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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 vic
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 suliject 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!, 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 Jist. . 

The Committee, for most of the five-year period, has con
sisted of 50 members representin~r 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
tions. 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, imd 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 staff 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 five year period, 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 
aild agencies interested and of the general public. The Com
mittee has published not only complete reports of its studies, 
which are of special interest to those professionally engaged 
in the general fields of medicine, but it has issued also a series 
of abstracts, 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 States 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 finishin!!' 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, Iieed 
further attention. Studies Qn 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 eiistence 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 luued prior to the publication or thll report, the balanl.'l!l 
are tcbeduled for publication before January t. lOSS. Publication No. 1, The Fl•e-Year Pro· 
rram, II not counted u a &tud;y. 
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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 has labored 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-ftnding 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 
a unanimous agreement on a series of recommendations. When 
the Committee was organized, an effort was deliberately made 
to secure as members persons representing all points of view 
on the problema 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 indPx of a 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 tbe 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 this report in full, the fol
lowing description of its contents may guide you 
to the chapters which interest you most: 

Chapter I outlines the present situation and 
states the nature of the problem. In very brief 
compass, it gives the highlights from the Com
mittee' s twenty-Biz fact-finding studies. 

Chapter II enunciates the essential elements of 
a 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 disadvantages of each of them are briefly 
summarized. 

Chapter V gives the Committee's sp·ecific recom
mendations. There are fiye broad recommendo-
tions and under each of these are listed specific 
measures for putting it into effect. Some of the 
specific measures are less ·general in applica- · 
tion than others. A thorough understanding of 
them requires some familiarity with Chapters II, 
III and IV. · . 

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 
members 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 organised groups of 
physicians, dentists, nurses, pharmacists, and other associated per
sonnel. Sueb 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 a personal relation 
between patient and physician. 

n 
The Committee recommends the extension of all basic public 

health aervices--whether provided by governmental or non-govem
mentsl agencie........, 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 
hea.lth officers and membera of their ataffs whose tenure is dependent 
only upon professional and administra.tive competence. 

m 
The Committee recommends that the costs of medica.l care be 

placed on a group payment basis, through the use of insurance, 
through the use of tsxation, 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, i.e., compensation for wage-loss due to illness, 
if and when provided, should be separate and distinct from medica.l 
services. · 

IV 
The Committee recommends that the study, eva.luation, 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 professiona.l education: (A~ That the training of physicians give 
increasing emphasis to the teaebing of hea.lth and the prevention 
of disease; that more effective efforts be made to provide trained 
health officers; that the social aspects of medica.l practice be given 
greater attention; that specialties be restricted to those specially 
qua.lified; and that postgraduate educationa.l opportunities be in
creased; (B) that denta.l students be given a broader educational 
background; (C) that pharmaceutica.l 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.qua.lified registered nurses; (E) that less 
thoroughly trained but competent nursing aides and attendants be 
provided; (F) that adequate training for nUl'l!O-midwives be pro
vided; and (G) that opportunities be offered for the systematic 
training of hospital and clinic administrators. 

:r:vi 
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CHAPTER I 

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 notre-' 
ceive service which is adequate either 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 Jiving, 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 o,f 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 hig 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 basis of mutual 
understanding, respect, and confidence. 

• The word "medicine" is uaed. tn tbil report (BB dcHned In Webster's dJcttonary) to mean 
" the acience and art dealing with the prevention and cure or alleviation of disease." It there
fore includee the private practice of physielana, denttat.a, nuncs, and other lndhiduals, Rnd 
the work of all types of medical and publtc hftlth agencies. " Medical facUitiea •• and atmtlar 
term• have the same comprehensive meaning. 

2 



PRESENT STATUS 3 

As 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 Statne of Mediclne.-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 economic 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 Dlatrlhution of Medical Facilltiea.-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 

• J'ur a IUIDIDU'lallJI' ltabiDeDt. &Dd ·~ of tbli factul data hiUltlnc froiD. tbe Oolll
llliU .. 'I atudt-.. the ,_der II "r.rnd to Publlc.tlaa If, • The Oolta of Medlctl Olft-'!'be 
Sooaoaalo ...,.._ ot th• Pftnntlaa ud C.n ol llla- •• wblcb conatltut• a 18Dpudcia w.l· 
~ to U.lll r.port. It II aaii.S berw.tt.r " 8namai'J' Vol~ • ud 11 quoted u:t.aalftl7 
wtthoat f'llrthw 8('kD0111'I.._mL A hill lt.t of tbe Oom.IDitt• .. publlcatleal 11 ct.. at tbe 
md ol .... pr..t nporL 
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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* 

Medical 
Personnel Private Institutions 

Practice or Sale of 
Commodities 

Physicians .................................. 121,000 21,000 
Dentiata •••••.•....•.•........•..•••.•••.•.. 56,800 5,600 
Graduate nurses •••.•...............•........ 118,000 77,000 
Student nuraeo ............................... . ...... 80,000 
Public health and industrial nurses .......•..... 18,800 
Practical nuraee .............................. 150,000 ....... 
Midwives ................................... 47,000 ....... 
Chiropodieta ................................. 4,900 ....... 
Optometrista ................................ 20,200 ....... 
Osteopaths ...••.•.•....•..........•....•.•.. 7,700 0. 0 •••• 

Chiropractors ................................ 16,000 ....... 
Naturopaths .••......•...............•.•.... 2,600 • 0 ••••• 

Religious healers ...........................•. 10,000 ....... 
Pharmacist& ...................... : .......... 0 •• •••• 132,000 
Lay personnel in hospitals, clinics and public 

196,ood health agencies .•....•.•.••...•....•.•..... . ...... 

Gra.nd total ..........•....•.•.•. .' ....•.. 
554,100 530,400 
....... 1,084,500 

• W1th a few uunor n:ceptiona. the data are denved for the year 1929. Thoee 1tem.J which are 
cumulated from reoorde for other yeani (1928, 1930, 1931) do not ahange the total~ or the pro
po.rtiollJ in any eubetantial degree. · 

tiona. Nearly 8,000 clinics and aut-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 154 persons, while South 

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

Control 
Claae of Hospital Total 

Govern-
Other mental(•) 

General(') .................. 115,160 261,311 376,471 
NervoUI and mental(•) .....•. 413,347 16,844 430,191 
Tuberouloaia ................ 50,079 13,510 63,589 
Special(') ................... 8,011 17,409 25,420 
l111titutioual ............•... 20,424 6,808 27 ,232(•) 

Total ...................... 607,021 315,882 922,903 

• "Ooneral" ineludl'a indu.Lrial &Dd 1W1Poal. 

l* 
lnolud~ bed~ oon\rOIII'd by town, oity1 ooUDt.y, atat.e ud Fedualp'9VIUilellt&. 

• "NorvoUI and Mental" include. fftblo-minded and epil o. 
"Spoclal" inoJud01 maternity; oonva.loeoent and rut; iao~on: ahUdren'a; eye, ear, DDM and 

throat·\ ort.hopedio; UiD and CJ&Doer; druc and aloobol; chronic l.bd inounblu; t.raob.oma; venereal; 
and ot ll'rt. 

l') 1'hDH bclcb al1ooated between &oV\U'DIDIIntal and other typal of oonVol OD b&-. or abe radoe 
for each l.ype in Ut:IS. 

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 physicians were specialists. 

