is to meet the needs which they perceive or to attain the
benefits which they desire,
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CHAPTER 11
THE ESSENTIALS OF A SATISFACTORY MEDICAL PROGRAM

Many of the problems discussed in the previous chapter have
long engaged the attention of practitioners and laymen. A
multitude of plans and experiments have been brought for-
ward to solve some or all of them. These plans and experiments
present an almost infinite variation in completeness, in quality,
in the treatment accorded to practitioners, and in cost. In
evaluating any experiment or in formulating a plan for the
provision of medical gerviee, it will be useful to have a clear
statement of the essentials or eriteria by which soundness and
effectiveness may be judged. There appear to be six basie
essentials as follows:

1. The plan must safeguard the quality of medical service
and preserve the essential personal relation between pa-
tient and physician.

2. It must provide for the future development of preventive
and therapeutic services in such kinds and amounts as will meet
the needs of substantially all the people and not merely their
present effective demands.

3. It must provide services on ﬁnancml terms which the
people can and will meet, without undue hardship, either
through individual or collective resources.

4. There should be a full application of existing knowledge'
to the prevention of disease, so that all medical practice will be ™’
permeated with the concept of prevention. The program must
include, therefore, not only medical care of the individual and
the family, but also a well-orgamzed and adequately-supported
public health program.*

6. The basic plan should include provisions for assisting
and guiding patients in the selection of competent practitioners
and suitable facilities for medical care.

6. Adequate and assured payment must be provided to the
individuals and agencies which furnish the care.

When, hereafter, the Committee speaks of a * satisfactory
mediecal service,” it means a service which meets these six
essentials,

* The term " publte health program ' s meant to include the work of the official health
departmenta and of voluntary health agencies,

38
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Each of these essentials will now be briefly considered; an
ideal embodiment of them will be suggested in Chapter III and
specific recommendations presented in Chapter V.

THE SIX ESSENTIALS

1. Safeguarding Quality of Medical Service and Personal
Relation.—No plan is economically sound which does not safe-
guard quality, since efficient service is in the long run the
most economical. Any plan, therefore, should be judged pri-
marily by the effect it will have upon the quality of medical ser-
vice. If it necessitates hurried or impersonal work, if it does not
permit physicians and other practitioners to keep up-to-date
through postgraduate study and contact with their fellows, if it
develops an antagonistic relation between physicians and pa-
tients so that the golden element of confidence is lacking, if it
sets up devices that put the practitioner’s economic and his
professional interests in conflict, or if it isolates certain prac-
titioners from necessary association with others, these defects
must be corrected or the plan eondemned.

The preservation of a perscnal relation between patient and
physician is an essential element in safeguarding the quality
of medical practice. This relation, as the Committee defines it,
includes * not only the privileged confidential communications
of patient to physician which are recognized as inviolate by
law, but also the relation involved in the communication of his
medical history to any physician chesen by the patient and the
continuing mutual responsibility between patient and physi-
ctan. This in no way inhibits the patient from giving his
confldence to different physicians or to the medical integrator
of & group of physicians. The business relation between phy-
sician and patient is not considered a necessary part of the
personal relation as defined above nor does the definition carry
a commitment for or against any scheme of organization of
medicine.”

Medical care, by its very nature, iz and must remain a dis-
tinctly personal service. Although the personal element is rela-
tively less significant in some apecialties or special services, it
should always be considered. Man is not a standardized ma-
chine and each individual reacts to the conditions of life in
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PREVENTIVE MEDICINE Pe—— 1.4%

CAR , 7 %
EYE CARE 7 2
DENTAL CARE 17.4%
7

CARE FOR ILLNESS 785 7%

Fi1G. 8. FAMILY EXPENDITURES FOR THE PREVENTION
AND CARE OF ILILNESS

This diagram shows that most of the money spent directly by the people for
medical care goes for the treatment of illness, and a velt-i small proportion
is cfpzn; for prevention, even when the care of the teeth and the eyea is
included,

Based upon the charges incwred by 8,630 families gurveved for 1% consecutive montha,
1928-1931. These figures are weighted averages for all income classes.
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a manner, in some respects, unique. To make an accurate di-
agnosis and to adapt treatment to these individual variations,
the physician himself must see his patient and see him, in many
cases, over an extended period of time, The physician needs
continued contacts and study to enable him to treat the patient
a8 8 human being in a family and a social environment and not
merely as & complex of symptoms. The choice of the patient
should determine the selection of the physician. Most signifi-
cant of all, the physician must have the opportunity to establish
himself as the trusted adviser and confidant of the patient on
all matters affecting health. Confidence is frequently more im-
portant than drugs.

There is nothing in any way mysterious in the relation
between & physician and his patient. On the therapeutic side
it is capable of completely objective analysis. As to those
phases which are not strictly medical, it is of a piece with all
satisfactory human relations involving as they do mutual
patience, sympathy, understanding, and confidence,

Under present conditions, the old-time relation with a
family physician is often disturbed, partly because the family
physician may not have maintained an adequate standard of
knowledge and skill, and partly because confusing relations
have arisen with independent specialists, clinics, and hospitals.
The family physician should be restored to his place of re-
sponsibility and trust and his potentialities extended by
substituting coordinated for uncoordinated relations with
specialists and the other agencies which permit him to do his
work effectively.

2. Provision for Meeting the People’s Real Needs.—A con-
certed attempt should now be made in the United States, with
consideration of economic and geographical variations, to sup-
ply all the people’s needs for good medical service. The amount
of care which people need is far greater than that which they
are aware of needing, and greater than that for which they
are able to pay under present conditions.* In view of the
lethargy and active opposition usually encountered in effecting
changes, however desirable, it may not be practicable to sup-
ply all the people’s needs at once, but any plan to be satisfac-

'l‘cldhe\-lonolthodnunthhpdntmmmclmdsumry"dml‘uhu
and IlI,
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tory must provide for the continuous development of its com-
ponent services until eventually they cover all the needs of
all the people.

3. Provision of Service on Acceptable Terms.—If adequate
services are available but can be obtained only on financial
terms which a large number of persons cannot or will
not meet, the problem is not solved. Most communities,
in officially assuming at least a theoretical responsibility for
the care of indigents, have already taken the position that no
human being should be allowed to suffer, on account of poverty,
from remediable illness or distress. Qur present system, how-
ever, on the one hand lays an unjustifiable burden of unpaid
service upon the physician and the hospital and, on the other
hand, frequently gives the individual of the middle economic
level only a choice between becoming a recipient of charity
or foregoing needed medical care. A satisfactory program
should make it possible for a large proportion of the total
population to pay in full whatever may be charged for needed
medical service, on terms which are reasonable and which
fully preserve self-respect. The cost of care for those who
cannot pay should be distributed, according to ability to pay,
over the rest of the community.

4. Emphasis on Prevention.-—Medical service should include
systematic and intensive use of preventive measures in private
practice and in public health work. The cost of adequate
therapeutic treatment, already considerable, probably will in-
crease with further developments in medical technology.
Through the prevention of disease further increases in the
total cost of medical service can best be avoided. Moreover,
physical and mental suffering, and other personal and social
costs which cannot be measured in monetary terms, are often
caused by diseases which might be prevented. For these rea-
sons any program for the provision of medical service should
have as its paramount aim the prevention of disease.

Preventive service to patients and instruction and guidance
in the basic principles of personal hygiene should form an
increasing part of the work of the individual physician,
whether in his office, in the patient’s home, or in the hospital;
and organization, both of service and of payment for service,
should be such as to facilitate the widest application of pre-
ventive medicine.
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Public health services should be adequately supported. All
parts of the country should be provided with the basic public
health activities, namely: (a) the collection of vital statistics;
(b) the control of the water, milk, and food supplies; (c) the
control of sanitation; (d) the control of communicable dis-
eases, especially tuberculosis and venereal diseases; (e) the
provision of laboratory service; (f) popular health instruc-
tion; (g) the promotion of maternal, infant, and child hygiene,
including school health service; and (h) the organization of
other special services when needed for the prevention and
treatment of malaria, hookworm or other diseases which con-
stitute special health problems. Popular health education
should be carried on by schools as well as by health depart-
ments and medical practitioners. These developments require
better financial support for public health work and a trained
personnel, with tenure dependent only upon technical and
administrative competence.

5. Selection of Competent Practitioners.—~The physician is
the first “contact man” between medical science and the
people, He occuples the front-line trenches in man’s warfare
with disease. It is vital, therefore, that he be competent and
qualified for his work. Since medical service is a * commodity ”
the value of which the patient cannot correctly judge, it is
important that he be assisted in the selection of practitioners
and facilities,

6. Adequate Payment to Practitioners and Agencies.—A ma-
jor easential of a satisfactory medical service is the provision
of adequate compensation to physicians, dentists, nurses, and
other scientific practitioners, and adequate support to hos-
pitals and other agencies. The training required of those
who render service is long, costly, and arduous, and their re-
sponsibilities are exacting. They should be paid accordingly.

Al} practitioners ghould receive sufficient compensation and
the conditions under which they work should be such as to
meke certain that high-grade men and women will continue
to be attracted to these professions and will find it possible
whole-heartedly to devote their time and attention to their
professional work. Many hospitals and health agencies likewise
need a more nearly adequate and stable basis of support. The
necessary money should come either from the individual patient
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directly or from some central fund to which he has contributed
all or part of the amount needed for his care.

GENERAL LINES OF APPROACH

In order to obtain such a satisfactory mediecal service, three
major lines of approach are needed:

a. The development of types of organized or group practice
that will more effectively and economically meet the com-
munity’s medical needs.

b. The distribution, over a period of time and over a group
of families or individuals, of the costs of service.

c. Provision for the planning and coordination, on a local
and regional basis, of all health and medical services.

Provision of Service Through Organized Groups.—Most
physicians and dentists are independent practitioners who
deal directly with their patients. The individual responsibility
of each practitioner for the quality of service which he renders
must be retained to assure good professional care.

During the last two or three decades, however, various
developments in medicine have made it increasingly important
that service be coordinated and organized. The first and most
important development is the rapid advance in medical art
and knowledge and the growing necessity for specializa-
tion and a division of labor. No man can now master
all medical knowledge and develop all the skilled techniques,,
Not only have specialties developed, therefore, in medicine
itself, but numerous related or subsidiary professions ‘and
technical occupations have arisen. Many patients now go di-
rectly to independent specialists without first consulting a
general practitioner. This practice increases the complexity
and the cost of medical service and tends to relegate the family
physician to an unimportant place.

A second development is the increase in the capital invest-
ment required for the study, diagnosis, and treatment of
disease. Many of the practitioners who work alone are unable
to afford the costly and varied equipment necessary for diag-
nosing and treating all illnesses; nor de¢ they have the time
to become proficient in its use. The well-qualified general
practitioner can indeed care for a large proportion of illnesses,
but to realize his ideal possibilities in many cases he needs
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association with specialists and access to the facilities furnished
in a good hospital.

A solution for these difficulties lies in the organization of gen-
eral practitioners and specialists into groups for achieving the
benefits of closer professional relations and economical use
of equipment and assistant personnel. The Committee’s stud-
ies have described examples of group practice which demon-
strate that certain advantages can be realized. It is obviously
more eccnomical to provide hospital facilities and scien-
tific equipment to a group of physicians practicing coopera-
tively than to the same number of doctors in independent work.
Competent management, of both the business and the pro-
feasional aspects of practice, and adequate organization and
direction of subsidiary personnel can be assured more readily
to a group. Group practice can be made to stimulate profes-
gional Improvement through the provision of adequate
equipment and of sufficient time for study and postgraduate
work, and above all, through the mutual criticisms of col-
leagues. Younger men will be stimulated by the knowledge
that advancement depends upon the sober judgment of
professional seniors rather than the relatively uninformed
choices of the laity, Through the stimuli of daily cooperative
work, group practice tends to break down the separatist habits
of thought and action which beset the specialist, and also to
create a form of organization which makes a place, but no more
than its due place, for each specialty. Group practice may ma-
terially assist in bringing specialists into proper relation with
one another and with general medical service. The form in
which group practice is organized is very important, although
no form of organization can rise above the level of the men and
women who participate in it.

On the other hand, group practice may perpetuate some of
the defects of individual practice and, in fact, may create new
difficulties if the type of organization is faulty, or if the re-
sponsible individuals are not suited to their tasks. The
principal dangers of group practice are: (1) The medical
group may become so large that not only the patients but even
some of the practitioners are treated as mere cogs in a machine
and the personal relation is lost; (2) some practitioners may
lose their individual initiative and energy if their existence is
assured by the group; and (8) the desires of older men to keep
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their grip on power and the ambitions of younger men to
attain it can be more effectively destructive within an organi-
zation than they can between independent competitors.

Standards for Group Practice.—To avoid these possible dan-
gers and to realize fully the advantages of group practice,
principles or standards should be formulated by a joint com-
mission appointed by appropriate professional associations.
The most important of such standards are:

(a) General Medical Care—~The professional group should
give general medical care as well as specialist service and
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should include a due proportion of physicians with the training’
and point of view of the general practitioner.* This does not
preclude the receptxon of some patients for specialist or con-
sultation gervice.

(b) Coordinated Diagnosis and Treatment.—The members

* Although theoretically a * general! practitioner ” performa all the varlous services done
by physicians, in actunl practice this is rarely true except in rural areas. Practically all
general practitioners in cities and towna exclude cne or more of the major flelds of medicine.
General practitioners who affiliate with groups would usually change very little the medical
fields In which they would practice. That there is an important place for general practitionesa
in organized medical services i clearly ahown by the Uommittee’s studies of such organizations.
The term * family practitioner " is frequently used in these pages to mean the physicien in a
group who handles, in the first instance at lemst, all or the major part of the calls from his
group of patients and who maintaine the personal relation with patients.
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of the professional group should coordinate their service and
pool their knowledge so as to give each patient the best diag-
nosis and treatment possible.

(¢) Individual Responsibility.—The group should hold some
particular physician responsible for the care rendered to each
patient. This physician should be chosen by the patient or
chosen for him at his request. It should be this physician’s duty
to interpret the findings made by any other physicians con-
sulted. Continuity of relationship, year after year, between the
patient and the physician should be strongly encouraged.

{(d) Promotion of High Standards.—Systematic procedures
should be carried on by the group for the professional stimu-
lation of members and the maintenance of high standards of
work.

(e) Association With a Hospital.—Whenever possible, the
group should be associated with a hoapital, often constituting
its professional staff and, preferably, having offices in or
adjacent to the hospital building. In any event, the same
group of doctors should be responsible for the care of patients
in office, home, and hospital.

(f) Professional and Loy Participation.~Where groups
assoclate with a voluntary or governmental hospital, the board
of trustees of the hospital will usually continue to carry the
financial responsibility and exercise general administrative
supervision, The professional group, however, should have
definite control over professional policies and procedures and
full opportunity to discuss with the lay group those problems
in-which professional and administrative questions are inter-
mingled.

(g) Non-Profit Character.—~The danger which physicians
and dentists principally fear, namely that lay groups organ-
jzed for profit will control medical practice, is a real one. Such
groups, they believe, will place the practitioners in subservient
positions, will deny them proper equipment and professional
opportunities, or in other ways will prevent them from ren-
dering service of a high quality or from receiving adequate
compensation. Such groups add to the cost of service without
contributing any essential element which cannot be provided
equally well by non-profit professional or community groups.
It is far better for the organizing activity, the capital invest-
ment, and the assumption of financial risk to come from non-
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profit community, religious or governmental hospitals or
similar agencies. The Committee believes that lay groups or-
ganized for profit have no legitimate place in the provision of
thig vital public service.

Distribution of Costs.—Extensive studies of the incidence
of illness and the expenditures for medical care have been
made by the Committee and cooperating agencies. No con-
clusion has emerged more consistently than this: The costs
of medical care are felt as a burden more because they are
unevenly distributed among the people than because of their
total amount. This unevenness was discussed in Chapter 1.
That some families of moderate means spend substantial sums
on “luxuries,” yet are not able in times of sickness to meet
the costs of medical care, is beside the point so long as the
medical costs are met on an individual fee-for-service basis.
The cost of luxuries can be planned in advance or met in install-
ments; the cost of illness for the individual family cannot.
On a group basis, however, both the incidence of illness and
the probable cost of its care can now be predicted with reason-
able accuracy.

Inevitably the Committee has been led to the conclusion
that the costs of medical care should be distributed over groups
of people and over periods of time. There are two major
methods of distributing costs: insurance and taxation. Both
these methods are now in use but not sufficiently to prevent
these costs from being a burden to most persons and im-
possible to many. Both methods can be and are applied, either
to meeting the costs of certain forms of medical care, or to
meeting the costs of all _forms of care for certain groups.
Extension of either method, therefore, may be effected by
widening the scope of the medical services, by increasing
the population group covered, or by a combination of these
two procedures.

Definition of certain terms at this point and discussion of
certain general issues will clarify the recommendations of the
Committee which are given in Chapter V.

Insurance.~—The Committee defines insurance as a procedure
by which a group of persons pay uniform sums of money to
meet the costs of medical care. The principle of insurance is
universally familiar as applied to fire, death, accidents, and
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many other risks. In connection with illness there are two
financial risks: (a) the costs of medical care, and (b) the
loss of income during iliness and of future net earnings in the
case of death. The problem of this Committee relates only
to medical care, but reference to the problem of wage-loss is
necessary.

Wage-Loss and Cash Benefits.—Extensive experience in this
country and abroad has shown that the wage-earning popula-
tion evinces more Interest in financial protection against loss of
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income due to illness than in the provision of medical care. If
there are no savings, complete stoppage of income because of
the {llness of a wage-earner immediately threatens the whole
family with destitution. All foreign systems of health insur<
ance which have developed on a large scale have met this
wide-spread demand by including provision, not only for
medical care, but also for cash benefits to meet a part of the
wage-loss,

The studies available to the Committee have made clear that
serious difficulties arise when the administration of cash bene-
fits is united with the provision of medical eare. The amount of
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cash paid in any case necessarily depends npon a medical certifi-
cation of the existence and degree of disability. It is to the
interest of the insured group as a whole to keep cash benefits
down, whereas the insured individucl naturally wishes a gen-
erous benefit in his particular case. Physicians who endeavor
to serve these two interests simultaneously find it difficult to
do so, and at the same time fulfill their primary professional
responsibility for adequate diagnosis and treatment. In sev-
eral foreign systems of health insurance, this has been a
major source of controversy, ineffectiveness, and sometimes of
heightened costs. The demand for income protection during
illness, however, must be met for large numbers of wage
earners, and the problem of medical certification is inherent
and must be dealt with so as to minimize the difficulties. Recom-
mendations as to methods of meeting the need for income pro-
tection lie outside the scope of the Committee’s work, but it
here emphasizes its sense of the importance of this need. It
insists, however, that there shall be a clear-cut separation be-
tween insurance to meet the costs of medical care and insurance
to cover a portion of the wage 1oss due to illness.

Undoubtedly the difficultics over medical certification have
been due in part to hasty or incomplete examination of the pa-
tient and to failure to keep good elinical records. Plans of
insurance for medical service, developed as such, with high
standards of professional service to patients, would provide
a foundation from which the medical problems of cash benefit,
could be more successfully met. The specific recommendations
made by the Committee in a later chapter are framed w1th this
policy in mind.

Insurance Compcmzes.—The participation by commercial i in-.
surance companies in the forms of insurance against the costs
of medical care which are recommended in this report would,
the Committee believes, tend to increase the costs and not to
improve the quality of service. Each member of a group of
insured persons, who contributes to a common fund from which
the costs of medical care are met, has an incentive to reduce
malingering and unnecessary illness costs. This incentive to
efficiency and economy is liable to be lost if sick persons can
throw financial responsibility upon an insurance company.
Furthermore, the arrangements will be more satisfactory to all
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parties if, in financial matters, the practitioners can deal
directly with patients or their representatives, than if they
must deal only through an intermediate business agency.
Administration by private insurance companies would largely,
if not entirely, forfeit the most important element in the estab-
lishment and maintenance of quality, namely: effective profes-
sional participation in the formulation of policies.

Workmen's Compensation and Industrial Medical Services.—
In almost all our states, both the wage-loss caused by industrial
accidents and the provision of medical care has been made a
financial responsibility of industry. This is, broadly speaking,
a form of social insurance of limited scope. In some states,
certain diseases which are regarded as occupational have also
been included.

It has been suggested that this system might be extended to
cover diseases in general. In the opinion of the Committee, it
would not be advantageous to extend the principle of work-
men’s compensation in this way, since it would place the whole
financial responsibility on the industry and would make em-
ployees and their physicians more directly dependent on
employers. Moreover, periods of unemployment would then
mean suspension of this provision of medical care, From the
standpoint of industry, the financial objections are also serious.
The employer, it is true, has a stake in the physical efficiency of
his employees and may appropriately contribute to their medi-
cal care; but it is neither socially desirable nor financially
p;acticable for the employer to assume full responsibility for
such care.

' In some of the organized medical services reported in the
Committee’s studies, the employees of an industrial plant obtain
and largely pay for general medical service through a health
insurance scheme, while preventive medical care and care
for industrial accidents are furnished by the same group of
physicians, at the expense of the employer. Such interrelations
are obviously desirable, but, as In these organizations, the re-
spective financial responasibilities of employers and employees
should be clearly defined.

Although the Committee believes that the full cost of gen-
eral medical service is not a proper responsibility of employ-
ers, industries may properly cooperate with their employea
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groups in insurance schemes by furnishing administrative
conveniences, or by supplementing the payments of employees,
or in both ways. The employment of individual physicians,
however, directly by the owners of an industry, for furnishing
general medical care to employees often places the physicians
in a position where they find it difficult to maintain satisfactory
standards of work. Employees themselves are then the ultimate
sufferers.

Taxation.—Tax funds now meet about 14 per cent of the na-
tion’s annual medical bill. Most of the hospital care of persons
with mental disease, or with tuberculosis and other com-
municable diseases, and all work of health departments are
maintained by taxation. The same is true of the care of military
and naval personnel, of inmates of prisons and other wards of
the state, and is theoretically true of general medical care of
so-called *“indigent” persons. These are accepted forms of
“ state medicine,” a term which the Committee uses to cover the
provision of medical care by the government. It should be
observed, however, that the mere use of tax funds as a means
of paying certain costs of medical service does not of itself
constitute *state medicine,” since some tax funds pay for
medical service which is admjnistered in voluntary hospitals
or by individual physicians in private practice.

The major present tax outlay for medical eare is for hos-
pital service. The capital investment in governmertal hos:’
pitals was estimated for 1928 at over $1,400,000,000; the oper-
ating costs of 1930 as $303,000,000, or about 46 per cent of the
total operating costs of all hospitals. Of the $303,000,000,
about $185,000,000 was for hospital care of mental disease and
tuberculosis, and the remainder, $118,000,000, for general hos-
pital service. More than half of the general hospital care is
provided by cities and counties through local hospitals. A few
states provide general hospital service directly and some fur-
nish subsidies to local institutions. Such general hospital ser-
vice as is furnished by the federal government is for special
groups only—veterans, soldiers, sailors, and inmates of certain
institutions. There is substantial agreement that it is proper to
use tax funds to provide organized preventive work and care of
certain diseases, namely: those, like tuberculosis, which are a
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menace to the community, and those, like mental disease, which
can be adequately cared for in no other way.

Taxation is peculiarly necessary where there are wide di-
vergences in the financial resources of different localities, and
where the tax is levied by the state or some unit larger than
the locality. Medical needs arise, roughly speaking, in pro-
portion to the size of the population, but the ability to pay is
in proportion to resources. In many of our states are areas
wherein local finanecial resources do not and cannot meet the
cost of satisfactory medical care. Oeccasionally privately
financed * demonstrations” have enabled such places to es-
tablish or improve hospital or health services. Only local tax
funds, aided by state tax funds, however, are a sufficiently
large and stable source of support to enable such areas to ob-
tain a satisfactory medical service. In fact in certain areas,
Federal aid may also be necessary. The Committee believes
that the primary responsibility is local but that where local
funds are insufficient supplementary aid should be given from,
preferably, the next larger governmental unit.

Planning and Coordination of Service.—In all but very small
communities the complexity of present day medical services is
often baffling to the public and to the practitioners themselves.
Over three billion dollars has been invested on a non-profit
basis in the nation’s hospital system by local community groups,
by religious, racial, industrial, and fraternal organizations, and
by governmental bodies. Even when each individual hospital
in a locality is efficiently administered, wastes and inefficiencies
often exist in the hospital system of the community as a whole.
These are largely due to the failure to coordinate institutions,
and to the lack of any planned development whereby the
amount of investment, and the location and distribution of hos-
pitals, would be determined in view of known present needs
and careful estimates of future requirements, The increasing
number and variety of specialists, and the uneven geographical
distribution of practitioners and agencies have been previously
discussed.

There should, therefore, be an agency in each community
through which the lay and the professional groups concerned
in providing and financing medical services could consult, plan,
and act in behalf of the best provision of medical resources
which the community can afford. To & limited extent and as
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yet in only a few communities, local health and hospital coun-
cils have performed this function. Physicians and other pro-
fessional groups especially concerned should be adequately
represented in these coordinating bodies. Those concerned with
providing funds should also be represented and should give
careful attention to the needs of planning and coordination.

Coordination is especially needed in metropolitan areas.
Here some of the problems are regional. There are, for in-
stance, sections in every great city where poverty and incon-
venience of location combine to render medical service inade-
gquate or inaccessible, although in the city as a whole there is
a plentitude of facilities and personnel. The principal problem
is not geographical but functional, namely: to break down the
institutionalism of agencies and the sectionalism of groups
which waste effort and money and leave some areas uncovered.

To a certain extent the city or county health department is
the representative of the public in dealing with such matters.
But, without the counsel and advice of a community organiza-
tion, few health officers or boards of health could wisely solve
the broad questions which would face a coordinating body.
Whether the health department should take leadership in form-
ing or directing an organization dealing with these problems
must be determined by local conditions. The participation of
the department in some degree would be essential.

The need of coordination is perhaps most obvious in sparsely
settled areas. Only as their low financial resources can be
supplemented by funds from more prosperous sections, and
only as their limited professional personnel can be stimulated
or increased by linkage with physicians and hospitals of other
communities, can these sections acquire or retain the needed
physicians, dentists, hospitals, and public health officials. If
these areas are to continue to be inhabited, policies must be
worked out whereby they will be enabled through advice, sup-
plementary funds, or both, to furnish a necessary minimum
of service to their inhabitants. This geographical coordination
and regional planning may be assisted by the local coordinating
agencies described above, but it is primarily the responsibility
of a larger area, usually the state.

The state is also the natural body to insist that medical or-
ganizations meet reasonable minimum standards of quality in
their medical services. The standards themselves should be
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formulated by national or state professional bodies, as sug-
gested previously in the discussion of organization. But such
bodies are usually not in a position to insist on observance
of their standards, nor is the control of community agencies
necessarily among their proper functions. The public must be
protected from inferior medical service, and the professional
personnel from exploitation. A state coordinating board would
be a logical body to enforce these minimum standards.

Local coordinating agencies must rely primarily upon educa-
tion and persuasion rather than authority. Their work will
usually be done mainly through systematic conferences nour-
ished by a steady supply of facts. The study of data on facili-
ties and needs furnishes a sound basis for joint thinking and
cooperative action. Coordinating bodies should strive for bet-
ter mutual understanding and practical cooperation between
the professional groups that furnish service and the lay groups
that receive and finance it. There are countless examples of the
effective joint participation of medical and lay groups in the
hospitals and clinics of this country; of physicians, dentists,
and lay groups in local health programs; and of nurses and
lay bodies in public health nursing associations, Any broad
coordinative plan will encourage these measures and in par-
ticular will emphasize the responsibility of the professional
groups which are in a position to give continuous attention to
the problems of medical care.

State coordinating bodies probably will need more actual
financial and legislative authority to meet the more difficult
problems with which they will be confronted.

These, then, are the essentials of a satisfactory medical ser-
vice and the basic lines of approach. Many different programs
may be developed, under a variety of auspices, which meet all
these essentials, at least in substantial part. Some of the plans
which the Committee suggests in Chapter V satisfy some but
not all of these essentials., As a temporary expedient, a com-
munity may adopt such a program, But if satisfactory medi-
cal service is its aim, it must replace or amplify the program
until it fully meets these essentials. In Chapter III the Com-
mittee outlines one of many possible plans for satisfactory
medical service,
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CHAPTER III
AN ULTIMATE OBJECTIVE IN THE ORGANIZATION OF MEDICINE

There is a growing conviction that social evolution may
be guided wisely and that it is statesmanlike to formulate the
objectives of such evolution. What is true of society is true of
medical service, for as long as society is on the march, medical
service will inevitably be on the march, too, and should have
a clear vision of the goal ahead. The Committee, therefore,
presents its conception of an adequate type of medical organi-
zation and an effective method of paying for medical service.
This should be the major objective during the next twenty-five
years of communities which seek to solve the problem of pro-
viding gatisfactory medical service, .

The data in Chapter I show that many persons are obtaining
inadequate medical care at rates which for them are excessive,
and that many persons who give this care are receiving in-
adequate compensation. A remedy lies in the organization
of producers and consumers. Organization in the field of med-
ical care may come through private initiative or through the
initiatlve of the government. That such organization will
come seems inevitable. Whether it comes through govern-
mental or non-governmental agencies depends more upon the
initiative of the professions and organizations involved than dn
any other one influence. There ‘are undoubtedly parts of the’
country where governmental initiative is the only solution.
The kind of organization outlined in this chapter constitutes an
objective for either goverimental or non-governmental effort.

This objective embodies the best features of many existing
plans, and avoids so far as possible their disadvantages and
limitations. It is not, furthermore, an unattainable goal. The
Committee’s analysis of the fundamentals of good medical care
indicates that the provision of a satisfactory service for ali
the people requires slight, if any, increases in the numbers of
physicians and nurses,* and somewhat larger increases in the

*To thoss famfliar with present employment problems among nurees, it may scem almost
fantastic to sugyest that even a alight increase in the number of nurses i necessary to provide
adequate medical service to all. Yet reasonable standards of adequate pursing require far more

service than fs at present provided and somewhat more service than the present group of nurses
could previde if all were fully employed. (See Publication 23.) The problem is primarily ao

58



AN ULTIMATE OBJECTIVE 659

number of dentists and other practitioners. A substantial part
of the increased cost of supporting a satisfactory medical ser-
vice could be met by the elimination of wastes in present ex-
penditures. The net increase in cost would not necessarily be
large.

THE ORGANIZATION OF SERVICES

The basic advance in achieving the objective here outlined
is the provision of medical service by cohesively organized
groups of the various scientific practitioners and agencies in
the medical field working under a common direction and with
8 common purpose. Different types of organization are pre-
sented for cities, towns, and rural areas in order to take
account of their differences in economic and social conditions.

Medical Service in Cities.—The keystone of the concept of a
satisfactory medical service for the nation is the development
of one or more non-profit “ community medical centers” in
nearly every city of approximately 15,000 population or more.

This center would include a well-equipped general hospital,
an out-patient department, and a pharmacy. It would provide
offices for physicians, dentists, technicians, and subsidiary
personnel, and headquarters for nurses. All facilities neces-
sary for the practice of modern scientific medicine would be
available, such as X-ray, laboratory and physiotherapy equip-
ment, and a well-stocked library. In large communities there
would doubtless be several medical centers. The number of
persons served by each cenfer might vary widely and each
might have branches at various convenient places. In com-
munities with only one center, the headquarttrs of the volun-
tary health agencies, of the medical, dental, and nursing so-
cieties, and perhaps of the public health department might be-
located there.

Complete medical service, except, perhaps, the eare of tuber-
culous, mental, and other cases of an institutional type, would
be offered by the center, Its physicians would see patients in
their homes, at the offices of the center, and in the hospital,
Home nursing would be available on a visit, a part-time, or
sconomis one, although its sclution is also dvpendent upon the production of sultably trained

nurms who will be adaptabdle to changing conditions. This requires u clarification of the aims of
aunting education, (See Recommendation 8D of Chapter V.)
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a full-time basis, according to the patients’ needs. Attendant
nursing, including housekeeper service, would be provided.
Nursing in the hospital would be sufficient to care for all
hospital patients. Medical social service would be available
when needed. Adequate institutional provision would be made,
perhaps in nearby suburban or rural territory, for the care of
convalescent and chronic patients. If chronic patients were
sent to other institutions, specific arrangements would be made
to maintain contact with the practitioners providing ecare.
Drugs, dressings, splints, orthopedic appliances, erutches, and
eye glasses would be supplied and an ambulance service
maintained.

Preventive medicine would receive special emphasis. Full
use would be made of periodie medical examinations, during
which special efforts would be made fo discover tuberculosis,
venereal disease, cancer or diabetes. In fact every effort would
be made to discover disease of all types in its early stages and
to limit its development. Smallpox vaccinations and diphtheria
or typhoid immunizations would be provided. Insofar as pos-
sible, physical defects would be remedied. Mental hygiene
would be considered essential, and each family practitioner
would be prepared to deal promptly with minor mental dis-
turbances and to refer more serious cases to specialists. Health
instruction would be offered regularly through conferences, ad-
dresses, instruction by visiting nurses, and printed material,

Not only would special efforts be made, in routine examina-
tions and other contacts, to discover tuberculosis and venereal
diseases in early stages, but adequate and continuous treatment
would then be given, with the aim of eliminating tuberculosis .
entirely from among the center’'s patients and reducing to a
minimum the incidence and duration of venereal disease. Fur-
thermore, special health instruction would be given to tuber-
culous and venereal patients to assist them to care for them-
selves and avoid infecting others. To all school children under
its care, the center would provide adequate medical examina-
tions and all necessary medical, dental, and nursing service.
Finally, the center would make earnest efforts to reduce the
maternal and infant mortality rates of the groups served to the
lowest possible level. .

Such an organization might function successfully under
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various kinds of administrative control. In each center a spe-
cial board, similar to the boards of voluntary hospitals but more
widely representative of the community, would direct the
general policies and assume responsibility for the finances.
Whether this board would be an outgrowth of existing self-
perpetuating hospital boards, the method now preferred in
most communities, or would be chosen by various community
groups, elected by popular vote like school boards, or appointed
by municipal or county officials is relatively immaterial, so
long a3 the members are interested, competent, devoted to the
general good, and free from political interference. The method
of selecting the board would naturally depend, in part, upon
whether a governmental or non-governmental hospital forms
the nucleus of the medical center. The financial and adminis-
trative direction of the center would be the responsibility of
& well-trained executive, experienced in hospital and clinie
administration, and with a broad social background and a firm
grasp of social as well as administrative problems. Inter-center
competition would be minimized, as will be suggested later,
through local and state coordinating boards.

Professional aspects of the service would be under the con-
trol of the professional personnel of the center. Through an
elected or appointed executive committee or chief of medical,
dental, or nursing service, the professional personnel would
have the right to nominate members of the staff; to nominate
persons for promotion, retirement, or removal; and, subject to
approval by the board and director, to control all matters pri-
marily professional. In short, the responsibility for the quality
of service rendered by physicians, dentists, nurses, and other
practitioners in the center, would rest primarily upon the staff,
and the staff would have authority commensurate with its
responsihility.

All or nearly all practicing physicians and dentists of the
areas served would eventually be on the staff of the single
center in a small city, or the several centers in a metropolis. A
few physicians and dentists and perhaps a considerable number
of pharmacists would undoubtedly prefer to eontinue indefi-
nitely in individual practice. If there were an oversupply of
practitioners, the state coordinating board (to be described
later) would assist the surplus personnel in finding locations
where their services were needed and where they could earn
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reasonable returns. The personnel of the center would be remu-
nerated on a salary basis, on a capitation or fee basis, or by a
proportional division of receipts. Some method combining sev-
eral of these bases might prove satisfactory.* Certain special-
ists might serve as consultants to several centers on monthly
retainer fees, Whatever the basis of remuneration, the total
funds available for compensation of the professional personnel
would be divided, as far as possible, according to each practi-
tioner's competence and responsibilities, as determined by the
board of trustees, the director, and the chief-of-service or the
executive committee of the staff, and be sufficient to attract to
the staff, for the major positions, the ablest men in the com-
munity. Definite arrangements would be made for vacations,
for leaves-of-absence for postgraduate work, and, as the
finances permitted, for retirement allowances.