1\led.lcal Service Needed and Reeeived.-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 ~- will lod. aU the nr.r..ot aot• to W. cbatKc' UMmblM at &M ad ol tbe 
ebapt• wttb. aumbus c.wn~po~adtDc to the. ta th• \uL 
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FIG. 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 increBSeS. It will be observed that 
in some instances persons in the lowest income group obtain more 
care than those in the next higber income group; tbis is doubtle111 
due to the availability of free care from private practitioners, 
hoepitals, or health departments. 

The grnpb. show untta of medical aervtce received per 1,000 lndbtduala tn 
famUis with 1pecifted Incomes. These data an baaed on the experience of 88,668 
white penona in 8,689 famtllea eu"eyed for 12 conaecuttve months, 1928-1931. 
Tbe term u dento.l care '" refera to the number of person1 over three years of 
age receiving any dental care during a 12 montba' period. The vartoUI qualifl· 
caUona reaardin&" theae data are J'lven tn Table 8. 

6 
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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 in 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 servic-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 50 per cent as many days of hospitalization, and 41 
per cent as 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 
persons 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 
interest 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 gpod 
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 calls to 

• The toolct.D.ct of recxcut.d aDd NIOI'd.d tn.ne. ba the OommJtt.t'1 at~ "' lowll& ill 
\ba low lnCOIIM ~UPI aa.d bllhld. Ia tiM II'OU.PI wltb lllahed iDcome. J& ta DO& bawD. to 
what uteri& the hiP• raw lD the upper Income ~ II due t4 eecmomlc and ~aelll tacton 
nthtl th&a to stnctl7 ~cal facton. D.ta frOID the U. S. Public Haltb 8errice ud oth• 
toUI'MI lndl .. te that wh• tlw arou111 wtUt IDoom• under ,1,100 or ,1,000 an turth• nb
dlvldtd, I dellDit. nlaUoa. IPPMN betn.o ~ and Inn..,. the lowv income poup1 baYI ... 
mot~~ mo .. and tun .. of lOQim' dunUoa. Ult.eellan~ro\11 OontrlbutiODI No. t.) 
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TABLE 3 
THE MEDICAL SERVICES NEEDED AND RECEIVED 

Units of Medical Service Received per 1,000 Individuals or per 1,000 llineaaes 
in Families with Specified Incomes Compared with Services Needed to Meet 
Standards of Good Medical Care. Date on Services Received, Based on 38,668 
White Persons in 8,639 Families Surveyed for Twelve Consecutive Months, 
1928-1931. . 

Services in F&milies with Specified Income 

Unit of Servioe 
Under $1,200- $2,000- $3,000- $5,000- $10,000 

11,200 12,000 $3,000 $5,000 $10,000 and 
Over 

Number per 1,000 Individuals 

Home1 oflioe and 
clime calls 
(physicians)(•) •• 1,931.9 2,045.9 2,296.7 2,741.4 3,621.4 4,734.4 

Hospit&lized 

n~n.ipiW'' 59.4 52.4 59.4 63.1 79.3 98.0 

ca.re(•) ......... 927.9 666.7 757.4 604.2 840.3 1,200.8 
Dent&! ca.re (per-

aona over 3 
years of age) .... 

Health 
117.9 184.6 247.5 309.4 446.0 622.0 

examinations(•) 63.2 68.0 69.1 82.2 121.7 234.0 
Immunizations(•),. 68.5 49.2 50.9 59.6 84.3 120.2 
Refractions or 

gl88Bea ..•.••••• 24.5 24.6 39.6 53.8 89.6 159.7 
Home and office 

calls (Seocndory 
practitioners 
and cultists) .••. 154.6 139.1 230.4 231.1 459.0 569.2 

Number per 1,000 Dlneaaes 

Hospitalized 
cases(') .....•.• 74.0 65.1 71.6 71.6 80.1 

Surgical e&Bes 
hospit&lized .•••• 44.2 42.0. 49.6 48.1 58.6 

Cases having 
X-ray .......... 23.8 25.2 . 27:0 31.0 48.5 

Cases having 
laho~tory 

51.7 61.6 68.8 82.8 120.3 &erVIce ••••.•••. 
Prenat&l or post,. 

nat&! calls(/) ..•. 
Hospit&lized cases 

6,939.0 7,230.0 9,551.0 11,386.0 12,382.0 

havi~~(P,ecial 
DUI'SlD ) •••••• 67.0 125.0 164.0 251.0 

• One day or looser in all hoepitall. 
• E:r.olude1 oare in tuberouloaia eanatoria and mental boepitals. 

lnoludea well-baby care. 
• lnoludee tervioe whether or not aooomnanied bv illneu. 

Rate1 per 1,000 maternity caHI. Ezc1wle~~ oao.. in hoapital, 

379.0 

88.2 

62.6 

75.4 

132.3 

13,000.0 

685.0 

Services 
Needed to so:av 

Medical 
Care 

5,649.5 

107.0(•) 

1,384.7 

1,000.0 

941.9 
185.3 

175.0 

" .... 

121.2 

51.3. 

186.4 

581.7 

19,360.0(•) 

578.0(•) 

II 
For Dlneu only, Ezcludea calla for preventive IOJ'V108. 

• AU calli, includina tboae in boapital. 

f 
<• ~taltoa per 1,000 hotpitaliecl oue1 ill aJJ bo.pitala. Reltrioted to OUIIII iDvolriq 1 day or more 

o ho.p.~ care. 



PRESENT STATUS 9 

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 Jndividuala Receiving No Medical, Dental, or Eye Care
Bued on 38,668 White Peroona in 8,639 Familiee with Known Incomes, Sur
veyed for Twelve Consecutive MonUul, 1928-1931. 

Peroentase of Jndividuala in Specified Jnoome CI&BBes 

Under $1,200- 12,000- 13,000- $5,000- $10,000 All 
and In-$1,200 $2,000 13,000 $5,000 $10,000 Over comes(a) 

ll.eoeivi~ no 
medi , dental, 

83.4 or aye C&l'O(') ••.• 48.6 42.2 37.3 24.4 13.8 38.2 

( 11) Wl'ilht.Nl for pi'Oportionl in the tn'Oral inooml cia.ee. 
(•) The ait.uat.ion ie ut.ually enn more et.artJinc than appean from theee data becaUIO ID&IQ' of 

\he panou wbo an ooun&ed u bavina bad medioal oan ma,y have bacl u:&remal,y lit.t.lo. 

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. 
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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 emergen~ 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, 'llcute 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 o'f 
illness, at least from certsin ·diseases. Syphilis, 'for ex: ' 
ample, is nearly two and one haif 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 8. 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 OJ!lY 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 circumstances 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
sidered, 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 dentists' servicea 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 phybicians. Undoubt
edly, a lack of popular appreciation of the value of systematic 
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.10-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 bave 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.11 

Several factors cause this limited utilization of preventive 
medical services. 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, medica£ 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 a ware 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 Servicee.-In view of the potential ability of 
public health activities to raise the general level of health at 

• The aetual dect of preventive medical ~enleel In reduclDg W.. and diabillt)' Ia dUBcult 
to meuure bece.ue of the multlpliclliJ of faetora Involved. Very 11troug new erideDce hu 
reemt.~¥ been prorlded In an unpubUahed ltud;r of the United State. Publle Health Serrice o1 the 
.tclm- ezpuienee of neuly 8,000 employee~ of a larp rubber eompaD,J'. Slcknea recorda fOI' 
1911 to UIG were compand with limilar data. for 1918 to 1980. The authOI' of the Ru.Q~ 
Deu. I. Bnmdqe, belieYM that the per <».pita reducttoo for mal• of at per ceat ID the 
nUIIIber of cUAbUIH• ud 26 per cent In the number of work-claya IS ud the al.Jghtl.f UD&ller 
reductlona foe' femal• are due, In llllbRantlal put. to the preyl!lltfve effort. of the «tmp&D7. 
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relatively low cost, American communities have been pitifully 
backward in utilizing modem 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 heslth 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 witli 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 
schools in their efforts to attract competent students to public 
health careers, thus weakening the public heslth work of the 
future. 

Preeenl Total Coate of Medical Serviee.-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 11 for all forms of medical service, including those ser
vices purchased indirectly through taxes and other community 
funds. (Table 5.) 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 aa G 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 (9,475 
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 
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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 capital 
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 Funds 

Service Total 
Patients Govern- Philan-

menta thropy 

Physicians in private 
11,090,000(•) $1,040,000(•) practice(') ••..•.•... . . . . .... 

Dentists in )rivate 
practice(' ....•..... 445,000(•) 445,000(•) . .. . . . . . 

Seconda.ry and oeo-
terian practitioners .. 193,000 193,000 . . . . . .. . 

Graduate nurses, 
142,000 private duty ........ 142,000 . . . . . ... 

Practical nurses, 
private duty ........ 60,000 60,000 . . . . . ... 

Hospitals: operating 
656,000 $ 54,000 expenses ........... 278,000 $300,000 

Hospitals: new 
construction . ....... 200,000 . . . . 100,000 100,000 

Public health .•.••.... 121,000 93,500 27,500 
Private Iaboratories(d) . 3,000 3,000 . . .. • 0 •• 

Orthopedic and other 
oupplies(d) ..•.•..•.. 2,000 2,000 •• 0. . ... 

Gl......,~) .•.......•.. 50,000 50,000 . . . . . . . . 
Drugs( ...•....•.... 665,000 665,000 . .. . . ... 
Organized medical 

servioes(•) .......... 29,000 7,790 16,000 210 

Total ................ $3,650,009 . $2,885,790 $509,500 $181,710 

Indus-
try 

$50,000 

. ... 

.... 

.... 

.... 
24,000 

• 0 •• .... .... 
..... ' .... .... 
&,000 

$79,000 

(•) With a few mmor and ummportant uoeptiona. the data appl,y to the )'ear 1929. They an 
probably repreeentative of any normal year of recent times. 

(•) Pbyaimane and dent.iata holding pan-time saiMied. J?OIIj.tiona are included with private pnul'" 
titionen. Ezpenditurea for the aervioect of thoae ~=yed m boepita!e, cliniea, publio health dep&n
menta, and organized medical eervioee IU'e inal under total expenditure. for the zupeot:in 
agenotee. 

(•) Tbeee totnla include paymente by government and phDanthropic qenc:ie1 to printe practi
tioners for aorvicea to indigent peraoDII. 

lit) lncludee onJ1 thoae ezpenditUftll whieh are not included in other iteme. 
•) Univeraity, md.Uitrial, and Army &nd. Navy medical eervioee ezohWve 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 income, however, larger 
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returns may be obtained by a redirection of part of the nation's 
present expenditures. Of the 8,656 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 360 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 

""""' .... 1H PIIVATE PRACTit£ 
l9.8t 

I«DIC1N[5 
11.2t 

FIG. 2. OUR MEDICAL DOLLAR 

BUI!d on data from Table 6, which 1boW11 the 
lll•trlhotton of the aatloa'• total medical blll or 
,1,668,000,000 for c.be year lGtu. 

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

Incomes of Fa.m.ilies.-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 
$5,000.11 (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 $3,000.10 

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 

TABLE6 
ESTIMATED DISTRIBUTION OF FAMILIES OF TWO OR MORE 

PERSONS ACCORDING TO FAMILY INCOME, 1928(•) 

Family Income Per Cent Cumulative 
Per Cent 

Under $1,200 ......................... 15.0 15.0 
$1,20o- 2,000 .............. 0. 0 •••••••• 34.8 49.8 
2,ooo- 3,000 ......................... 24.6 74.4 
3,ooo- 5,000 ......................... 15.7 90.1 
5,ooo-1o,ooo ......................... 7.0 97.1 

10,000 and over ....................... 2:9 100.0 

All incomes ............................ 100.0 100.0 

.. (•) Thie di.e:tribution of 1neome 1.8 baeed upon provwonal eetim&tea prepared for uae m the studies 
reported in Publieationa No. 26 and No, 26. Tbeeo proportion& were used in the weighting of dAta 
accumu1ated in the Commit.tee'e wrvey among 9,000 familiea. A further diaowllion of income di&
tribution and the reaulta of more reoent computatJ.ou will be found in Publication No'. 2S. ' ' 

$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 thim 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 $500. (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 DISTRlBUTION OF SICKNESS COSTS 

Percentage of Familioo with Specified Annual Chargoo for Medical Care Compared 
with Percentage of Total Chargee to Familioo 

(Based on data from 8,581 whit& familioe with known income and known total 
ohargoe, surveyed for twelve consecutive months, 1928-1931) 

Per Cent of Familioa and of Charges, for Familioo with 
Specified Income 

Total 
Annual Under $1,200- $2,()00.. 13,000.. $5,000.. $10,000 
Chargoo $1,200 $2,000 13,000 $5,000 $10,000 andOver 

per 
Family II 

J II J II J II II 1 J 1 J 1 1 1 1 9 "" "" "" "" "" "" 
Under $60 79.5 31.3 68.9 23.6 54.4 14.1 40.2 8.0 27.9 8.3 11.7 0.7 
• 60- 100 9.9 15.5 12.9 14.7 16.2 13.4 17.4 9.7 12.5 8.9 4.1 0.6 
1oo- 21;() 7.1 22.3 13.0 29.3 20.6 33.9 23.3 31.6 29.6 19.1 33.7 12.1 
250- 500 2.5 17.8 4.0 19.5 6.6 23.0 9.7 24.8 17.3 24.3 17.7 12.3 
500 and 
over .•• , 1.0 13.1 1.2 12.9 2.2 15.6 u 25.9 12.7 49.4 32.8 74.3 -- 1--

All.nhargoo 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

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 

• Thi'O\llftlout thll 1111diOD the ebarp~ bue beeD Uled tD repre.e~~t the actual eo~t&. Tbla 
ll pumlalble llnt'e tht total ebarae- reported 'Were equal to 16.1 per eeat of the total a:· 
pondltunt "ported. Bowrter, tbll ratio •arl• lllcbt17 with tht famll.r income and mmewhat 
more with the amount of the total annual apeDHa. TbUI the ntlo for all famlll• with Income~ 
of t .. than fl,IOO wu 81 Pll' cent: for all tamUI• with lbcomet ov.r '10,000 it wu 101 per 
oent. Ia tht low.r tncoru rrouPI partleulariJ', tb.- famUI• with amall billa duri.Df the 7tU 
patd more than their ehara- for U..t ,..... ' e.. paid IIODiethlnc on Indebted!.- boa • 
Pft\'I0\11 period. while tbCH with larp billa paid 1- tbl.n their chl.raa. (Publlee.tloa. No.. II.) 
There ...,, •tao. hav. b.en 1 Wndt1D07 .. one the ,..mill• aot to f'I!POI't eba~ that; W1!l'e DOt 
paid .. tut., ae tbOM that 'a'fft paid. Data from ph,.telan1 tndltw.tl that th• .,. ...... dUI'ei"RRC!e 
bRwwa their cbarw- and «tlltt'UoDI Ia about 10 ,_ Olllt. 'l'b. .. te ~chDet. bcnNftr, that 
pbJitclanll ue tllON ort110 apeld tbu 1n other pnetttlaMn Gl' .....,t-. 