Within the medical center, the role of the family practi-
tioner + would be prominent and respected. For such practi-
tioners the center would choose men with special aptitudes and
training, with wide general knowledge of medicine and some
insight into psychology and social conditions. Some of the
family practitioners might be among the best paid men on the
staff. Each patient would be primarily under the charge of
the family practitioner of his choice, provided the latter was
not already fully burdened, and might at his option change to
one of the other physicians.f Every effort would be made to
maintain or build up that personal relation between the
patient and his physician which is an essential part of the best
medical service.§ The patient would look to his physician for
guidance and counsei on health matters and ordinarily would
receive attention from specialists only when referred to them

® sdditional Sietemsmi by Committes Nembers.—We believe that a mlary basis for com-
pansating practitioners would be the best, sinocs it would fres the practitioner from tha possible
tomptations to over-treatmant or under-treatment which are inherent in a fee system or a
capitation system, tespectively.—Morris L, Oooks, Mrs. Walter McNab Miller, Altred Owre,
Willam J. Bohisffelin, Walter B. Stelner, Johu Bundwall, O-B. 4. Winslow.

t See fuotnote, Chapter 1L, p 44,

§ Provision should also be made for patients at their option to change to another center 1f
one ls avatlable. Thus the patient's opportunity for chocsing physicians would be substantially

as great a2 it is now,
§ For & dlscumion of the importance of this relaticn see Chapter 11, p. 39-41.
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by his physician. The group would hold this physician respon-
sible for providing adequate preventive and therapeutic medi-
cal care, either through his own services or through reference
of the patient to his colleagues. Obscure cases would be re-
ferred to the man most skilled in diagnosis who, in cooperation
with the family practitioner, would plan the examinations and,
perhaps, the treatment.

The 45 per cent of the American people who live in * metro-
politan areas” of 100,000 population or over, and the addi-
tional 7 per cent who live in cities of 15,000 to 100,000 popula-
tion * would be served by such centers or their city branches.t
People in the surrounding areas, within perhaps 10 to 20 miles
of the central city, would also be served by the metropolitan
medical centers and branches. Thus, at least 50 to 60 per cent
of the population would be in direct touch with a center which
provided the very best that modern medicine could offer.

Medical Service in Towns and Ruoral Areas.—In towns of
2,600 to 15,000 which are not part of metropolitan areas, there
are about 10 per cent of the population. Since most of these
places are too small to support separate full-sized community
medical centers, several places would combine where feasible
to support a complete center. Where this is not possible, a
smaller unit would be established. An existing hospital might
be remodeled or a small hospital built, a few physicians, den-
tists, and nurses employed, a pharmacy provided, and sufficient
other facilities made available to care for the majority of medi-
cal cases. This unit would be organized as an “ affiliated
branch ” of a fully-equipped center in the nearest city. Difficult
or obscure cases would be-sent for diagnosis or treatment to the
center, or specialists would be called from the center.f Many
of the branches would be supervised by a medical center, though
some would have a large degree of local autonomy.

For the villages and distinctly rural areas, which contain
about 38 per cent of the population, a series of “ medical sta-

* Bxcluaive of those In * metropolitan areas.”

1 The assumption that it would require at least 15,000 persona to support a complete medicsl
center is somewhat arbitrary and subject to honest difference of opinicn, For s discussion of
the question see footuote In Chapter IV, p. 79.

$ An arrangement embodying some of the relations between branches and medical centers here
proposed haz been effected between the New England Medical' Center in Boston and the Eumford

(Maine) Oommunity Hospital. It in described by Dr, Jnlq:hH Pratt in the Builctin of the
Amarioan Nedical Axsociation for June, 1932,
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tions ” would be strategically located. Each station would be
under the supervision of a complete medical center or an affili-
ated branch, and would consist of one or two physicians, a den-
tist, and a few public health nurses or trained nurse-mid-
wives.* These stations would rely upon affiliated branches or
medical centers for facilities or services which the station per-
sonnel could not supply. Occasionally travelling specialists
would visit the medical stations to treat special dis-
eases. Through the linkage of medical stations to affiliated
branches and of affiliated branches to community medical
centers, the entire population would be provided with complete,
adequate, supervised medical service; yet a large degree of
autonomy and responsibility would be retained locally.

Existing Bases for Organization.—The development of medi-
cal centers, branches, and stations can and should come as a
natural evolution of existing organizations in the medical field.
At the present time governmental and non-governmental gen.
eral hospitals are available for community use in approximately
two-thirds of the counties in the United States. Over 116,000
of the 142,000 active physicians of the country are now as-
sociated with these hospitals on regular, courtesy, or visiting
staffs or as superintendents, internes, or resident physicians.
Nearly 1,000 hospitals provide offices where physicians may
see private ambulatory patients. At present, 4,600 physicians
have such privileges.

In nearly all hospitals there is at least a minimum of staff
organization. Financial arrangements between the hospital
and its staff are increasing in number, and the staff is assum-
ing a growing responsibility for the quality of the work. In
the hospital itself there is already a considerable integration
of the functiona of various agents—nurses, laboratory and
x-ray technicians, dietitians, physiotherapists, pharmacists,
maids, orderlies, and janitors—although much further prog-
ress in this direction is needed. These hospitals furnish the
most convenient foundations on which to build community
medical centers, and much of the necessary capital has already
been invested in them. Somewhat different, but also highly
useful, foundations are furnished by the 200 private group
clinics in the United States,

* It nures-midwives are used, they shoald be trained to do public health suming. For o
description of nuree-tnidwives whe provide soch servios se Chapter IV, p. 87-88,

(1
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The system. sketched above is obviously too detailed to be
applied in toto and without adaptation to any particular com-
munity. It should be useful, however, as a guide to com-
munities which are planning to provide satisfactory medical
service.

COORDINATION AND CONTROL OF SERVICES

Although community medical centers, affiliated branches and
medical stations eventually will provide a large proportion of
the medical and health services needed by a community, their
development will take years of effort. In the meantime many
existing practitioners and agencies will continue to carry on
their important services. Furthermore, these proposed medi-
cal centers will never supersede or embrace all the existing
medical institutions and agencies. Individual private practice,
particularly among the well-to-do, may continue indefinitely;
public health activities are a permanent governmental responsi-
bility ; industrial organizations will continue sanitary and pre-
ventive services to employees; and governmental provision of
hospitalization for tuberculous and mental patients will proba-
bly increase. Some of the unofficial public health agencies may
continue their independent existence indefinitely. The work of
medical centers should be coordinated with the work of all
other agencies.

In each self-contained local area, therefore, whether a clty,
a county, or a group of counties, there would be a local coordi-
nating body to examine crltlcally and to coordinate the preven-
tive and therapeutic medical services of the community, to limit
undesirable or unnecessary medical activities, and to stimulate
the provision of additional services as needed. For the larger
problems which extend across municipal and county bound-
aries, a state-wide agency is needed. The composition and
methods of work of local and state coordinating agencies were
discussed in Chapter II. In addition to the functions outlined
in Chapter II, the state coordinating board should supervise
the development of medical centers, branches, and stations
to prevent unnecessary and uncoordinated building. In its
exercise of control, the board should give careful heed to
local desires, particularly as expressed through the local
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coordinating board, if there is one, and should take ihto
account the fact that for a long time to come, experimentation,
especially in local units, will be desirable.

METHODS OF PAYMENT

The cost of the service provided by a medical center, branch,
or station would vary in different communities because of dif-
ferences in (1) the adequacy of existing facilities and the
necessary expenditures for new land, buildings, or equipment,
(2) the compensation to practitioners, which would depend
in part on the costs and standards of living, and (8) the degree
to which various refinements of service would be expected and
required by patients. Assuming, however, that practitioners
are compensated on the average as well as they now are or even
somewhat better, and that hospital costs approximate the aver-
age in good institutions, the total cost, exclusive of capital
charges, of a complete service by community medical centers
would fall somewhere between $20 and $40 per capita, per
annum.*

Thias cost could be met in one of three ways: (1) by insur-
ance paid for in full by the individuals or families served,
with or without assistance from their employers, (2)
by the use of tax funds, local, state, or both, or (3) by & com-
bination of insurance and taxation. The first method is the
one to be tried first, particularly in urban areas. In some
communities it might sclve the problem of payment for
substantially all the population and should, in those instances,
be continued indefinitely. In many communities, however,
there are large groups of persons whose incomes are so low
that they could not, from their own resources, pay the full cost
of satisfactory medical service even on an insurance basis.
Although taxation might spread the cost in a fairly equitable
manner, it would relieve patients of all direct individual
financial responsibility. While this has been a reasonably
satisfactory plan for the financing of education, highway
development, and certain other community activities, most
members of the Committee believe it is not desirable for medical
service when other plans are practicable.

® Ges saction oo " Ocst of Complets Medical Oare™ in Chapier I, p B1-32
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The third method, in the opinion of a majority of the Com-
mittee, is ultimately the most desirable one for urban areas.
Under this plan an average weekly or monthly amount would be
ascertained which individuals or families, including even do-
mestic servants and casual laborers, could pay without undue
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This diagram shows that in general the incomes of institutional and public
health nurses increase slightly with years of service, but that there is no,
general increase in the incomes of private duty nurses. It also ahows that
the average income of public health angd institutional nurses is higher than

that of private duty nurses.

Bazed u data for 1027 obtained from 38,392 private duty nurses, 1,456 public health
nurses, and 1,908 institutional nurses. The incomes of institutional nurses include $500 for
maintenance. Adopted from * Nurses, Patienta and Pocketbooks ' by May Ayres Burgess.

hardship. The balance would be paid by the local government
on a per capifa or lump sum basis, assisted where necessary by
the state or Federal government. This would provide a partial
distribution of the costs according to & rough measure of
ability to pay, and yet preserve a direct financial responsibility
on the part of each patient. A somewhat similar system for the
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provision of hospital service as an independent supplement to
national health insurance has been rather successful in Eng-
land.* Each week small sums of money are collected from
industrial workers by the employer and from other persons
by volunteer collectors. These payments cover moat of the cost
of ward care for all members of the family who require hos-
pitalization; the balance of the cost is paid from charitable
or tax funds.

Some communities might prefer to pay all or substantially
all the cost of medical care from the tax levy. In the more
sparsely populated rural areas this would be generally the
method preferred and sometimes the only method feasible.
Whatever method is employed, the important thing is that
payment be so arranged that all persons may obtain a satisfac-
tory medical service without undue hardship and that the pro-
feasional personnel be properly remunerated.

If an insurance plan } is used, either with or without sup-
plementary support from tax-receipts, the question of requir-
ing persons in the low-income groups to subscribe must be
faced. The unmistakable trend in European countries has been
toward compulsory rather than voluntary insurance. On this
question, the Committee has not reached agreement. The dif-
fering viewpoints are presented in Chapter V.1

Since the health insurance here proposed has certain features
in common with other insurance activities, the state should
require the medical organizations to maintain adequate reserve
funds and to conduct their business on an actuarially sound
basis.§

* Bir Arthur Newsholme, * International Btudies cn the Relation hetween the Private and
Ofcial Practios of Medicine, with Special Reference to the Prevemtion of Disssse * (Willlama
and Wilkina Oo., Baltimors, 1831), Volume 111, Chapters F1I and 1V.

t For a definition of the term * health insurancs ** ss here used ses Chaptey II, p. 45, It does
not include any cash benefits.

% Bee p. 154 of s0g. and 1830 of seg.

§ Under the combined insurance and tazation plan the state, it will be obeerved, wounld not
directly sdminister any madical service, anoept public health work, but would have four principal
functions: {a) to enforos minimum quantitative and qualitative standards of ssrvice which
would be formulated by professionil bodies, (b) to suparvise flnances and amure actuarial
wundnam, (¢} to furnish leadership in the planning and coordination of servies, and to provide
financial asistancs where necessary, stpecially for raral areas, and (d) perbaps, to make bealth
insursnos for the Sow-lhoome groups & requiremment, Thee functions might be allooatad to
several state boards but prefwrably they should be centrulised in one well directed cohumimion
sdequately Tepressnting the public and the various professiocns.
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It should be pointed out that the health insurance here
described differs in three important respects from the types
offered in most European countries. In the first place, this
system is predicated upon service being provided by organ-
ized medical groups rather than by individual practitioners.
Many of the difficulties experienced both by patients and by
practitioners under European systems * will be avoided, the
Committee believes, if service is obtained from well organized
groups, since such groups will be far better able to maintain
their legitimate interests and their proper and socially desir-
able professional standards than individual practitioners. Fur-
thermore, economies can be realized in group practice which
are impossible in purely individual work. In the second place,
this insurance is completely divorced from any system of
income protection through cash benefits. Many of the worst
abuses of health insurance abroad have arisen because of the
desire of insured persons for financial rather than medical
assistance. Unquestionably there is a need for income protec-
tion, but any system of cash benefits should be separate from
the provision of medical service. Finally, the insurance here
suggested will pay for a far more nearly adequate medical
service than is usually provided abroad. Especially significant
is the fact that this medical service includes full use of pre-
ventive measures, early care of incipient disease, and preven-
tive and curative dentistry. .

It is imperative that all steps toward group organization and.
especially toward group payment should be so safeguarded as
not to threaten directly or indirectly those professional
standards which are essential to good medical care. The pos-
sible dangers of group organization were discussed in Chapter
II. The Committee’s recommendation of group practice and
group payment is subject to the condition regarding non-profit
character discussed on p. 47-48 and to the following additional
conditions: (a) that the group be so organized that adequate
standards of service, such as those outlined in Chapter II, can
and in all probability will be maintained, and (b) that the
practitioners be fairly compensated with due regard to their
education, responsibilities, and community status.

* For a discussion of henlth insurance plans in other countrics see Chapter IV, p, 86-101.
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The system outlined above may well constitute a goal
for community effort in the organization of medical ser-
vice. Some features of it are impractical at the moment be-
cause of the present state of mind of the American people and
of the professions concerned, Other features are not feasible
immediately in the face of existing economie and social condi-
tions. The plan a3 a whole, however, and all the essential ele-
ments in it are within the range of practicability within the
next two or three decades.

Attainment of this goal will bring many advantages. First
and most important, it will bring to all or nearly all the people
& much wider participation in the benefits of modern medical
knowledge, There would be little or no occasion for people
to deny themselves skilled medical attention because of ina-
bility to pay, since even in relatively sparsely populated dis-
tricts there would be & minimum of good eare available and the
quality of medical service would be under constant and effec-
tive control by professional and governmental agencies. The
fact that good medical care would be available at costs which
the people could pay would tend to wean patients from poorly
trained or substandard practitioners and to discourage self-
prescribing and the use of patent medicines. Both the need and
the opportunity for “ fee-splitting ” would disappear.

The majority of practitioners, dentists as well as physicians,
would gain through more assured and stable incomes, oppor-
tunities for vacations and postgraduate study, openings for
young well-trained practitioners, adequate facilities for con-
ducting modern practice, and close association with profes-
sional colleagues. They would also benefit from the fact that
the supply of practitioners could be more closely adapted to
the need for their services, The most difficult problems of
nurses—security of income and opportunity for advance-
ment—would be largely solved.

Society as a whole would receive substantial and hitherto
unrealized dividends from its investment in medical research
and education. With the facilities of the country more effec-
tively utilized, there would be a marked improvement in the
health, happiness, and peace of mind of the American people.
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CHAPTER IV

PLANS AND EXPERIMENTS Now UNDER WaAY *

Both practitioners and laymen have long been aware of some
of the deficiencies in medical practice set forth in Chapter L
Aside from the traditional methods of medical practice with
which all are more or less familiar, a variety of suggested
solutions have been tried in various parts of the world.
The Committee and cooperating agencies have gathered data
on the most significant of these plans and experiments in the
United States. Four of them have been sponsored by profes-
sional groups and four by consumer groups. The largest num-
ber, thirteen, have developed under community groups, some
voluntary and some governmental, but with the participation
of professional groups. One is sponsored jointly by profes-
sional and consumer groups and three by commercial agencies.
In addition, the Committee has been provided with the find-
ings of two recent studies of European health insurance
organizations. In the succeedlng pages, this material is briefly
summarized.

A. UNDER PROFESSIONAL SPONSORSHIP

1. Care of Indigents by County Medical Socxety.—ln the
last few years at least ten county medical societies in Iowa,
and a few in other states, have contracted with their local gov-
ernments to provide medical care to the indigent, 4. e., persons
officially understood to be recipients of charity, in return for
annual payments by the local govéernments. In Marion County,
Iowa, for example, the society was paid $2,430 for such service
in 1932, Care is usually provided by the physicians in their
own offices, each one caring for those patients who come to
him. The funds are customarily used to pay the physicians’
dues to local, state, and national medical associations, and the
residue, if any, is pro-rated to the physicians on the basis of
their work. In most instances there is no central direction of
the work and no systematic division of labor, although in a
few counties an organized clinic has been established. §

* Free use has been made in thiz chapter of material from the Sunmary Volume (Publics-
tion 17), Parta VI and VIL The reader interested {n more detailed information is referred to
this volume and to the various studies therein swmmarized.

T The readsr will find all the reference notes to this chapter assembled at the end thereof with
numbers correaponding to those in the text,

(4
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The advantages of this experiment are that it places definite
responsibility on the county medical society to care for the
indigent, and on the local authorities to pay the physicians, at
least in part, for their services. Control over the quality of the
gervice and the division of the compensation is left in the hands
of the organized profession.

On the other hand, the service usually is not well-integrated;
some practitioners may render more than their fair share of
service; and dentistry, nursing, and hospitalization either are
not provided at all, or are not closely related to the physiciansg’
work., Moreover, preventive work is not extensive. This de-
velopment, so far as the Committee knows, has appeared, with
one exception, only in small rural communities. The compen-
sation to the physicians, which ranges from $2.60 to $10 per
patient per year, is usually inadequate.

2. Provision by County Medical Societies of Insurance for
High-Cost Illnesses.—A type of insurance for high-cost illness
was proposed during the summer and autumn of 1932 by a
committee of the Medical Society of Milwaukee County, Wia-
congin. It suggested the formation of “The Community
Medical Service of Milwaukee,” under a joint medical and lay
executive board, to enroll individuals and groups of persons
who would pay regular monthly dues (based on incomes) in
return for designated professional services. These services
would be provided by any member of the county medical
society who wished to participate in the plan. Subscribers
would be allowed *free choice” among the participating
physicians and institutions,

It is expected that * indigents ® would make no payments of
monthly dues, but would receive services from the tax-sup-
ported county hospital and dispensary. Sums might be paid
from taxes to the Community Service for the work of physi-
cians in the homes of indigent patients. A non-indigent sub-
scriber “ when sick, must purchase direct from his doctor, in
the usual manner of private practice, his entire medical care
up to a certain amount (in any one year) before he is entitled
to medical service under this plan.” Arrangements could be
made for deferred payment for such services. * The amount
of medical care to be purchased direct is to be determined in
proportion to income.”
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The net result of the financial arrangements would be {o
protect the subscriber and his family against the burden of
catastrophic illnesses only, Simple illnesses would continue to
be paid for on a private fee basis, unless a succession of such
cases in a family brought the total expense beyond the
specified limit, Preventive services, except those required after
the limit has been reached, would not be financed through the
regular monthly dues. No provision is made for coordinated
work and its probable economies.

3. Joint Use of Professional Personnel and Equipment.—In
many cities, groups of 8 to 20 physicians or dentists have
reduced their overhead costs through joint utilization of office
space, waiting rooms, scientific equipment, and technical and
clerical personnel. Instead of referring X-ray procedures and
laboratory tests to other practitioners, for example, some such
groups pool the expenses of maintaining X-ray and laboratory
personnel primarily for their own patients. Some groups
jointly employ a lay business manager. Customarily the par-
ticipants in such a plan maintain separate financial relations
with patients and complete professional independence. Often
the groups are composed exclusively of specialists. Thus cer-
tain economies are effected and physical proximity facilitates
consultation and saves the time of patients. Such arrangements
do not, however, aid the patient who needs a general practi-
tioner, nor provide a sure method of directing patients to the
right physician. Furthermore, there is no effective profes-
sional control over the quality of service, nor any assurancé
that economies will be shared with patients. Such arrange-
ments may be considered as temporary phases of the transition
from individual practice to private group practice. .

4. Private Group Clinics.—The idea of group practice in
medicine has developed rapidly in the United States, particu-
larly since the World War. The distinguishing features of a
private group clinic are: (1) its physicians are engaged in the
cooperative practice of medicine and use many facilities in
common; (2) all or most of the physicians are engaged full-
time in clinic work; (8) two or more of the major specialties
are represented on the clinic's staff, and an attempt is made
to give complete service to all patients who are accepted; (4)
the patients, although frequently under the charge of a single
physician, are the responsibility of the whole group; (5) the
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financial responsibility rests with an employed business man-
ager; (6) the income is “ pooled ” and the remuneration of
practitioners is determined by agreement among the practi-

$175.078

5697 S
REFRACTIONS
ALL OTHERS AND
- EYE GLASSES
FITTED
$5.110

AZI0 DAYS
HOSPITAL CARE
$20773

H.047
HOME CAUS
$33.441

$70.398

46220
DISPENSARY
AND
OFFICE VISITS
$92.440

VALUE OF SERVICES COST OF PROVIDING SERVICE

F1G. 13. THE ECONOMY OF ORGANIZATION

This diagram shows that, while the medical servioe furnished by the Home-
stake Mining Company in 1930 to 1855 employees and their families cost
approximately $70,998, when the services were appraised at prevailing local
feos (for instance, when 46,230 dispensary and office visita were figured at $2.00
per visit), the total vaiue of the services provided was over $175,000. The value
of hospital care includes the estima cost of professional services to 58
medical and 348 surgical cases in the hospital.

tioners, rather than according to the services rendered.’ There
are now about 200 such clinics in the United States,

A variation of the private group clinic is the diagnostic
clinic, sometimes conducted by physicians as a self-supporting
enterprise, and at other times conducted with semi-charitable
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intent. In the diagnostic clinic a group of specialists join to
diagnose obscure cases. Such clinics usually accept only
patients who are referred by physicians, and send the patients
back to the referring physicians for treatment. Frequently a
flat fee of $50, $75, or $100 is charged for a complete diagnos-
tic examination and report. Such clinics are feasible only in
large metropolitan areas where there is a substantial stream
of patients; and they have rarely been successful except when
associated with the staff organization and therapeutic services
of a hospital or general clinic.

There are two-fold advantages to group clinic practice:
advantages to the patient and advantages to the practitioner.
Briefly the advantages to the patient are that he may receive
a better quality of care from a well-rounded group, than he
would from individual physicians, practicing independently
and without intimate and continuous contact with each other.
This is a special advantage to the patient with an obscure ill-
ness or one difficult to treat. The clinic as a whole assumes
responsibility for the quality of the patient’s care, and he finds
it convenient to obtain the services of all needed specialists in
one place and as part of one arrangement. From the physi-
cian’s point of view, clinic organization has the advantages that
hig time is conserved, the spread between gross and net income
is diminished, a large amount of equipment is usually available,
consultation with colleagues is facilitated, vacations and oppor-
tunities for postgraduate study are more readily prowded
net income tends to be higher and stabilized, records are more
nearly complete, and research is facilitated through the exis-
tence of a larger number of records.

A comparison of the finaricial aspects of group practice with
individual practice presents certain problems. A special study
of a number of typical private group clinics showed that among
the expenses of the clinies are included many costs not usually
incurred by individual practitioners, for example, laboratory
and X-ray services which private practitioners usually obtain
by sending patients to hospital or commercial laboratories.
The average “overhead ” of individual private practitioners
is approximately 40 per cent of their gross income, while, for
the group clinics studied, the figure was only 33 per cent.
When, however, the items are considered in detail and an



PLANS AND EXPERIMENTS 79

endeavor made to eliminate those expenses which do not
usually appear in the individual practitioner’s account, the
*# overhead ” of the clinica is reduced to about 25 per cent and,
in some instances, to only 20 per cent.

The disadvantages of group practice are: there is a
tendency to reduce the personal relation with patients,
although many clinics guard against this, and there may be a
lack of privacy for patients and a division of responsibility for
their care. The physicians on salary, furthermore, do not have
the same personal and professional independence that they
have in private practice. Group clinics may be in direct eco-
nomic competition with private practitioners, and it is some-
times alleged that this competition is “ unfair.” The economies
of group practice in some instances are not passed on to pa-
tients, even in part. Some clinics have been dissolved because
the physicians could not agree on the division of income.

It is evident that group clinics are feasible only in communi-
ties which can support several physicians.*

B. UNDER CONSUMER SPONSORSHIP

S. Medical Service Under Workmen’s Compensation.—
Forty-four states have workmen's compensation laws, most
of which require the employer to provide money compensa-
tion and medical services to such of his employees as are in-
jured while working for him. The employer may insure his
liability through a commercial company, may self-insure, or
may insure in a compulsory or optional state fund. Medical
service is frequently paid for according to a fixed fee-schedule
which aims to set rates comparable to those usually charged

e il

® In the Committes's study of the orgunized medical service at Roanoks Rapids (Publication
No. 20) it was concloded that 5,000 persons may be sufficient to support an organised medical
servios but that 10,000 or more are prefarable. The organized medical service st Roancke Rapida,
although it serves about 10,000 persoms, is mot sufficiently complete to be taken as an example of
the " communtity medioal center ¥ described in Chapter 1L OF the oix phywictans who particl-
pate in this organization, one is chief of staff, two perform major surgery and render geaeral
madical sarvice, one is & pediatrician and general practitioner, one le a general practitioner, ead
one s an aye, ear, noss, and throat specialist. Thus there is oo radlclogist, no pathologist, no
obetetriclan or gynecalogist, no dermatologist, no urologist, And no paychistriat. Some of thess
deficiencis oould be remedied if alightly more money were available. Others are inherent in
medioal practioe in small {solated communities and muet be overcome by amsociation with larger
institutions. In the Committes's plan presentsd in Chapter ILI, organisations the sise of the
Roancks Rapids setvice would be * aflisted branches * of community medical centers. The
Wmedical service at Ft. Benning, described in Pobliceation No. 11, {iostrates very effectively
the Uype of organisation which the Commitise visualizses for community medicsl centers
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for such services to persons in similar economic circumstances.
The payment is made by the employer, the insurance com-
pany, or the state fund, as the case may be. Service under
workmen’s compensation legislation, even though inadequate
in some instances, has undoubtedly been of great benefit to
injured workmen and has been satisfactory to physicians in
some states as, for example, in QOhio where there is a state
insurance fund and where the fee schedule was approved in
advance by the state medical society. In some other states,
there has been constant bargaining between the physicians, in-
terested in receiving adequate payment for their services, and
the insurance companies, interested in keeping down the costs
of service. In a few states, the agencies which provide medical
service for compensation cases also provide service for non-
compensable illnesses, the employee, with or without the aid of
the employer, meeting the cost of this service through wage
deductions. In many states a maximum liability is specified,
which is often insufficient to meet even hospital costs without
professional fees,

6. Medical Service Furnished by Employers.—Industrial
medical service was formerly considered synonymous with low-
grade care, since industries which employed * company-
doctors ” were frequently more eager to get cheap service than
to get good service. Often the lowest bidder was given the con-
tract, regardless of his qualifications, and little or no equ1p-
ment was provided.

There has been in recent years a substantial growth in both
the quality and the amount of medical service provided by
industries or by groups of employees. Most of such service is
diagnostic and preventive,- patients being referred to their
family physicians for treatment, and is usually limited to em-
ployees and furnished without charge. In April 1930, probably
at least 1,000,000 employees in the railroad, mining, and Ium-
bering industries and a large number of their dependents were
receiving medical service furnished by the employer or under
industrial auspices.®

Some industrial medical service is comprehensive and of
good quality. The Endicott-Johnson Corporation, for example,
provides its employees with the services of general practi-
tioners and specialists, hospitalization, dentistry, nursing, and
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laboratory and X-ray service. The service compares favorably
with general practice in small cities, and in preventive medi-
cine and obstetrics is better than that ordinarily received by
working class families in such cities. In 1928 this service cost
the company $21.81 per individual to whom it was potentially
available.¢

7. Medical Service Provided by Employee Groups.—There
are several hundred employees’ mutual benefit associations
which provide various kinds of cash and other benefits to their
members.® Most of these associations provide only cash bene-
fitsa during sickness, but a few of them provide medical service.
One of these, the Stanacola Employees’ Medical and Hospital
Association of Baton Rouge, Louisiana, employs a surgeon,
an eye, ear, nose, and throat specialist, and five general prac-
titioners, as well as two nurses who are laboratory technicians.
Complete medical, hospital, and nursing service is furnished
to the members and their dependents at a cost of $3.00 per
employee per month.®

8. Medical Service Provided Jointly by Employers and Em-
ployees.—Frequently industrial medical service is supported
by both employers and employees. In Roanoke Rapids, North
Carolina, five industrial establishments have cooperated with
their employees in the development of a community medical
service." Unlimited hospital care; home and hospital nursing;
and home, office, and hospital attention by physicians are in-
cluded. The employees pay 25 cents per week, which amounts
to nearly $33,000 per year, and the mills pay s total of $56,000
per year. While the funds so provided are not sufficient to
prevent certain inadequacies in the service, the medical and
surgical care is, on the whole, of a high order.

Discussion of Industrial Medical Service.—The advantages
of industrial medical service, whether furnished by the em-
ployer, the employee, or both, are in general similar, namely:
(1) the form of organization makes possible a method of
financing which provides more medical care than most per-
sons in similar economic groups are able to afford under private
practice; (2) both patients and physicians realize some or all
of the benefits of group organization, as outlined above under
*“ Group Clinics *; (8) although no patient pays excessively for
his medical service, a total sum is made available which is aub-

7
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stantially larger than the amount which persons in these in-
come groups customarily pay; (4) the economic inhibition
against seeking service early is removed; and (5) physicians’
incomes are larger than in private practice among people of the
same general economic group in communities of similar size,
and physicians can obtain more leisure for study.

The disadvantages of this type of practice are: (1) since
the management and direction of the service are almost en-
tirely in the hands of laymen, it is possible for proper
professional standards to be disregarded: (2) the practitioners
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FIG. 14 HOSPITAL SERVICE PROVIDED BY GOVERNMENTAL AND
BY VOLUNTARY INSTITUTIONS

This graph (based upon the patient days of hospital service in 1931) shows
that approximately 75 per cent of hospjtal care in the United States is pro-
vided by the Federal, state, and local governments. Mental hospitala pronde
a large part of this sarvice.
lose some of their personal and professional independence;
(3) such a system may unfairly exploit the services of phy-
sicians; (4) the receipt of medjcal service often is dependent
upon continued employment; and (5) in some areas, notably
West Virginia, this plan appears to have been exploited jointly
by the employers and the physicians or the hospitals through
the provision of an inadequate service of indifferent quality. In
some instances, moreover, employers have illegally used the
industrial medical service as a device for unloading upon their
employees the cost of workmen’s compensation.*

® For example in West Virginia, according to a 1931 report by a commitice of the legialature,
wige deductions for medical service are sometimes wsed by an employer to pay the cost of
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Industrial medical services are feasible, only when there
are fairly large groups of employees under one management,
or where a satisfactory arrangement can be made for combin-
ing smaller groups. A disadvantage frequently found, although
not inherent in the plan of organization, is that dependents are
not included. Finally, such a system may make the medical
service of a community even more dependent upon the stability
of industry than it would be under the usual private practice
arrangement. The opposite, however, seems to have been the
case, during the current depression, in the Roanoke Rapids
service.

Industrial medical service is ultimately limited to those per-
sons and their dependents who are employed in establishments
with a considerable number of workers. Of the 211,000 manu-
facturing establishments in the United States in 1929, only
29,000 employed over 50 wage-earners as a yearly average,
although their total employees numbered 7,000,000 of the
9,000,000 in all manufacturing establishments. If employees
of other types of organizations of suitable size be added, the
7,000,000 might be increased to 10,000,000 or 12,000,000 em-~
ployees, with 20,000,000 to 80,000,000 dependents, giving a
total of 30,000,000 to 40,000,000 persons who might conceivably
be served by industrial medical services.

C. UNDER COMMUNITY SPONSORSHIF WITH PROFESSIONAL
PARTICIPATION

9. Middle-Rate Hospital Services.—A number of voluntary
hospitals in this country are now developing special plans for
the so-called * patient of moderate means.” * The most signifi-
cant feature of these, as illustrated, for example, by the Baker
Memorial unit of the Massachusetts General Hospital, is an
agreement between the medical staff and the hospital on a
fixed maximum schedule of charges for professional as well
a8 for hospital services, and the adjustment and collection of
these charges by the hospital administration, acting on its

hospitalisaticn for his employses suffering frem industrial sccidents sas well as, and in some
ohtet to the axclusion of, employess mffering from non-compensable cases,

Bee Plerce Willlams, * The Purchase of Medical Oure Through Fixed Periodic Payment,”
(National Bureau of Economic Research, N¥ew York, 10331} p 189-190,
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own behalf, and as the agent of its medical staff. An effort to
reduce the cost of special nursing is usually an additional
feature.

Other hospitals now have flat-rate charges for maternity
cases, for tonsil and adenoid cases, and for laboratory service.
Some provide for payment of hospital bills in weekly or
monthly installments. Several diagnostic clinics, some of
which are in hospitals, have flat-rate charges for a complete
diagnostic examination. Hospital work under most of these
plans is largely if not wholly self-supporting. When deficits
occur, they are usually met by public contributions.

Such arrangements enable the patient, when he becomes
sick, to estimate how much he must spend, and frequently
enable him to have the kind of service which he wishes without
too great expense. The physicians are also benefited since they
can collect something from patients who might otherwise be
forced to go without care, or who might use ward services and
pay the physicians nothing.

On the other hand, such measures are inadequate. They are
largely limited to persons in the middle economic groups. They
do not make it easier for people to budget their medical ex-
penditures in advance of illness; they do not encourage either
patients or physicians to use preventive measures; and they
enable only a small proportion of the lower income groups to
pay for satisfactory medical care. Sinee they provide only for
a special economic group, they are feasible only where that
group is large, 4. e., in cities and large towns.

10. Pay Clinics.—Out-patient departments of hospitals and
clinies independent of hospitals were originally only for the
very poor. Increasingly they have come to serve persons who.
are not indigent, but who cannot meet the usual expense of
private medical care. A large number of clinics, particularly
in the Eastern cities, have begun, since the war, o charge fees
for service, usually of nominal amounts, but, in an increasing
number of clinics, of amounts nearly or quite sufficient to
cover the actual expenses, In many of these clinics, the phy-
sicians are nevertheless expected to give their services without
charge,

Pay clinics, however, are those in which the physicians are
compensated for their services on a salary or fee basis, and
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the patient pays the full cost of the service, except, as in
hospitals, the capital charges. Some pay clinics, like the
Cornell Clinic in New York City, provide general services;
others are limited to special fields,

Dental clinies of various kinds are developing in all parts
of the country and perhaps an appreciable number of them are
conducted on the * pay clinic” principle® Hospitals direct
more dental clinics than any other single agency.

Pay clinics furnish good care to persons of small means
at a much lower cost, due to the economies of organization and
the limitations on the returns to practitioners, than the cost
of equivalent service in private practice; but they compete
with some local medical practitioners and, unless well organized
may provide hurried and impersonal service.

11, Private Office Practice in Hospitals.—In the past, hos-
pitals have been typically used for the care of both paying and
non-paying bed patients, and non-paying ambulatory patients.
Paying patients who are ambulatory or * office ” cases usually
have not been received in hospital buildings. Recently, how-
ever, the medical staffs of many hospitals have arranged to
utilize the hospitala for their private office practice by referring
cases for X-ray or laboratory service, by using rooms for con-
sultations or conference with other hospital staff members on
private cases, or by actual rental of office space in a hospital
building. Data accumulated by the Council on Medical Educa-
tion and Hoapitals indicate that in 1981 nearly 1,000 hospitals
were used to some degree by 4,600 physicians who maintained
offices or office hours for private ambulatory patients in the
Institutions,

These procedures have increased the individual practition-
er's opportunities to serve cases requiring specialists or diag-
nostic equipment ; they may conserve the physician’s time in the
treatment of his private cases, and the patient’s time also in
some instances. From the hospital’s point of view, this use of
the institution’s facilities has had the advantage of increasing
the amount of service rendered by the equipment and appara-
tus, and thus lowering the unit-costs of certain hospital func-
tions and increasing revenue,

The tendency to concentrate private office practice in hos-
pitals faces certain possible difficulties. First, it may give rise
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to competition with previously established commercial agencies
providing X-ray or laboratory service. Second, some institu-
tions may extend privileges on an uneven or undesirable basis
among members of the medical staff or the local profession.
Third, the hospital may be embarrassed by demands that office
facilities be provided to all members of the staff.

12, Public Health Nursing.—One of the most significant
tendencies of the past quarter-century has been the develop-
ment of public health nursing, under both official and non-
official auspices. The visiting nurse, originally employed to
care for the sick in the home, has broadened her scope to include
health teaching as a major objective; so that public health nurs-
ing is now defined as an organized community service rendered
by graduate nurses to the individual, the family and the com-
munity. This service includes the interpretation of medical,
sanitary, and social procedures for the correction of defects,
prevention of disease, and promotion of health as well as domi-
ciliary nursing care. ’

There are two major groups of public health nurses now in
service, those employed by official agencies, who commonly de-
vote their time to purely educational work, and those employed
by voluntary agencies who also render bedside care for the sick.
There is a tendency, however, to consolidate all types of publie
health nursing in a given community so that a single nurse may
render complete generalized service to a given population unit
(preferably of not more than 2,000 perscns). '

Public health nursing provides, mainly to low-incomé fami-
lies: health supervision service, maternity service, and bedside
care and other services to the sick in their homes. School nurs-
ing service in the school and in the home and industrial nursing
service both in the plant and in the home include some or all of
the above services. Non-governmental nursing nearly always
have a medical advisory board to assist in defining the work
which the nurses may do. The nurses are expected to cooperate
with the industrial or family physician. Financial support
comes from tax funds, from public contributions, from pay-
ments by life-insurance companies for services to their policy-
holders, and from fees which are charged only to patients who
are able to pay. Public health nursing is available theoretically
to all groups of the population, regardless of economic status,
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both on a vigit and part-time basis, although as yet the middle
and upper economie groups use it infrequently.®

The outstanding advantages of public health nursing are that
it makes a limited amount of nursing service available to many
families who cannot afford to employ full-time nurses or who
need only occasional nursing, and it offers an excellent op-
portunity for health instruction of families by example as well
as by precept. Every public health nurse is expected to teach
her families as much as she can about nutrition, personal hy-
giene, and social and mental adjustments,

The significance of this movement is that well-organized
community agencies, with high professional standards, supply
all needs for preventive and curative nursing care in a popula-
tion group on terms which make the service potentially avail-
able for all economic levels,

13. Organized Service by Trained Nurse-Midwives.—About
15 per cent of the childbirtha in this county are attended by
midwives. In 1925, approximately 800,000 births were cared
for by such practitioners, most of whom are untrained, dirty,
and superstitious. In contrast to them are a few trained nurse-
midwives who handle normal obstetrical cases very effectively.
These women are far superior in general education and obstet-
rical training to the average untrained midwife of the South-
ern states. The best known example of the use of trained nurse-
midwives in this country is the Frontier Nursing Service of
Kentucky, whose nurses delivered 818 patients during the six
years ending May 1, 1981, with only one maternal death.
This organization offers also the customary public health nurs-
ing services, a modicum of hospitalization, and from time to
time special services of physicians and dentists. The total cost
of this service, even though it is carried on in a very remote
mountainous region, is only $10.92 per year per person actually
served. Because of the poverty of the patients, however, over
95 per cent of even this modest sum must be collected outside
the community.

The advantage of this plan is that it brings skilled nursing
and midwifery service, on an economical and efficient basis,
to families which could not possibly pay the not unreasonable
fees of the nearest physician. The same advantage would be
realized, although perhaps to a less degree, in the use of
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trained nurse-midwives for any low-income group or any
group in sparsely settled areas.

The disadvantages of using nurse-midwives are that they
are not competent to handle unusual or difficult deliveries, and
that, if used in areas where there are physicians, they would
care for some patients who otherwise would have the services
of a physician.

14. Trained Nursing Attendants.—In Boston, Detroit, and
Brattleboro, Vermont, women have been trained as “ nursing
attendants,” to do simple home nursing under the direction of
trained public health nurses and, in addition, to perform
necessary house work. Charges for such service are somewhat
lower than those customarily made by trained nurses.*

Such a service is particularly useful when the homemaker
is too ill to carry on her ordinary duties, but not ill enough
to require the continuous care of a graduate nurse. It is desir-
able only when the work of the attendants can be carefully
supervised. Eventually it may be provided by a variety of
organizations which are in a position to exercise the necessary
supervision and control.

15. Expansion of Governmental Health Services.j—Local
and state governments have long provided treatment for in-
fectious diseases, especially for tuberculosis, for mental dis-
eases and, more recently, for venereal diseases. In some
Instances they are beginning to offer treatment of cancer and
orthopedic cases. In addition, it has been proposed that the
local or state government take up the whole problem of the:
care of chronic patients. ’ .

All these diseases or conditions are very costly to the
patient, either because of the nature of the treatment or the
long duration of the illness. It is advantageous, therefore, that
he be given gocd care at an early stage in order to avoid, if
possible, the disastrous physical and financial effects of a long-
continued illness. In many instances he must have some sort
of assistance if he is to obtain proper care. From the stand-

* Publication No, 17. At the present time unemployment iz s0 extensive among graduvate
nursea that many of them are working or would willingly work for rates below those customarily
vecelved by trained attendants,

¥ Dinenting Staiement By Commiites Momder—I helieve that governmental care of patients
fs to be eondemned except in the cuss of illnemses which may invclve danger to public health
and safety, 6. g., tuberculosis, venereal diseases, mental discases.—J, Shelton Horsley.
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point of the private practitioner, it may be desirable to have
an organized governmental medical service provide care to
these chronic cases, since then the practitioner need not con-
tinue treating them long after they have ceased paying him.

The chief disadvantage of such an expansion is the one com-
mon to all governmental activities, namely the danger that
such services may be subjected to purely political interference,
or stifled by a poorly organized civil service, In addition there
is the disadvantage—not to be lightly dismissed-~that the medi-
cal care of families, and perhaps of individuals, may thus
be divided among several persons or agencies.

In addition to the development of services for special types
of disease, there have been significant growths in two of the
accepted public health services, namely, public health nursing
and school health service. Public health nursing has been
discussed on p. 86-87 above.

Since the first law which provided for medical inspection
of school children was passed by Connecticut in 1899, there
has been a rapid and substantial growth in school health
service in both elementary and high schools. Most of the work
for school children is preventive and diagnostie: medical in-
spection by school physicians, dentists, nurses, and teachers;
examination of children returning to school after illness;
examination of children about to enter school; and instrue-
tion in diet and hygiene. In some school systems, however,
certain therapeutic services are also provided, such as the re-
moval of diseased tonsils or adenoids, the filling of dental
cavities, the provision of eye-glasses, and the treatment of
mental maladjustments,

16. Government Provision of Hospitalization.——Cities and
counties have for a long time provided hospitals for the care of
the indigent. In recent years some local governments have ex-
perimented with the plan of providing hospitalization at mod-
erate rates to all classes of the population. Both Cincinnati
and Buffalo have large general hospitals open, under certain
restrictions, to all residents. Many cities and counties pay
non-governmental hospitals on a per capita per diem basis
for the hospital care of the poor. Often such payments do not
equal the cost of service.
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The advantage of governmental aid in the provision of hos-
pital service is that it enables hospitals to render service at
lower charges and thereby assists patients in meeting the costs
of hospitalized ilinesses, which include about 50 per cent of the
total costs of all medical service. In some areas, tax funds
must be used if hospital service of any kind is to be provided. If
state, city, or county aid is given to non-governmental hos-
pitals, the governmental agency can set minimum standards for
hospital administration and practice.

On the other hand, since hospital service is only one aspect
of medical care, this plan does not solve the problem of provid-
ing satisfactory medical sexvice to all who need it. Furthermore
many persons hesitate to approve governmental provision or
support of hospitalization, because they believe that govern-
mental effort, more frequently than comparable private effort
is associated with waste, extravagance, and incompetence. This
belief, however, at present rests far more on impressions than
it does on adequate factual proof.

17. Tax-Supported Physicians in Rural Areas.—In 30 or
more rural “ municipalities ” * of Saskatchewan ** one or more
physicians have been employed to provide medical service.
About two-thirds of the physicians are on-a whole-{ime basis.
These physicians are usually also appointed local health officers.
The cost of their services, paid through tax funds, is about
$7.50 to $10 per family per year. ..

This system, which was started about 1921, provides phy-
sicians with incomes and favorable working conditions and
assures their services to many communities which otherwise
would not have resident physicians. The costs are so dis-
tributed that no individual patients or families are heavily’
burdened. Early consultation is éncouraged, yet there is little
tendency among patients to take up the doctor’s time for trifling
ailments, Preventive measures are utilized freely. Some of the
doctors say that their relations with patients are more cordial
than when a fee was charged for each service, and, they are
saved much financial worry and clerical detail. No community
in Saskatchewan which has adopted the “ municipal doctor
plan has abandoned it.

* A * munleipality " corresponds in moat respects to a eounty In the United States,
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The principal disadvantage of the plan is that it is limited
to general practitioner’s services. If usually does not include
hospitalization, nursing, dentistry, and the services of special-
ists, but, under the usual conditions in other rural areas, these
services are available, if at all, only at high cost. Some munici-
palities have added one or another of these services. The pos-
sible disadvantages of salaried practice have been mentioned
earlier.* None of these disadvantages has seriously hampered
the work in Saskatchewan,

18. State Aid for Local Medical Service.——~Several states have
found that adequate local public health service probably will
not be provided without state financial assistance. One state,
New York, has authorized the state department of health to
reimburse any county to the extent of one-half its expenditures
for the construction, establishment, or maintenance “of a
county, community or other public hospital, clinic, or dispen-
sary or similayr institution,” or “ any public enterprise or ac-
tivity for the improvement of the public health,” provided the
enterprise is approved by the State Department of Health. In
spite of the broad terms of the act, most of the money so far
appropriated under it has been for the support of public health
activities, and relatively little for direct medical and hospital
services.!*

The advantages of state-aid on a * matched-funds” basis
are: (1) it assists rural counties and other counties with rela-
tively low tax incomes to support more nearly adequate medi-
cal service than they could otherwise afford; (2) it gives the
state a more effective leadership in the development of needed
services in rural areas; and (8) it does not deprive the local
community of its initiative, responsibility, and control over its
own medical services.

Obviously, state aid is not a desirable policy if the officials
in charge of its administration are uninformed of or unsympa-
thetic with local needs, or if they attempt to control local ac-
tivities for political purposes.

19. Insurance for Hospitalized Ilinesses.—Several plans have
been tried for assisting patients in meeting the costs of the

* Ses p. 79, 82, of this chapter.
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more expensive illnesses. Some of these, such as the hospital
insurance offered by the Baylor University Hospital of Dallas,
Texas, and by the Community Hospital of Grinnell, Iowa, cover
only the cost of hospitalization.*¢ Plans of a similar nature are
now being adopted or considered in a number of hospitals in
the East and Middle West. In these plans, the hospital deals
with organized groups of persons who pay a fixed amount per
year into a common fund out of which their hospital bills are
met. In several instances, a group of hospitals in the same
community are endeavoring to work out a joint plan. In
Brattleboro, Vermont,** and New Bedford, Massachusetts, a
somewhat similar type of insurance, covering also part of the
cost of professional services, has been offered to individuals
instead of to groups. In Great Britain, voluntary insurance
for hospital care has recently extended with great rapidity
and now covers about six million persons.

The principal advantage of such insurance is that, since it
provides financial aid only to those patients who have high-cost
illnesses, 4. e., illnesses associated with hospital, surgical, or
nursing services, its cost is much less than insurance for all
forms of medical expenditure. Physicians, nurses, and hos-
pitals gain from such plans since some bills are paid which,
in the absence of an insurance plan, would not be paid. Further-
more, practically no financial risk need be involved in the
initiation of such plans, and a relatively simple type of
organization suffices to administer them. . .

On the other hand, this type of insurance must provide for
physicians’ services, hogpitalization, dentistry, and nursing if
it is to include all the major items which can and do cause
“high-cost ” illnesses.’® Since it is usually much more limited.
in scope, it does not fully solve even the problem of high-cost
iflinesses. Furthermore, this insurance does not encourage
families to provide medical service promptly in case of illness,
or fully to utilize preventive services; nor does it take advan-
tage of the economies possible in group work.

20. University Medical Services.-——Since student health de-
partments were started as early as 1860, experience with this
type of service has been extensive. On January 1, 1931, there
were 153 colleges or universities with organized divisional
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student health services. Many of these provided a complete
medical service at costs of $9.00 to $30.00 per capita per school
year. At the University of California, physiciang’ services,
dentistry, hospitalization, laboratory service, physical-therapy,
x-ray service, and drugs are furnished to 9,800 students in
residence at & cost, including capital charges, of $17.86 per
eligible student for the school year.!” This service has most of
the advantages of industrial medical service, and the further
advantage that the university, with its tradition of high pro-
fessional standards, instead of the industry or the employee
benefit association, occupies the position of leadership. There
are, at present, approximately 1,086,000 college students and
86,000 college and university teachers in the United States. If
such service were extended to all students, all faculties and
their families, and all other university employees and their
dependents, it would probably reach a maximum of about
1,800,000 persons.

21. Health, Hospital, and Nursing Councils.—There are in
the United States at least a dozen health councils, the oldest
of which was formed in 1917. The Cleveland Health Council,
which may be considered representative, acts as a cooperative
agency to coordinate public health work. Through group
planning and expert study, it attempts to prevent the placing
of undue emphasis on certain health problems at the cost of
others, to discover gaps in the community’s health program,
and to build up services and initiate new programs.»* Similar
activities for hospitals are carried on by a number of hospital
councils. In five cities, nursing councils study the nursing needs
of the community, promote measures to meet these needs, and
help prepare nurses for service.!*

After more than ten years’ trial, it is now clear that when
health councils are provided with competent personnel, neces-
sary funds, and able guidance, they can exert needed leader-
ship in public health activities, can coordinate activities that
are overlapping and disjointed, and can successfully sponsor
the development of new health activities, even though, as is
usually the case, they have neither legal nor financial control
over the various health agencies.

The principal limitation of health councils as now constituted
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lies in the fact that they usually consider only public health
problems and do not embrace the equally important fields of
medical service to individuals. Adequate and able represen-
tation of the medical, dental, and nursing professmns in such
councils is essential.

D. UNDER JOINT SPONSORSHIP OF PROFESSIONAL AND
CONSUMER GROUPS

22. Periodic Payment Plans of Group Clinics.—At least a
dozen private group clinics now provide medical service to
groups of persons for periodic payments. Usually these plans
are worked out at the suggestion of and in cooperation with
consumer groups. The Ross-Loos clinic in Los Angeles, for ex-
ample, at the request of a group of employees, began about
three years ago to offer medical service complete except for
dentistry and nursing, to several such groups. The number of
subscribers has grown steadily, and includes at present about
9,000 persons who pay $2.00 per person per month. In ad-
dition, laboratory service and the services of physicians are
offered to family dependents without charge, although de-
pendents pay cost prices for hospitalization, drugs, and a few
other items.* The various employee groups meet with the
clinic directors periodically to discuss questions rela.ting to the
medical service.

This method of payment has proved popular with patlents
and it is being steadily extended in various parts of the country.
It has all the advantages of industrial medical service, and in
addition the advantage that the control of medical service is
in the hands of the practitioners who direct the clinic, while the
formation of policies is shared by representatives of the
patients.

The most important disadvantage of this service, as at pres-
ent operated, is that there is an increased opportunity for
clinics to engage in competition as to price, which is disastrous
to professional standards and therefore to the welfare of pa-
tients. In fact, such competition has already appeared in Cali-
fornia, Washington, and some other states and, to date, no
method of controlling this abuse has been effective. There are,
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in addition, the disadvantages of group clinic practice, which
were listed above.*

E. UNDER COMMERCIAL SPONSORSHIP

23, Installment Payments Through Loan Companies.—
Within the last decade attempts have been made to systematize
the paying of medical bills through installment payments. A
number of proprietary organizations have been formed to pur-
chase the accounts of practitioners and collect what they can,
or to advance money either to the patient or the practitioner
and collect from patients. These associations have not yet
reached large proportions. But “ loan sharks,” remedial loan
associations, and personal finance departments of established
banks also are extensively used to provide funds to meet medi-
cal expenses. About 28 per cent of all such loans are for this
purpose. The annual interest rates on these loans vary from
12 to 43 per cent or more.*

The installment plan, however, does not provide funds which
otherwise would not be available. In fact the interest rates
increase the total burden. The burden of payment is spread
over & period of time, but it is not so distributed that the pub-
lic helps to lighten it when it threatens to destroy the solvency
of the patient.

24. *“ Health Insurance” Provided by Insurance Com-
panies.—-Many commercial companies offer * accident and
-health ” policies which provide limited cash benefits to meet
the costs of medical care. None of them provides medical ser-
vice, except occasionally nursing. These policies are usually

* Dissonting Staiomanit by Commitios Nember.—This paragraph oversiates the disadvantages.
In & number of towns in the Middle West where thiy form of medical servios $2 in operation, no
such dificulties have appsared. The undoubted evils of competition as to price exist among
phyxdeians ib private practice and are emphasised whave, a8 in many cities, there {5 & local
over-supply of physicians. Complaints by physicians who feel themselves Injured by a com-
patitive process do not necessarily imply that the process is injurious either to the profession
a2 & whole or to the publia Qroup practios may render ceértain evils of competition more
apparent, but for this very reason they way be more susceptible to control. The sbove para-
graph refers to the situation op the Pacific Ooast as it it were full of hopeless ovil, wheress it
has undoubtedly sxtended medical service to many persons and atabilised, if not incressed, the
incomes of & considerabls number of phyriciana. Ths vigorous efforts now being mads by

professional bodies in thoss states to deal with its evils may be expactad to bring thess in

band within the near foture, not, howerer, by suppressing plans of group payment and group
practics, but by adjusting them under proper professional avd public contyol.—Michasl M. Daris
and Loufa ¥, Dublin,
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limited to certain classes of people, and, even when sold on a
group basis, are too expensive to be of wide-spread value.

25. Medical Benefit Corporations Operating for Profit.—
Particularly in California, a large number of medical benefit
corporations, organized by laymen for profit, sell health in-
surance policies to individuals and provide service through
contracts with individual practitioners and hospitals. In some
cages, the corporations write group contracts with employees
and arrange for the employer to collect the premiums.” One
such company planned to use 25 per cent of its income to pay
physicians and the remaining 75 per cent for selling costs and
profits, .

This plan has some disadvantages which are unique. In the
first place, it is under neither professional nor community con-
trol, and the insurance departments of the State of California
and other states have refused to exercise jurisdiction over such
corporations. As a consequence, many companies have started
with inadequate capital and reserves, only to fail. In the second
place, the management is entirely lay and relatively uncon-
cerned with professional standards. Much of the medical
service has been obtained from the lowest bidder, although
sometimes it is paid for at the workmen’s compensation rates.
Finally, this plan, instead of obtaining the economies and pro-
fessional advantages of group organization and group practice,, ,
actually adds to the cost through expensive selling procedures ,
and payment of profits to owners. -

F. EUROPEAN DEVELOPMENTS IN THE PROVISION OF
MEDICAL CARE

In Europe, as in the United States, the provision of medical
service is mainly in the hands of individual practitioners al-
though hospitals are well developed and, in some localities,
clinics and other forms of group practice provide medical care
in conjunction with group payment by insurance or taxation.

During the past fifty years, most European countries have
made payment for medical care the subject of public action
and a large part of the population now pays for medical service
through regular periodic payments to a mutual benefit society
or health insurance “fund.” These funds are non-profit
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organizations formed of the employees of a given establish-
ment, of all insured persons in a given locality, or of the
members of a fraternal or cooperative society who may be
scattered throughout a whole country. Such funds are under
some government supervision, but usually are not administered
by the government. As a rule the payments made by the wage-
earner are supplemented by approximately similar amounts
paid by his employer; in some countries a payment is also
made from tax funds. These sums together make up a total
from which are paid (a) certain expenses of medical service,
and (b) a cash benefit in partial re-payment of the loss of
wages during illness.

Hospital care in Europe, except in Holland and Great
Britain, is predominantly supported by taxation. In the latter
country, a great extension in hospitals under government
auspices has taken place in recent years. In some countries
& few health insurance funds maintain their own hospitals or
sanitoria but, in general, hospital care is not part of insurance
schemes. Payments from insurance funds may, however, meet
part, but usually only a small part, of the cost of care of insured
persons in government hoapitals. In England, voluntary insur-
ance against hospital care is increasing. Almost everywhere
in Europe, the typical general hospital does not receive private
paying patients in the American sense. The medical staff of a
European hospital is usually composed of a small number of
physicians on salary, who do not carry on any private practice.
Thus only a emall proportion of the medical profession have
direct contact with hospital service.

In most countries of Europe, every employed person earning
less than a specified income is legally compelled to insure him-
self against illness, and the insurance fund to which he
belongs must in return provide him with certain medical ser-
vices, Additional services may be furnished if the workers and
employers choose to assess themselves larger amounts. In all
these countries, voluntary insurance on a cooperative, non-
profit basis, preceded the adoption of any legal requirement to
insure. In many European countries, insurance is also pro-
vided against industrial accidents, invalidity, old age, and other
hazards.

The scope of the medical service provided by insurance plans

8
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varies widely. In Italy, only the treatment of tuberculosis is
provided; only the services of general practitioners are offered
in Grest Britain: in most of Germany and Austria a nearly
complete medical service is given. Complete medical care in
all forms is not provided in any insurance scheme.

The British system requires all employed persons earning
less than £250 annuzlly to insure, and furnishes cash benefits
together with the services of genera! medical practitioners and
such medicines as they prescribe. Hospitalization; dentistry,
the services of specialists, and the medical care of dependents
are not included, although dental care has not infrequently
been added by voluntary local action. The British Medical
Association opposed the insurance scheme at its inception in
1912 but has now officially recognized its benefits and advocated
an extension of the scope of service and the inclusion of
dependents.

Germany passed its first compulsory health insurance law
in 1883. It applied only to certain industries in which voluntary
insurance had already developed. Succeeding legislation has
greatly extended the system both in the number of persons
served and in the range of benefits previded, so that now
almost two-thirds of the entire population are covered. Since
the War, voluntary insurance has been extending rapidly
among persons who are above the economic limit of the com-
pulsory insurance system. . . ..

France introduced compulsory kealth insurance only in 1930,
providing medical and cash benefit for persons whose income
does not exceed 18,000 francs. Russia under the Soviet régime
is the only country in Europe which has undertaken state.
medicine, with medical services and facilities provided and
administered by the governmeént. Denmark, which with
Sweden depends on voluntary insurance, has brought the
majority of the population under the system. In Denmark the
individual is not legally required to insure against illness,
but he has many indirect incentives to join and faces certain
legal disadvantages if he does not.

The system of furnishing medical service and of remunerat-
ing physicians and other practitioners varies greatly. In Great
Britain, every physician may undertake insurance practice if
he wishes and he is remunerated at a fixed amount per patient
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per year. Free choice of physicians among those wishing to
accept insurance practice is assured. In Germany and else-
where on the continent, physicians are usually paid according
to an agreed scale of fees worked out between the insurance
funds and the physicians. Salaried physicians are employed
in some localities and consultation clinics and other special
clinics, which employ full-time or part-time physicians, are
incressing. Under the recently enacted French law, fees for
medical and dental attendance are paid directly to the physi-
¢ians or dentists by insured persons, according to a fixed scale,
but any practitioner may charge beyond this scale if the pa-
tient agrees. The patient i3 reimbursed by the insurance fund
up to the amount of the official fee schedule only.

Thus, in general, European countries have focused their
attention upon the problem of payment rather than upon
methods of providing medical care. Relatively little attention
has been given to the relation of insurance practice to preven-
tive work, although there are evidences in England and in some
localities upon the continent of increasingly close relations.
Care of the indigent is almost everywhere a direct responsi-
bility of government and is often furnished by salaried
physicians. Methods of group payment for medical service
have been utilized through two generations and in many
countries with widely varying social, economic, and political
conditionas. This experience provides & massive and growing
body of detailed information regarding policies and adminis-
tration. The working relations between the medical profession
and the insurance system have reached a high point of coop-
eration in Great Britain and Scandinavia. In Germany there
are wide differences between localities, and some severe local
conflicts have occurred.

Only the barest summary is possible within the present
limits of space, but some suggestive conclusions may be quoted
from two recent and comprehensive studies of medical service
in Europe. A. M. Simons and Nathan Sinai conducted in 1931
a study of the professional and economic problems of health
insurance for the American Dental Association.® Their prin-
cipal findings were:

1. There ia practically no important opposition to the principle of health
insurance in any country where it now exists. There is criticism in plenty
and constant effort to change details, but no agitation for repeal.
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2. The national associations of physicians and dentists have, over and over,
formally approved the provision of health care to the lower-income classes
through insurance.

3. There is practically unanimous sgreement that the insured receive better
medical care than they did before they were insured.

4. There is wide variation in professional incomes under insurance; but
they will average at least as high and probably somewhat higher than they
were in private working-class practice before insurance.

5. Every attempt to apply the principles of voluntary insurance on a large
scale has proved to be only a longer or shorter bridge to a compulscry sys-
tem, Every so-called ¥ voluntary ¥ system is successful in just about the pro-
portion that jt contains compulsory features,

8. In every insurance system there hag been a fairly steady increase in the
number of persons sick and in the number of days of sickness per capita
snnually, The tendency seems sufficiently well established to justify the con-
clusion that universal free medical service does not reduce the amount of
recorded sickness.

7. A comparative study of many insurance systems seems to justify the
conclusion that the evils of insurance decrease in proportion to the degree
that responsibilities, with accompanying powers and duties, are intrusted to
the medical professiona.

The conclusions of Sir Arthur Newsholme in Medicine and
the State, terminating his series of international studies of
medical service in Europe, may be summarized as follows:

1. The advance of medicine has made it impossible for doetors individuslly
to meet a large share of the medical needs of the community. Close coopera-
tion between general practitioners and specialists is required. Without it, ‘the
efficiency of medical service is reduced by inadequacy and discontinuity. *

2. The problem of medical care has ceased to be one which can be solved
by direct family payments and it has become one of determining the best
method for securing satisfactory medical care when needed by provident mea-
sures {insurance) supplemented perhaps by communal zid (taxes).

3. If the family is to continue to be the unit of medical practice then a
team of medical practitioners and not ‘an isolated practitioner should be the
unit on the medical side.

4. In every nationa! health insurance plan in Europe, financial as well as
medical aid is given during illness and in most countries the insurance is
obligatory. These two facts of compulsion and the dependence of monetary
benefits on medical certification, especially the Iatter, have given rise to
trouble. The separation of medical service and cash benefit has been sug-
gested, But medical certification would continue to be needed. The prob-
lem of certification is largely one of morale. Education among the insured
will help them to realize the mutual character of insurance. It will probably
also be Decessary to give the insured a direct persona.l interest in keeping cash
benefits to a minimum.
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5. In recent years, public health authorities have provided, not enly much
howpital treatment, but also sertain specialized services. The most important
are pathological and other facilities for diagnoais and provisions for medical
cars of motherhood and childhood.

6. In European experience, the care of parturient women by trained mid-
wives has been nssociated with a high standard of safety in childbirih.

These twenty-five types of development in the United States
and the many developments abroad show a ferment at work in
medical practice which containa great possibilities for good and
evil. The Committee is aware of the facf that some of the plans
are mere attempts to capitalize for private gain the people’s
need for better medical service. It is equally aware of the dan-
gers inherent in other plans. Each should be viewed as an
experiment and subjected to the careful evaluation that is
given in a scientific laboratory. Some of them appear to the
Committee to be very promising.
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CHAPTER V
THE RECOMMENDATIONS OF THE COMMITTEE

The plan for satisfactory medical service outlined in Chapter
IIT can best be attained, the Committee believes,” by a process
of evolution. The growth should come mainly from existing
institutions and organizations. In fulfillment of its accepted
responsibilities, the Committee states in this Chapter its con-
crete recommendations for the attainment of satisfactory medi-
cal service. Before it presents specific steps, however, the
Committee states its philosophy and intent in preparing its
recommendations.

THE PHILOSOPHY AND INTENT OF THE RECOMMENDATIONS

The Committee approaches its task of formulating recom-
mendations with substantial agreement on the following:

1. The problem of providing satisfactory medical service to
the people of the United States at costs within their means
is one of paramount importance. Its solution will be of im-
mense economic and social significance,

2. Some of the social problems facing ecivilization today
present almost insuperable barriers, barriers arising from the
very biological nature of man. This problem is not among..
them. If can be solved.

3. The problem is complicated and differs from one reglon
to another. No panacea is available; no solution is applicable
today to all areas of the country. Americans are prone to
think of the United States as comparable to such nations in
western Europe as France, England, and Germany. Actually
this nation more nearly resembles the continent of Europe as
a whole; it has prosperous rural regions like Denmark, closely
knit industrial districts like Belgium, and mountainous and
desert regions which present social and economic questions
almost as difficult as those found in a Balkan province. Forty-
five per cent of the population of the continental United States
in 1930 lived in cities or metropolitan areas, containing at

'mmpurmuthemoﬂdthemajoﬂtyotmwuee. All references in it to

“ the Committee ™ mean the majority of the Committes. The mimrlty reports are presented oo
page 151, ef seg.

104
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least 100,000 persons. The total population was distributed
a8 follows: *

Number Per Cent
Citiea of 100,000 or more and their metropolitan areas... 54,754,000 45

Cities of 15,000 to 100,000 {not included above)......... 8,410,000 7
Towns of 2500 to 15,000 (not included above)......... 12,747,000 10
Rural aress and towns of less than 2,500 (not included

BbOVE) ..iiivnniiiriranrennsasinanritaraansiannss 46,855,000 38

122,775,000 100

Among these population groups there are wide variations
in cultural attainment and in standards of living. This means
that there are wide variations in the kind of medical service
which is demanded. Although in every case the service should
be scientific, some groups of the population expect refinements
not as yet demanded or appreciated by others. Thus there are
also wide variations in the costs of the service. No single plan,
therefore, is adaptable to all of America’s regional variations
in economic resources and activities, cultural and educational
developments, density of population, and social attitudes.

4. Goals are more important than institutions, since service
is the only purpose of organization. None of the recommenda-
tions proposed subsequently is of value, in the Committee’s
estimation, except insofar as it contributes to providing the
people with satisfactory medical service or assists them in
meeting the costs for such service, Institutions demand eareful
study, however since faulty institutions may retard or prevent
the attainment of goals.

.5. The recommendations vary in importance, in scope, and
in Immediate applicability. Some are applicable only to urban
areas; others only partially solve the problem. Some of the
recommendations could be applied immediately, whereas
others must await further evolution of medical practice and
the development of an informed public opinion. The Com-
mittee believes that its obligations require it to think ahead
for twenty or thirty years, ag well as for the next five or ten
years and to present distant as well as immediate goals.

6. The Committee's obligation is not merely to recommend
those steps which it deems immediately expedient but also

* Fiftoenth Cetwrus of the United States, 1930, Volume I, Population—Numbder and Disiriduiion
of Inkabitants, p. 15, and MNeiropolilen Districls, Population and drea. The definition of
* mstropolitan areas ** adopted by the Bureay of the Oenuus was used in thees tabulstions. It %,
perhaps, acmewhat too restricted for preseut purposm.
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those which, in the judgment of the Committee, communities
must eventually take if they are to solve the problem.

7. An evolutionary process is now going on in medical
practice and in the relationships between medical science and
medical practice. This process is greatly influenced by rapidly
changing economic and social conditions. Serviceable recom-
mendations must be in line with existing trends. ‘The most
fundamental of the Committee’s recommendations grow out of
American experience and together constitute a plan which ap-
pears superior in certain respects to existing plans in other
countries,

8. The present economic depression is foreing economy in
nearly all expenditures, no matter how desirable their object.
The Committee does not propose the immediate adoption of
programs which involve sudden large increases in expendi-
tures from public or private funds. On the other hand, the
existence of a depression is no excuse for craven thinking re-
garding the future. Depressions are not new. In spite of them,
the per capita income of the nation, measured in terms of 1913
dollars, increased by 30 per cent from 1909 to 1928. There are
valid reasons for believing that the United States, emerging
from the present experience, will continue her economic ad-
vance, with consequent increases in the funds available for
the purchase of commodities and services. The greatest re-
wards will come to the people, moreover, from the expendxture
of the larger part of their increesed income on services rather
than on commodities, and among these services medical eare
is one of the more important.

9. The interests of the 1,100,000 persons in the United
States who furnish medical service and the 123,000,000 who
receive it are closely interwoven. The professional standards
of physicians, dentists, nurses, pharmacists, hospitals, and
other practitioners and agencies which furnish medical care
must be carefully guarded in behalf of the people served, as well
as in behalf of those who provide service.

10. The Committee is not dogmatic in its recommendations.
They are based on the study of certain groups of facts which
have revealed needs or which give ground for believing that
methods tested in some undertakings will be of benefit if
wisely applied on a larger scale, The aim should be to adopt
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objectives which at present seem sound, and to develop defi-
nite and purposeful experimental methods of approaching
those objectives, preserving, insofar as it is compatible with
effective service, the maximum amount of local self-support,
and self-control, and the greatest freedom, consistent with
social welfare, for the professions and the agencies involved.
Although too great decentralization of authority limits com-
petence and threatens economic effectiveness, too great
centralization of authority in any plan carries with it elements
of ultimate weakness. Fortunately, we have retained in this
country a wholesome local responsibility for medical service.
This fact means that opportunities exist for trying out many
plans under various and variable conditions. Where action
can be limited to the city or county, we have several thousand
experiment stations. If state action is necessary, there are
forty-eight laboratories.

The Committee urges the broadest sympathy toward experi-
mentation in promising fields, together with the most
searching analysis of results. Experimentation, however, will
be significant only if it is conducted in such a way that its
results can be analyzed and made available. Careful records
should be kept of all significant financial and qualitative data,
in sufficient detail to permit comparative studies. Summaries
and comparisons should be prepared and periodically analyzed.‘ ‘
The medical records should indicate specifically how much
service has been performed, of what kinds, and with what '
results. Articles describing, in both financial and medieal
terms, the results of experiments should be published and
widely circulated. Constant comparison and study of this kind
on a local, state, and national scale is essential to sound prog-
ress. )

With these considerations in mind, the Committee presents
its recommendations. The basic recommendations are few and
simple; they seem to the Committee eminently reasonable. All
are interrelated, and specific steps are proposed for putting
them into effect.