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 .., 

1500 
1250-1500 ANO OYER 

I 500 ANJ OYER 
~ 

JlaJ-1250 

.. 
160-1100 

1250-JSOO 

" 
.. 

1100-1250 

" 

" 
liiDER 160 

~ 160-1108 

" 

•• LOUR 160 

• 
FIG. 3. THE UNEVEN DISTRmUTION OF THE COSTS OF · • 

MEDICAL CARE . . 
This diagram ahowo that, while 69 per cent of familieo with incomes oi 

$1,200 to $2,000 had chargee of leoo than $60, theoe familieo 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 familiee with chargeo of $500 or over incurred 
13 per cent of the total eharges for the group. A similar unevenneeo is found 
among families in all other income groups. 

Based on cltlll'gtll to 1.815 white familt• who reatded fD c:ommuniUea of n.rioua lriaea, whole 
charge~ are lmown, and wbo are lmowu to have lncomea of ,1,100 to tz.ooo. ~ k 11 
consecutive mootht, 1928-1931. 

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. 
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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 to 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 less 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 ftve 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 Average for Actual Charges Among Familiea in Three 

lnoomeCiasses 

Family Inoome 

Service for Which Ave~e 
$1,200 to $2,000 1 $3,000 to $5,000 jss.ooo to $10,000 

Chargee are Substitut 
Per Cent of Familiea with Reeidual Total 

Chargee between 

$40and 1100 $100 and $200 $200 and $500 

No substitutions . ......... 30.0 25.5 23.8 

Physician ................ 55.7 . 31.4 36.0 
Physician plue dentist ..... 87.1 38.7 46.7 
Hospital ................. 38.4 29.6 27.8 
Hospital plue nuree ....... 40.5 33.7 35.5 
Physician plue hospital .... 85.5 37.9 43.7 
Physician plue hospital .. 

plus nurse . .... ~ ....... 87.1 45.3 71.8 
Physician plus hosg,ital . .. 

rlus nurse plus entiat . . 91.7 96.6 99.2 
AI servioee for hospitalized " illneee ................. 53.0 35.9 55.8 

Average actual chargee .... '$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' 

• Because of the complulty of the anal.r*, It wu ftlltricted. to famiUea ID citiM of 5,000 to 
100,000 population and to families with Income~ of ,1,100 to ,S,OOO, $3,000 to $6,000, and 
t6,000 to tlO,OOO. Theft II DO reuoa. to wppoee that farther tabulatlOM would materlalb' 
ebanp the raultll, 
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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. 

w~--------~--------------------------------~ 

LEGEND 
CJ CITIES OF 100.000 NCl OVER 

AX:\--------':r;: CITIES OF S.OOO TO 100.000 --------1 
II!:ZI TOWNS NCl IMIAL AR£AS 

/ 
/ 

0~~~~~~~~~~~~~~~~--LJ~~ 
I'H'tSICIAHS' GENIAL HOSPIIAI. REFRACTIOHS 
SI:IMCES CAR£ CARE NCl GlASSES 

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

Thi1 diacram lhowe, with two minor exoeptions, that as the oise of the 
community decreases \he volume of care received decreases. 

Bued oa. data lbowlnr the !':'""t of JM'NOtlll wbo nceiYed llD1' of the nriou. llefrica ~Ptel· 
hd. 1'lwle data GO'I'eftod 88,CU 8 white plniOhl In 8,11S8 lamiU• with knowD lDeoma 111rnJ'ed 
for ll aoancuUYe awnt.bt., Uli-1.»11. 

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 everr 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 ($5,300 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 to?l 
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 tl:i~ 
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.10 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 to 20 per cent 
below the amount charged. 

Furthermore physicians generally feel 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 
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FIG. 5. THE DISTRmUTION OF FAMn.Y INCOME 

Tbil diagram obowa that a preponderance of families in the United States re
ceive annual iocomea considerably under $2,000 and that a very IIDl&ll per
centage receive inoomea of 14,000 and over. 

Bued on ..tllutl'd ~ntlp dllt1'1butlon of the total IDDome of the Uuttecl Btata &blOI'IC 
famlll• of two or more per.on~, lUIS. l:ltlmated from the d.l.at:rlbuUoD of lndirid.ual income 
no(plut&. 

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 clinic 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 fres 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 less 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.18 

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 weJJ.., 
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," Blthough 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 1111&11 part of the reoent decreue mq alllo be due to m actual decreue lD ume. and a 
laraer part. prhap., to the eb&Jll'8 in price level. 
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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 a result of these 
two factors, the profession is greatly overcrowded, some nurses 
are poorly trained, and employment for the competent as well 
as the unfit is 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 compmnity 
funds has been seriously reduced. Hospitals are not able to pass 
on any appreciable percentage of the costs of free work to well
to-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 Praetice.-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 
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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 $8,600,000,000 has been invested 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 philanthropic individuals and organizations, 

1,<100 
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FIG. 7. THE CAPITAL INVESTED IN THE NATION'S HOSPITALS 

Thill di•ll"&m (b...,d upon doLo for 6,852 "registered" hoopitals in 1928) 
ohowo !hot, while much of the capitol for general h011pitols comea from gov
ernmental eourcea, most of it comes from non .. profit associations. In the case 
or oervouo and mental, and or tuberculosil bOI!pitals, however, neorly all the 
capital comea from IOVernmental sources. 

without expectation of financial return. The total capital in
vested in equipment for medical and dental service is estimated 
at about $6,850,000,000, of which $900,000,000 is the invest
ment by pbysicians 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 purposee.10 

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 governmEI!lt department, having the legal ownership of the 
capital and carrying the financial responsibility. This expand
ing partnership between the professions and the public 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 
to develop adequate cost-finding, accounting, reporting, and 
other techniques borrowed from industry. 

Provision of Drugs and Mediclnes.-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 medi
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 pQison laws. 

Less than one-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. 

Compleldty '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 SO 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. 
lng in large cities and the increased mobility of the population 
through modem methods of transportation are among the 
social factors which have decreased the frequency of continu
ous personal contact between individual families and phy
~iciana. 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 professions 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 or&"anizations 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 country are now associated with hospita.Is or 
clinics. 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 riot 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 wliich becomes responsible :(or 
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, ll'r 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, 



PRESENT STATUS Sl 

special consultants-are or~tanized 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. 

Coat 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,11 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: 
Coat or Adequate Medieal Care-Baoed on Lee-Jones Estimate ••.•..•. $36.00* 
Family population or Ft. Benning, Georgia.......... . • . . • • . • . • • . • • • • • 30.oot 

(Incomplete denti.otry; ""oluaive of eye-gl...,..) 
F.ndieotWoh11110n employeee and their dependent........... . . • • . • • • • 21.02 
Roanoke Rapida omployeee and their dependenta .••.•.•.••..• ,., ..•• , 17.(6 

(No dentiotry· ezeluoivo or drugo and eye-glaoeee) 
Unh•eroity or Calilomia atudenta................ .. .. .. . .. .. .. .. .. .. • 14.611 

(Salected population-& month& only) 
Employoeo or Homeotako Mining Company and their dependenta.. . • . 12.48 

(No dentistry or homo nursing) 
hmilieo oubaeribing to Roao-Looa medical oerviee........ . . • . • • . . • . • . 10.84 

(No dentiatry or nursing; ezeluoive of eye-glaaoes) 

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-

• bohldbl8 publlo health IVYiot and the COitl of )apltal csre for paUeutl with mental 
dl .... or tuborftloala. TbHe CIDitt art aiiO omitted frroat the othrr ncu .... 