1. ORGANIZATION OF MEDICAL SERVICES

Many of the difficulties in present medical practice can be
overcome, wholly or in part, by group organization in medi-
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cine. Some of these difficulties are: the lack of coordination
between general practitioners and specialists; the isolation of
some practitioners from helpful contacts with their confréres
and from hospitals and medical agencies; the lack of adequate
supervision and eontrol over the quality of some medical care,
especially the lack of any effective control over specialization;
the enforced idleness of many physicians because of lack of
patients; the difficulty experienced by patients in choosing
qualified physicians; the unnecessarily large expenditure for
overhead costs made by practitioners in individual private
practice; and the increasing complexity of medical service
which necessitates the use of ever-multiplying equipment, as
well a8 a larger number and variety of subsidiary personnel.

Recommendation 1.—~The Commiliee recommends that
medical service, both preventive and therapeutic, should be
furnished largely by organized groups of physicians, dentists,
nurses, pharmacists, and other associated personnel. Such
groups should be organized, preferably around a hospital, for
rendering complete home, office, and hospital care. The form
of organization should encourage the maintenance of high
standards and the development or preservation of a personal
relation beiween patient and physician.*

By an “organized group” the Committee understands a
group which is so organized that each professional person in it
is responaible to the group for the quality of his work rather
than solely to himself.

To carry out this basic recommendation the Committee pro-
poses the following specifie steps:

1A, Community Medical Centers.—The Committee’s most

® Disasnting Siatement By Commities Member.—1 belicve the following should be substituted
for Recommendation 1:

*In order oarefully to safoguard and preserve the very essemtial, personal relationahip be-
twean physician and patient, and to restors the private general practitioner to his rightfol place
a8 the key-man in any sffective ayntem of rendering medical servioe, to which his contribution
to the profession and to the soclal order entitles bim, we would urgently recommend that every
person select a perscnal or family physician to whom shall be submitted all health problems as
well an {liness problems; we urge the ccoperation of this personal or family phyaician with
available labarstories and specialista, the fres uss of the services of all such whenever and
wherever needed, and the close coordination of such servioe in rendering adequate and complets
medical oare. We consider this kind of cooperstion better and fairer to all parties, than the
orgunisation of profemsional personnsal inte partnerships or groups around hospitals or clinics.*

This method would be excellent if it would work. The family physician could coutinne his
present functions in much the present method but would utilise extensively diagnostio clinies

or state laboratories, However, the trend of the titmes seews to be against thia plan,—Walter R.
Steiner,
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fundamental specific proposal is the development of suitable
hospitals into comprehensive communify medical centers,* with
branches and medical stations where needed, in which the
medical professions and the public participate in the provi-
sion of, and the payment for, all health and medical care, with
the professional aspects of the service under the control of
professional personnel. Existing hospitals may become com-
munity medical centers by (1) including general practitioners
as well as specialists on their staffs and providing office space
for these practitioners, (2) organizing the medical, dental and
nursing staff's as a group complying with the essentials of satis-
factory medical service set forth in Chapter II, and (3) ac-
cepting respongibility for furnishing complete medical service
for the local population or for some section thereof. This need
not interfere with the reception of other patients. Group
clinics may become medical centers through the provision of
home service, the addition of hospital facilities or affiliation
with an existing hospital, and the formation of a representative
community board to counsel and advise the clinic. Industrial
and university medical services may expand into medical
centers by similar procedures. The services of community
medical centers must be coordinated with some plan of group
payment. The functions of a community medical center will
probably include various clinical, therapeutic, and preventive
services which are now often provided by official health agen-
cies. This fact should not, however, impair to any degree the
authority, responsibility, or administrative functions of the
health department.

1B. Industrial Medical Sérvice.f—Complete medical service:
paid for jointly by employees and employers embodies a de-
sirable form of organization for medical care if it is developed
so that the participating professional men have control over the
professional aspects of the service and opportunity and stimu-
lus fo maintain high standards. Free choice of practitioners
should be allowed insofar as practicable, The Committee sug-
gests that care may often be extended to dependents and that
the aim in each case should be to consider the entire family as
the unit for which medical service is provided. Suitable means

* This institotion i described in Ubapter I, p. §9-64.

¥ For & description of exlsting Industrizl medical services see Chapter 1V, p. 70-88, Publica-
tions Ne. &, 18, 20, and Summary Volume, Part VII,
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should be found to assure financial stability and some indepen-
dence of business fluctuations. As a rule, the extension of gen-
eral medical service to workers and to their families should be
confined to those instances where one or more industries are the

PUBLIC HEALTH WORK
LOCAL, STATE AND
FEDERAL

F1G. 16. THE RELATIVE PER CAPITA EXPENDITURES IN THE
UNITED STATES FOR MEDICINES AND PUBLIC HEALTH

dominant factor of the community life. In other communities,
general medical care should be provided to workers and their
families by community medical centers founded on & hospital
rather than on an industry. Ideally all industrial medical
services should expand into community medical centers, under
public and professional control. In such cases the type of medi-
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cal service now maintained in most industrial plants, €. e.,
preventive and sanitary service, should be continued by the
factories.

1C. University Medical Service.*—The student health ser-
vices, found feasible in certain universities, may be extended
to other universities and academic institutions, and the ser-
vices made available on a suifable periodic payment basis to
faculty members and their dependents and to other university
employees and their dependents. In “college towns” it may
frequently be feasible to expand the university medical service
into a community medical center which serves townspeople as
well as students.

Recommendations for Supplementary or Temporary Use.—
In addition to these three recommendations for the organiza-
tion of complete medical services, the Commiftee recommends
certain other more limited developments. These are:

ID. Utilization of Subsidiary Personnel.—Whatever changes in general
organization may be made, the possibility of utilising partislly-trained auxiliary
personne] for the performance of the tasks for which they are fitted should be
kept in view. There are at least two fields of medical eare in which possibilities
for economic savings along such lines are obvious:

a. Trained oursing attendants and visiting housekeepers may be utilizsed for
the performance of the simpler nursing procedures and for meeting the exigen-
cies of sickness in the home. Such sérvice should, however, be rendered only
under the supervision arnd direction of fully qualified nurses.t ..

b. The wider use of trained and supervised nurse-midwives would be of
material advantage in the improvement of cbstetrical practicet In the more
remote rural areas, certainly, great gains would follow the replacement by such
trained midwives of the whally unqualified attendanta now in practice. Even
in urban areas the more general.use of trained midwives in normal uneompli-
cated deliveries would tend to save the time of the physician and minimise
the tendency to resort to surgical interference. Such midwives should be asso-
ciated with and under the professional direction of competent physicians,
where possible.§

* For a description of existing university medical servicm see Chapter IV, p. 92, Publication
No. 19, and Summary Volume, Chapter XXX,

t For a description of the services rendered by pursing sttendants see Chapter IV, p. B8
Publication No. 17, and Summary Volume, Chapter XIII.

3 For & description of services rendered by trained nurss-midwives sce Chapter IV, p. 87,
Publication No. 15, Miscellanecus Contributions No. 10, and Summary Volume, Chapter XIV,

§ ddditional Statement By Committec Members.—We believe that the following additional
recommendation should be made by the Committes:

0. We commend the growing tendency in the practice of dentistry toward a division of
Jaber in which a dentist who s 2lso a physician ssumes larger responsibilities for the disg-
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1E. Private Group Clinics.,*—A desirable step in the organization of services
is the further extension of private group medical service, independent of pub-
lic aid, in communities large enough to support this type of service. In
time such practice should be expanded to include the services of general
practitioners, home care, hospitalization, dentistry, pharmaceutical service,
and public health nursing (see 1I) and should comply with the standards
for group practice outlined in Chapter II.

1F, Pay Clinics.t—Patients who are not indigent, but nevertheless are
unable to meet prevailing fees, can be helped substantially by the extension
and development of pay clinics, which are sponsored and finansially aided by
the publie through voluntary or tax funds. Such clinics should provide ade-
quate remuneration to the personnel, and should delegate control and manage-
ment of professional mspects of the service to the physicians and dentists con-
cerned. The clinics should be linked closely with the facilities of approved
hospitals and should provide home service and public health nursing care
(See 1I), Dentistry, medical social service, and the provision of drugs, eye-
glaases, and other appliancea should be added as funds permit.

1G. Middle-Rate Hospital Service.t—The Committee recommends a wider
development in existing hospitals of middle-rate programs. Under such pro-
grams, the professional staff and the hospital administration organize in a
cooperative relationship, A echedule of professional and hoepital charges for
persons of moderate means is agreed upon, and all charges are collected by
the administration. This plan unifies and limits the patient’s bill for a hos-
pitalised illness and assists him, after he has become ill, in planning to meet it.

1H. Physicians’ Private O ffices in Hospitals—General hospitals may make
space available in their buildings, wherein the members of their profeasional
staff may hold office hours for paying ambulatory patients, This plan has
already been referted to in Chapter IV as in operation in numerous hospitals,
It may be an important step in the direction of associating general medical
sorvios with the facilities of hospitals and of assisting in the development of
soundly organised group practice,

1. Organised Nursing Service—Nursing service should be progressively
organised in correlation with the organisation of medical services and of
publio health activities. The privata duty nurse, practicing individually, occu-
piea & position of increasing economic insecurity. Bo rapid has been the growth
in the number of nurses that there are far more private duty and institutional
purses than can be employed under present circumstances. Yet the needs of
the people of Jully supplied would call for all the nurses, This situstion is an
exoellent illustration of the distinction between need and demand. The bar-
rier is primarily—although not exclusively—an economio one. This is evident

nosis and treatment of conditions arizing from or relatsd to the teeth, whils moch of the routine
performed by the dentiat in the past s delegated to denta] hygienists and other tachniciana
working under his direction.—Morris L. Oooke, Haven Emerson, Mre. Walter McNab Miler,
Alfred Owre, Willlam J. Schieffelin, Jotn Sundwall, C.-E. A. Winalow,

* For & description of existing private group dinics see Chapter IV, p. 70, Publication B,
and Summary Volums, Chapter EXV.

t Por & decription of sxisting pay clinice see Ohapter IV, p. 64, and Summary Volums,
Chapter XIVL.

t For & description of middlerats hospital service ses Chapter IV, p 83, Puhlication
No. 4, and Summary Volume, Chapter XXVL
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from the contrasts between the nursing services received during a year by
families of different income levels (Table 3). To overcome the economic bar-
rier, nursing service should be one of the important services provided on a
group payment basis by the organized medical groups described sbove (espe-
cially in Recommendations 1A, 1B, and 1C), Home nuraing service on an
hourly or visit basis should also be more widely provided by organized agen-
cies in cities and particularly in small towns and rural areas, most of which
are now without organized nursing care, Since it is desirable for the services of
visiting nurses to be unified for a particular area, crganized medical groupe
should, where possible, arrange for the provision of home nursing though exist-
ing organizations, rather than attempt to provide pew machinery, Provision
should also be made for a subsidiary licensed personnel, working under guper~
vision, capsable of furnishing housckeeper service in the home and attendance
upon the sick. All organized nursing service given in the home either shouid
be under the direction of the public health nursing organization of the com-
munity or should cooperate with it.

1J. County Medical Society Clinics.,*—In rural areas or small towns,
county medical societies may establish clinics to provide care for persons
unable to pay the cwrent fees of private practitioners. These clinics should
be paid by the county or city authorities reasonable sums for their services.

Discussion of Recommendations Regarding Group Prae-
tice.—Certain aspects of these recommendations require fur-
ther discussion.

Scope of Groups Envisaged.—The major recommendations
regarding group practice envisage groups providing all the
needed therapeutic and preventive medical services except care
for tuberculosis, mental disease, or other conditions which
have been accepted as governmental responsibilities. Thus
complete groups would contain physicians, both general prac-
titioners and specialists, dentists, nurses, pharmacists, medical
social workers, and all the needed technicians and assisting
personnel. Under particular circumstances, it may be desir-
able temporarily to omit one or more types of service, or to
arrange for its provision by separate but cooperating organiza-
tions. It is equally clear that many groups in smaller cities
and towns cannot afford the full-time services of specialists in
each branch of medical practice. To obtain the less common
specialized services these groups should affiliate with larger
centers, particularly with teaching hospitals and medical
schools.

Control and Belter Use of Specialists.—The extension of
Properly organized group practice will be of substantial as-

* For & description of county medical society clinics see Chapter IV, p. T4.
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sistance in solving the professional and economic problems of
specialization. The practice of specialties has been ill-defined
in the United States, and there has been relatively little
control over those who wished to be considered as specialists.
Standards for specialists should be developed by the appropri-
ate professional bodies, and the general public should be edu-
cated in the more discriminating use of specialists, and the
economy of time and money which results from reliance on the
well-trained general practitioner.

Under group practice the specialist finds & place in pro-
fessional service which relates him properly to his professional
colleagues in general medical service and in other specialties.
The patient gains not only the convenience and economy of
consulting all needed specialists at one place instead of in a
number of separate offices, but also the more important ad-
vantage of obtaining advice which represents the concerted
judgment of whatever specialists his needs may have required,
pooled and organized for him by his family practitioner. Often
today the patient obtains a number of independently rendered
opinions from specialists and acts as his own interpreter.

Association with a group enables the young physician better
to use his time and helps to enlarge the scope and responsi-
bility of his work in accordance with his capabilities and ex-
perience.

Maintenance of Quality.—The development of group prac-
tice carries serious hazards. The most serious of these is that
the quality of medical service may be adversely affected,
either through the internal arrangements of the group, or
through the relations between one group and others.

It is sometimes said that there is an inherent antagonism
between group organization in medicine and the needed per-
sonal relation described in Chapter II. It is true that much
group practice is not only organized but also institutionalized.
This, however, is not necessary. There is evidence that it is
practical to organize a medical group, so far as the patient is
concerned, with the family practitioner as its center.* The
patient can choose among available groups and among the
family practitioners in each group; and the physician of his

* Bee footnote oo P 48,
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choice can approach the ideal family physician in a far higher
degree than is now generally achieved.

It is claimed that group organization will Iessen what Sir
Arthur Newsholme calls “that spirit of adventure which is
indispensible for the development of virile and moral hu-
manity.” Practitioners in groups do not run the same economic
risks that those in individual practice run. They suffer or
prosper with the group. Undoubtedly some of the inde-
pendence and initiative of individual practice is lost. On the
other hand, group practice brings new stimuli and wider op-
portunities for professional advancement. Constant association
with colleagues is, in itself, a broadening educative process.
Moreover, opportunities for postgraduate study can be made
available under group organization to thousands of physicians
who now are unable to leave their work for more than very
brief periods.

The quality of group practice may also be affected by compe-
tition among groups and between groups and individual
practitioners. In the interests of both consumers and pro-
ducers, it is desirable that the conditions of competition shall
be “fair” ; that is, that the service provided be efficient,
economical, and of good quality, and that the remuneration to
those providing it be adequate. As a rule, private practitioners
now spend about 40 per cent of their gross income in meeting
overhead expenses, but groups can lower this percentage
substantially, without lessening professional net incomes or
impairing the quality of service. Undoubtedly this fact puts
the individual practitionér-at a disadvantage. Yet it is so
patently in the interest of society to eliminate this unnecessary
overhead that such competition is not *“ unfair.” With the
extension of group practice, however, this competition would
affect only those physicians who would not or could not become
associated with groups. The control of “ unfair” competition
is discussed under Recommendation 3.

Eelation of Medical Groups to the Public.—* A profession,”
according to the Code of Ethics of the American Medical Asso-
ciation, “ has for its prime object the service it can render to
humanity.” The interrelations of the public and the medical
professions are numerous and close. The respective responsi-
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bilities of the two groups were clearly indicated by the British
Medical Association when in 1930 it presented its proposals
for a general medical service for the nation:

The Association therefore pregsents the following scheme to the public and
invitea the fullest criticism. Such s scheme may be compared to a plan sub-
mitted by an architect to a householder who wants to extend the house in
which he lives and to introduce all modern improvements, The householder
may, on seeing the plan, decide that it would cost too much and that he must
put up with his house as it is; or he may make suggestions for the modification
of the plan. But the householder knows that if he wants to extend his house
he is, as regards essentials, in the handa of the architects and builders.

2. THE STRENGTHENING OF PUBLIC HEALTH SERVICES

The United States spends only $1 per capita for public health
services fo every $29 for other medical services. As a
consequence public health service in the United States—both
governmental and non-governmental—is far from adequate,
even in many large and medium-size cities. In towns and
rural areas it is usually rudimentary. Public health work does
not attract so many well-qualified medical students as it should,
because tenure is frequently uncertain and subject to political
influence and because lack of adequate financial support often
makes the remuneration low and restricts the opportunities
for effective work. Considering its potentialities for raising
the general level of health of the people at relatively low cost,
the publie health service in the United States is very deficient.

Recommendation 2.-—The Committee recommends’ the ex-
tension of all basic public health services—whether provided
by governmental or non-governmental agencies—so that they
will be available to the entire population according to its needs.
Primarily this extension requires increased financial support
for official health departments and full-time trained health
officers and members of their staffs whose tenure is dependent
only upon professional and administrative competence.*

Accepted public health services should be extended, under
full-time trained health officers employed by local or state gov-
ernments, o all areas which are now without such services, as

® In making this recommendation the Committes has In mind primarily ths public health
services performed by health departments. However, the health service of other govercrosntal
agenaies, such as eduoation and welfare departments, and of voluntary agencles are also com-

munity public health setivities and should be ably conducted and closely linked with the
work of health departments.
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rapidly as qualified personnel are available. The tenure of
health officers and their staffs should be independent of political
considerations, and should depend entirely upon administrative
and technical competence. Approximately $2.00 to $3.00 per
capita should be allowed local health services to enable them to
meet accepted standards, such as those of the American Public
Health Association. The area for a public health unit should be
sufficiently large and populous to make such support feasible.
This will often require in rural communities the joining of
several counties or other governmental units in a public health
district.

In addition to geographic extension, public health services
should be expanded until they include all the types of service
which are proper public health functions, unless these ser-
vices are adequately supplied by non-governmental agencies
cooperating with the health department. There is nearly uni-
versal agreement that the following are “ proper public health
functions ”: (a) the collection and analysis of vital statistics;
(b) the control of water, milk, and food supplies; (c¢) the con-
trol of aanitation; (d) the control, through quarantine and su-
pervision, of communicable diseases; and (e) the provision of
laboratory service. In addition to these, the Committee believes
that the following activities are also proper public health ac-
tivities: (f) the promotion of maternal, infant, and child hy-
giene, including medical and dental inspection and supervision
of school children; (g) popular health instruction: (h) the
provision of preventive dental care for children, and (i) the
provision of special services for the prevention, diagnosis, and
treatment of patients with tuberculosis, venereal diseases,
malaria, hookworm, or any other disease which constitutes a
special health problem in the community that cannot be solved
adequately and effectively by the other available medical and
health agencies. For many of these services, it is essential to
have a well-organized and efficient public health nursing ser-
vice. The Committee is aware that the particular public heaith
activities which most need expansion differ from one com-
munity to another. Careful study should be given to all public
health work to insure a balanced community program.
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3. GROUP PAYMENT FOR MEDICAL SERVICE

The costs of medical care, as was shown in Chapter I, fall
very unevenly on different families in any one year and on the
same family in different years. It is impossible to budget such
costs accurately on an individual family basis. For the low-
income families, who constitute the great majority of the popu-
lation, not only are present expendifures uneven and unpre-
dictable, but they are also much {oo low in total to provide
adequate medical service. The population as a whole, how-
ever, except in “ hard times,” can pay for adequate service
without hardship. In fact, to a certain extent good medical
service pays for itself in prevention of disease and in increased
efficiency and productive ability.

Recommendation 3.—The Committee recommends that the
costs of medical care be placed on a group payment basis,
through the use of insurance, through the use of taxation, or
through the use of both these methods. This is not meant to
preclude the continuation of medical service provided on an
individnal fee basis for those whe prefer the present method.
Cash benefits, i. e., compensation for wage-loss due to illness, if
and when provided, should be separate and distinct from medi-
cal services.

Except for some of the members signing the minority re-
ports beginning on page 151, the Commitfee agrees fo the
principle of group payment for meeting the expenses of medical
care. The methods of utilizing "this principle, however, are’
numerous. They vary with the type of community, the social
and economic groups to be served, and the scope of medical
service to be provided. Hence, a number of specific steps are
recommended. Some of these could be introduced promptly,
as local experiments. Others, particularly the recommendation
for required health insurance (3B), involve broad public
policies and legislative action. Eight members endorse Recom-
mendation 8B as a desirable and opportune step for certain
states within the immediate future. The other members either
do not consider it desirable in principle or believe that it should
be approached only after adequate experience with other de-
velopments in group practice and group payment. These
different points of view are presented in the discussion on
page 124 et seq. ,
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3A. Voluntary Cooperative Health Insurance.*—The Com-
mittee recommends that organized groups of consumers unite
in paying into a common fund agreed annual sums, in weekly
or monthly installments, and in arranging with organized
groups of medical practitioners working as private group
clinics, hospital medical staffs, or community medical centers, to
furnish them and their families with virtually complete medi-
cal service. By “organized groups of consumers” the Com-
mittee means industrial, fraternal, educational, or other rea-
sonably cohesive groups,

38B. Required Health Insurance for Low-Income Groups,f—
Some members of the Committee T believe that the industrial
ptates at least should immediately begin to plan for the adoption
of legislation which will require all persons in certain income
groups, certain occupations, or certain areas to subscribe for
health insurance.

3C. Aid by Local Governments for Health Insurance.—If a
community relies for the provision of medical service primarily
upon the purchase by its people of voluntary health insurance,
as described in Recommendation BA, it will doubtless find that
part of the people because of their low incomes cannot pay,
even on a periodic basis, the full cost of complete service. Such
communities may well use tax funds to the extent necessary
to supplement the payments of these low-income families.
Most members of the Committee believe that it is important for
each individual or family which receives medical service to
make, if possible, some definite personal payment for that
service, according to its means, even though the payment may
‘be considerably less than the full cost. When health insurance
is required by law, it may also be necessary and desirable that
& contribution be made from government funds.

8D. Salaried or Subsidized Physicians in Rural Areas.§—The
Committee recommends that rural areas or those of low eco-
nomic resources, where suitable medical service is not now
obtainable at a reasonable cost, should subsidize physicians or

® Far & deacription of cooperative heslth inyurance without legal compulsion ses Chapter IV,
P 94, and Summary Volume, Chapters XXVIII-XIXI.

t For & dwscription of foreign exparienos with required health insurance sss Chapter IV, p. 96.

$ Bee list given on p. 180, .

# For & dmcription of salavied physicians in rural aress sse Olapter IV, p. 90, Publioation
Na, 11, and Summary Volumas, Chapter XXXII,



122 MEDICAL CARE FOR THE AMERICAN PEOPLE

employ salaried physicians to furnish general medical service
to residents of the area. Where the economic condition of
the community permits, hospital service, public health nurs-
ing, dentistry, pharmacy, and occasional visits of specialists
may be provided on the same financial basis and in coordina-~
tion with the physicians’ work. For the support of a local hos-
pital, and, in certain instances, for other services, it will often
be desirable, even necessary, for fwo or more counties of this
type to join forces. Such a hospital may become a small medi-
cal center and should affiliate, if possible, with a large nearby
general hospital or community medical center. Where only
one physician is available in the area, he may also be the local
health officer.

3E. State and Federal Aid.*—For communities with such
low per capita incomes that local tax funds are insufficient to
supplement the payments of individuals and groups of patients,
the Committee recommends state financial aid. In such cases
the state should insist on the maintenance of reasonably high
standards for the medical service. .

In the less prosperous sections of the couniry, particularly
those areas where pellagra, hookworm, malaria, typhoid fever,
and tuberculosis raise the morbidity and mortality rates, and
where the people have pitifully small money incomes, the Fed-
eral government should enable state and local governments to
provide a bagic minimum of good medical care. B )

In general, a majority of the Committee believe that it is
wise never to rely on a larger unit when the cost can be borne
by a smaller one. The community should not be called upon if
the family can carry its own burden. The state should not bé
called upon if the community can meet the cost. The Federal
government should not be asked to contribute if the state can
pay its way. Where the smaller unit is economically unable
to bear the entire burden, however, the larger unit must be
ready to aid.

Recommendations for Supplementary or Temporary Use.—
In addition to the foregoing five major recommendations, six
others are presented.

t

* For a degcription of state and Federal aid sce Ohapter IV, p. 01, and Summary Volume,
Chapter XXXII,
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8F, Voluntary Hospital Insurance.*—The Committee rec-
ommends that, in the absence of a more comprehensive plan,
general hospital service, not maintained by taxes or designed
primarily for the wealthy, should be provided wholly or in
part on a voluntary insurance basis, individuals or groups in
the community paying agreed annual sums and receiving hos-
pitalization when needed without further charge. Such plans
will be of wider social benefit if they cover professional fees
for hospitalized illness, as well as the charges for hospitaliza-
tion itself. If there is more than one hospital in a community
it will frequently be desirable for all the hospitals to enter a
cooperative hospital insurance plan.

3G. Tax Funds for Local Hospital Service.}-—The Commit-
tee recommends that, where hospital facilities are lacking or in-
adequate, cities and counties use tax funds to provide hospital
service, either through the construction of new hospitals or
the extension of existing, well-managed institutions. Practi-
tioners in such hospitals should be remunerated by the
patients or by the community. In communities which are
adequately supplied with hospital service, the Committee rec-
ommends that local and state tax funds be used to reimburse
voluntary, non-profit hospitals which maintain good standards
for all or part of the costs of service to patients who cannot
meet their own expenses and who are not included in insured
groups,

SH. Tax Funds for Medical Care of Indigent and Neces-
sitous.—General medical care for those who are charges upon
the community must be provided either by private charity,
including the charitable services rendered by practitioners, or
by public funds. The Committee believes that this burden
should fall largely upon the latter and recommends that more
adequate provision be made for meeting it. The service should
include medical, dental, and nursing care, given in hospitals,
clinics, or homes. Sound public policy demands that the prac-
titioners as well as the agencies which provide such service be
properly remunerated,

*For & decription of voluntary hospital insorance see Chapter IV, pe 91, and Bummary
Volume, Ohapter LXXI,

LJ
1 Por a desoription of tax funds for Jooal hospital service see Obapter IV, p. 89, and Summary
Volums, Chapter XIXIL
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81, Public Support for the Care of Chronic Diseases.*—The
Committee recommends adequate tax appropriations from
local and state governments to insure hospitalization and other
medical service for patients who are suffering from tubercu-
losis, mental disease, venereal disease, arthritis, and other
chronic conditions, in so far as these patients are unable to
provide suitable care from their own resources. The com-
munity payments may be used to support either governmental
or non-governmental organizations.

Discussion of Recommendations Regarding Group Pay-
ment.—None of these. recommendations involves an untried
experiment. All the proposed methods have been extensively
tested, nearly all of them in the United States. Many of them
the Committee has studied in actual operation. To clarify their
implications, however, further discussion of them is desirable.

Voluntary Cooperative Health Insurance.—This proposal is
relatively new in the United States, although numerous organ-
izations are now providing medical service on this basis. Some
of them have been described in the Committee’s reports.

Voluntary cooperative health insurance, as visualized by the
Committee, requires the development of a community medical
center or some less comprehensive form of group practice.
Most payments for service, however, would be made to this
center or group on an agreed periodie basis by groups of poten=:
tial patients, rather than by individuals according to the ser--
‘vices which they receive. The plan is flexible, however, since
the same group of practitioners might render service to some
patients on an insurance basis, to others on a fee-for-service
basis, and to indigent persons in return for payments in full
or in part from governmental or, charitable bodies. Some of
the professional men in such a group might continue to serve
their former private patients, for a time at least, on the
customary fee basis.

A state medical society might initiate and standardize the
organization of group practice in local areas and serve as a
negotiating or mediating body in making the arrangements
for group payment.

*® For s description of public support for the care of chronic diseasss see Chapter IV, p. 83,
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Such voluntary cooperative health insurance is far superior
to the old type of “lodge practice” in which a single physi-
cian was engaged, frequently at an utterly inadequate salary,
to serve the members of the lodge. Under this proposed plan,
the service would be rendered by a well-organized group of
practitioners with an established public position in a hospital
or clinic, The professional aspects of service would be under
the jurisdiction of the professional personnel, and they would
have a definite opportunity and procedure for presenting their
points of view on non-professional matters, such as finances
or questions of public policy, to the trustees or directors of the
institution. Such organized practitioners would be better able
to render good service and to protect their professional stand-
ards and financial interests than an individual physician when
separately employed on & part-time or full-time salary.

Certain defects, however, have developed in some existing
plans of voluntary health insurance. In those areas in the
United States where an incomplete form of this plan has been
tried extensively, some groups of practitioners have been will-
ing to cut their fees and to impair their service in order to
attract patients from other groups. Some clinics have em-
ployed practitioners at inadequate salaries and have loaded
them with more work than they could possibly do well. Cer-
tain clinics have consumed an excessive share of the income
of the group for personal purposes, leaving little or no reserve
to meet emergencies or to provide for needed expansion of
service,

" These dangers would be obviated in part if zll voluntary
health insurance were offered by community medical centers,
with financial control by representatives of the public and
professional conirol by participating practitioners. Further
safeguards could be erected if state or national medical and
dental societies formulated standards for the organization of
group practice and set minimum fees for group purchase ar-
rangements of various types. Each medical group which
offered voluntary health insurance could then be inspected
and graded, as hospitals and medical schools are now graded by
national, professional organizations.

In order to maintain quality of service and the needed per-
sonal relation between patients and physicians, the organiza-
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tion of practitioners furnishing the service should comply with
the standards suggested in Chapter II.

Arrangements could be made between a community mediecal
center, a hospital staff, or a private group of physicians, and
an organized body of employees, or the members of an educa-
tional, fraternal, or social organization in the locality. If only
insured patients were accepted, at least 5,000 members would
be necessary and 10,000 or more would be better. A smaller
number could not support a sufficient number of physicians to
give the advantages and economies of group practice and to
include the needed specialties. Frequently the professional
men of a group will already be practicing in the community
and the annual payment arrangement will supplement this
existing practice. Under these conditions, a group as small as
1,000 or even 500 insured persons might, perhaps, be accepted.
The number, in such cases, is less important than that the
group have only an average number of sickly individuals.

Some stable and effective organization for handling finan-
cial details is necessary. This work might be undertaken by
the organized medical group, though often industrial employ-
ers and other agencies will make collections and disbursements
and keep the accounts with the subscribers. The nucleus of
insured persons should be a group already organized in order
to prevent an undue proportion of sickly persons and to reduce
administrative costs. In initiating such a plan, the existing or-
ganization of potential members should discuss the proposed
plan and agree to it unanimously or by majority. ;. )

A private group of physicians or a community medical cen-
ter, once having started such a plan with an organized group
of patients of fair size, cari add much smaller groups and, with
certain restrictions designed to avoid adverse selection, can
even accept individuals. The latter would be charged slightly
higher fees because of the additional administrative cost and
the risk that their medical needs might be above the average.

As complete medical, dental, and nursing service as possi-
ble should be provided; but in practice the scope of gervice
cannot exceed that which the insured persons demand and can
purchase,

This plan is applicable only to communities where groups of
consumers and of practitioners are already organized. It is,
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therefore, chiefly applicable to cities or industrial areas. Even
here it can reach only a certain fraction of the population. If,
however, the dependents of employees are included, and if
small groups and individuals are subsequently added, a large
part of the local population might be served.

Families with low or irregular incomes, even if they are
self-supporting while employed, cannot usually be covered by
any form of voluntary insurance. The experience with volun-
tary insurance in other countries has generally led to the con-
clusion that persons employed in small businesses or self-
employed are glso unlikely to enter a voluntary plan, unless
they see a saving to them personally or a likelihood of better
care. For these reasons, voluntary health insurance has been
succeeded by compulsory insurance in most of the countries
of western Europe.

The use of the state’s power of making membership in a
gickness scheme obligatory for large groups of persons in-
creases the population served and also reduces the administra-
tive cost of securing and retaining members., The Committee
recognizes that the distribution of the costs of medical care
will not become widespread in some communities, or for cer-
tain sections of the population in many communities, unless
there is legislation which makes the distribution of these costs
compulsory.

The majority of the Committee, although aware of the limi-
tations of coverage and the possible difficulties of voluntary
health insurance, nevertheless believe that the ultimate results
will be far better if experience with actuarial and administra-
tive details, and above all the evolution of group practice units
capable of rendering rounded medical service of high quality,
precede the adoption of any compulsory plan by a state as a
whole.*

* Commmit By Commiites Membore.—Wa call attention to thess significant statements em-
braced in the body of the report: * Fortumately we have retained in this country & whaole-
soms local responsibility for medioal service. This faot moans that opportunities exist for
trying out many plans under varions and variable cenditions. , . . . The Committee Urges the
broadwt sympathy toward experimentation in promising felds, together with the most ssarch-
ing analysis of results.” We beliove that experimentation along the lines of both voluntary
and required health insurance, along with the other experiments in the group purchass of
madicine should be promoted and carried on. Im all likelihood, in certain areas of the country
and for vertain population and sconomio groups, required health imsuranes will be found to
bs more feasible and practioable than voluntary health insumnce or vice veraa. (Coni. om
» Ing)
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Their reasons for holding this position are:

The maintenance of the quality of medical care is fundamen-
tal. Good service fo the sick is worth what it costs; poor ser-
vice is likely to be worth little or nothing. It is much more im-
portant to establish plans whereby complete and competent
medical care will be obtained by a considerable section of the
population, and later, on the basis of this experience, to work
out ways and means of extending the same care to all, than to
devise a more widespread plan which would furnish a medi-
cal service limited in scope and deficient in quality. In the
main, foreign systems of compulsory health insurance have
done the latter. The scope and quality of their services have
improved with time, but America need not follow their mis-
takes either in policy or method. It is probably true that in
the United States, except for some rural areas, a much larger
amount of medical service is available, and is actually obtained
even by low-wage-earners, than was the case in any European
country during the period when its health insurance sys-
tem was developing. A plan which was aimed especially to
bring in the low-wage-earner and which was keyed down to
his paying ability, would either have to be subsidized from the
start by employers, by tax funds, or by both, to an unprec-
edented degree, or else it would provide a medical service more
limited in scope or lower in quality than a large part of the
population now receives.

European practice has no doubt moved on from voluntary
to compulsory insurance; but the former appears to have
represented a desirable preparatory phase. To many members
of the Committee, experience of European countries suggests
that a certain development of voluntary insurance may be
inevitable before the people of 'a country become sufficiently
familiar with the principles involved to support adequately
any legal requirement for insurance.

It is very desirable to develop strong, organized professional
groups, each rendering comprehensive medical service, before
insurance becomes compulsory. If health insurance is to op-
erate most successfully, it must cover all forms of illness and

Therefore, we feel that the report should not emphasize or recommend voltuntary health
Insurance over required health insurance, or vice verss, but that both plans or a combination of
the two be equally recommended by the Committee for experimentation.—Haven Erersan,
Mary M. Roberts, Willlam J, Schieflelin, John Sundwall, Benry C. Taylor.
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include preventive as well as therapeutic care. Such an end can
be attained more readily when the medical service is rendered
by organized groups than when rendered by individual practi-
tioners. Unless there has been ample previous experience in a
state with group practice as a basis of furnishing medical
service, any law for required health insurance would make
individual practice and not group practice the legal foundation
of the whole system. Such has been one of the chief disad-
vantages which European counfries have faced under com-
pulsory insurance. In Germany the recent trend toward group
practice has been seriously hampered by the compulsory
insurance law.

There are also weighty administrative considerations against
making health insurance compulsory as a general program for
the United States. Compulsory insurance abroad has depended
for its administration largely upon organized groups of em-
ployees, such as unions or cooperative societies. Their part in
the administration has in some countries proved disadvanta-
geous to quality and economy of service, partly because of the
wide geographical dispersion of the membership, and partly
because health insurance is likely to be a secondary interest of
these organizations. Be this as it may, such industrial and co-
operative associations are not sufficiently developed in most
localities in the United States to include more than a small
fraction of the population. It would be impossible, therefore,
to use such organizations as the basis for administering com-
pulsory health insurance. Usually it would be necessary to form
new, local organizations. This would require a large amount
of direct governmental administration, because the govern-
ment would be the only available or recognized agency, capable
of administering a compulsory insurance plan for the diverse
and unorganized elements that make up the population of most
American cities. European experience, particularly in those
countries like Germany and Austria which have had compre-
hensive insurance plans for many years, shows that serious
evils of competition and price-cutting may exist under a
compulsory plan and, if 8o, are difficult to eradicate.

Finally, it is probable that no legislature would pass a com-
pulsory health insurance law unless it included, from the
start, a combination of medical care insurance with cash bene-

10
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fits for income protection; but these two forms of insurance
should not be combined.
For these reasons the majority of the Committee does not
endorse the recommendation (8B) which would make health
insurance a legal requirement for certzain sections of the popu-
lation. These members realize that such a step may ultimately
be necessary and desirable in some states, but they believe that
for most states and probably for almost all of them at the
present time, it is much more desirable (a) to encourage volun-
tary measures for protection against wage loss during sickness,
and (b) to develop voluntary insurance for medical care in
conjunction with group practice, with hospital service and
with the related measures recommended on the preceding pages.
They are of the opinion that the difficulties of these plans can
be controlled by a combination of professional and community
effort, and that these plans hold the promise of steady extension
in scope of service and in proportion of the population served.
These members believe that the various payment plans (aside
from compulsory insurance) * if fully carried out, would:
(1) largely solve the problem of hospital costs which constitute
about 50 per cent of the average family expenditure for the
care of sickness; (2) provide adequately for many rural areas
in which serious deficiencies of facilities exist at present;
(3) make more nearly adequate provision than exists at present
for the “indigent” and for the care of certain diseases of
public importance; and (4) provide, through voluntary coop-
erative insurance (Recommendation 8A), medical service to a.
majority of the 70,000,000 people living in industrial com-
munities and in cities, -
Required Health Insurance.—Those members of the Com-

miftee who subscribe to Recommendation 3B for legally
required health insurance } believe that such health insurance

* These * various payment plans,” it will be remembered, incude, in addition to voluntary
cooperative health irsurance, the following: afd by local governments for health insurance,
salaried or subsidized physicians in rural areas, stats and Federal aid for local communities,
valuntary hospital insurance, tax funds for local hospital service, tax funds for medical oare of
the Indigent, and public support for the care of chronic discases.

t Willam Darrach, Homer Folks, Willlam T. Foster, Willam F. Ogburn, Elisabeth Fox,
Alfred Owre, Amells Sears, Winford H. Smith,

Editor's Note: In uddition to these members of the majority group who subscribe to compul-
sory health insurgnee, two members of the first minority group subscribe to it (Drs. Bowlett

and Wilsen, see p. 168), and Professor Hamilion states that this * i the very minimum which
the Committee should have recommended." (See p. 108.)
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will eventually be necessary and that it is unnecessary and
perhaps even undesirable to encourage a voluntary system.
They take this position for the following reasons:

1. Most European countries, one after another, have gone
from a voluntary to a required system of insurance, but many
of the evils of the voluntary system are carried over to the
compulsory plan. Vested interests are built up under voluntary
insurance which are very difficult to dislodge, even though they
seriously hamper effective work. While it is true that the
United States has few cooperative societies which could ad-
minister compulsory health insurance, this is a fortunate
rather than an unfortunate circumstance. In European coun-
tries, such societies have almost completely outgrown their
usefulness, so far as health insurance is concerned; but they
still remain to clutter and confuse administration, and to pre-
vent insurance statistics from being useful for public health
purposes,

2. Voluntary insurance will never cover those who most
need its protection. No legerdemain can bring into a volun-
tary system the unorganized, low-paid working group who
are not indigent but live on a minimum subsistence income.
Yet any plan that helps those with less serious needs and does
not reach those whose needs are sorest does not solve the
fundamental problems of providing satisfactory medical ser-
vice to all,

8. There is no innate antagonism between required health in-
surance and the development of organized medical service. On
the contrary, such health insurance might be a powerful stimu-
lus to the formation of organized groups. If health insurance
covers all major types of medical service, and if local com-
munities are free to obtain medical service from organized
groups, when such groups are available, the obvious benefits,
economic and professional, of organized service will act as
the most effective possible stimulant to the formation of such
groups. The dangers of giving local communities this authority
can be guarded against if all contracts are subject to approval
by a state board that insista on fair treatment to the practi-
tioners and the maintenance of good standards.

4. Required insurance will undoubtedly be simpler and more
direct to administer and, in the long run, more economieal,
There will be less tendency to create over-lapping agencies and
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to duplicate capital investment. Because a large proportion of
the people will be included, it will be more stable.

5. Governmental participation and regulation will undoubt-
edly be almost as necessary for voluntary as for compulsory
insurance, if the worst abuses are to be avoided. Such partici-
pation will be more effective if it is started in the beginning.*

Medical Service in Rurael Areas.—The plan for medical ser-
vice in rural areas or areas of low economic status which is
recommended in 3D has been used in two Canadian provinces
to the general satisfaction of practitioners and patients,t and
is, doubtless, adaptable to conditions on this side of the border.
For the people of such distriets, it is necessary and proper,
the Committee believes, for state and, perhaps, Federal funds
to be used to match or supplement local tax funds.

Hospital Insurance—Although fewer than 10 per cent of
the population are cared for in hospitals in any one year, hos-
pitalized illnesses are so expensive that they consume 50 per
cent of the total annual expenditures for all medical care. Of
this amount, 39 per cent is paid to the hospitals, 45 per cent to
physicians, 8 per cent to special nurses in the hospitals, and
8 per cent for other services or supplies. Hospitalized illnesses,
which cost, on the average, $140 per case, bear with special
weight on those persons in the so-called “ middle classes ” who
can ordinarily meet the costs of minor, brief or ﬁon—hospital—
ized illnesses, but who cannot pay much more.

To protect families against all'the financial hazards of hlgh-
cost illnesses, however, insurance against the cost of hospitali-
zation alone will be insufficient since the costs for the hospital,
the physician, the dentist, and the nurse all share in the crea-
tion of high-cost illnesses. Insurance which includes algo the
professional fees for hospitalized illnesses would more nearly,
although not completely, solve the problem of high-cost ill-
nesses.

Nowhere in this country or abroad are the entire costs of
hospitalization for the whole population above the level of

* Additional Statemens By Comunitics Members~—We belleve that an additfonal ressom
for the early adoption of required health insurance rather than voluntary insurance is thet a
syatem of reqnired insurance encoursges the development of higher standards of medical care of
the patients Included in wuch & system.~—Wiillam Darrach, Homer Folks, William T. Foeter,

Elizabeth Fox, Wealey O. Mitchell, Alfred Owre, Winford H. Smith, John Sundwall.
1 Publication No, 11.
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indigency met from patients’ fees or insurance payments. The
principal supplementary support is from tax funds. The Com-
mittee’s recommendation for the extension of tax support
(8G) does not imply that governmental institutions shall re-
place voluntary general hospitals but merely that tax funds
shall be used to build supplementary institutions or assist exist-
ing ones. The extension of hospital insurance and of tax sup-
port could well go hand-in-hand, each method supplementing
the other.

Costs of Proposed Medical Service.—Whether health insur-
ance is offered on a voluntary or a required basis, it could
probably be provided for about $1.60 to $3.25 per adult wage-
earner, per month, with somewhat lower rates for dependents.
Required insurance would probably cost somewhat less than
voluntary insurance, since there would be no danger of an un-
due proportion of sickly persons and the administration would
be simpler and more direct. The maximum figure, $3.25 per
month, while not greatly higher than present average per capita
expenditures, could provide service of substantially larger
volume and better quality than the wage-earning population
now usually receives, and could furnish funds for adequate
remuneration of practitioners. This could be effected mainly
by redirection of expenditure and reduction of waste,

Professional Standards.—The Committee believes that all
the recommended plans of group payment can be administered
in accordance with high standards of professional service and
with adequate compensation for practitioners and hospitals.
Some of the recommendations, it is true, involve what is called
contract practice,* but the Committee does not believe that this
necessarily will injure the personal relation between physician
and patient.t Practitioners can be remunerated according to
whatever plan is best adapted to maintaining their effective-

® The Judicial Oouncll ¢of the Amerioan Medical Association defines contract practios as
“ The oartying out of an agresment betwsen a physician or group of physicians ap principals,
oF agenis, and a corporation, or organizaticn, or individual to furnish partial or full medical
servioes to & group or olass of individuals for a defloite sum or for & fixed rate per capita.”

In the opinjcn of the Committes, the existsnce of contract practice is evidence of an effort
on the part of the peopls and the professicn to develop service on an annual payment basis,
and ita frequent feilure to meet needs has besn dus to inadequate control of quality of
sacvios and to destructive competition,

f For & discumion of the charscter and significance of the perscoal relation see Chapter II,
B 3041,



134 MEDICAL CARE FOR THE AMERICAN PEOPLE

ness. The use of funds either from insurance or from taxation
does not necessitate any particular method of remuneration for
practitioners. While salaries will doubtless be the most fre-
quent method in group organizations, some groups have
successfully employed a fee-for-service system, a capitation
system, a proportional division of receipts, or various combina-
tions of these, The group of practitioners furnishing service
will in many instances themselves determine the distribution
of the funds available for professional remuneration.

Control of Competition.—The control of undesirable or * un-
fair” forms of competition is important to both the profes-
sional groups and the groups of insured persons. The former
will suffer if rates of remuneration are forced below a reason-
able scale, or if conditions of work are inimical to professional
freedom or efficiency. The latter will suffer if the quality of
service i3 poor and, under such circumstances, their money
will be largely wasted. Control of competition may be sought
through the following devices:

(a) Provision of medical service in increasing proportions
by organized non-profit groups with commumty backing and
control,

(b) State regulation of the finances to assure actuarial
soundness.

(¢) Formulation of general standards and policies, regula-
tion of charges, and arbitration of difficulties by the state medi-
cal and dental societies or by an officially appointed medlcal
board nominated in large part by the societies.

4, COORDINATION OF MEDICAL SERVICES

One of the principal defects jn the present-day provision
of medical services is that there is, in most communities, no
competent agency to evaluate, supplement, and coordinate the
medical services of the community on the basis of unbiased
and thorough knowledge. As a consequence, some communities
lack various important services, while at the same time they
have an oversupply of other facilities or personnel, Some
practitioners or agencies are inadequately utilized while others
are overburdened.

Recommendation 4.—The Committee recommends that the
study, evaluation, and coordination of medical service be con-
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sidered important functions for every state and local com-
munity, that agencies be formed to exercise these functions,
and that the coordination of rural with urban services receive
special attention,

This proposal could and should be put into effect in all states
and most cities in the immediate future. The following specific
steps may be adopted to give effect to this recommendation.
The first is a temporary measure to promote immediate action;
the second and third are permanent devices which complement
each other:

4A. Temporary Professional Groups with Lay Partici-
pants.—In order to initiate a progressive program for cities,
counties, or states, the appropriate medical, dental, nursing,
and pharmaceutical societies should appoint committees to
ascertain the facts regarding the provision of medical service,
to study the various possibilities for extending the service,
and to prepare local or state plans accordingly. To provide a
full and balanced view of problems and needs, to contribute
administrative experience, and to give added weight to recom-
mendations, such committees should include informed lay per-
sons and should establish cooperative relations with official
health agencies and with representatives of appropriate public
organizations, such as community chests.

The community may properly look to its physicians, dentists,
and other persons who have full-time interest in the problems
of medical economics to furnish dynamie leadership in com-
munity planning. It is of paramount importance that the
interest and knowledge of the professional groups be engaged,
at an early stage, in constructive, practical efforts.

4B. Permanent Local Coordinating Agencies.*—In each
community, permanent, local agencies should be established
to evaluate and to coordinate the existing preventive and cura-
tive medical services, to eliminate services not needed, and to
stimulate the provision of additional services which are
needed., Such agencies should make a continuing study of the
problems of organization and payment and should prepare a
plan for progressive development. They should include repre-
sentatives of the public, the medical professions, the health

* For & description of varlons ecordinating sctivities ses Chapter IV, p. 93, and Miscellansons
Oontributions No. 1%
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agencies, the hospitals, and the social agencies. They may well
grow out of existing health and hospital councils or public
health councils. Sufficient funds should be provided for execu-
tive and secretarial service. Funds or services may be
provided by community chests, chambers of commerce, and
local governmental or voluntary health agencies.

In cities, and perhaps in some rural areas, special com-
mittees or councils of the loecal coordinating board should be
organized, on a permanent basis, to deal with various fields
of medical activity. Hospital and nursing councils, having
already demonstrated their value, should be among the first
of such councils to be organized. Physicians, dentists, medical
social workers, and pharmacists might desire special councils
of the coordinating agency to deal with their particular prob-
lems. The programs of these various groups should harmonize
with the broader program for the community.

4C. State Coordinating Agencies.—At the earliest possible
date, there should be set up in each state a permanent, organ-
ized agency for the study of the problems of medical care.
Such a body, like the local bodies discussed above, should
include representation from the public, from the mediecal,
dental, nursing, and pharmaceutical professions, from the
public health services, the hospitals, and the voluntary social
agencies. Like the local coordinating agency, it should make.
a continuing study of the problems of organization and pay-
ment, and should prepare a plan for progressive development.
In addition, it should formulate such legislation as it congiders
necessary to further progress, to maintain professional
standards, and to prevent the exploitation of either the pro-
fessions or the public. Such a body may regionalize its
activities by dividing the state info several medical districts,
in order to give due consideration to geographic differences.
It should give particular attention fo medical service in rural
areas and to the coordination of urban and rural facilities.
Before organizing a state coordinating board, each state should
consider whether some existing board or commission can be
developed as a state coordinating board.

4D. Control of Drugs and Medicines.—State and Federal
legislation should be enacted to prevent the sale of drugs and
medicines with secret formulas. These laws should require
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that the label on all medicines disclose the kind and quantity
of all ingredients for which therapeutic properties are claimed
and the disclosure of the same information in all literature
accompanying the medicine or used in advertising it. Further-
more, all manufacturers of drugs and medicines should be
permitted to operate only under licenses granted annually by
the Federal government upon the fulfillment of preseribed
conditions with respect to personnel, equipment, sanitary sur-
roundings, and standardization of finished products.*

6. BASIC EDUCATIONAL IMPROVEMENTS

It is true in medicine, as in other fields, that the best is
eventually the least expensive and that generally, therefore,
cost is directly related to quality. But the best in medicine
depends mnot only upon the type of economic organization
which is provided, but even more basically upon the type of
students who are attracted into the medical professions, the
character of the education which they receive, and the oppor-
tunities which they have to continue their education after
graduation, The physician is the basic factor in any plan for
medical service. Some of the present difficulties of medicine,
such as the oversupply of specialists and the poor services
furnished by some general practitioners and by some special-
ists, with the consequent increase of costs to the patient, are
caused by the character of medical education and by the fact
that many physicians cannot or do not carry on postgraduate
study. The Commission on Medical Education rightly regards
qualified physicians as the first essential of satisfactory
medical service. In the education of certain other medical
practitioners far greater improvements are needed. Although
the Committee, in its research, has made no direct study of
professional education, it has unavoidably encountered educa-
tional problems.}

® Additional Siatement By Commiites Mombers.—We support the recommendation of the
Oommittes and would add to it the recommendation that only gualified pharmacists should be
allowsed to sall druge and medicines-—Lawellys F. Barker, Haven Emervon, Mre. Walter McoNab
Miller, Alfred Owre, William J. Schieffelin, Winford H, Bmith, Walter B. Steiner, John Sundwall,

¥ The readar who {s interested in information about profemional education iz referred to the
varicus reports of the Commimion on Medical Education, 10 Nursing and Nerving Eduoation
W the United States (Macmillan Company, New York: 1923), to the reports of the Committes
on the Qrading of Nuruing Bchools, to the fortheoming report of the Curriculum Survey
Committes of the American Associstion af Dental Schools, and to Baric Naterisl for @ Pharma-
onitisal Qurriculum (McGraw-Hill Book Oompany, New York, 1927).
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Recommendation 5.—The Committee makes the following
recommendations in the field of professional edueation: (A)
That the training of physicians give increasing emphasis to the
teaching of health and the prevention of disease; that more
effective efforts be made 1o provide trained health officers; that
the social aspects of medical practice be given greater attention;
that epecialties be restricted to those specially qualified; and
that postgraduate educational opportunities be increased;
(B) that dental students be given a broader educational back-
ground; (C) that pharmaceutical education place more stress
on the pharmacist’s responsibilities and opportunities for pub-
lic service; ¥ (D) that nursing education be thoroughly re-
moulded to provide well-educated and well-qualified registered
nurses; (E) that less thoronghly trained but competent nurs-
ing aides or attendants be provided; (F) that adequate training
for nurse-midwives be provided; and (G) that opportunities be
offered for the systematic training of hospital and clinie
administrators.

This recommendation involves the continued development of
certain programs which have been making considerable prog-
ress and receiving much attention in recent years. Specifically
these are:

5A. Medical Education (Physicians).—The c¢ontent and
character of the education given to physicians should focus
major attention on those aspects of medical knowledge and
technique which in the future wil occupy a major part of the
time and attention of practitioners. This means, especidlly,
greater emphasis on preventive medicine in all aspects of
practice, better training in the health instruction of patients,
and more attention to problems of mental and social adjust-
ment. Medicine is changing so rapidly that opportunities for
frequent periods of postgraduate training are essential.

(a) Preventive Medicine in Private Practice—Future medi-
cal practice, the Committee believes, will be concerned increas-
ingly with the prevention of disease and defectiveness as well
ag its alleviation and cure. Medical students, therefore, should

* Comment By Committes Membere.—We believe that section O of Becommendation § should
resd as follows ** That pharmeceutical education be coordinated as much as possible with the
broader aspects of medical and dental education and that greater siress be inid upon the

pharmacists’ responsibilities and opportunities for service in promoting the public health.”—
Haven Emerson, Ambrose Hunsberger, Alfred Owre, Willlam J. Schieffelin
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be thoroughly instructed in the conduct and use of periodic
health examinations, in the basic principles of psychiatry, and
in the prevention of specific diseases. Such emphasis should not
be confined to special courses in public health or preventive
medicine but should, as far as possible, permeate all courses.
This involves reorientation of the entire curriculum.

(b) Training of Health Officers.~Provision must be made
for the training of more health officials and other sanitarians
employed by governmental health departments. It is true that
there are schools thoroughly equipped for the purpose, but
it is also true that they are not well-attended except by foreign
students and those provided with scholarships. The develop-
ment of public health work has been delayed by a lack of com-
petent men, almost as much as by the lack of financial support
or by political interference. Most health officers today, while
starting with degrees of Doctor of Medicine, have received
their special training as apprentices. An apprentice system
is no more satisfactory in this field than it is in other fields.*

(¢) Social Medicine.—~Medicine is not an abstract body of
knowledge to be used only in & laboratory. It is a living science
and art applied to, for, and by human beings and subject
to their idiosyncrasies. It is a social as well as a biological
science, and it has economie, psychological, and sociological
relationships. The effects on physical and menfal health of
mass unemployment, under-nutrition, and poor housing should
form a part of medical instruction. The social background and
interrelations of medicine should be as much a part of medical
education as the physical, chemical, and bacteriological back-
grounds. Indeed, this point of view should permeate the
entire professional training. )

(d) Specialism.—The practice of specialties should be
limited to those persons whose training or experience gives
them a skill in their field distinctly above that which ought
to be possessed by all well-trained general practitioners.
According to the Committee’s studies the real needs of the
people call for three to five times as many well-trained general
practitioners as specialists,} and most schools, therefore

*Baslo to this training 1 the need of awured opportunitiss 5 enguge in & field of work
with sstablished sslerie and stable employment, This means budgeting by the units of
governmant for salaries and proper protection from partisan polition, (Ses Recommendation 1.)

t Publication No. 34.
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should concentrate their energies on producing well-qualified
general practitioners. Some schools, however, may rightly
wish to concentrate on offering educational opportunities par-
ticularly for specialists.®

(e) Postgraduate Education—Opportunities should be
more widely available for high-grade postgraduate instruction
for practicing physicians. The remarkable additions to medi-
cal knowledge and technique during the last 25 years should be
available in systematic and comprehensive ways to the phy-
sicians who were graduated 10, 20, 30, and 40 years ago.
Undoubtedly group practice will assist practitioners in broad-
ening their knowledge, both because of more intimate contacts
with a wider group of confréres and because of better oppor-
tunity to obtain leaves of absence for postgraduate study.
Opportunities for such study need to be more widely provided.
Several of our great cities could wisely put at the disposal of
medical schools the clinical and laboratory facilities of the
public and voluntary general and special hospitals for the
graduate and specialist education of physicians.

5B. Dental Education.—The improvements suggested for
the education of physicians apply with equal force to the
education of dentists, although purely preventive activities
are already, perhaps, more widely pursued by dentists than
by physicians, On the other hand, dentistry has emerged as
& true profession more recently than medicine, and important
educational problems must be faced.t Dentistry increasingly
is regarded as an important branch of health service rather
than a mere mechanical service for the maintenance and
restoration of dental functions and facial comeliness. Dental
disorders are directly related, both as effect and as cause,
to general health. Therefore, in addition to his training in the
technical subjects directly related to practice, the dentist
should have adequate training in certain aspects of physics and
chemistry and in the method and content of the basic biologt-
cal sciences, such as anatomy, physiology, bacteriology, and

* While adequate educationsl opportunities will assist in providing qualified specialista, the
problem of preventing unqualified men from practicing as specialists will remain. This problem
i discomsed vnder Recommendation 1, p. 114,

t A survey of dental curricnla is Dow being conducted by the American Association of
Dental Schools under a grant from the Carnegie Corporation. This survey will probably be

completed in 1938, Varions mmivervities, Including Columbia, Rochester, and Yale, are working
on experimental medico-dentz] programs,
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pathology. The dentist needs this broad training not only to
do his own work properly but also to give sound advice to
patients and cooperate intelligently with physicians. The
present trend toward a broader predental education should be
strengthened through the addition of survey courses in the
social sciences. Dental schools should provide appropriate
short postgraduate courses in public health subjects.®

5C. Pharmacentical Education.—Drugs and medicines and
medical supplies are essential to an adequate medical service,
both therapeutic and preventive., Most of them are dangerous if
unwisely employed. The preparation, standardization, and dis-
tribution of drugs, medicines, and medical supplies should be
limited, as far as possible, to pharmacists who are prepared
by education and training to render this responsible service
and to protect the public against abuse. Physicians and phar-
macists should unite to provide the public, as economically as
possible, with efficient remedies and to protect consumers from
exploitation.t There are enough if not more than enough col-
leges of pharmacy teaching undergraduate courses but there
are very few giving graduate work.

Pharmaceutical education should emphasize the pharma-
cist’s responsibility for public health and safety. It should
have a sound background, cultural and scientific. It should
be more closely correlated with education in other public
health professions in order to prepare pharmacists to cooperate
fully with physicians, dentists, nurses, and public health
agencies.

5D. Nursing Education.—An oversupply of personnel, much
of which is not of a professional quality, has created serious
economic problems for nurses. The Committee on the Grading
of Nursing Schools has shown that the present unrestricted

* Additional Siatement By Commiiies Members,.—We believe ths ands both of sconomy and
of demtal education would be better served by even more drastic changes. We think dental
sducation ahould be a matter for only boma fide university dental achools, working in close
ooaperation with university medical schools. The uitimate result, we believe, should be the
incorporation of dentistry as & departmant of medicloe and surgery. The medioa] course could
be modified, in time, to meet the particular demands of the oral specialist. He needs, how-
over, &3 much selentifio konowledge and olinical education &s any othar mpeciallst. The oral
Beld v ma important as any other. A vaslely of technicians and assistauts could be trained,
in shorter courses, for most of the routine work now parfornfed in dentistry.—Morris L.
Cooke, Haven Emerwon, Willlam T. Foster, Mre. Walter McNab Milier, Alfred Owrs, William J.
Schieffelin, O.-B. A Winalow.

t dddisional Statement By Commitiss Nember.—I believe that the medical as well as the
pharmaceutionl ouwrriculum should emphwsie thess important ends.—ambrose Hunsberger.
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development of hogpital training schools is flooding the market
with nurses. Although many persons who need nursing forego
it because of the cost, the growth in the number of nurses
threatens to outstrip the needs of the people as it long ago
outstripped their effective demands. Even before the current
depression, unemployment among this group was extensive;
yet the supply of new graduates continues to be poured out
as the result of a hospital policy which ignores the needs of
the student and of the public in the inferest of obtaining inex-
pensive hospital help. Moreover, the quality of instruction
offered in many of these schools is too low to produce compe-
tent nurses, while the requirements for licensure in some states
are so low that incompetent nurses are able to practice as
though fully qualified.

There should be a rearrangement of curricula and a revision
of the fundamental purposes of many nursing schools, so that
they will produce socially-minded nurses with a preparation
basic to all types of nursing service. The care of hospital
patients is not, in and of itself, sufficient preparation for pro-
fessional nursing. Nurses should be prepared not only for the
practice of a profession but for life and its manifold home
and community duties as well.*,

Improvements in nursing education may increase the cost
of care from graduate nurses, which even now often is 4
heavy financial strain on low-income families. This problem
may be met in two ways: (a) by including nursing service
among the benefits provided by industrial and university medi-
cal services, community medical centers, and other organized
group payment plans,{ and (b) by providing less thoroughly

* Some of the specific improvements nseded in nursing education ere: 1. Improvementa in the
basio education of registered nurses by (a) baslc science instruction of collegiate grade,
(b) diversified clinfcal experience in hospitals, (c) instruction in the principles of public
health, (d) edequate funds and competent direction to insure guod quality teaching, which
can probably be provided by placing nursing education on & tultional rather than a * worker
basls, and by obtnlning public aupport on the same basis as it has been obtained for other
types of professional education; 2. Provision of speetal instroction, both thecretical and
Practical, for public health nurses; B. Provision of postgraduste training in clinleal nursing,
teaching, administration, and public health nursing.

t The Brattleboro plan of providing insured persons with graduste or sttendant nnrses at
one-half or one-third the regular fees, rather than entirely without charge, sppears to provide
& pecullarly fortunate sclution to the spectal difficulties inherent in offering nursing and
housekeeper services on an fusurance basis. If the endire cost of the service were provided from
insurance funds, there probably would be many unnecessary calls, Under the Bratileboro plam,

however, the limited ingurance protection has cost only $1.01 per person per year, See Publion-
tlon Ne. 17, p. 80-81,
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trained nursing attendants, These methods may be used
simultaneously.

SE. Training of Nursing Attendants.—There is a need for
trained nursing attendants who are competent to furnish
simple nurging service under the supervision of visiting
graduate nurses, who are willing to do housework when neces-
sary, and who accept somewhat lower rates of pay. Attendants
should work only under the auspices of agencies that can
adequately supervise their activities, Their status, like that
of all persons who nurse for pay, should be defined by law,
and state registration or licensure should be compulsory. At
the present time, however, there are large numbers of trained
graduate nurses who are willing and eager to give either
nursing or attendant service for fees as low as attendants’
fees. The Committee recommends that the training of
nursing attendants be provided but that such training should
not be started until warranted by improved conditions of
employment among graduate nurses and until adequate con-
trol by state licensure is obtained.

SF. Training of Nurse-Midwives.—The Committee believes
that the time has come for the recognition of the part which
may properly be played in the provision of medical care by the
trained nurse-midwife. In many parts of the country, particu-
larly the South, the trained nurse-midwife, working in con-
junction with a skilled obstetrician, seems to offer the only
solution to the difficult problems involved in providing proper
maternity service to an economically weak and widely scat-
tered population. The Committee therefore recommends that
schools be developed for the training of nurse-midwives and
provision be made for adequate state systems of registration
and supervision of such practitioners. Preferably they should
be directed by medical organizations or individuals who can
provide competent supervision of their work.

5G. Training of Administrators.—Hospitals and clinics are
not only medical institutions, they are also social and business
enterprises, sometimes very large ones. It is important, there-
fore, that they be directed by administrators who are trained
for their responsibilities and can understand and integrate
the various professional, economic, and social factors involved.
If the Committee’s recommendations regarding community
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medical centers and local and state coordinating boards are
realized, there will be a demand for medical statesmen of a
high order. Definite opportunities should be provided, either
in universities or in institutes of hospital administration con-
nected with universities, for the theoretical and practical
training of such administrators. The administration of hos-
pitals and medical centers should be developed as a career
which will attract high-grade students.

All the recommendations presented by the Committee, it
may be observed, are built upon existing institutions or
agencies. The Committee does not propose the construction of
new systems of medical service which parallel and duplicate
those now in existence. Rather it suggests ways of incorpo-
rating existing personnel and agencies into new and more effec-
tive organizations. Great strides have been made during the
last century in developing, improving, and extending medical
services in the United States. Accepting what is in existence,
each community faces the task of expanding and extending the
usefulness of present facilities in such a way as to increase
enormously the number of people who .receive satisfactory
medical care.
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During the last half century most of the great plagues which
have devastated nations have disappeared from all civilized
communities. The general death rate, with its accompani-
ment of suffering and crippling and economic waste, has been
strikingly reduced—Dby nearly one-half in the large cities of
this country. Such simple forms of magic as the filtration
of water and the pasteurization of milk have exorcised the
demons of cholera and typhoid fever. Malaria and hoockworm
disease are steadily giving ground, and the fear of diphtheria
has been largely allayed. New knowledge of nutrition is
yielding remarkable results in the treatment and prevention
of many deficiency diseases.

Yet, as we survey the whole battle-field of the war between
man and disease, we are struck by the fact that our victories
have been attained only in certain sectors, while in others the
enemy is holding his own or is even advancing. While reduec-
tions in the death rates from infant diseases, diphtheria,
tuberculosis, typhoid fever, and other causes have resulted
in an increase in the length of life, there remain many thou-
sands of persons with uncorrected defects, a large proportion
of illnesses that are uncared for, and a vast amount of pre-
ventable disease that is not prevented. Our failures result
not only from insufficient scientific knowledge and from human
weaknesses, but also from cur failure to utilize existing
knowledge, techniques, equipment, and personnel.

The successes of modern medicine have been achieved for
the most part in those fields in which knowledge, techniques,
equipment, and personnel have been organized under com-
munity leadership. Thus we have made concerted efforts to
control infant mortslity, tuberculosis, and the acute com-
municable diseases, and in large measure we have succeeded.
Some disorders, on the other hand, have been left to the
initiative of the private practitioner and the individual citizen
with disappointing and sometimes negligible results. In our
day it seems incredible that man studied the human body
many thousands of years before he discovered what seems to
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us 8o obvious a2 phenomenon as the circulation of blood, but
future ages may be equally astonished over our failure to
utilize existing knowledge and facilities for a determined
attack upon disease.

There is abundant evidence that the people of the United
States are ready to enlist in such a warfare. Newspapers and
magazines are contributing a vast amount of subject matter
on the promotion of health. Commercial enterprises are ex-
ploiting the interest of the people in the improvement of their
health. Women’y clubs and business men's organizations have
assumed leadership in the attack on various disease problems.
Aas one result of their work, thousands of crippled children have
been provided with corrective treatment. More particularly,
hundreds of universities and industries have taken the inijtia-
tive in providing organized medical services for a small
proportion of the people.

The outstanding need is for effective leadership. Wars are
not won without it. In each local community, a representative
body is needed to conduct a militant program over a period
of years. This body in most instances may well be a local
coordinating agency, such as the Committee has recommended.
A few communities may prefer to increase the responsibility
of health departments and accept their leadership. Each com-
munity must decide for itself what type of leadership promises
to be most effective,

Whatever may be the nature of the group which the local
community accepts for leadership, its effectiveness will depend
largely upon an extensive knowledge and an unbiased attitude
in regard to the existing situation. Obviously, there must be
continued study of the diseases and conditions which are re-
sponsible for sickness and disability as well as a survey of all
of the agencies, groups, and individuals which provide medical
service, Private medical practice and public health work are
80 closely related that, in such a survey, it is folly to deal with
them separately, If the community is to organize an effective
attack on disease, all the facts must be systematically set forth
in relation to all the other facts.®

® The survey may be conducted by a national arganimtion, or by : local group Tepresenting

not only the various arencies und persons engaged in providiag medics! care but aleo tha eon-
tuming publio. In sither cess, local agencies should participate in the survey.
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With the necessary information available, the local com-
munity is ready for action. The agency which assumes leader-
ship in the development of a program will consider carefully,
it is hoped, the recommendations of the Committee on the
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FIG. 18. “ HUMAN LIFE IN THE UNITED STATES IS BEING

WASTED AS RECKLESSLY, AS SURELY, IN TIMES OF
PEACE AS IN TIMES OF WAR "

_The graph shows the number of deaths in the United States, in years in-

dicated, due to certain largely preventable causes, end the number of United
Btates eoldiers killed in battle or by wounds during the World War.
Costs of Medical Care. These recommendations are flexible
and adaptable. But they do not exhaust the possibilities. The
future is pregnant with opportunity. The local community
must determine through careful study what kind of program
is best adapted to its own particular needs,
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In the various states, as in local communities, leadership
may be assumed by a militant, state coordinating agency, by
the state medical society, by the state department of health, or
by some other agency. Here, also, the facts are essential as a
basis for intelligent action. The state will not find a detailed
program in the recommendations of the Committee, but must
work out its own plan based on its own needs.

The cooperation of the professional groups in community
or state leadership is essential. Their stake in these issues is
very large; their interest is continuing. They should instigate
as well as guide. The crucial point in the generalship of the
forces at work is, perhaps, the development of a proper relation
between the professional and the lay groups. The public should
recognize the central place of the professional groups in deter-
mining standards and methods. The professions should
recognize their ultimate responsibilities to the public. The
control of undesirable commercial enterprises in this field will
depend largely on the watchfulness of the professional bodies,
on their ability to enlist lay cooperation, and on the develop-
ment of sound and successfully operating non-commercial
plans.

Continued study of the complex problems of medical eco-
nomics is of the first importance. The Committee’s investiga-
tions have opened a way. Fortunately, professional societies
are establishing bureaus and committees on medical economics.
Because a university has the unique advantage of having both
medical and social scientists in one erganization, the Commitiee
has formally recommended to the universities of the country
that they conduct research in this field.