t lbalul" or aoatl wbklll 111'11 dul to the lllilltai'J' ebanda' ot thll Ofi'Uiatlon ud whtcll 
-'17 -• IIOt lao _,_ lor a oh11tu papalaU... 
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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 with 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 collective 
resources of the country. Even a cost of $40 per capita would 
have constituted in 1929 less than 6 per cent of the total monfly 
income of the country. Unless the national income inc~:eases sq 
rapidly that many of the families at the lower end of the eeo-' 
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 fo~nd. · 

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 
people--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, 
town&, and small cities. 

c. There Is need for a reographlcal 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 

' 
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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 man-y 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 Sitnation.-The present methods 
of providing medical services; of paying for them; of utilizing 
assistant personnel; of financing, constructing, and operatmg 
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 rir 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 fabric 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 discuBBed 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 mere}1sets 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 II 

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 service, it will be useful to have a clear 
statement of the essentials or criteria by which soundness and 
effectiveness may be judged. There appear to be six basic 
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 financial 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 thil,t 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-organized 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 
medical service," it means a service which meets these six 
essentials, 

• The term •• publta healtb pfOI'l'am. '" i1 meant to loclude the work of the oftlclal health 
department& and of voluntaey health aeencta. 
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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 

I. Safeguarding Quality of Medical Service and Pereonal 
Relatlon.-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 
seta 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 condemned. 

The preservation of a personal 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 chosen by the patient and the 
continuing mutual responsibilitv between patient and pkvsi
cian. This In no way inhibits the patient from giving his 
confidence to different physicians or to the medical integrator 
of a 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, is and must remain a dis
tinctly personal service. Although the personal element is rela
tively less significant in some specialties 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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FIG. 8. FAMU.Y EXPENDITURES FOR THE PREVENTION 
AND CARE OF ILLNESS 

" 

This diagram ahows that most of the money spent directly by the people for 
medical care goes for the treatment of illness, and & very small proportion 
is spent for prevention, even when the care of the teeth and the eyes is 
included. 

Based upon the cllargea incurred by 8,689 famtltes ann'~ fOI' 11 c:on181"Utlve mootha, 
1928·1981. The~~e ftaur• are weigbWd averqee for all income claaea. 
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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 
as a human being in a family and a social environment and not 
merely as a 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 a physician and his patient. On the therapeutic side 
it Is capable of completely objective analysis. AJJ 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 
sp'ecialists and the other agencies which permit him to do his 
work effectively. 

2. Provision for Meeting the People'• Real Neede.-A con
certed attempt should now be made in the United States, with 
consideration of economic and geographical variations, to SUP

ply aU 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'w a ~loa of the data • tbll poi.Dl - Obapt• I lll4 8uauaar:J 't'a11111Mtt l'u1l u 
uad 111. 
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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. Pro'rision of Service on Acceptable Term&.-lf 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. Our 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 Preventio.i.-Medical service should include 
systematic and intensive use of preventive measures in privat:e 
practice and in public health work. The cost of adequate 
therapeu.tii: trestment, 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 ofthe water, milk, and food supplies; (e) 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. 

S. Selection of Competent Practitionera.-The physician is 
the first " contact man " between medical science and the 
people. He occupies 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 Agenciea.-A ma
jor essential 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. 

All practitioners should receive sufficient compensation and 
the conditions under which they work should be such as to 
make 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 medical 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 Organi:red 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 mastjlr 
all medical knowledge and deve_lop all the skilled te<:hniques .• , 
Not only have specialties developed, therefore, in medicine 
itself, but numerous related or subsidiary professions ·and 
technical occupations have !Lrisen. 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 dC1 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 economical 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
fessional 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
sional 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 
on'e 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 (S) 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. 

Standard.B 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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This diagram (based upon studies of the incomes of about 13,000 physicians) 
shows that the most frequent net income of salaried physicians ia higher than 
that of private practitioners. . . 
should include a due proportion of physicians with the training· 
and point of view of the general practitioner.* This does not 
preclude the reception of some patients for specialist or con
sultation service. 

(b) Coordinated Diagnosis and Treatment.-The members 
• Although theoretically a .. general practitioner " perform• all the varlot11 &ert"tca done 

by pbyaician•, 1n actual practice this fa rarely true ezcept iD rural area&. Practica1l7 all 
ireneral practttionen In cltlel and towna ezclude one or more of the major tl.eldl of mediclne. 
General practitlonera who aftlllate wltb groul* would uauall;y change very Uttle the medleal 
fleldJ In which they would practice. That there iJ an important place for general pract.itionen 
tn organtaed medical aervfees 11 clearly ahown by t.he Committee'• atudia of ncb. organisation& 
The term " faml.lJ' practitioner " il frequentJy ul8d tn thele page1 to mean the ptay.tclaD tn a 
group who handles, in the ftnt lnetance at leut. all or tbe major put of the c&lll from his 
croqp of pattente and who mal.ntainl the »enonal relation with patienta. 
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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· 
nosls and treatment possible. 

(c) Individual Respo718ibility.-The group should hold soml! 
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) Promoticm of High Sta.ndarda.-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 hospital, 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 Lay Pa.rticipation.-Where groups 
associate 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
ized 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-



48 MEDICAL CARE FOR THE AMERICAN PEOPLE 

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 provisitm of 
this 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 I. 
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 metlioa, 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. 

lruuranee.-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 
ftnancial risks : (a) the costs of medical care, and (b) the 
loss of income during illness 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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that, in 1929, the moot frequent net income of salaried dentisto waa higher than 
that of dentW. in general private practice. Fewer of the oelaried dentisto re
ceived either very emaU or very largo incomeo. 

Income due to illness than in the provision of medical care. If 
there are no savings, complete stoppage of income because of 
the Illness 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 beneftts 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
tits is united with the provision of medical care. The amount of 

a 
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cash paid in any case necessarily depends upon 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 individual· 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
~een insurance to meet the costs of medical care and insurance 
to cover a portion of the wage loss due to illness. 

Undoubtedly the difficulties over medical certification have 
been due in part to hasty or incomplete examination of the pa
tient and to failure to keep good clinical 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 me!lical problems of cash benefit, 
could be more successfully met. The specific recommendations 
made by the Committee in a later chapter are framed with this 
policy in mind. . . 

Insurance CompaniBB.-The participation by commercial iri-. 
surance companies in the forms ·of insurance against the costs 
of medical care which are reconimended 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 lndU8trial Medical Seroices.
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 
practicable 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 responsibilities 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 employee 
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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. 

Ttu:ation..-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 care is for ho&' 
pital service. The capital inves~ent in governmental has: ' 
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 iLlt 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 eared 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 financial resoureea do not and cannot meet the 
cost of satisfactory medical care. Occasionally 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 Serviee.-In all but very small 
communities the complexity of present day medical services is 
often baftling 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 
ofien 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 preaent 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 servieea could consult, plan. 
and act in behalf of the best provision of medical resources 
which the eommunit;y can afford. To a 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
quate 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, a,nd 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 wilJ 
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 
~ancial 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 sua-gests 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 tbat it is statesmanlike to formulate tbe 
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 tbe 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 tbe next twenty-five 
years of communities which seek to solve tbe problem of pro
viding satisfactory medical service. 