Whatever means may be employed the time has come for
action. European countries may not have proceeded with the
greatest wisdom, but they have acted. Most of them have
developed organized systems of medical care. We in the
United States, above all other countries, are now in a position
to go forward intelligently. With European experience avail-
able, and with the results of the five year program of study
carried on by this Committee and collaborating agencies, a
body of data is at hand which will enable each community and
each state to take wise and adequate action.
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Delay can no longer be tolerated. The death rates from
cancer, diabetes, and appendicitis are rising threateningly.
More babies are dying each year, many of them needlessly,
than there were American soldiers killed in the World War.
Every year tuberculosis kills its thousands and costs the
country more than half a billion dollars. By early application
of our knowledge we could double the cured cases of cancer.
The venereal diseases still levy a heavy toll of blindness and
mental disorders upon the nation. A great army of rheumatics
remains untreated without hope of alleviation or cure. Many
diabetics still remain without insulin or receive it too late.
Human life in the United States is being wasted, as recklessly,
as surely, in times of peace as in times of war. Thousands of
people are sick and dying daily in this country because the
knowledge and facilities that we have are inadequately applied.
We must promptly put this knowledge and these facilities to
work.,
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RECOMMENDATIONS OF THE PRINCIPAL MINORITY
GROUP

I

The minority recommends that government competition in the
practice of medicine be discontinued and that its activities be re-
stricted (a) to the care of the indigent and of those patienta with
diseased which can be cared for only in governmental institutions;
(b) to the promotion of public health; (¢) to the support of the
medical departments of the Army and Navy, Coast and Geodetic
Survey, and other government services which cannot because of their
nature or location be served by the general medical profession; and
(d) to the care of veterans guffering from bona fide service-connected
disabilities and diseases, except in the ease of tuberculosis and nervous
and mental diseases,

II

The minority recommends that government care of the indigent
be expanded with the ultimate object of relieving the medical pro-
fesgion of this burden.

11}

The minority joins with the Committee in recommending that the
study, evaluation, and coordination of medical service be considered
important functions for every state and local community, that
agencies be formed to exercise these functione, and that the coordi-
nation of rural with urban services receive speecial attention.

v

The minority recommends that united attempts be made to restore
the general practitioner to the central place in medical practice.

v

The minority recommends that the corporate practice of medicine,
financed through intermediary agencies, be vigoroualy and persistently
opposed a8 being economically waasteful, inimical to a continued and
sustained high quality of medical care; or unfair exploitation of the
medical profession.

VI

The minority recommends that methods be given careful trial
w!nch can rightly be fitted into our present institutions and agencies
without interfering with the fundamentals of medical practice.

Vil

Tl_m minority recommends the development by state or county
medical societies of plans for medical eare,
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The minority group of the Committee whose names are sub-
scribed to this report are in accord with the majority in many
of their conclusions and recommendations. We find ourselves,
however, in conflict with what we conceive to be the general
tone or trend of the report and in certain instances in sharp
disagreement with the recommendations for future action. We
have also certain constructive suggestions to make which have
been omitted or the importance of which has not been suffi-
ciently emphasized in the report of the majority. We regret
the necessity for a minority report, but we are convinced that
we would fail in our duty both to the public and to the medical
profession if we did not point out as forcibly as possible what
we conceive to be unwise recommendations or omissions in the
majority report of this Committee.

We are in full and hearty accord with the majority in its
recommendations for “ The Strengthening of Public Health
Services” and “ Basic Educational Improvements,” and we
agree to some extent with the pronouncements of the Com-
mittee in respect to coordination of medical services. The first
effect of “ strengthening public health services ” will be a con-
siderable increase in the total cost of medical care, but we have
the hope that eventually great savings will come from decrease
in the incidence and duration of certain diseases.

Some of the recommendations for coordination of medical
services and for basic improvements in medical education are
immediately practicable and will undoubtedly result in reduc-
tions in the costs of medical care. They are in line with the
general progress of medicine and are based on sound ex-
perience. Many educational improvements are under way
through the initiative of the medical and dental professions and
college authorities. Among them one of the most important is
the increasing emphasis upon the necessity for more thorough
training of the general practitioner in all of those fields which
oqu ke can adequately fill. In this connection we call attention
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to the fact that neither scientific medicine nor the organized
professions have been unprogressive. They have assumed
initiative and have maintained leadership in the advancement
of scientific knowledge and in improving the methods of its
epplication to human welfare. In the opinion of the minority
the general trend of the majority report makes it appear that
the medical profession has been static and unprogressive. This
implication we believe to be unjustified by the history of medi-
cal progress.

We are in sympathy with the recommendations of the ma-
jority which deal with the better training of specialists and
their proper control. This is another matter in which the
medical profession has taken the initiative, There are already
several specialties which have organizations for the certifica-
tion of specialists. Extensive plans are being perfected by some
state medical societies and by the American Medical Association
looking to establishment of control of specialism. It should be
remembered that specialism has made great contributions to
medical progress. Its abuses are capable of control by the
professions without any revolutionary changes.

We repeat that this minority is heartily in accord with the
majority recommendations with respect to public health and
progress in medical education.

With regard to the majority Recommendations 1 and 8,
dealing with “ Organization of Medical Services ” and * Group
Payment for Medical Service,” the convictions of this minority
are 80 divergent from those of the majority that they must be
discussed in detail.

I. ORGANIZATION OF MEDICAL SERVICES

The minority group recognizes the desirability of better
correlation of the activities of the professions and it is in
agreement with the majority upon some of the suggestions
under the above heading. There is nothing, however, in the
facta elicited by the Committee nor in the general experience
of the medical professions to lead us to believe that * organiza-
tion” can accomplish what is claimed for it in the majority
report. On the contrary, it seems clear to us that many of
the methods advocated will give rise to new and greater evils
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in the attempt to cure existing ones. Our views are set forth
below under each heading of the majority report.*

1A. Community Medical Centers..—The emphasis placed
upon this plan which is called “ the Committee’s most funda-
mental specific proposal” we believe to be far beyond any
possibility of its ultimate value. It is admittedly an idealistic
plan based almost solely upon theory. There is nothing in
experience to show that it is a workable scheme or that it would
not contain evils of its own which would be worse than those
it is supposed to alleviate. Above all there is no evidence to
prove that it would accomplish what ought to be the first
object of this Committee, the lessening of the costs of medical
care. The plan is suggestive of the great mergers in industry,
the main medical center being in the nature of the parent
holding company governing the activities of subsidiaries and
branches. The idea that size and power are synonymous with
excellence and efficiency has received some severe blows during
the current economic depression, and opinions concerning it
are undergoing revision.

The medical center plan is the adoption by medicine of the
technique of big business, that is, mass production. It seems
almost impossible for those who are not engaged in the prac-
tice of medicine to understand that the profession of medicine
is a personal service and cannot adopt mass production methods
without changing its character. It is always the individual
patient who requires medical care, not diseases or economic
classes or groups. The neglect of this principle in other fields

* Additionol Statement by Member of Minority Group.—My major objection to the recom-
mendations of the Majority is agauinst group practice and not against group payment. I favor
greup payment in the compulsory, as opposed to the voluntary, form. But I opposs group prac
tice. From Publication 27, we learn that 40,000,000 people of the United States live in rural
aress and in towns of less than 2,600 population, where there are no hospitals around which to
form group clinicea and where there are not enough physicians, dentists, and other professional
pervonne] out of which to form group clinice that could furnish complete medical care. There
fore I would recommend that in all such communities every family be urged to select a tamily
physiclan to whom shall be submitted all health problems as well as fllness problems; that we
urge the cooperation of this family physiclan with available laboratories, specialists, ete., the
free use of all such whenever needed and the cloge coordination of such service in rendering nde-
quate and complete medical care. This would preserve the essential personal relationship
between physiclan and patient and restore the private general practitioner to his rightful place
as the key-man in any effective system of rendering medical service. I consider this kind of

cooperation better and fairer to all parties than the organizaticn of such personnel into partner-
ship groupe.—Eirby 8. Howlett,
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has brought serious evils that are now being corrected only
with great difficulty. When mass operation revolutionized
industry, social movements tended to follow the industrial
pattern. Even education took on many of the factory forms,
Educators, social workers, and penologists are now all empha-
sizing the value of individual case work. Yet in none of these
fields are the problems 8o intensely personal and individual as
in that of medical diagnosis and treatment. Nowhere is there
greater need of complete liberty of action and close continuous
knowledge of the person to be treated nor greater necessity for
confidence than in the relation between patient and physician.
Medicine has accepted the modern idea of cooperation but has
rejected the competitive, mass-production idea of the factory
system as being destructive of the social values developed by
professional traditions,

Among the many objections to the medical center plan which
must occur o anyone familiar with the requirements of medical
practice are the following: (1) It would establish a medical
hierarchy in every community to dictate who might practice
medicine there. This is inherent in the plan since any new
member of the center must be chosen either by the chief or by
a small staff. (2) It would be impossible to prevent competition
among the many such centers necessary for large cities; cost
would inevitably be increased by the organization necessary to
assign patients to the various centers. This would add to the
evils of medical dictatorship those of a new bureau in the local
government with its attendant cost. (3) Continuous personal
relationship of physician and patient would be difficult if not
impossible under such conditions,

We look upon this plan as far-fetched and visionary. It has
no practical relationship to the question the Committee has set
itself to solve. Placed as it is at the very beginning of the Com-
mittee’'s recommendations it must create a doubt of the
Committee’s grasp of the problem to which it has addressed
itself, It seems to us an illustration of what is almost an
obsession with many people, namely that “ organization” can
cure most, if not all, human ills.

1B. Industrial Medical Service.—It is our bpinion that this
question, which is of great importance, has not been adequately
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nor fairly dealt with in the majority report. The publications
of the Committee (Numbers 5, 18, and 20) which describe
existing industrial medical services fail, in our opinion, to give
a true picture of conditions as they exist throughout the coun-
try. For each of these favorable reports many instances could
be cited of industrial medical services where the results have
been exceedingly unfavorable. These are types of “contract
practice ” which have been a source of controversy for many
years. The Judicial Council of the American Medical Associa-
tion defines * contract practice ” as follows:

“By the term °contract practice’ zs applied to medicine, is meant the
carrying out of an agreement between a physician or group of physicians, as
principals or agents, and a corporation, organization or individual, to furnish
partial or full medical services to a group or class of individuzls for a definite
sum or for a fixed rate per capita.”

It should be remembered that the medical profession does
not object to contract practice per se but only to the unethical
practices which may attend that method of rendering medical
services. There are numerocus conditions under which it may
be ethical for physicians to enter into contracts to furnish medi-
cal care. In isolated mining or lumbering- camps medical ser-
vice can be had only by entering into contract with some phy-
sician. Under workmen’s compensation laws in some states
employers and insurance companies are compelled to provide,
medical care in such a way that it can be secured only hy some
form of contract. This came about because workmen’s com-
rensation laws in most states were written without regard-to
the character of medical service under such laws. Defects in
the laws are gradually being corrected to provide for a better
quality of medical service. Another type of contract practice
which cannot be considered unethical is that in isolated com-
munities or sparsely settled rural districts where medical ser-
vice can be secured only by contracting with a physician to pay
part or all of his compensation.

Contracts must be considered unethical and injurious both
to the public and to the physician when any of the following .
features prevail: (1) When there is solicitation of patients, :
either directly or indirectly. (2) When there is competition '
and underbidding to secure the contract. (3) When the com-
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pensation is inadequate to secure good medical service. (4)
When there is interference with reasonable competition in a
community. (5) When free choice of physicians is prevented.
(6) When the contract because of any of its provisions or prac-
tical results is contrary to sound public policy.

Contract practice has been in existence in the United States
for many years and lately under the influence of poor economic
conditions and the pressure of promoters is becoming wide-
spread. Its chief features are summarized as follows by R. G.
Leland: *

{1) Took its origin largely from necemity (isolated conditions); (2) has
been legalised in certain places by state statute; (3} under certain conditions
snd in some forms is both ethical and legitimate; (4) in general, has become
highly commercialised and competitive; (§) is largely limited to the pay-roll
olasa; (8) does not, in most cases, extend its provisions to women and children;
(7) confinea itself, almost without exception, to curative medicine and does
not include preventive mensures; (8) shows no interest in public or individual
welfare; (0) furmiahes medical care which is often inferior in character; (10) in
many instances i charactericed by underbidding, subletting, misrepresentation
and racketeering; (11) is economically unsound in many of its present forms;
{12) is essentially mickness insurance, usually not supervised or regulated;
(13) is often used by the operators thereof to influence legislation in favor of
extension of the plan; (14) in many of ita present forms, lowers the confidence
of both individual and the publia in the medical profession: (15) has some
features that deserve refinement and extension and others that are unethieal
and dangerous and should be abolished.

So many abuses have always attended nearly every form of
contract practice that the minority is willing to recommend it
only when the objectionable features named above can be
eliminated,

One of the strongest objections to industrial medical ser-
vices, mutual benefit associations, so-called health and hos-
pital associations, and other forms of contract practice is that
there has been found no means of preventing destructive com-
petition between individuals or groups concerned with these
movements, This injects a type of commercialism into medi-
cal practice which is harmful to the public and the medical
professions and results in inferior quality of medical service.

One of the pernicious effects of contract practice schemes is

* Journal of the dmericon Meodioal dsociation, March 5, 1933, Vol. $8, pp. 808-15.
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that each of them stimulates the launching of other simila
schemes until there are many in the field competing with each
other. The first may have safeguards against many of the
abuses of confract practice, but as new ones are formed the
barriers are gradually broken down in order to secure business,

There are general objections to all such methods of furnish-
ing medieal care which have been pointed out by representa-
tives of organized labor. They are essentially paternalistic in
their operation, giving to the management of industries an
increased control over their employees. The intrusion of the
company employed doctor into intimate family relationships is
objectionable. Privacy and the personal relationship which
should exist between patient and physician are broken down.
The records of the patient’s illness are in the files at the dis-
posal of the company officials. Free choice of physician is ab-
sent; coercion is inevitable. Fear of loss of his job compels
the employee’s consent to the plan and to the doctor furnished
by the company.

It is the belief of the minority group that the majority re-
port has presented this entire question in a distorted manner.
The evils of contract practice are widespread and pernicious.
The studies published by the Committee show only the favor-
able aspects, They were selected because they were considered
the most favorable examples of this type of practice in the
United States. For each of these plans a score of the opposite
kind can be found. The evils are inherent in the system al-
though they may be minimized when a high grade personnel is
found either among employees or medical group, or both.

Any method of furnishing medical care which degrades the
medical profession through unfair competition or inadequate
compensation, or which breaks down its ethical standards or
furnishes inferior medical serviceé, must be condemned. It is
hardly open to doubt that contract practice, as usually carried
om, is such a method.

Industrial medicine as it operates under workmen’s com-
pensation laws is further discussed below under “ Group
Practice.”

1D. Utilization of Subsidiary Personnel.—This recom-
mendation is nothing new in medical practice. It has already
developed along many lines through the initiative of the medi-
cal, dental, and nursing professions. We need cite only the
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widespread employment of technicians in clinical Iaboratories,
the use of dental technicians and hygienists both for labora-
tory and clinical work, and the extension of nursing service.
In radiological departments in hospitals, clinics, and private
practice important duties have been assigned to technicians,
and their services are being widely utilized. Even in those
flelds specifically mentioned by the majority report there
have already occurred many advances in the directions recom-
mended. We wish to add a word of caution relative to the
dangers involved in permitting non-medical technicians to as-
sume the duties which only physicians should undertake. There
is constant temptation in many fields to permit technicians to
perform duties entirely unjustified by their knowledge and
training. Deterioration of service invariably results from such
practice.

1E. Private Group Clinics.—We believe the establishment
of such clinics is in line of progress when they are a natural
outgrowth of local conditions. It is the belief of the minority
group that the majority report gives far too much importance
to the value of this type of medical practice. That it has ac-
complished generally or can ever accomplish what is there
claimed for it is open to grave doubt. There is nothing in our
own experience nor have we been able to find anything in the
Committee's studies to lead us to conclude that group practice
can furnish in general better or cheaper medical care than we
have at present. In cities above 100,000 in population the mul-
tiplication of groups results in duplication of laboratories, ex-
pensive equipment, and overhead charges which make the
system not less but more expensive than the present method.
It usually resulta not in fewer specialists but more, because
each group feels that it must have a representative of each
important specialty. Even if it were possible to preserve the
personal relationship of physician and patient in group prac-
tice, which is admittedly difficult, the method has only limited
applicability. We wish to call attention to the fact that the
studies published by the Committee on * Private Group Clin-
fcs " were far too few in number to constitute a safe base upon
which to erect so large a structure as is proposed. This is
egpecially true since no evidence is produced to indicate lower
costs to patients. The studies of the Committee which show

12
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40 per cent overhead in the practice of private physicians and
15 to 25 per cent for groups fail to tell the whole story. It must
be remembered that groups usually offer only partial service
and that when full domiciliary care is offered it is often pro-
vided through young and inexperienced doctors on a low salary.
Costs can always be reduced through a restricted or inferior
service. The most important discrepancy in conclusions drawn
from the above studies arises from failure to congider the fact
that mulfiplication of clinics or groups in large communities
results in provision of expensive equipment far beyond the
needs of the community. It serves no good purpose to reduce
overhead in individual clinics if the total cost to the community
is increased through duplication of plants.

The establishment of groups within recent years in many
cities throughout the United States to treat patients under
workmen’s compensation laws or under contracts made with
employers or groups of laymen has resulted in many abuses.
Such groups are now in competition with each other, many of
them openly soliciting patients through paid agents, many of
them controlled by laymen and most of them constantly trying
to keep down the cost of operation by employing physicians of
inferior ability. Such groups, now scattered all over the United
States, are rapidly resulting in the commercialization of medi-
cine and the destruction of professional standards. Under such
a system the tendency is to reduce medicine to the status of a
competitive business instead of a profession with high ethical
standards. )

It is not our contention that all group practice has the above
results but only that many groups have already been formed to
practice under the commerecial arrangements indicated. It is
important in judging this question to give attention not only
to those successful and favorable experiments in group practice
cited in the majority report but also to take account of the
scores of clinics which have failed and of the large numbers
which are at present engaged in a type of practice inimical to
every fine tradition of medicine,

Other Disadvantages to the Physician in Group Practice—
Except for the heads of the group, freedom of action is re-
stricted in respect to vacations, study, travel, attendance upon
scientific meetings, and even publication of medical articles, by
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the will of the chief or chiefs of the clinic. It is contended by
proponents of group practice that the physician can advance
in professional knowledge more rapidly if he is assured of op-
portunities for study and is relieved of financial worries by the
group, than is possible in private practice. It was pointed out
above that only the chiefs of a clinic have freedom to advance
along lines of their own choice. Subordinates are not permitted
to pursue any course contrary to the general policies of the
clinie. It is also very doubtful if men placed on a secure finan-
cial footing by a group contribute any more to progress than do
those who are impelled to their best work under the stimulation
of individual competition, scientific ambition, and initiative.
The income of members of a group, except that of the owner or
owners, while fairly stable, is comparatively static. When a
salaried employee advances in salary to a point no longer profit-
able to the clinic, his income remains fixed. He then has the
choice of waiting until someone ahead of him, whose place he
can fill, dies, or of leaving the clinic and starting to build a
practice at a time when he should be reaping the rewards of
experience and ability.

The plans advocated in the majority report involving groups
made up of general practitioners and specialists are theoreti-
cally attractive but thoroughly impractical. We are still far
away from the time when the general practitioner will be ac-
cepted by a group of specialists as the correlator of their work.

We wish to make it clear that the above discussion of group
practice does not refer to the association of physicians upon
the staffs of hospitals nor their contact and consultation in
clinics.

Groups of specialists as distinctive organizations are very
valuable for diagnosing or treating difficult or complicated
cases but for the 85 per cent of ilinesses which make up the
family doctor’s practice better service can be given by the indi-
vidual doctor in his own office than in a clinic, and at less cost.

It should be remembered that medical groups are subject to
financial failure, just as are other business ventures. This has
happened repeatedly and is not prevented by having a lay
business manager in charge of finances. In periods of economic
depression the group with its large overhead, first cuts salaries,
then discharges employees, both professional and lay, and



162 MEDICAL CARE FOR THE AMERICAN PEOPLE

finally may be forced to close. A frequent cause of failure and
disruption of clinics or groups is the death or disability of some
able man or men about whom the clinic has been built. When
a group is forced to close, the physicians must seek employment
in some other group or attempt private practice. The latter is
usually very difficult because men in a group usually have little
personal following and may have little training to practice
general medicine, It should be remembered that patients who
go to a clinic are the patients of the clinic and not of any indi-
vidual doctor. Failure of a group may also have a very
injurious effect upon the medical care of the community which
is more or less dependent upon it. The private practice of
medicine is likely to be a much more stable system, year in
and year out, than any system based upon groups. When hard
times come and the clinic must keep up its prices to meet its
overhead, the private practitioner simply continues to care for
hig clientele and, with the rest of the community, takes his
chances on receiving his pay.

The minority recognizes the advantage of group practice
under certain conditions, especially in communities where
practically all of the physicians can be joined in one, or at the
most, in two groups. It does not believe that group practice
offers any real solution to the problems of the cost of medical
care except under very restricted conditions. The dangers of
group practice are already apparent and the advantages either
to the medical profession or to the public are limited.

1F. Pay Clinics—We approve the development of pay
clinics when they are under the management and control of
physicians and are conducted on a high ethical plane and are
needed to meet a situation. The same ethical considerations
should prevail in the relations of clinie and patient as are opera-
tive between the private physician and his patient. There is no
magic in the name * clinic ” that can make it ethical for iis
agents to solicit patients in its name when it is considered
unethical for a physician to do so as an individual. The tradi-
tions of the medical profession are strongly opposed to
advertising and to solicitation of patients. If the ethics of the
profession are broken down at this point, inroads will soon be
made at other points, and the profession of medicine will degen-
erate into a competitive business without professional ideals.
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When clinics are owned and controlled by laymen, the evils
are accentuated. Clinics so owned or controlled result in the
exploitation of the public and the medical professions and in
an inferior quality of medical service or an increase in the
costs of medical care, or both, When the middleman enters into
the picture, the costs of medical care are always increased and
quality is sacrificed. This is true whether the middleman is a
layman or a corporation running a clinic, or an insurance
company which must charge costs of operation to the patient.

1). County Medical Society Clinice.—The subject is dis-
missed in the majority report as of little or no importance. The
minority believes that this is an important development which
may be very valuable in solving the problems of medical care.
We discuss it among other specific constructive suggestions
offered later.

II. GROUP PAYMENT FOR MEDICAL SERVICE

The Committee on the Costa of Medical Care has been in
existence for five years and during that {ime has collected at
considerable expense a great body of data. Among these data
are extensive comments on insurance medicine as it has de-
veloped and is now working out in various countries in Europe,
and also in this country. In 1931 Simons and Sinai conducted
& study of health insurance for the American Dental Associa-
tion which the majority report of the Committee summarizes
on page 99. One of the statements in their summary is as fol-
lows: “ Every attempt to apply the principles of voluntary
insurance on a large scale has proved to be only a longer or
shorter bridge to a compulsory system. Every so-called * volun-
tary ' system is successful in just about the proportion that it
contains compulsory features.” Nothing has been made clearer
than the fact that voluntary health insurance schemes have
everywhere failed. In Europe they have been replaced by
compulsory systems which are now under trial. Even in
Denmark, where the system is nominally voluntary, there are
indirect but very effective means of compulsion. In spite of
these facts the majority of the Committee makes definite recom-
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mendations that this country adopt the thoroughly diseredited
method of voluntary insurance. It is admitted in the majority
report on page 125 that there are many dangers inherent in
the plan. The principal safeguard against these dangers
offered by the majority is to tie the voluntary insurance system
up .with the visionary medical center plan which they have
earlier offered as the *keystone” of all medical service. We
have tried to show that such a medical center simply substitutes
new and greater evils for old.

It seems clear that recommendations for further trial and
expansion of voluntary insurance schemes in the United States
are entirely inconsistent with the Committee’s own findings. To
recommend that our own country again experiment with dis-
credited methods of voluntary insurance is simply to ignore
all that has been learned by costly experience in many other
countries as well as in our own.

Voluntary insurance systems are now in operation in many
parts of the United States and are increasing in number and
in size. In many places these schemes are being operated in
accordance with the plan recommended by the majority of the
Committee, that is, by making contracts with organized groups
of the medical profession. That they are giving rise to all the
evils inherent in contract practice is well known. Wherever
they are established there is solicitation of patients, destructive,
competition among professional groups, inferior medical ser-
vice, loss of personal relationship of patient and physician, and
demoralization of the professions. It is clear that all such
schemes are contrary to sound public policy and that the
shortest road to the commercialization of the practice of medi-
cine is through the supposedly rosy path of insurance.

The careful reader of the majority report will note that not
all of those who sign that report are willing to recommend
voluntary insurance. Arguments against the voluntary system
are forcibly set forth by the dissenters among the majority on
page 131.

It seems clear, then, that if we must adopt in this country
either of the methods tried out in Europe, the sensible and
logical plan would be to adopt the method to which European
countries have come through experience, that is, a compulsory
plan under governmental control.



MINORITY REPORTS 166

Before doing so, however, we should carefully examine this
plan as it operates in Europe at present and face the objections
to it. It should be remembered that compulsory systems of
health insurance in European countries are still under trial.
There is still no convineing proof that under these systems the
costs of medical care have been reduced nor that the new evils
to which they give rise are preferable to those which they are
supposed to abate. The statement that most of the physicians
in England prefer not to go back to the system under which
they practiced before is not convincing because the system
under which they practiced before was one of widespread volun-
tary insurance.

The objections to compulsory health insurance are almost
as compelling to this minority group as are those to voluntary
insurance. The operation of every form of insurance practice
up to the present time has resulted in a vast amount of competi-
tive effort on the part of practitioner groups, hospitals, and lay
controlled organizations. Such competition tends to lower the
standards of medical care, degrade the medical personnel, and
make medical care a business rather than a profession. Proof
of this is at hand in our own experience in this country with
the only compulsory system with which we have yet had to deal,
workmen’s compensation insurance. The results named above
are prevalent in many states. This is the rule to which there
are a few notable exceptions. Under workmen’s compensation,
groups are soliciting contracts, often through paid lay pro-
moters ; laymen are organizing clinics and hiring doctors to do
the work; standards of practice are being lowered; able phy-
sicians outside of the groups are being pushed to the wall; the
patient is coerced by his employer to go to a certain clinie; and
the physician is largely under the control of the insurance
companies. These are not visionary fears of what may happen
but a true picture of widespread evils attending insurance
practice. We should need no better example of what must
happen to medical care if compulsory insurance is extended to
families,

There is one aspect of any system of insurance which should
be kept in mind by all students of this question, namely, that
the total cost of medical care is usually increased when it is
paid for through insurance. There are two reasons for this.
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First, the cost of operation of the insurance plan must be added
to the cost of medical care. The majority report recognizes this
by the following statement on page 50: * The participation of
insurance companies in the forms of insurance against the costs
of medical care which are recommended in this report would,
the Committee believes, tend to increase the costs and not to
improve the service.” The majority report, therefore, approves
of insurance but disapproves of insurance companies. This
means, of course, that the majority report favors some form
of insurance through a non-profit organization. The minority
agrees that this principle should always govern in any plan of
contract practice that may be necessary to meet the needs in
a particular situation. The patient’s fees will then be available
for the costs of medical care, aside from the necessary costs of
administration. The second reason for the increased cost of
medical care under insurance systems arises from a fact which
has been thoroughly demonstrated, that is, the number of
persons sick and the number of days sickness per capita always
increase under any system of insurance. This is shown to be
true for European countries by Simons and Sinai and has been
demonstrated in relatively small health insurance projects in
this country. “ Contrary to all predictions, the most startling
fact about the vital statistics ef insurance countries is the
steady and fairly rapid rate of increase in the number of days
the average person is sick annually and the continuously in-
creasing duration of such sickness. Various studies in the
United States seem to show that the average recorded sickness
per individual is from seven to nine days per year. It is nearly
twice that amount among the insured population of Great
Britain and Germany, and has practically doubled in both
countries gince the installation of insurance.” *

We are not here attempting to marshal all of the facts or
arguments that can be used against health insurance. Innumer-
able articles have been written on the subject. No absolute
judgment is possible at the present time with regard to what
place, if any, insurance should finally have in helping people
to pay for medical care. We have tried only to show here that
there are great dangers and evils in insurance practice which

* Ths Way of Health Inewroncs. A, M. Simons and Nathan Sinai. Page 157.
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must be set over against the advantages of distributing the
costs of medical care by this method and which, it seems {o us,
the majority report has minimized. The dangers are especially
directed at the continued well-being and progress of the medical
professions, which, after all, are the ones most concerned in
maintaining a high grade of medical service. It ought to be
remembered that compulsory insurance will necessarily be sub-
ject to political control and that such control will inevitably
destroy professional morale and ideals in medicine. Since a
qualified and untrammelled medical profession is the only
agency through which scientific medicine can be applied for the
benefit of the people, it follows that any plan which destroys
profeasional morale will bring disaster to the public. One of
the conclusions of Simons and Sinai * is of especial significance
in this connection. * While the statement might be disputed
by insurance societies, a comparative study of many insurance
systems seems to justify the conclusion that the evils of insur-
ance decrease in proportion to the degree that responsibilities,
with accompanying powers and duties, are intrusted to the
medical professions.” This statement is both a challenge to
the medical profession and a warning to those who, without
proper consideration of that profession, are willing to recom-
mend the adoption of various new plans for the care of the
sick.

It is our conviction that the Committee on the Costs of
Medical Care would have served its stated purposes and the
cause of medical progress and the people’s health much better
if it had taken a strong stand against all of those methods of
caring for the sick which have in them the dangers and evils
of “ contract practice.” By doing so they would have come to
the assistance of the medical profession in a battle against
forces which threaten to destroy its ideals, disrupt its organiza-
tions and completely commercialize its practice, and which
are &t the same time opposed to the public welfare. The medical
profession is now in many parts of the country extending and
perfecting plans through which it can offer to the people in &
more systematic way the services of all the physicians of each
community at prices which all the people can afford. It is only

® Lee, ok, p. 208-207,
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by including all of the members of the medical profession of a
community that the abuses under" insurance systems may be
avoided. The nature of some of the plans is indicated under
the minority recommendations below.*

III. RECOMMENDATIONS OF THE MINORITY

The minority group in offering the following recommenda-
tions has tried to keep in mind the main object which called
this Committee together, namely to find some solution for the
problem of furnishing good medical care to all the people at
prices which they can afford. We have no delusions that our
recommendations, even if fully put into effect, will solve all the
problems of medical care. We have tried to approach the
problem from a practical standpoint and to suggest progressive
changes in the present system rather than fo offer new methods
based largely on theory and revolutionary in their practical
application. We believe that our view-point is divergent from
that of the majority in this respect. We are not opposed to
progress nor to the adoption of new procedures. We are espe-
cially concerned, however, that new procedures be based upon
sound experience and that in adopting them we do not lose
the values that have been accumulated through the centuries.
It is true in medicine as in all other fields of human experience
that the soundest and most lasting progress is brought about
slowly and step by step. Medical practice in the United States
is progressing in this manner. We believe this to be the truly
scientific method. We are loath to adopt revolutionary theories,
however attractive they may seem, which may have within
them the seeds of more harm than good,

It has been stated in the majority report of this Committee
that we must plan twenty to fifty years in advance. We doubt
our wisdom to do this. If society changes as rapidly in the
next fifty years as in the past fifty, it scems presumptuous to
assume that we can foresee conditions or needs sufficiently
clearly to plan so far in advance. It is not too soon, however,

® Distonting Statemens by Members of the Minority Growp.—We are not In entire agreement
with ths above condemnation of compulsory health Insurance. We believe it may be possible to

guard againgt many of the evils of the aystem, and that it is worthy of & trlal.—Kirby §.
Howlett, Robert Wilson. '
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to plan for the profession which is to furnish medical care a
generation hence. If that profession is to attract young men
of ability and high ideals, the great traditions of medicine
must be preserved. We repeat here what we have stated earlier
in this report that reductions in the cost of medical care which
are obtained at the cost of degrading and demoralizing the
professions upon which the people must depend for that care
are far too costly to be of real value.

In making its recommendations the minority has had con-
stantly in mind the first postulate set down at the beginning of
Chapter II in the majority report to which we unreservedly
subscribe, It is as follows: “ The plan must safeguard the
quality of medical service and preserve the essential personal
relation between patient and physician.”

The term *“ personal relationship” used so frequently
throughout the Committee’s publications and in the final re-
port conveys but a vague meaning as to its essential elements
and the reasons for its emphasis.

By personal relationship is meant that bond of sympathy and
Interest in the patient’s welfare on the part of the physician,
confidence in the ability, integrity and discretion of the physi-
cian on the part of the patient, and mutual regard on the part
of each for the other which cause the patient to disclose for the
purpose of diagnosis and treatment the most private and confi-
dential information concerning himself and his surroundings
when necessary for proper diagnosis and treatment. The char-
acter and personality of the physician is a major factor in ifs
development and in process of time and continued contact as
patient and physician a friendship and intimacy develop that
assumes priestly characteristics on the part of the physician—
the characteristics of the confidant and adviser in the most
intimate personsal and family relationships. All phases of per-
sonal and family life are at times closely related to the diag-
nosis and care of an individual’s condition, and economic and
financial conditions are often as important in diagnosis and
care as physical or mental abnormalities. It is an individual re-
lationship, the product of character and personality and can-
not be transferred to a group or fostered by group practice.

It is our belief that the majority report in many of its recom-
mendations for group practice and group purchase and in its
emphasis upon what may be called * mass ” practice instead of
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individual practice has completely lost sight of this primary
postulate.

QOur recommendations are based upon the conviction that the
medieal profession is the essential element in the furnishing of
medical eare. Its influence should be upheld and strengthened
and every assistance given to it to maintain its high profes-
sional standards. They are based upon the further conviction
that the general practitioner is the most important factor in
the medical profession and that he can function effectively only
through the maintenance of private medical practice.

1. Government and Community Participation in Medieal
Care.—Many of the difficulties of the medical profession and
a part of the problems of the costs of medical care to the mod-
erate income groups would disappear if local and national gov-
ernments and communities in general were properly fulfilling
their obligations. On the one hand, there is failure to assume
the full care of the indigent and, on the other, there is usurpa-
tion of the field which should be reserved entirely for private
practice.

Recommendation 1.—The minority recommends that gov-
ernment competition in the practice of medicine be discon-
tinued and that its activities be restricted (a) to the care of the
indigent and of those patients with diseases which can be cared
for only in governmental institutions; (b) to the promotion of
public health; (¢) to the support of the medical departments
of the Army and Navy, Coast and Geodetic Survey, and other
government services which cannot because of their nature or
location be served by the general medical profession; and (d)
to the care of veterans suffering from bona fide service-con-
nected disabilities and diseases, except in the case of tuberculosis
and nervous and mental diseases.

We stated early in this minority report that we heartily en-
dorse the recommendations of the Committee which deal with
strengthening of public health services. We emphasize especi-
ally the following points: (1) The need for more adequate
training of medical students in public health matters; (2) the
elimination of politics from public health administration; (3)
improved standards in public health services to make them
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more attractive to able men; tenure of position should be more
gecure and remuneration should be increased,

It is our belief that government should not extend its activi-
ties into those fields which can be effectively covered by the
private practice of medicine,

We wish especially to emphasize our recommendations that
the governmental care of veterans for general medical and
surgical conditions be restricted to bona fide service-connected
disabilities and diseases. The supply by the government of hos-
pital facilities necessary to care for the more than four million
veterans with their increasing disabilities as they advance in
age will constitute a colossal waste. Last year from 25 to 40 per
cent of the beds in civilian hospitals throughout the United
States were empty. There is good evidence to show that all
veterans can be taken care of in existing hospitals if non-
service-connected disabilities are treated in civilian hospitals.
The treatment of veterans by the government for non-service-
connected disabilities has resulted in hardship to the medical
profession by withdrawing many patients from private prac-
tice. The waste incident to the transportation of veterans back
and forth between their homes and government hospitals is
enormous. It is advantageous to the veteran to be treated near
his own home by the physician of his own choice. This is espe-
clally important in acutely urgent diseases. We believe that the
law providing for government treatment of non-service-con-
nected disabilities should be repealed.

2.. Care of the Indigemt Sick and Injured.—It should be
recognized that it is the duty of the state to give complete and
adequate medical care to the indigent. One of the greatest
burdens on the medical profession today is the care of the poor.
Many communities provide hospital care for the indigent when
they need it, although even this is not fully provided for in most
communities. The full burden of the professional care of indi-
gents not only in their homes but also in hospitals and clinics
is thrown upon the medical profession. Attempts have been
made to estimate the money value of the free service per-
formed by the doctors of the country each year. Itis practically
impossible to arrive at anything definite by such attempts. It
is known, however, that the medical profession has always per-
formed this service without pay and few communities have
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ever recognized any obligation to relieve them from it. It is
obviously a burden which should be borne by the entire com-
munity and not by the medical profession alone. The doctor
should bear his share like any other citizen through payment of
taxes and support of the local community chest and other chari-
table agencies, but he should be paid by the community for his
professional services to the indigent. The only exception to this
should be where he renders service in an institution in which
he receives his compensation in added prestige and experience.
The community should also bear the total cost of hospitaliza-
tion, nursing, ete., of every indigent person.

Recommendation 2.—The minority recommends that gov-
ernment care of the indigent be expanded with the ultimate
object of relieving the medical profession of this burden.

If such a plan were made effective, its results would be far-
reaching. The income of physicians would be increased. The
young doctors would benefit especially because it is always in
the first years of practice that a doctor treats the largest per-
centage of charity patients. Such a plan effectively carried out,
would have a definite effect upon the cost of medical care to
those who can pay for it. It would result in reduction of cost
of hospitalization of pay patients because at present the patient
must pay not only for his own care but in addition a certain
proportion of the cost of the care of the indigent. It would be
much more reasonable to determine whether or not communi-
ties can and will pay for the cost of medical care for their
indigents, who are logically a charge against it, before plang
are tried to compel the community to bear the costs of sick-
ness of those who have incomes.*

3. Coordination and Control of -Medical Services.—This is
one of the recommendations of the majority with which we
are in general accord. We wish to emphasize further the im-
portance of putting these measures into effect in the immediate
future. Much waste can be eliminated in our present system
by the coordination of our present agencies and methods. The
minority group recommends as a permanent coordinating body
mswuumw of the Minority Growp.—While accepting in general the
principle of the state responsibility for the indigent, I cannot regard the respooaibility ss
excluaive, since by such a policy the econcanie, social, and spiritnal benefits to the publie

derived from private and voluntary philanthropy and charity would be endangered—A. M.
Bchwitalla,
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the agencies listed in the majority report. In order to initiate
& progressive program for cities, counties, or states the ap-
propriate medical, dental, and pharmaceutical societies and hos-
pital associations should appoint committees to ascertain the
facts regarding the provision of medical service; to study the
various possibilities for extending the service; and fo prepare
local or state plans accordingly. We agree with the majority
that “to provide a full and balanced view of problems and
needs, to contribute administrative experience and to give
added weight to recommendations such committees should in-
clude informed persons as associate members or should estab-
lish cooperative relations with representatives of appropriate
public organizations such as community chests. . ... The
community may properly look to its physicians, dentists, and
other persons who have a full-time interest in the problems of
medical economics to furnish dynamic leadership in com-
munity planning.” We wish to emphasize the fact that medical
and dental professions and hospital associations have already
in many localities initiated movements intended to coordinate
medical service. The success of these movements is likely to be
in direct proportion to the degree of interest exhibited by the
local professional organizations. They must increasingly as-
sume responsibility for initiation and guidance of efforts in
this direction.

These firat three recommendations seem to us the first steps
that should be taken in dealing with this problem. Their wide-
spread adoption would eliminate so much waste Irom our
present system that the problem would immediately take new
and less urgent aspects.

4. Restoration of the General Practitioner to the Central
Place in Medical Practice.—The next logical step after the
three named above is further elimination of waste by increas-
ing the efliciency and extending the field of the general practi-
tioner of medicine.

Recommendation 4.—The minority recommends that united
attempts be made to restore the general practitioner to the
central place in medical practice.

This, of course, is quite the opposite of the majority’s recom-
mendations for concentrating medical practice in groups and
medical centers. The majority report of the Committee recog-
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nizes and emphasizes the extremely personal nature of medical
practice. Inthe Summary Volume, Chapter XXIII, is found the
following statement: “It (medical care) is also a personal
service involving individual relationships between a medical
practitioner and a patient. . . . . The personal nature of dis-
ease and of medical care is the foundation upon which the
economic organization of the past has been constructed, and
must be the basis for expansion or reconstruction of the future.
To ignore or deny the significance of this personal element in
the economic organization of medical care would be as absurd
as to overlook the laws of mechanics in the construction of a
bridge.” We have no doubt of the truth of the above statement
nor of its fundamental importance. It contains the reason why
we are opposed to all forms of medical practice which make
it difficult or impossible to maintain the personal relationship
of physician and patient. This is one reason for our insistence
that the general practitioner must be kept in a central and im-
portant place in medical practice. Neither do we agree with
the majority that savings in the cost of medical care are to be
made by eliminating the general practitioner or submerging
him in a group. Experience has taught us that the opposite is
true. In a group the general practitioner fends to disappear.
The great majority of illnesses and injuries (about 85 per cent)
are of such nature that they can be treated efficiently by any
able general practitioner with very simple equipment. In fact,
the general practitioner does not need elaborate apparatus of
any kind. His most important items of expense are his means
of transportation and his rent. Neither of these can be greatly
affected by combinations of. general practitioners in groups.
The organization of a group of 15 to 25 men results in increase
in expense to the community, since the group must have com-
plete apparatus for all branches of medicine whereas before
they were joined in the group the entire 15 to 25 utilized the
X-ray and other laboratories already established in the com-
munity. Theoretically there seems to be economy in group prac-
tice but practically this is true, as has already been pointed
out, only in small communities where only one or two groups
are necessary for the entire community. .
Efforts, then, should be directed not to the elimination of the
general practitioner but to the preparation of students in medi-
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cal schools better to fill the important place that he has always
occupied. The primary object of medical education should be
to develop general practitioners. It is not that medical courses
must become longer and more difficult but that the emphasis
must be changed. The general practitioner is quite capable of
taking over many of the procedures now assumed by specialists
and should do so. It is not only in the field of diagnosis and
therapy that the emphasis is changing, but it is now recognized
that the general practitioner has a wide field in the prevention
of disease., Instruction in this field should be improved in
professional schools. In a word the general practitioner must
be equipped to render good medical service to the families in
which he becomes the trusted medical adviser.

Along with a change in the basic education of general practi-
tioners, must go better training and better control of spe-
cialigts, As haa already been stated specialism has added much
to medical progress. It needs now better control in order to fit
it into our present life. Among specialists, group practice
works to advantage and will eliminate some sources of waste,

5. Corporate Practice of Medicine.~~A number of cor-
porations have been formed in different parts of the United
States for the purpose of selling the services of physicians to
the public. Many of them include some type of insurance
scheme. It is our belief that these schemes of laymen to exploit
the medical profession and the public are a logical outcome of
the many insurance schemes which have preceded them in this
country and abroad. They are simply a further step in the
commercialization of medicine. Their nature is clearly shown
by the statement of one of them concerning the distribution of
each dollar paid for medical care. Of each dollar, 45 cents is
set aside for medical care not including hospital charges; 12.6
cents is for hospitalization ; the remaining 42.5 cents goes to the
company.

Some universities and some hospitals have capitalized the
reputations and services of their professors in medicine or
their staffs, charging fees commensurate with the ability of
patients to pay for the professional services rendered by this
essential personnel. The excess of fees collected above the
salaries paid is a direct profit to the institutions and is derived
from & personal service which the law permits to be rendered

13
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only by an individual who is duly licensed to deliver and charge
for such service. In some hospitals, the physician renders his
services without salary or other emolument except the prestige
of a staff position.

This minority group is opposed to all such schemes and offers
the following recommendation:

Recommendation 5.—The minority recommends that the
corporate practice of medicine, financed through intermediary
agencies, be vigorously and persistently opposed as being eco-
nomically wasteful, inimical to a continued and sustained high
quality of medical care, or unfair exploitation of the medical
profession.

6. Trial of New Methods.—Many experiments are being
tried at various places throughout this country to assist
the people in dealing with the economic aspects of sickness.

Recommendation 6,—The minority recommends that eareful
trial be given to methods which ean rightly be fitted into our
present institutions and agencies without interfering with the
fundamentals of medical practice.

There are many plans developing at present which seem to
us proper evolutionary developments and have the great ad-
vantage of being immediately practicable. They embody no
revolutionary changes which might interfere with medical
progress in the future. We note that the majority report
minimizes the value of some such plans because they are only
“ palliative.” We look upon this as an argument in their favor.
Objection to so-called “palliatives,” which with other like
measures may relieve conditions so that no radical procedure
is needed, would be similar to-the surgeon refusing minor sur-
gical or medical treatment on the ground that it might prevent
a major operation. .

Plan for Treatment of Chronic Diseases.—We call attention
to a plan for treafment of chronic diseases which tends to im-
prove quality of service, regulates the expense of treatment,
and distributes the payments over a period of time. This plan
is applicable under individual or group practice and has no
objectionable features.

Under the system of charge per visit many chronic diseases
do not receive adequate care. There are two major reasons:
(1) indifference or ignorance on the part of the patient, and
{2) economic reasons.



MINORITY REPORTS 177

Indifference~—~The development of chronic diseases is often
g0 insidious as to result in a precarious condition of the patient
before his trouble is brought to his attention. He is faithful in
attendance and in following instructions until, in his own
opinion, his trouble is cured or sufficiently relieved to need no
further attention, and he postpones or stops coming for
periodical check-up, either because he feels it not needed or
because he objects to paying for visits which only assure him
he is getting along properly or needs but minor changes in his
routine. He therefore ceases to be under observation and
control and soon returns to his former precarious condition.
The treatment must then be carried out all over again, with ifs
loss of time, increased expense, and advancement of the patho-
logical condition. Often the patient does not return to the
former physician and the necessary process of diagnosis and
inventory muat be repeated at additional cost and loss of oppor-
tunity to the patient. With continuous complete service for
chronic diseases paid for on & yearly basis the temptation to
relax in care would be largely removed.

Economioc Reasons.—Only a small portion of the service
necessary in the care of chronic diseases can be paid for by the
majority of the people under the fee-per-visit system of
charging, and one of the following conditions results: (a) The
patient discontinues his treatment because he cannot pay and
does not wish charity: (b) the patient continues to receive
treatment and runs a bill which he can probably never pay;
(c) the physician takes care of him as a charity patient after
he has been charged the amount he can afford; (d) the patient
is sent to a dispensary after he can no longer pay his doctor.
This situation is bad for both patient and doctor, since the
former needs continuous care by the same doctor and the latter
desires to study and treat the entire course of a disease and not
an isolated incident in it,

A satisfactory solution of this problem is found in the appli-
cation of the following philosophy of practice. The doctor has
knowledge and skill for sale. If he desires to treat patients
with certain diseases, he must familiarize himself with the
vagaries of these diseases and must possess.the necessary
equipment and skill in its use to perform all the necessary
service. If the essential knowledge and skill is beyond the
capacity of one individual then the one desiring fo give the
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major part of the service must ally himself with others giving
the needed supplementary services, and must pay them for this
service, charging the amounts so paid to his office expenses.

No patient should be charged separately for a visit or any
particular part of the service, but for all of it, no matter what
it comprises. Since chronic diseases need continuous supervi-
sion of the patient by the doctor the application of this principle
requires that chronic diseases be treated for an inclusive fee
to cover complete medical service for that disease for a definite
period of time. This fee should be assessed on a sliding scale
in accordance with the patient’s finaneial circumstances, with
a minimum just above the charity level and a maximum com-
parable to the fees now paid by the wealthy. This fee should
bear no relation to the number of visits or the type of service
rendered. Practice under this plan has been carried on since
1929 in The Asthma and Hay Fever Clinic in Cleveland with
satisfaction both to doctors and patients.*

Payment under this plan can be made in advance or on a
series of deferred payments as agreed to by the patient and
physician, The former knows what his year’s care will cost
and need not worry over the number of visits or * extra™ ser-
vices. The latter has agreed to and knows just what he is to
receive and when he will receive if. Relations between patient
and physician are not subjected to any strain or reserve on
economic grounds under this plan, .

Another plan that is being tried extensively is the grouplng
of physicians’ offices in or around a hospital. We agree with’
the statement in the Summary Volume in Chapter XXIV that
“the centering of medical service in the hospital, which
already represents an important concentration of capital in-
vestment and professional persomnel, would appear to have
practical advantages for physicians, hospitals, and patients.”
It is opposed to the principles we have laid down, however, for
the hospital to control medical practice or to enter into the
practice of medicine in any of its branches as an institution.

A caution that is necessary at this point concerns the danger
of over hospitalization when all the medical activities are
centered around a hospital. A further caution is necessary

® The Bulletin of the American Medical Association, June, 1981,
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with regard to establishment of hospitals in localities where
there is insufficient or unqualified personnel and where a hos-
pital is not actually needed. The merit of a hospital depends
upon the ability of the professional personnel who are charged
with its work. It is not brick and mortar but men who make
the value of an institution.

7. Development by State or County Medical Societies of
Plans for Medical Care.—The recommendations we have offered
up to this point are concerned with the elimination of waste,
the abatement or avoidance of evident evils in present practice,
and improvement in the quality of medical care. We have
already set forth our objections to the majority’s recommenda-
tions for adoption of insurance systems. We tried to make it
plain that we are not opposed to insurance but only to the abuses
and evils that have practically always accompanied insurance
medicine,

Medical societies in various parts of the United States have
been giving careful study to the question of the possibility of
distributing the costs of medical care and at the same time
avoiding the evils of insurance systems.

This minority group agrees that any plan for the distribu-
tion of medical costs must have the following safeguards:

1. It must be under the control of the medical profession.
(A " Grievance Board ” to settle disputes, having lay repre-
sentation, is permissible and desirable).

2. It must guarantee not only nominal but actual free choice
of physician.

8. It must include all, or a large majority of the members
of the county medical society.

4. The funds must be administered on a non-profit basis.

6. It should provide for direct payment by the patient of
a certain minimum amount, the common fund providing only
that portion beyond the patient’s means.

6. It should make adequate provision for community care
of the indigent.

7. It must be entirely separate from any plan providing for
cash benefits.

8. It must not require certification of disability by the
physician treating the disease or injury.

This group recognizes the value of trial of plans based upon
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the above principles by county medical societies. We believe
that the county society, approved by and under the supervision
of the state and national societies, is the proper unit of organ-
ization to attempt such experiments. Report will be found in
the committee’s findings of various county societies in Iowa
which have been experimenting with caring for the indigent
as a county society project. Qur reasons for favoring thorough
trial of the county society plan for furnishing complete medical
care are as follows:

1. It places responsibility for the medical care of the entire
community upon the organized physicians of the community,

2, It places medical care under the control of the organized
profession instead of in the hands of lay-corporations, insur-
ance companies, ete.

3. It places responsibility for the quality of service directly
upon the organized profession, If is in fact the only plan which
guarantees quality of service and makes it the only basis of
competition.

4, It removes the possibility of unethical competition because
it includes all the physicians of the community and fixes a fee
schedule.

5. Solicitation of patxents, underbidding :Eor contracts and
other evils of the usual insurance plans are eliminated.

6. Freedom of choice of physician is assured and the essen-
tial personal relationship of phymcmn and patient is thereby
preserved.

7. It is the only plan which includes all classes, from the,
indigent to the wealthy.

8. It is adaptable to every locality, both urban and rural.

9. It provides for a minimum cost of administration by op-
erating on a non-profit basis,

10. It provides for payment, by every patient with income,
of a certain minimum amount before the insurance is in opera-
tion. The minimum rises with the patient’s income. This pro-
vision alone will operate to avoid many abuses in all other types
of insurance practice.

11. It provides for means of certification of dxsablhty sepa-
rate from the attending physician.

12. Cash benefits do not form a part of the plan.

The main objections urged against the plan are that it
places too much power in the hands of the organized medical
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profession, and that county medical organizations will be too
lethargic to put the plan into operation,

It is the opinion of this group that it is much better to lodge
power in the hands of the professions which are trained to
furnish medical care than in the hands of lay corporations.
This is especially true when, under the proposed plan, responsi-
bility can be definitely placed on the organized professions for
the quality of care furnished. The plan provides for settlement
of individual disagreements or complaints by a “ Grievance
Board ” with adequate lay representation. The objection to the
plan on the grounds of lethargy of medical societies should not
have great weight. Many medical societies are very active in
promoting means for better care of the people of their com-
munities. It is our belief that when the proposed plan has been
in successful operation for a short time its advance will be
spontaneous and widespread.

It is true that the plan in some essential respects is new, but
it is based upon past experience. It is an attempt to distribute
the costs of medical care by utilizing the good in insurance
plans and avoiding their dangers and evils.

IV. CONCLUSION

The problem of the payment of the various expenses that
accompany disease and injury has arisen as a result of develop-
ments in the medical field, on the one hand, and of complex
charnges in the economic and social order, on the other,

Within the past fifty years, as the Chairman of the Commit-
teo has emphasized in his introduction, revolutionary changes
have taken place in the practice of medicine because of various
important discoveries in the causation, treatment, and pre-
vention of disease. Within that time bacteriology, serology, and
the x-ray have developed; hospitals have grown to enormous
proportions; nursing has come to occupy & place not formerly
thought necessary; specialization is now an important part of
medical practice; medical education occupies a far longer time
and is much more expensive than formerly; and apparatus for
the diagnosis and treatment of disease now requires the in-
vestment of a large amount of capital.
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Such changes in themselves would have increased the costs
of medical care, but the problem has been rendered much more
complex by the rapidly changing conditions in society and in-
dustry. The population of the United States has changed in a
comparatively short time from one predominantly rural to one
in which fifty per cent of the people live in cities. This means
that a much greater percentage of the people is now employed
in industries than was formerly the case. Along with this
urbanization and industrialization, there have developed radi-
cal changes in the standards of living. The luxuries of the late
nineties are now necessities of life for great masses of the
population. All of these changes, both in the practice of medi-
cine and in society, have operated to cause an increase in the
costs of taking care of people when they are sick. There is little
doubt that the changes are desirable but it is obvious that they
increase the costs of medical care.

It is plain, therefore, that many of the problems which are
under discussion are the general problems of a transitional
stage in social development and are not peculiar to medicine or
medical care. Their solution must depend upon far-reaching
social and economic adjustments. They are analogous to the
problems which caused great social and political unrest in the
last decade of the last century and which were not settled until
there was a general increase in wages to compensate for im-
provements in the standards of living.

It does not seem probable to this minority group that these
complex problems can be solved or necessary social read-
justments hastened by the widespread adoption of the recom-
mendations of the majority of this Committee for the group
practice of medicine or group purchase of medical care,

Our understanding of the majority report is that it offers
essentially the following type of medical practice in the fu-
ture: The medical profession is to be formed into large or
small groups, preferably large, and these groups are to furnish
medical care under some type of contract with groups of lay-
men, the funds to be furnished by insurance, preferably of the
voluntary type. Over against this we offer medical care fur-
nished by the individual physician with the general practi-
tioner in a central place; with groups and clinics organized
only where the nature of the situation and character of the per-
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sonnel render such organization a natural development; with
elimination of waste in our present methods and coordination
of all existing agencies ; with careful trial of new methods based
upon sound experience; and with adoption of insurance meth-
ods only when they can be kept under professional control and
destructive competition eliminated; all of this through a well
organized, untrammelled medical profession true to the great
traditions and ethical standards of the past. Centuries of prog-
ress in the econquest of disease gives us confidence that the in-
dividual and not.the group should remain the unit in the
practice of medicine. '

We wish to emphasize once more in closing our accord with
the majority of the Committee in their recommendations for
improvements in public health service and in the scope of
medical education. We would especially express our apprecia-
tion of the great value of the mass of factual data compiled by
the staff and 50 ably summarized in the Summary Volume.

A. C. CHRISTIE,

GEORGE E. FOLLANSBEE,
M. L. HARRIS,

KmBY S. HOWLETT,

A. C. MORGAN,

A. M. SCHWITALLA,

N. B. VAN ETTEN,

OLIN WEST,

ROBERT WILSON.



MINORITY REPORT NUMBER TWO
BY
HERBERT E. PHILLIPS, D.DS, AND C. E. RUDOLFH, DDS.

The undersigned are in accord with the main position of
the majority of the Committee, in that we recognize existing
professional and social trends in medical care as brought out
by the Committee’s studies and believe that these trends neces-
sitate substantial changes in the manner in which medical ser-
vice is rendered and paid for. There is no doubt in our minds
that an inereased amount of medical service should and will be
rendered through professional organizations rather than by
individual practitioners working independently. We also be-
lieve that payment for medical service by distributing the
costs over groups rather than having it fall upon individuals
is a sound principle when applied in such ways as maintain
professional standards of service. We are in accord, therefore,
with the general recommendations of the majority in favor
of group practice and group payment, although we must reg-
ister dissent from certain specific proposals and certain impli-
cations of the majority report which we do not consider
justified.

We are, however, in accord with those who signed Minority
Report No. 1 in strongly emphasizing the necessity of main-
taining professional standards and the position of the general
practitioner, and we recognize, as they do, that grave dahgers
to these standards have developed in the past and will exis}
particularly during a period of rapid changes in medical ser-
vice such as we are undoubtedly facing. In our opinion, the
most important influence for the maintenance of professional
standards ig vigorous initiative on the part of the professions
themselves. They should, as individuals, and through their
professional organizations, recognize frankly the existence of
the problems and needs which are brought out by the studies
of this Commitiee and should themselves take ateps to deal
with them, through initiating or participating in experiments
in group practice and group payment. We realize that needs
are more acute in some localities than in others and therefore
early recognition of these needs should be made, Nothing, in
our opinion, would be more deterimental not only to the medi-

184
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cal service of the public, but to the welfare of the professions,
than an attitude of opposition or mere aloofness on the part of
the professions. We recognize that certain evils that have de-
veloped in group practice and in gickness insurance in the past
have been chiefly due to lack of professional initiative and con-
trol and that with the assumption of initiative and control by
the professions at this time these evils will be minimized in
the future,

We feel with thoae signing Minority Report No. 1 that the
attitude of the majority is unduly critical of the professions,
and that this attitude has developed a bias in some of the state-
ments in their report. We agree also that the investigation of
industrial schemes by the Committee almost entirely over-
looked their defects, and only the least objectionable and most
successful were chosen for study.

We agree with Minority Report No, 1 that the description

of the community medical center, which is set forth in the
third chapter of the Majority Report as the ultimate goal of
development, is Utopian in concept, and involves many details
which are too visionary or problematical to justify inclusion
in an authoritative report of this kind.
It is to be regretted that the Committee's studies did not in-
‘¢lude any study of dental group practice. Studies of such
groups should have been made both as regards their erganiza-
tion and the quality of their service. The dental profession
should initiate experimentation in dental group practice and
should encourage cooperative experiments involving physi-
cians and hospital service, Studies of the American Dental
Assoclation show that such cooperative participation is on the
increase. All such experiments would provide valuable facts
as a basis for future development,

Wae do not consider that voluntary and compulsory sickness
insurance should be regarded as in opposition to each other or
as unrelated proposals, as seems to be implied in the Majority
Report. European experience indicates that methods de-
veloped under voluntary insurance have indicated the pattern
for compulsory insurance later, and should furnish necessary
experience for the United States. Experience thus gained in
voluntary insurance, both by the public and the professions,
would be an asset if and when certain states contemplate com-
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pulsory systems. In certain sections of the United States, vol-
untary insurance has already developed to a considerable de-
gree. It is true that in these sections certain evils have devel-
oped but it is probable that the infroduction of ecompulsory
insurance under professional control will eliminate the objec-
tional features. The more the difficulties are eliminated or
controlled in the voluntary plan, the less risk of having objec-
tionable features in the subsequent compulsory insurance,

We do not feel that this method of payment need interfere
with the highest professional standards nor with the close
personal relationship between practitioner and patient.

The studies of the Committee indicate that a large propor-
tion of the population receive incomes, even during prosper-
ous times, so low as to preclude the purchase, under any form
of payment, of adequate medical service. This is emphasized
by the following quotation from Summary Volume, Chapter
XXXIV:

The significance of the economic barrier between the true need and the
current receipt of medical care is especially evidenced by the finding that far
greater inadequacies obtain for those of small than those of large means. Just
as some people go hungry though the country produces more food than the
people can consume; meany are inadequately clothed though we manufacture
more clothing than we can use; even so millions are sick, hundreds of thou-
sands suffer pain and anguish, and tens of thousands die prematurely for lack
of medical care which available personnel and facilities could supply. The
tragedy concealed in this conclusion is the more poignant because medieal *
practitioners and institutions are used to only part of their capacity—not be-
cause their services are not needed, nor beesuse they are unwilling to serve,

We add to these reasons because fundamentally, as the
studies of the committee reveal, the problem of providing medi-
cal care 13 a question of low incomes and the solution depends
at least as much upon increasing incomes to a satisfactory
standard of living, as upon methods of organizing medical
care. We recognize, however, that the ability to purchase medi-
cal care on an insurance basis is greater than when the cost
falls upon the individual family.

We are in accord with and strongly recommend mediecal so-
ciety plans of sickness insurance such as those referred to in
Minority Report No. 1, page 179. These would place responsi- *
bility on the professions for the maintenance of standards of -
service and would set up, for a state or a community, agreed
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rates of payment 8o that competition between different profes-
sional groups furnishing service or between individual practi-
tioners would be on a baais of quality of care and not on a basis
of charges. It is destructive to standards of medical care, in
which both the public and the professions have a common
interest, if competition exists in such form as to bring about
price-cutting and under-bidding for service. We strongly en-
dorse the initiative of such professional bodies as the Mil-
waukee Medical Society * or the State Medical Society of
California in endeavoring to meet their obligations to the
public by developing plans of group payment. Such a form of
organization of medical service under professional control will
set & pattern which will determine the direction of any future
development of organized medical care in voluntary or com-
pulsory insurance. Such an opportunity typifies the attitude of
the British Medical Association referred to in the quotation on
page 118 of the majority report as follows:

Buch a acheme may be compared to a plan submitted by an architect to a
houssholder who wants to extend the house in which he lives, and to introduce
all modemn improvements. The householder may, on seeing the plan, decide
that it would cost too much and that he must put up with his house as it is;
or he may make suggestions for the modification of the plan. But the houee-

holder knows that if he wanta to extend his house he is, as regards easentials,
in the hands of the architecta and builders.

We fully agree with the statement concerning coordination
of medical service contained in Minority Report No. 1, page
172, as quoted from the Committee’s report, page 134.

With a full knowledge of the inherent evils of the early
"competitive systems of medical and dental education, we be-
lieve it would be of great value if a national organization were
to be formed to study group practice and to define its stand-
ards, and suggest that such a plan be sponsored by those bodies
that have supported studies of medical and dental education.

During rapid social changes group practice and individual
practice are developing side by side, and should develop in
cooperation. Conflicts between those dealing in medical care
under any auspices will have a-disturbing effect on practi-
tioners and a deterimental effect on the public, whom they

* Ses p. 15 of the Oommitiee’s Teport for a description of the Milwaukes plarn.
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serve. All of this is against professional traditions of medical
care. These methods must meet in service, adjustment must
be made so that conflicts may be eliminated, and codes must

be adapted to meet changing conditions,
HerperT E. PHILLIPS,

C. E. RupoLPH,



STATEMENT
BY
WALTON H. HAMILTON

It is impossible for me to express my attitude towards the
Report of the Committee by so categorical a word as “ Yes ” or
“ No.” The document contains far too much which is econstruc-
tive and forward-looking for me to be willing to dissent; yet
its statement falls so short of an adequate attack upon the
problem of medical care that I cannot persuade myself to
concur, A substitute report, even if it were expedient to
develop one’s opinions at length, could not be prepared in the
brief time available between the release of the final draft
to the Committee and the hour at which all copy must be in.
I must, therefore, confine myself to a short supplementary
statement,

It is easy, but not very useful, to quarrel with the detailed
statements in the Report. The document represents what all
who have signed are willing to accept rather than what any
individual would have written. Such minor flaws, however
numerous, are inseparable from any collective statement of
opinfon. It is, however, unfortunate that the spirit of toler-
ance, admirable as it is, should have been so largely indulged.
Its manifestation in the treatment of major matters and minor
details on the same level, the resort to general but indefinite
principles, the setting down of propositions in which the nouns
give and the adjectives take away, are far too numerous. If
the Committee were a formal agency, charged with the formu-
Jation of a constructive program, compromise would be justified
a8 essential to action. But the task of the Committee is to
study, to analyze, to investigate, and to report; it has no power
to institute a single desirable reform; its labors can be con-
verted into a better organization for medicine only through its
influence upon groups who have authority to act. This end, it
seems to me, would have been far better served, by cleancut—
and even uncompromising-presentation of alternative pro-
grams. The sacrifice in analysis and precision to unanimity
among the members of the majority may well give a greater
influence to the recommendations, But the gain is only im-
mediate, and the problem is likely to be with us for years to

189
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come. In the end, the views of the Committee must prevail--
so far as they do prevail—not because of the number of names
attached, but because they commend themselves to the persons
who may come fo have the power to act. The gain in immediate
appeal is bought too dearly when its price is the sacrifice of
more durable values. It is fortunate that the challenge, voiced
in the statement of the minority, gives to the Report a per-
spective which the document itself lacks.

It is, in fact, in matters of perspective and analysis that the
Report exhibits its most serious shortcomings. Asin a “close-
up,” it is the essential which is likely to be overlooked; so
here it is the all-but-obvious which is barely discernible in the
blarred lines of the picture. The concern of this investigation
is the performance of a great social function, that of keeping
the people in health; this is the beginning and the end of the
problem of medical organization; all else that is considered
here—physicians, nurses, hospitals, clinics, the drug trade, and
the like—are agencies whose value comes from the efficiency
and adequacy with which they contribute to that end.
There is nothing final in any of these agencies; none
of them in its current form is to be taken for granted
in the discussion; the professional services which medicine
has to offer may be made available to the public under
any one of a number of distinctive sets of arrangements.
A sharp distinction between the technology of medicine and °
its organization is essential to adequate analysis. The failure
of the Report to make that distinetion, and its repeated over-
sight of the instrumental character of the agencies which we
employ towards health, obscure the lines of the argument. -

In like manner, the analysis is limited by a failure to place
the problem in its setting. The organization of medicine is not
a thing apart which can be subjected to study in isolation. It
is an aspect of a culture whose arrangements are inseparable
from the general organization of society. The roots of many
of the shortcomings of which the Report complains lie beyond
its frontier; the ways and means for putting medicine in order
must take account of the conditions of life and work among
the people whom it must serve. Nor is the organization of
medicine a thing which is; it was only yesterday a very different
affair; and, whether we assert control or leave it to drift, it
will be something different tomorrow. Its reality can, no more
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than any other institution, be discovered in cross-section; its
ills, no more than any other institution, can be successfully
diagnosed by a static analysis. It is only as we see how it has
come to be that we can appreciate what it is; it is only as we
can direct its growth that we can control its future. The
Report too generally ignores these actualities of social setting
and development.

A single illustration must suffice to show how a genetic
approach serves the end of analysis. The report refers to the
large amount of *“ free service ” given to the indigent as if it
were an isolated phenomenon. The practice goes back to the
time when the doctor, regarding himself as the servant of the
community, gave his services to all inh accordance with their
needs, and collected fees from each of his patients in accordance
with his ability to pay. Thus “charity work” and *the
sliding scale ” came into existence together; they are comple-
mentary aspects of the single institution of the collective provi-
sion of the physician’s income; if the one imposed upon him
an obligation, the other extended to him its correlative right.
Each has, by the course of events, been diverted from its
original purpose. It may well be true that today “ charity
work " imposes upon many physicians an unreasonable amount
vf work for which they are not directly paid; but it is equally
true that physicians share with other men the capacity to
rationalize their own interests, and that in our modern world
the sliding-scale is an instrument easily capable of abuse.
Above all, it is significant that the connection between the two
has been broken, and that the older justifications are no longer
relevant, The current problem lies neither in the excessive
"amount of free work-——which for aught we know might well be
larger—nor in an exorbitant rate of charges—which in eertain
income groups might well be much higher. It lies rather in our
failure to contrive as a substitute for the professional principle
of earlier days, a scheme for paying the physician which is
in accord with the modern conditions under which he has to
work. As with so-called free-service, so with other problems
with which the Report is concerned; an historical account, in
the service of analysis, will yield meaning and significance not
to be found in a static picture.

And, as it is with the instance, so it is with the whole. An
account of how it came into existence will throw the prevail-

14
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ing organization of medicine into clear-cut relief. There can
be no personal responsibility for the many unlikeable features
of medicine revealed in the Report. No individual, no group,
professional or lay, is primarily to blame; for the system—
or lack of system—which we know was never designed nor
even intended. The elements which make it up were not cut to
blueprints nor brought together into a prearranged pattern.
Instead, like any other institution—government, church, busi-
ness, or what not—they grew up quite adventitiously in re-
sponse to the most immediate and the most diverse necessities.
And again, like any other institution, the many parts which
hail from many separate ages have come to be crudely fitted
together with a sprawling organization, An ancient and hon-
orable craft had become & profession; the profession has lived
on into an epoch in which it has had to make its terms with,
to employ pecuniary devices from, and to respond to the incen-
tives of, business. And state enterprise, whether or not we
approve, has already marked out for itself areas in the ancient
domain, In fact, almost every type of control known to society
is to be found somewhere within * the medical order.” Along
each of the seams of this conglomerate pattern a current prob-
lem is to be found. Structure has been defined as arrested
function; and the problem of problems—which it is the essen-
tial task of this Committee to bring into the light—is the ad-
justment of this far-too-rigid and none-too-responsive organ-
ization to the social function whlch medicine must today be
made to perform.

Although each of the services—professional practice, nurs-
ing, hospitals, whatnot—presents to some extent a distinetive
problem, they are alike in exhibiting in greater or lesser de-
gree disorder in structure and diversion from function. It
would be interesting to pass them all in critical review; but a
single case will have to do at least approximate duty for the
whole. An epitome of the order and disorder which is medicine
is to be observed in the plight into which private practice has
been driven by the course of unintended events. In this coun-
try, up until near the turn of the century, the professional out-
look and professional values were dominant. The “ family doc-
tor ” was an institution; his trade was to him a sacred call-
ing; his ideal imposed upon him the duty to serve all and com-
manded charity in judging human frailty. The patient at-
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tached himself to the physician; his loyalty was of a kind with
that given to church or party; the desertion to a fellow practi-
tioner demanded a personal explanation. The physician “ built
up ” a fairly stable practice; he commanded a regular but rather
modest income; he knew rather intimately the circumstances
of his patients, and tempered his none-too-collectable charges
with a studied neglect. In the relations between physician
and patient, accounts were kept and money was passed; but,
even though individuals might often depart from their ideals,
the cireumstances of the times and the ethies of the profession
kept medicine rather free of commereialism.

If there has been a change, the physician is not primarily to
blame, On the contrary, it is a tribute to the profession that
the older idealism has exhibited such persistence in an unfavor-
able environment. The fault-—if fault there be—is that the
profession has now to be practiced in an industrial world
dominated by business. Doctors, like others, must maintain
standards of living, give opportunities to their children, and
provide security for old age. They must have money incomes,
and incomes are {0 be had by securing and holding patients in
rivalry with their fellows. The result is that the pressure from
the system within which they must live and work is slowly
and insidiously, but rather surely, bringing to the physician
a consclousness of his own pecuniary interests, making some-
thing more of a business man out of him, and converting the
thing once called “ private practice” into a system of indi-
vidual business competition., The institution of medical busi-
ness enterprise was never developed within the profession; it
is an importation from the commercial world, at first toler-
‘ated, and then accepted, because there seemed to be no way to
avoid it. Its very character is out of harmony with the spirit
of the profession.