The data in Chapter I show tbat many persons are obtaining 
inadequate medical care at rates which for tbem are excessive, 
and that many persons who give tbis 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 tbe 
initiative of the government. That such organization will 
come seems inevitable. Whetber it comes through govern
mental or non-governmental agencies depends more upon tbe 
initiative of the professions and organizations involved tban on 
any other one influence. There·~e undoubtedly parts of tbe' 
country where governmental initiative is tbe only solution. 
The kind of organization outlined in this chapter constitutes an 
objective for either governmental or non-governmental effort. 

This objective embodies tbe 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 tbe fundamentals of good medical care 
indicates that the provision of a satisfactory service for all 
the people requires slight, if any, increases in tbe numbers of 
physicians and nurses, • and somewhat larger increases in the 
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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 
a 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 16,000 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 center might vary widely and each 
might have branches at various convenient places. In com
munities with only one center, the headqu~ 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 care 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 
IDODcalo --. althOQib U. IOluU. II abo dwptad•t. UPGD tb• ~ ot aJ.tabJ,J tralDid 
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a full-time basis, according to the patients' needs. Attendant 
nursing, inc;luding 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 care. 
Drugs, dressings, splints, orthopedic appliances, crutches, and 
eye glasses would be supplied and an ambulance service 
maintained. 

Preventive medicine would receive special emphasis. Full 
use would be made of periodic medical examinations, during 
which special efforts would be made to 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 he made, in routine ~amina-: 
tiona and other contacts, to discover tuberculosis and venereal 
diseases in early stages, but &:dequate 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 as 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 
a well-trained executive, experienced in hospital and clinic 
administration, and with a broad social background and a ftrm 
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 
responsibility. 

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 continue 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 stall', 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 t 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.~ 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 counsel on health matters and ordinarily would 
receive attention from specialists only when referred to them 
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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 Rural Areas.-In towns of 
2,500 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·sant for diagnosis or treatment to tpe 
center, or specialists would be .called from the center.~ Many 
of the branches would be supe~d 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-
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tiona " would be strategically located. Each station would be 
under the supervision of a complete medical center or an affill
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. 

ExieUng Baeee for OrganizaUon.-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, 4,500 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 functions of various agents-nurses, laboratory and 
x-ray technicians, dietitians, physiotherapists, pharmacists, 
maids, orderlies, and janitors--although much further prog
reas in this direction is needed. These hospitals furnish the 
most convenient foundations on which to build community 
medical centers, and much of the neceasary capital has already 
been invested in them. Somewhat dift'erent, but also highly 
useful, foundations are furnished by the 200 private group 
clinics in the United States • 
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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 citY~ 
a county, or a group of counties, 'there would be a locai coordi~ 
nating body to examine critically 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 into 
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 (3) 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.• 

This 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 a 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 solve 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. 
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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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hardship. The balance would be paid by the local government 
on a per capita or lump sum basis, assisted where necessary by 
the state or Federal government. This would provide a partial 
distribution of the costs according to a 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 suma of money are collected from 
industrial workers by the employer and from other persons 
by volunteer collectors. These payments cover most 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
fessional personnel be properly remunerated. 

If an insurance plant 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.:J: 

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 
f!lnds and to conduct their business on an actuarially sound 
basis.§ 

• Blr Arthur Mtwabolme, •• Intvnatloall Btudl• oa the JtelaUon betwMD the Private ad 
OIBetal Pnottoe of Medlclof. wltb Speclal Bef_...ot to the Pnwcatloa ot D1Hue •• (Wflllaml 
and WUkiDI Oo., Baltimore. 1111), Volwu 111. Chapters m ud IV. 

t J'or a clelniUoa of tbtl term " btaltb IDiuraDOI'' u ben aad Me Obapt41r U, p. fol. It cto. 
DOt IDaludt QJ cull be~telta. 

' .. p. lit ...... u.d 110 ...... 
f Uader tbe CIDIIlbtaed lllluruot u.d tuatloa plur. tbe lltate, lt w1U be obNned. would DO& 

dlnotl7 ldmlnider U7 mecl1c&l Mntce., aotpt public health wort. but would haft four pri.Ddpal 
fbD.oUODII (a) to enforal llllol..lllua quutttattr. ud qQ&lltaUft dudardl of ....tot whkb. 
would bo hlnoW.Ie4 lot ,...r-!CibOI bodl ... (b) to -- - .... - -
IDUDttne.. (0) tD tumllb kadclhlp ID the ~ ... Uld ooordiDattOD. of ..m.ee, IIDd to pnrrtdt 
IDucl&l ..... DOt wb .. • _,, ~ far rwtl ..... ud. (d) perba ... to ... bealt:ll 
lm:\I!Ual for tbe low-IDI:IoiDe ~ a n~i~'*'--l. T--. t'bDetiODI mfab.t brt .U0:..'-1 to 
8IYinl ltate boardl bat pnfuw.blr tbt:r lhould be C!elltrali-.l Ill oae ..U dlneHd. ......,.,.._ 
edequat-.lJ .,._..Ute the public IIDd \be 'llrloal prof--.. 



70 MEDICAL CARE !'OR THE Ali4ERICAN PEOPLE 

It should be pointed out tbat 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 botb 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 tban medical 
assistance. Unquestionably there is a need for income protec
tion, but any system of cash benefits should be separate from 
tbe provision of medical service. Finally, the insurance here 
suggested will pay for a far more nearly adequate medical 
service tban is usually provided abroad. Especially significant 
is the fact tbat tbis 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 to:ward group organization and. 
especially toward group payment should be so safeguarded as 
not to threaten directly or indirectly tbose professional 
standards which are essential to good medical care. The pos-: 
sible dangers of group organizati.on 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 tbe 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. 
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The system outlined above may well constitute a goal 
for community eft'ort 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 existina- economic and social condi
tions. The plan as 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 
a 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 a minimum of good care available and the 
quality of medical service would be under constant and eft'ec
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 eft'ec
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 WAY* 

Both practitioners and laymen have long been aware of some 
of the deficiencies in medical practice set forth in Chapter I. 
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 succeeding pages, this material is briefly 
summarized. 

A. UNDER PROFESSIONAL SPONSORSHIP 

1. Care of Indigents by County Medlcal Soclety.-In the 
last few years at least ten co_unty medical societies in Iowa, 
and a few in other states, have contracted with their local gov
ernments to provide medical care to the indigent, i. e., persons 
officially understood to be recipients of charity, in return for 
annual payments by the local governments. 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 thelr 
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.> t 

• Free use baa been Dl.lde ill thia ehapter of materlll tram tbe Summa.J7 Volume (Publlc&o 
t!on 17), Part.. VI and VIL The reader interested in mol't!l detailed Information te referred to 
t.b.IJ YOlume and to the ftl'toua •tudle~~ therein summarised. 

t The reader will ft.D.d all the reference note. to t.bla chapter uaembled at the end thereof with 
numben correapondlng to ttao.e in tbe text. 
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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 
service 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 physicians' 
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. Provl&ion by County Medical Societies of Insurance for 
High-Coat Dlneaae1.-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, Wis
consin. 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 
p}cysicians 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 to 
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 EqnipmenL-In 
many cities, groups of 3 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 a8surance 
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; (3) 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 detennined by agreement among the practi-

lt7S,J78 
U97 511 

At.~.?!~~·· 
REFRAtTICWS 

AND 
EYE &LASSES 

FITTED 

'\2780AYS 
15,110 

HOSPITAL CARE 
1211.773 

11,047 
HOME CALLS 

l.lJJ•I 

170.991 

•&.220 
DISPENSARY 

AND 
OFFICt VISITS 

192 ... 0 

VALUE OF SERVICES COST OF PROVIDING SERVICE 

FIG. 13. THE ECONOMY OF ORGANIZATION 

Thio dia1!f8m ahowa that, while the medical aervioe furnished by the Home
Blake Minmg Company in 1930 to 1.866 employeea and their familieo ooet 
approlrimately $70,998, when the a!rvioeo were appraiaed at prevailing local 
feeo (for instance, when 46,220 dispeneary and offioe visita were figured at $2.00 
per visit), tho total value of the Ervioeo provided wao over $175,000. Tho value 
of hospital care includeo tho eotimated coot of profeasioDBI Ervioeo to 88 
medical and 348 aurgical caoeo in tho boopital. 

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 
fiat fee of $50, $75, or $100 is charged for a complete disgnos
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 
his 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 provided, 
net income tends to be higher alid stabilized, records are more 
nearly complete, and research is facilitated through the exis
tence of a larger number of records. 

A comparison of the financial aspects of group practice with 
individual practice presents certain problems. A special studi 
of a number of typical private group clinics showed that among 
the expenses of the clinics 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 
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endeavor made to eliminate those expenses which do not 
usually appear in the individual practitioner's account, the 
" overhesd " of the clinics 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 CONSUMEB SPONSORSHIP 

5. Medical Service Under Workmen's Compenaation.
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 
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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 Ohio 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 Employen.-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 equip-
ment was provided. · ' 

There has been in recent years a substantial growth in both 
the quality and the amount of· medical service provide\l 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 April1930, probably 
at least 1,000,000 employees in the railroad, mining, and lum
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 EndicotWohnson 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 Grou"ps.-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
fits 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· 
ployeee.-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 $38,000 per year, and the mills pay a total of $56,000 
pe~ 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. 

DiBCU8Bion of lnd~Utrial 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"; (S) although no patient pays excessively for 
his medical service, a total sum is made available which is sub-

' 
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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 hosi>.ital care in the United Statea is pio
vided by the Federal, state, and local governments. Mental hospital& provide 
a large part of this service. • · 

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 u:ample in wee Virginia. accordibg to a 1931 report by a COIIUillitee of the legillature, 
wap deduetiom for medical len'lce are IGIDetlma UHd b7 u employer to pa,J the cad 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 60 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 80,000,000 to 40,000,000 persons who might conceivably 
be served by Industrial medical services. 

C. UNDER COMMUNITY SPONSORSHIP 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." 1 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 
ftxed maximum schedule of charges for professional as well 
as for hospital services, and the adjustment and collection of 
these charges by the hospital administration, acting on its 

boepttallll.ttoD. fur hll empl~ nllerl• tram lrulultrl.ll aoeldeatl u well u. Dd. ID 10me 
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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 fiat-rate charges for Inaternity 
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 fiat-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. Since they provide only for 
a special economic group, they are feasible only where tha11 
group is large, i. e., in cities and large towns. 

10. Pay Clinies.-Out-patient departments of hospitals and 
clinics 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 nuJ;~~.ber of clinics, particularly 
in the Eastern cities, have begun, since the war, to 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 ex:penses. In many of these clinics, the phy
sicians are nevertheless ex:pected to give their services without 
charge. 

Pay clinics, however, are those in which the physicians are 
eompensatecl 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 clinics of various kinds are developing in all parts 
of the countey 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 hospitals 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 Hospitals indicate that in 1931 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 bedslde care for the sick. 
There is a tendency, however, to consolidate all types of public 
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 persons). 

Public health nursing provides, ~inly to low-income 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 visit and part-time basis, although as yet the middle 
and upper economic 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 childbirths 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 Serviees.t-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 good 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-
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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 disadvantag-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 diagnostic: 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 instruc
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 tilling of dental 
cavities, the provision of eye-glasses, and the treatment of 
mental maladjustments. 

16, Government Proviaion of Hoapitalization.-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 aU 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 illnesses, 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 service 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 11 one or more 
physicians have been employed to provide medical service. 
About two-thirds of the physicians are on.'a whole-time 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 conditioM 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 encouraged, 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 worzy and clerical detail. No community 
in Saskatchewan which has adopted the "municipal doctor" 
plan has abandoned it. 

• A '" munlr:lpalltT '" comwpondl in mo.t respecb; to a eounty In tbe United Stat& 
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The principal disadvantage of the plan is that it is limited 
to general practitioner's services. It 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 Serrice.-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 similar 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.11 

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. lnearanee for HoepitaUzed Dlneuee.-Several plans have 
been tried for assisting patients in meeting the costs of the 

..... "· ... of tbil daapt•. 
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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, i. 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 C?f 
organization suffices to administ~r them. . . . , 

On the other hand, this type of insurance must provide for 
physicians' services, hospitalization, dentistry, and nursin-g if 
it is to include all the m!l.jor 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 
illnesses. 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, physicians' services, 
dentistry, hospitalization, laboratory service, physical-therapy, 
x-ray service, and drugs are furnished to 9,800 students in 
residence at a cost, including capital charges, of $17.86 per 
eligible student for the school year.11 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 
85,000 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 
1,300,000 persons. 

21. Health, Hospital, and Nursing Councila.-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 
CQuncils. In five cities, nursing councils study the nursing needs 
of the community, promote measures to meet these needs, and 
help prepare nurses for service.11 

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 professions in such 
councils is essential. 

D. UNDER JOINT SPONSORSHIP OF PROFESSIONAL AND 
CONSUMER GROUPS 

22. Periodic Payment Plans o£ Gronp 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 relating to the 
medical service. 

This method of payment has proved popular with patients, 
and it is being steadily extended in various parts of the country. 
It has all the advantages ot 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 Throngh Loan Companiea.
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 department& 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.11 

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 a 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 lnaurance Com· 
paniea.-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 
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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 Corporation& Operating lor ProfiL
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 
eases, 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 stanaards. 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 ~ensive selling procedures . 
and payment of profits to owners. · 

F. EUROPEAN DEVELOPM~TS 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 
fu 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 
a 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 hospitals. In England, voluntary insur
ance against hospital care is increasing. Almost everywhere 
in Europe, the typical general hospital does not receive private 
paying patienta 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 small 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 Great 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 annually to insure, and furnishes cash benefits 
together with the services of general 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 provided, 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 CO!ll~ 
pulsory insurance system. . . . . , 

France introduced compulsory health insurance only in 1930, 
providing medical and cash benefit for persons whose income 
does not exceed 18,000 francs. Russia under the Soviet regime 
is the only country in Europe which has undertaken state . 
medicine, with medical services and facilities provided and 
administered by the government. 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 
increasing. Under the recently enacted French law, fees for 
medical and dental attendance are paid directly to the physi
eians 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 is 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 
conditions. This experience provides a 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 ill pnetieally DO imporw.& oppooitioa &o lbe princ:iple ol health 
iDiunDce ill IllY eounby where i& Dow uiola. There ill eriticiam ill pleat,' 
ODd .....W.& elfor& &o obaDce dMailo, but DO qi&atiOD frw repeal. 



100 MEDICAL CARE FOR THE AMERICAN PEOPLE 

2. The national BSBOciations of physicians and dentists have, over and over, 
formally approved the provioion of health care to the lower-income cia..,.. 
through insurance. 

3. There is practically unanimous agreement 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 leaat 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 la'rge 
scale has proved to be only a longer or shorter bridge to a compulsory BY"" 
tem. Every so-called "voluntary • system is successful in juat about the pro
portion that it contains compulsory features. 

6. In every insurance system there has been a fairly steady inerease in the 
number of persona sick and in the number of days of sickness per capita 
annually. The tendency seems sufficiently well established to justify the eon
elusion that universal free medical service does not reduce the amount of 
recorded sickneaa. 