The incidence of competitive medical enterprise falls heavily
upon all the parties concerned. Although “ the personal choice
of a physician ” is an excellent ideal, it does not, under current
conditions, work well in practice. An old maxim, long known
to every student of social philosophy, calls for a restriction of
personal choice when “ the consumer is not a preper judge of
the quality of the ware.” The art of medicine is intricate; the
relation of the treatment of the sick to results obtained can-
not be appraised by a layman; in medicine, almost more cer-



194 MEDICAL CARE FOR THE AMERICAN PEOPLE

tainly than anywhere else, the patient has not the knowledge
requisite for judgment. In almost every city reputable physi-
cians will admit—at least in private--that the competence of
their fellows is not in accord with their respective reputations.
However free the choice seems to be, it has its practical limit
in available knowledge; and that patient usually does best who
seeks advice from a professional. Values are treasured long
after they have begun to depreciate; and the idea of “free
choice ” is much too individualistic to be easily surrendered.
But its worth is to a large extent fictitious: and the expense
and suffering which attends wrong choice and “ shopping
around ” add greatly to the avoidable human costs of medicine.
Nor is the system of individual business enterprise fair fo
the practitioner. It gives him, if he is skillful or lucky, an
opportunity to increase his practice, to extend his services, and
to win a fair competence. It grants him a chance—hardly com-
parable with that of the banker, the business man, or even the
lawyer—of winning an estate. But it forces him to practice
his profession under the arrangements of an alien trade, to
make his services to some extent articles of merchandise, and
to respond so far as his standards permit to the acquisitive
incentives of business. He cannot do his work in a con-
scientious way and have his competence appraised and his
performance rewarded by colleagues who are competent to
judge. Instead income, security, and advancement come -
to him—if they come at all—as the results of the expansion
of a8 business and through the favor of a laity who do not
possess rational standards of judgment. The situation makes
it difficult for a physician to earn a living in a business
community without yielding to its usages; and the stress and
strain to which the code of medical ethics has of late been put
indicates the difficulties by which the practitioner is being
beset. Nor in an industrial community, in which livings are .
insecure, incomes are inadequate, and the doctor is almost the
last to be paid, is the pressure likely to diminish. A great deal
is now being said about “ the rewards of private practice” as -
an urge to “ the display of talents.” But the ease for acquisi-
tion as an incentive rests rather upon assertion than upon -
proof. We cannot know for certain; but I suspect that, aside
from the alleviation of suffering, the strongest impulse which
moves the physician is the professional motive of winning the
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esteem of his fellows. And I am inclined to believe that the ordi-
nary physician is an artist who esteems, far more highly than
the dubious chance at wealth, a regular and an adequate in-
come, the feeling of security, and freedom to devote himself in
an uncompromising way to his calling. The medical profes-
sion has, from time out of mind, disclaimed the acquisitive
motive. If it is to be true to its high calling, the interests of
patients and of physicians alike demand that it be kept out of
business.

Here is the heart of the problem of the organization of
medicine. A profession has, quite by an historical accident
which was not foreseen, fallen into a world of business and is
making the adaptation which seems necessary to survival. It
has all come about so slowly and so much by stealth that the
program of control essential to the maintenance of the integrity
of the traditional ideal could not be formulated. As a result
the older order of * private practice” is being transformed
into a system of competitive enterprise, which no one has con-
sciously willed and which in insidious ways interferes with the
great social task which medicine is to perform. In a pre-indus-
trial era, medicine in the hands of private practitioners was a
S public service.” In the modern industrial world business en-
terprise must be sacrificed, if need be, in order that medicine
may remain—or again become—a public service. The older
ideals must persist, even at the cost of giving up an instrumen-
tality which has proved valuable. This end is paramount; and I
believe it can be attained only by a complete elimination of the
aims and the arrangements for profit-making from the prac-
tice of the art. This brief statement allows little in the way of
detail, but a mere outline may give something of a concrete
picture of what an adequate medical service must be.

It must, it is hardly necessary to say, comprehend the whole
‘population. A division of labor on a continental scale has
bound the fortunes of each of us with the operation of an
intricate industrial system and has made us inseparably
‘“ members one of another.” This interdependence has made
the maintenance of the * common health ” a public necessity
as well as a social duty. If we are to make the most of our
human resources, for work and for life, it is necessary that our
facilities for health shall be just as available for all who need
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them as are the schools and the churches., Nor should the
matter of a membership in a health service be left to the free
choice of the individual. The “ reasonable man * of our ances-
tors, who was prudent and provident and would always seek his
own best advantage, now lives only as a fiction. To the myth I
should make the concession of a semblance of a choice to mask
the fact of compulsion. The matter has some importance; busi-
ness succeeds rather better than the state in imposing its re-
straints upon individuals, because its imperatives are disguised
as choices. But in essence the opportunity must be compulsory;
for men have little capacity to organize in advance the condi-
tions under which they live together; yet, once a new system
i established, they easily accommodate their activities to it.

So, it seems to me, that the scheme called compulsory health
insurance is the very minimum which this Committee should
have recommended. Its irregular incidence, and the practical
difficulties in the way of budgeting, make necessary some type
of collective provision against sickness. Furthermore, we have
not as yet found a way to assure to all workers a minimum
wage or to abolish insecurity from the economic order; and,
so long as income is fitful and uncertain, it cannot provide an
adequate basis for the financial maintenance of medical ser-
vices. Besides, for a long time to'come we are to have with us,
groups whose meager incomes will permit no contribution to
a fund for the maintenance of health. In this scheme I should
be disposed to attempt to accommodate the venerable principle
of medicine, “ to each according to his needs, from each ac-
cording to his ability to pay,” to modern conditions. The ser-
vice should be available to all, either without charge, or upon
the payment of a small fee designed to prevent frivolous use.
All members should pay an annual ¢harge towards the support
of the service. A person belonging to the lower income group
would pay only a nominal amount; a person with a moderate
income would be assessed at a rate which would make the
venture self-supporting; persons in the higher income groups
should be taxed at graduated rates in accordance with the
traditional principle of the sliding scale. The whole would
represent an accommodation of the traditional system of
medical payment to the conditions of the modern world in
which we live.
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As is recommended in the Report, all services would be dis-
pensed from & medical center. The private practice of an
isolated physician is one thing; the practice of an individual,
whose work is supplemented by specialists, and who has access
to laboratories and hoaspitals, is quite another. The medical
group has come to stay, whether we like it or not; the current
questions of importance relate to its service, its control, and the
rate of its extension. A rural area, or a small town with the sur-
rounding country, should have a single center; a larger city
might have a number. Each should be organized as a corpora-
tion; the board of trustees, which legally is to have formal
authority, should be composed of laymen, no one of whom has
any pecuniary interest in the venture. The professional staff,
composed of physicians and surgeons, should have complete
control over all the medical services of the center. All appoint-
ments should be made by the board of trustees upon recom-
mendation of the staff. All officers and officials should be paid
by salary; and all promotions should be based upon attested
medical competence. The staff should consist of one or more
general practitioners, the specialists for whose services there
is & full and regular demand, and subordinate functionaries.
Diagnosis and a regimen of treatmentlie at the heart of medical
service; the key-position, therefore, should—as is recommended
in the Report of the majority—be accorded to the general
practitioner, who should be a man of broad trairing and wide
experience. The specialist should take his proper place as an
auxiliary; and the mere technician should be accorded only the
subordinate place for which his limited competence and de-
tailed task fits him. The smaller centers must, of course, depend
upon the larger ones nearby for the unusual or auxiliary
gervices which it is not expedient for them to attempt to
offer. The scheme of organization should parallel the type
currently in vogue in the universities. The corporation should
have power to set aside reserves, establish pension funds, and
take other financial precautions. But it should not pay out
dividends or engage in any form of profit-making. In its larger
outlines this scheme of organization is not a novelty; it is
adapted to a profession engaged in a public service; its value
has been attested by its employment in education.

The problem of the larger control invites no categorical
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answer. In any such scheme the authority of the state must
be invoked to make membership compulsory and to insure the
collection of personal assessment. If a graduafed assessment
is imposed upon higher income, the power of taxation may
have to be used as a necessary means. The state, too, may have
to be employed to divert income from financially able centers
to poorer ones whose existence depends upon a subsidy. But,
if it can be dogk, it is to be hoped that the concern of the state
in the venture can be limited to a use of its power of compul-
sion in financial matters. A way, maybe a number of alterna-
tive ways, can be contrived, to allow the community, acting
independently of the government, to manage its own medical
center. A scheme, for instance, might easily be devised by
which the supporting members might elect the board of
trustees. But even if the venture goes forward under the aus-
pices of the state, the separate corporation with its distinct con-
trol, insures semi-independence. And, if it is eventually found
necessary to give to the government a larger authority, the
outcome need not be viewed with alarm. A public body
charged with important tasks is likely to be more closely
watched than one to whom only trifling matters are entrusted.
Besides, the state has not had a good press agent, and, now
that we have experienced depression, we talk much less glibly
than once we did about the efficiency with which business
manages the social tasks which have been entrusted to its
charge. . - '

It is not for me to dogmatise about ways and means through
which all this is to be brought to pass. In the scheme as out-
lined there is the largest place for local autonomy and local
control. We must build upon the resources in personnel, in
buildings and equipment, and in-prevailing sentiment and
opinion which already we possess. Qur American communities
differ ;materially one from another; and, within the flexible
confines of this scheme, there is rcom for a large number of
very distinctive sets of arrangements. Current projects which
might easily be accommodated to the form, present a wide
variety. Besides, the technology of medicine may be well
developed; but the art of its organization is still in its infancy.
We need to experiment, to find out new devices and procedures,
and to combine them in organizations which may be vastly
superior to anything which as yet we have tried.



PERSONAL STATEMENTS 199

It will be argued that all of this suggests an eventual and
not an immediate objective; that it can be brought about, not
by giving effect to recommendations, but only by the realiza-
tion of a program. All of this is quite true; the medical center
cannot be made adequately to perform its function until there
has grown¥p about ifs mechanical structure a cluster of usages,
established in the habits of its staff and the public which it
serves, which will make it a living institution# But it does not
follow that its compulsory establishment by the state should
be deferred. It sounds reasonable to insist upon the establish-
ment of the necessary customs and habits in advance, and so
gradually to approach the objective. But, as matters go, the
preliminary movements are likely to be lost in the course of
events long before they have established a foundation for larger
things. The more practical course would seem to be to set up
the system and allow the usages essential to its success to grow
up about it. The initial cost in malperformance and readjust-
ment would be a small price to pay for a system of medical care
adjusted by trial and error to the function it was called on to
perform. After all, the catastrophic course of events hurries
boldly on; it is only man who follows diffidently with his timid
controls. )

As the Report phrases it, the adventitious system upon which
we depend for the maintenance of health is a * challenge to the
future.” Whether we allow the prevailing system to go its un-
directed way, or whether we attempt to impose order and pur-
pose upon it, we must take a chance. But “ all life is a chance ”
and from the hazards which attend any institution contrived
for the performance of & social function there is no escape. The
evidence presented in the many published studies of the Com-
mittee made it evident that an attempt to patch up a system is
not & promising venture. The disorder and the diversion from
purpose which characterize it make the current orgapization
of medicine an insecure foundation on which to build an ade-
quate and an enduring service. A resort to palliatives in an
cffort to make it work can only lead to a continuance of the
present appalling waste in human resources. The turbulent
stream of change which hurries us towards an unknown
future is not going to be stayed while we cautiously tinker and
solemnly debate the next step. The plain truth is that, rich
as the country is in potential wealth, the haphazard system of
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private medical enterprise is a luxury we cannot afford. In a
society in which the lives and fortunes of all are mutually inter-
dependent, the maintenance of the physical welfare of the
people must be a public function. We must consider ways and
means; we must take careful thought, and planning must pre-
cede action. It is only a venture which promises the conserva-
tion of “ the common health ” which is worthy of the values
which are the stakes. If we are to have what may be ours, we
must be wise and bold.
‘WaALTON H. HAMILTON.
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STATEMENT
BY
EDGAR SYDENSTRICKER

As a member of the Committee, I regret that I cannot see
my way clear to sign the final report of the Committee for the
reason that the recommendations do not, in my opinion, deal
adequately with the fundamental economic question which the
Committee was formed primarily to study and consider.

EDGAR SYDENSTRICKER,
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hospitals, 53

See also Organization
Cornell Clinje, 85
Corporate practice of medicine; Sce

Contract practice
Costs of medical service:

adequate medical care, 31

snnual, 17, 195

average, l‘l 20(T)

chxropractors, i5

community medical centers, 133

compared with charges, 17(note)

compared with other expendi-
tures, 13, 117(F)

dentists, 14(T), 15(F), 40(F)

distribution, 2, 16-19, 40(F), 48

drugs, 14(T), 15(F), 28-29

Endicott Johnson, 31

eye care, 40(F)

Costs of medical service—(Cont’'d.)
“ fajth healers,” 15
family, v, 16-19, 40(F)
fee-for-service, 12
flat-rate, 84
Fort Benning, 31
Frontier Nurging Service, 87
glasses, 14(T)
graduate nurses, 14(T)
health insurance, 31, 133
Homestake Mining Company, 31
hosgpitalization, 15(F), 19, 132
increased, 13
individual, 13, 32, 67
installment payments for, 19, 32
laboratories, 14(T)
* medical dollar " 15(F)
medicines and public  health,

111(F)
“middle-rate” plans, 83-84, 113
national, 2, 13, 14(T), 52
naturopaths, 15
nurses, 15(F), 88(note)
organized services, 14(T), 31, 32
orthopedic supplies, 14(T)
osteopaths, 15
“ patent medicines,” 15
physicians, 14(T), 15(F), 22-24
practical nurses, 14(T)
public health, 13, 14T}, 15(F),
118-119

Roancke Rap:d.s 31, 81
Ross-Leoos clinie, 31, 94

. Saskatchewan pIan. %0
“ gliding seale,” 9, 23, 191
gpecialists, 44
Stanacola, 81
total, 2, 13-16
umversuty medical services, 31 g2
variation, 9, 20(T), 21, 105
See also Insurance
See also Wastes

~ Costs; Sce Education

Council on Medical Edueation and
Hospitals, 85

Councils; See Coordination

County medical society clinics; See
Clinijcs

Cult practitioners; See Practitioners

Death rates; See Mortality
Defects, physical; See Morbidity
Dental care:
amount received, 7, 8(T), 9, 11,
21{F)
amount required, v, 11
expenditure for, 14(T), 40(F)
orga%zed medical services, 31-32,
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Dental care.—~(Cont’d.)
ratio to family income, §(F), 7, 11
studies by Committee on Dental
Practice, 11
Dental hygienists, 112-113(note)
Dentists:
capital investment, 27
community medical center, 61
distribution, & '
education, 140-141
“frece work,” 9
group practice, 76, 85, 113, 185
idle time, 11
incomes, 22, 48(F)
number, 4(’i‘), 5
school, 80
See also Dental care
Dependenta:
industrial medical services, 83, 110-
111, 127
university medical services, 112
community medical centers, 133
Diagnostic clinica; See Clinica
Director of Study, vi
Disease; Sea Morbidity
Distribution:
income, 16
medical coata, 15(F), 18(F)
medieal fucilities, 3-5, 33
population, 104-106
practitioners, geographical, 5, 33
Drug stores, number in United
.« States, 4
Drugs:
complaint, 28
control, 1368-137
costs, 14(T)
Federal regulationa‘ 28
" patent medicines,” 15, 29
prescriplions, 28, 20
provision, 28-28
stores, 4
.. See also Pharmacists

Economie status of medicine, 3
Economics, bureau of medical, 148
Education:

administratora, 143

nmu:;uanca of high-grade students,

dentists, 140-141
dental hygienists, 112-113(note)
ﬁmdunta 33, 45, 63, 140

ealth education, 43, 60
health officers, 13, 36, 139
nurses, 26, 141-143
pharmnoists, 141
physiciens, 28, 138-140
postgraduate, 33, 45, 140

15

Eduecation.—(Cont'd.)
preventive medicine, 12, 138
publie, 30-31
recommendation, 137-144
speciali 139
Endicott Johnson service, 31, 82(F),

80
Endowment; See Capital invest-
ment, hospitals
Equipment, professional; See Capital
investment
Examination:
diagnostic, 78, 84, 89
healtéla, number, 8(T), 12, 21(F),
Executive Committee; See Commit-
tee on the Costs of Medical
Care
Expenditures: See Costa of medical

care
Experiments, 74-101, 108, 176
Eye care, v, 40(F)

See also Refractions

Facilities:
availability, 4, 107(F)
distribution, 3-5
duplication, 34
educational, 33
rural expenditures, 33
Ses also Organieation
« Faith healers,” expenditurea for, 15
Family income; See Income
Family physician: See Phyusician,
Personal relation .
Federal aid; See Government aid,
Taxation ' .
“ Fee-splitting,” Sees Income, physi-
cians .
Five-Year Program; See Committee
on the Costs of Medical Care,
formation
" Flat-rate " charges; See Costs
Foundations; See Committee on the
Coats of Medical Care
“TFree choice” of physician, 63
{note), 75, 99, 110, 115, 157,
158, 180, 192
See glso Organization
“ Free work
dentists, 9
hospitals, 9, 26, 42
physicians, 9, 23, 42, 74, 172, 191
Frontier Nursing Service, 87

Leodetic survey, 170
General Committee; Ses Commit-
ge on the Costs of Medical
are
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Glasses:
costs, 14(T)
See also Eye care
Government aid:
health insurance plans, 121
rural areas, 53, 69, 91, 122, 132
state and Federal, 122, 132
See also ce, Taxation
Government, control :
See also Insurance, Orgavization,
Taxation
Government responsibility for medi-
cal care, 88(note)
Government supervision of drugs
and medicines, 137
Graduate education; See Edueation
* Grievance Board, o 179, 181
Gross income; See Income
Group clxmcs, See Clinjcs
Group payment, 20
See also Organization
Group practice; See Organized ser-
vices

Health councils; See Coordination

Health department See Publie
health

Health education; See Education

Hea.lt.hmexammat.lons See Examina-
ons

Health insurance; See Insurance

ngh-c;sst 1llnessea insurance for,

HSee also Inhsiurance
omestake Mining Com 3t,
77(F) pan
Hospitalization:
cases per year, 8{T), 19
costs, 19, 132
days per year, 8(T)

govegrgment provision, 82(F), 89,

insurance, 75, 91 02 .
ratio of days family income,
8(T)

surgical cases, 8(T)
volume according to size of com-
munity, 21(F)

value in organized services, 77

voluntary provision, 82(F)
See also Hospitals

Hospitals:

A mlstrators, 61, 77, 161

associations, 93, 157

avalla.blhty, , 107(F)

beds:
distribution, 4, 5, 27
occupancy rates, 26, 34, 171
type of service, 5(T)

eapacity, 4

Hospitals.—(Cont'd.)
capital investment, 27(F), 52
construction, 14(T)
continuity of medical care, 30
coordination of services in, 65
councils, 93
financial crisis, 26
“free work,” 9, 26, 42
geographical coordination, 53
gover;lament aid, 52, 89-90, 91, 97,

1

governmental, increase in occu-
pancy, 26, 171

Erowing use, 29

maccessibility, 65, 107(F)

insurance, 91-92, 123, 132-133

lay personnel, 4(T)

“ middle-rate plans,” 83-84, 113

number in United States, 4, 5(T)

opemtmgcost.s 14(T), 52

organized service, 47, 61, 110

out-patient de artment.s number
in United States, 4

phym;:mns’sofﬁee space, 47, 65, 85,
110,

poetgmduate education, 140

“ gliding scale,” 26

staff organization, 30

training schools, 26

type of control, 5

See also Hospitalization

Housekeeper service ; See Nurses

“Idesl,” medical service, 58-71
Tliness:

ess:
costs, 17(T}, 40(F}

neglected v,42 146

reduced, 32

See also Hospitalization, Morbid-

Immumzatmns
children, 12
number, 8(T), 21({F)
Inadequate care, v, 5-12, 32, 42, 146
Incidence of disease; See Morbidity
Incomes:
dentists, 22, 49(F)
family, 7, 9, 10, 15, 16, 23(F), 32,
186, 196
Frontier Nursing Service, 87
institutional, 22-26
natlonal uses for, 14, 108
Negro, 10
nurses, 68(F)
physicians, 7(note), 22, 24, 33,
46(F)

“ fee-sphttmg, 24
professional, 22-
specialists, 22
variation under insurance system,
100, 133-134
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Indigenta:
community responsibility, 42
county medical society care for,
74, 75, 187
tax support, 562, 123, 172
Bes also Physicians
Industrial medieal service, §1-52, 80-
83, 110-112, 165-1568, 185
Installment payments; Ses Costs,
Insurance
Institutional incomes, 22-28
Insurance, 48-49
com;la;;lies, 50-51, 80, 86, 95, 158,

complete coverage, 21
compuluo?v; 8ece Insurance, re-
quire

definition, 48

effect on costs, 20

European systems, 70, 98-101

“free choice” of physician, 99

government aid, 121

health, etate supervieion, 89

hospital, 81, 92, 132-133

nursing, 83, 142(note)

required, 98, 121-129, 130, 132, 168,
185, 166, 197

volume, 98, 124-130, 168, 185-188

voluntary, 69, 79-83, 81-98, 121, 123,
124-130, 163-167, 185-186

wage lou,, 49-51

workmen's coa})ensation, 51-62

Ses also Capital investments

Sse also Cash benefita

Sea alro Costa

Seea olso Payment

See also Taxation

Joziak' Macy, Jr. Foundation, vii
Julius Rosenwald Fund, viii

Kach, v

Laborataries, number, 4
ratory service:
costs bior sfenricea,hli(T) 8(T)
number of cases having,
Lack of medical cate; See Inade-
quate care, Medical servicea
Lay control; See Organisation
adership, need for, 135, 147, 140
ones, eatimate of cost of ade-
quate medical care, 81
Leland, R. G, 157
Lister, v
Loan companies, 85
“Lodge pract.ieeef" 125

Malingering, 50
“ Matched funds,” 91
Maternal hygiene:
community medicine centers, 60
family income, 7
Frontier Nursing Service, 87
postnatal visits, 8(T)
prenatal visits, B(T)
public health department, 43
puerperal conditions among Ne-
groes, 10
Ses also Nurses, midwives
Medical benefit corporations, 95, 96
See also Industrial medical ser-

vices
* Medical dollar,” 15(F)
Medical practitioners; See Practi-
tioners
Medical services:
adequacy, 2, 5-12
availability, v, 5, 107(F)
complexity, 25(F
continuity, 30
criteria of adequacy, 9, 38-44
health examinations, 8(T), 12,
21(F), 60
inferior, 156
overtreatment, 7
value of organized, 77(F)
volume according to size of popu-
lation, 21(F)
See also éosts_ of medical services
Sea aleo Facilities
See also Hospitalisation
See also Immunigation
Ses also Incomes, family
See also Maternity hygiene
See also Practitioners
Ses alro Standards, professional
“ Medical stations,” 64-65
Medicine, definition, 2(note)
Medicine ; See drugs
Medicing and the State, 100
Medico-dental programs, 140(note)
Mental hygiene, 8-10, 52, 60, 88
Metropolitan Life Insurance Com-

pany, vi
“Middle-rate” hosli:ta.l service, 83-84
See also Hospital
Midwives; See Nurses
Milbank Memorial Fund, vii
Milwaukee Medical Bociety, 75, 187
Minority reports, ix
Minority reporta;
Dr. Christie ot af,, 151-183
Walton H. Hamilton, 188-200
Dr. Phillips and Dr. Rudolph, 184

188
Edgar Sydenstricker, 201
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Morbidity ;
bronchitis, Negro, 10
bubonic plague, v
chronic diseases, tax support, 88-
89, 124, 176-177
cancer, v, 88
cardiac disease, Negro, 10
cerebral hemorrhage, Negro, 10
common colds, v
communicable disesses, control, v,

43
See also Public health
hookworm disease, v
mcidl%%ce of illness, 7{note), 10,

influenza, Negro, 10
malaria, Negro, 10
mental disease, v, 9-10, 52, 60, 83
nephritis, Negro, 10
orthopedic cases, 88
pellagra, v, 10
physieal defects, v
pneumonia, Negre, 10
rtheumatism, v
small-pox control, v, 43
southern, v
tonsils, diseased, v
tuberculosis, 10, 43, 52, 60, 88, 93
typhoid fever control, v, 10
venereal disease, v, 10, 43, 60, 88
whites compared with Negrces, 10
whooping cough, Negro, 10
yellow fever, v
See also Maternity hygiene
See also Mortality
Mortality:
cancer, v, 148(F)
children, v, 148(F)
diabetes, v
heart, v
maternal, 87
Negro, 10
rise in rates, v, 150
tuberculosis, v, 143(F)
war, 148(F)
See also Morbidity
“ Municipal doctor,” 90
Mutual benefit societies, 93-96

National Bureau of Economic Re-
search, viii
National Tuberculosis Association,
viil
Naturopaths, expenditures, 4(T), 15
Navy, 52, 170 .
Needs of people:
medical care, 32-34
public health services, 32, 33
Sece also Facilities, Inadequate
care

Negroes:
health problems, 10
incomes, 10
living conditions of, 10
morbidity, 10
mortality, 10
Net income; See Income
New Bedford, hospital insurance, 92
Newsholme, Sir Arthur, 100, 118
New York Foundation, vii
Nursing attendants; See Nurses
Nurses:
attendants, 60, 88, 112, 143
charges, 88(note)
education, 26, 141-143
graduates, charges, 14(T)
housekeepers, 60, 112
incomes, 68(F)
nurse-midwives, 4(T), 33, 65(note),
88, 101, 112, 143
number, 4(T), 58(note)
practicel, costs for services, 14(T)
public health, 4(T), 63(F), 86-87
school, 89
unemployment, 2§, 58(note)
Nursing:
Brattleboro plan, 92, 142(note}
Frontier Nursing Service, 87
hourly, part-time, 114
New Bedford plan, 92
organization of, 113
special, 8(T)
Nursing councils, 93
‘Ses also Coordination

Office space in hospitals, 47, B5-86,
. 110, 113 .
Office. visits, organized services,

TI(F)

Old-age pensions, 35
Optometrists, control, 4(T), 33

‘Organization, 29-31, 108-118, 153-163

clinic and hospital staff, 30
compared with education, 30-31
control, 45, 47, 129

costs, 31-32, T7(F)

economic security, 116, 161
economies, 32, 45, 78, 77(F)
European plans, 96-101

group payment, 120-134
illness, reduction by, 32
illnesses, recorded under, 100
ineffective, 30

initiative for, 58

lay control, 47-48
maintenance of quality, 115-116
need for, 44

national societies, 29
non-profit character, 47-48, 197
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Organization~—(Cont'd.)
physicinna, 45, 46, 160-161
preventive measures; Ses Preven-
tive services
recommendation for, 109
responsibility for patient, 47
regional basia, 44

Payment.—{Cont'd.}
See also Costs of medical care
See also Incomes
8ee also Insurance
See also Organized services
See also Taxation
Periodic payment; See Payment
standards, 46-48, 125 Personal relation, 29, 38, 39, 63, 79,
Bes also Competition 80, 109, 115, 125, 133, 155, 158,
See glso Coste of medical care 169, 180
See glso Dependents See also Physicians
Bee also * Free choice ” Personnel in medical practice
Ses also Hospitals number, 4(T)
8ee also Insurance subsidiary, use of, 112-114, 1568-159
Ses also Office space in hospitals See also Practitioners
Organized services: Pharmacies; See Drug stores
costs, 14(T), 31, 77{F) Pharmacist.s. 4(T), 28, 61, 137(note)
“ jdenl " outhned 5871 See also Drugs
“ organized group,” defined, 109 See also Education
See also Clinies Physical defects, v
See alao Community medical cen- See also Examination

ters See also Morbidity
Ses alao Industrial medical ser-

Physicians:
Bae alao Medical benefit corpora-
tions
See also Nursing
Sea also Organization
Bee also University medical ser-

calls‘: ratjo to family income, 6(F),

charges compared with collections,
17(note}, 23
costs of services, 14(T)

economic mcent.we to prolong ill-
vicea ness
See also Workmen's compensa- family phymcmn,m 48, 109(note),
tion 161, 173-176
Orthopedio supplies, costs, 14(T) “ free work,” 9, 23, 42, 74, 172, 191
Oat.eopnt.hs. expenditures for, 4(T), general practitioner, See Family

physician
Out-pst:ent department; See Hos-

geographical distribution, 33
" Overﬁead " 22, 34, 78, 109, 116, 160

hospital staffs, 65
idle time, 34
Overtreatment.. '

incomes, 7(note), 23, 24, 33, 46(F)
incompetent, 33

Pasteur, v “ municipal doctor,” 80

" Patent medicines”; Ses Drugs pumber, 4(T), 65

Patienta: offices in hogpitals, 47, 665, 85, 86,
selection of practitioners, 38 110, 113

See also Clinica ratio to population, §
remuneration for care of indigents,
75, 91, 114, 123, 163, 178-181
See alse Organised services remunerahon in insurance system,
Ses also Physicians, Personal rela- 100, 133-134
tion sularied..l25
Payment, 120-134 salaried in Europe, 97, 99
ability to pay, 3, 68 salaried, rural, 80, 121
roup, Im(nom) 142, 163-168, 184 Saskatchewan plan, 90, 121

Ses alto “ Free choice ”
See also Incomes, fami

oan oompnmas. 95 achool 89 .
practitioners and agencies, 38, 43, < services, volume according

63 populatmn distribution, 21(F)
source, 44 specmlmts. 5, 29, 114-115, 197
terms necessary, 38 workmen's compensataon. 80

variation in method, 67-71 See aiso Capital investment
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Physicians.—(Cont’d.)

See also Education

See also Incomes

See also Organized services

8ee also “ Overbead ”
Populaltggn, distribution, 21(F), 104-

Postgraduate education; See Edu-
cation
Poatnatal care; See Maternal hy-

giene
Practitioners, 33
cult
8ee Chiropractora
See “ Faith healers”
See Naturopaths
See Osteopaths
See Religious healers
distribution, 5
number in United States, 2
See also Administrators
See also Dentists
See also “ Free choice ”
See also Incomes
See also Nurse-midwives
See also Nurses
See also Physiciana
See also Technicians
Prenatal care; See Maternity hy-
giene
Prescriptions; See Drugs
Preventive services, 12, 42, 138-139
dentists, 140
European, 99
expenditures, 40(F)
family income, 7
morbidity rates, 12(note)
need, 146
organized services, 42, 60
physicians, 38, 138
present status, 12
Saskatchewan plan, 90
Private practitioners; See Physi-
cians
Professional incomes; See Incomes
Professional societiea:
American Associstion of Dental
Schools, 140
American Dental Association, viii,
11, 69, 163
American Medical Association, vi,
viii, 30, 85, 116, 133, 156
American Public Health Associa-
tion, 119
British Medical Association, 98,
118, 187
Bureﬁls:,s of medical economica,
influence, 30

Profeasional eocieties.—{Cont’d.)
insurance plans, 75-76, 179-181
medical society of California, 187
membership, 30 :
standards for group practice, 54-55,

134, 187

Professional standards: See Stand-

ards, professional

Profit, 4748, 197

Public education; See Education

Public health, 12-13, 32-33, 58-89,

118-120

activities of, 43
cost, 13, 14(T), 43, 111(F)
departments ;

“free work,” 9

full-time personnel, 4

New York, 91
government responsibility, 66
lay personnel, 4(T)
nursing, 4(T), 68(F), 86-87
officers, 43, 139
present status, 12-13
program defined, 38(note)
See also Education

Quality; See Standards

Recommendations:

Committee, xvi, 104-144
1 organization, 108-118
2 public health service, 118-120
3 group payment, 120-134
4 coordination, 134-137
5 education, 137-144

principal minority group, 168-181
1 go;f;{nment participation, 170-

Z care of indigent, 171-172

3 coordination, 172-173

4 general practitioner, 173-175

5 corporate practice of medi-

cine, 175-176 .

§ experimentation, 176-179

7 medical society plans, 179-181
other minority groups, 184188,

195-199

minority disagreements with, 162,
153-167
flexibility, 148
philosophy of, 104-108
Refractions or glasses, number, 8(T)
Refractions, volume according to
population distribution, 21(F)
Religious healers, number 4(T), 15
Reports;
Committee’s factual, vii-viii
Responsibility for present situaiion,
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Roanoke Rapids, 31, 78(note), 83
See also Industrial medical ser-
vicens
Rockefeller Foundation, wiil
Rosms-Loos Medical Group, 31, 04
See also Industrial medical services
Rural areas, 12
community medical center, 197
coordinating agencies, 54
county medical society, 74-75, 197
financial status, 10, 33
govelrgzment aid, 53, 54, 69, 81, 122,

“idesl” organisation, 84-85

indigent, 74-75

medical service, 12, 132

nurse-midwives, 88, 112

practitioners, li 22, 33, 121

gublm health, 4, 13, 32-33, 118

nskatchewan pinn. 90, 121

Russell Bage Foundation, viii

Salaried physicians; See Physicians
Saskatchewan plan, 90, 121, 132
Becondary practitioners, 8(T), 14(T)
Bickness insurance; Sea Insurance
Simons, A. M,, 989, 166
Binai, Nathan, 99, 166
“ Sliding scale, 9, 26, 178, 101
Bocial changes, effect upon medical
.  mervice, 34-35
Soclal insurance; Ses Insurance
8qcial medicine, 139
Bocial Science Research Council, viii
Bocinl service, 80
Bocicties; Ses Professional societies
Solicitation of patients, 180
Speci_alilam, 139-140, 153
Specinlists, 10, 153, 159
Sees* also Dentists
See aleo Physicians
Specialties, 29, 115
See also Specialiam
Stanncola Employees Medieal and
Hosﬁtal Assocjation, 81
Soe also Industrial medical services
Standurds, professional, 133-134
control, 83, 39, 54, 00, 122
maintenance, 115-118, 184
organised services, 46-48, 115, 118
required insurance, 132(note)
unsatisfactory, 9, 11
State aid, for local medical service,
080
See also Government aid
See alyo Taxation
" State medicine,” 532, 118
State supervision, finances, 134
Studies needed, viii

Taxation, 52-63
community medical center, 197
distributing cost by, 48
Feder_;l aid for certain sections, 53,

6

health insurance, 121

hospitals, 52, 80, 97, 123, 133

indigents, 123

public health, 91

recommended, 120

rural areas, 54, 69, 00

Saskatchewan plan, 90, 121-122, 132

Bee also Government aid

See also Insurance

See aleo Organization
Technicians, 44, 112, 159
Teeth; See Dental care

Time:

dentists, 11

organized services, 32

physicians, 34 .
Training; See Education
Twentieth Century Fund, viii

United States Public Health Service,
viii
University medical service, 92-83, 112
California, 31, 92-93
See also Clintes

Vermont Commission on Country
Life, viii

Veter 52, 170-171

Visiting ]:ousekeepera; See Nurses

Volume of medical care; See Medi-
cal services, Inadequate care

Wage deductions, workmen's eom-
penmation, 80, §2
Wage loss, 48-50, 120
Ssa also Insurance
Wastea:
coordivation, lack of, 108, 172
cult practitioners, 15, 33
overnment services, 90, 171
ﬁospital occupancy, 26, 34, 53
human life, 150
idle time of practitioners, 11, 34
“ overbead,” 33, 160
“ patent medicines,” 15
White House Conference, 12
White mog. p:horﬁality n{a&u oom-
pared wi egroes,
Workmen's compensation, 51, 78-80,
1

58
See also Insurance

X-ray:
:;yﬁber of cases having, 8(T)
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