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 professions. 

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 impoaaible for doctora individually 
to meet a large ahare of the medical needs of the community. Close eoopera
tion between general practitioners and I!Pecialista is required. Without it, 'the 
efficiency of medical service is reduced 'by inadequacy and dieeontinuity. · ' 

2. The problem of medieal care has ~eased to be one which can be solved 
by direct family payments and it has become one of determining tlie best 
method for securing satisfactory medical care when needed by provident mea
sures (insurance) supplemented perhaps by communal aid (taxes). · . 

3. II 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 national health insurance plan in Europe, financial as well aa 
medical aid is given during illness and in meet eountries the insurance is 
obligatory. These two facts of eompulsion and the dependence of monetary 
benefits on medical certification, especially the latter, have given riae 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 necessary to give the insured a direct personal interest in keeping caah 
benefits to a minimum. 
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1. In recent ye&rll, publio heelth authoritiee have provided, not only much 
hoopital treatment, but aleo aertaiJl epecialized servioee. The moat important 
are pathological and other facilitiee for diapoaia and provisi0111 for medical 
eare of motherhood and childhood. 

6. In European experienoe, the eare of parturient women by trained mid
wivee hu been uaociated with a high atandard of aafety in childbirth. 

These twenty-five types of development in the United States 
and the many developments abroad show a ferment at work in 
medical practice which contains great possibilities for good and 
evil. The Committee is aware of the fact 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 
Til 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 PHll..OSOPHY 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 civilization today 
present almost insuperable barriers, barriers arising from the 
very biological nature of man. This problem is not among .. 
them. It can be solved. 

3. The problem is complicated and differs from one region 
to another. No panacea is available; no solution is applicab1e 
today to all areas of the coqntry. 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 

• Thb chapter presenta the report of the majortt7 of the Oommtttee. AD aefeteuee~~ tn tt to 
u the OoDlltlittee •• met.a the majorllf of the Committee. The mlnwitr report. an praeoted CJD 

pace 161, •' ••'I· 
UK 
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least 100,000 persons. The total population was distributed 
as follows : • 

Citiea of 100,000 or more and their metropolitan areas ••• 
Citiea of 15,000 to 100,000 (not included above) ••••••••• 
ToWill of 2,500 to 15,000 (not included above) ......... 
Rural areaa and tOWIII of 1 .. than 2,500 (not included 

above) ......................................... . 

Number 
64,764,000 
8,419,000 

12,747,000 

46,855,000 

PerCent 
45 
7 

10 

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 careful 
study, however since faulty institutions may retard or prevent 
the attainment of goals • 

. 6. 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, as 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 

• l'lflMnth 0.... of the Uoited Stat.. l'iJIO, Voi\IIQ I, .Po,.,.tio11-Ywahr Mel .OU.""'""in 
•I ,.._.,.....,, p. 16, ud ••INpoiUa DNtriGJI, ~ _., ANO. The dellnltiOD of 
" attropolttu anu "' adopttd b7 tht aur-u ol tbe Oeu111 wu ...t la tiMet tabulatlou. It 11. 
~ ......... , too ...utcted - ,..., p\ll"pCCeeL 
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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 forcing 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 expenditure 
of the larger part of their increaSed income on services rather 
than on commodities, and among these services medical care 
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 seale. 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 tme 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 confreres 
and from hospitals and medical agencies; the Jack of adequate 
supervision and control 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 as a larger number and variety of subsidiary personnel. 

Recommendation 1.-Tbe Committee recommends that 
medical service, both preventive and therapeutic, should he 
furnlahed largely by organized groupe of physicians, dentists, 
nurses, pharmaciats, and other associated personneL Such 
groups abould be organized, preferably around a hospital, for 
rendering complete home, office, and hospital care. The form 
of orgonization ahould encourage the malntenonce of high 
stondards and the development or preaervation of a personal 
relotion between patient and physician, • 

By an " organized group " the Committee understands a 
group which is so organized that each professional person in it 
is responsible 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 specific steps: 

lA. Community Medical Centers.-The Committee's most 

• IHN•H"' Btal,.....l BJI CoaaUiu ll'eM•er.-1 beltuve tbt followlnc lhould be ~t~bttltuted 
tor Recomrundatlon 1 : 

" In ord.r oanfuU7 to affiiUard and pl'elel'ft the '""' euentlat, penoaal nlatlouhlp b&
twwu pl1~lclan and patient, lnd to raton the prlwate ,.nenl practitioner to hla rla'btfnl place 
u the ke.J·man In an;, .trecu.,. 171Mm of ND.derlte m.tdtc&l Mn'l.ae. to whleh bll C!ODtributtoa. 
to tbt prof...toa. and to the eoclal ord• .utltl• btm, wa would ura•nt.b' noommend that fNf1r7 
penoa nlect a penonal or famU,. pll¥-lclu to wbolll lhaU be tubmltted llll bealtb probl ... u 
well U IUD- problRU ; WI 1lrp tht OOOptratiOII. Of thlli peiODa). 01' faml17 pb,pletu with 
anllable laboratorl• and •ptclaliab, the rr.. ue of the tenlca of all toch wbeoerw and 
Wbll"fttf DMdtd, 1nd the cl~ c:oordluttoa of ncb terrlot ill naderloa adequate IDd eomplltl 
modiCil are. W• con1tder tbb kind of OOOJMI"'.tiOD bettlr and falnr to aU l'IU'lt•, tbu. tb• 
orpnlll.tiOD. of pro'-IOD&I penonn.J. Into p.,t:aenhlp. 01' .,_.,. uoUIId tu.pitall or cllnteL'' 

Tbll method would M ueellent U It would wort. Th• famt}7 pb,Jalolu coold CU~~tbtae hill 
P"""t functlone Ia mucb tbe pnMnt method but woald atOiM at~Mtft17 diap.CIItlo d.lnics 
ot 1tate labontorlea. Row.nr, the U.d of tbt tiiDel ..._ to be IPlut thtl plan..-W&lt« R. 
Slitln", 
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fundamental specific proposal is the development of suitable 
hospitals into comprehensive community 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 staffs as a group complying with the essentials of satis
factory medical service set forth in Chapter II, and (3) ac
cepting responsibility 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 afliliation 
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, howev~r, impair to any degree the 
authority, responsibility, or administrative functions of the 
health department. 

lB. Industrial Medical Serriee.t-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 to 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 ease should be to consider the entire family as 
the unit for which medical service is provided. Suitable means 

• Thill lnnitut:lon .. delcribed iD Chapter m. p. 68·8'-
t For a description of uiatins Industrial medical ler'riOM He Chapter IV, p. 70·83., Publica· 

tfODI No. &, IS. t.O, and 8ummatJ" Volume, Put VU.. 
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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 

FIG. 16. THB RELATIVE PER CAPITA EXPENDITURES IN THE 

UNITED STATES FOB 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 a 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, i. e., 
preventive and sanitary service, should be continued by the 
factories. 

lC. 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 suitable 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 Committee recommends 
certain other more limited developments. These are: 

ID. Voilisalion of Subridi<uy Pe,..onnel.-Whatever changes in general 
organization may be made, the possibility of utilizing partially-trained auxiliary 
personnel for the performance of the tasks for which they are fitted should be 
kept in view. There are at least two fielde of medical care in which pOSBibilities 
for economic savings along such lines are obvious: 

a. Trained nursing attendants and visiting houeekeepere may be utilized for 
the performance of the simpler nursing procedures and for meeting the exigen
cies of sickness in the home. Such service should, however, be rendered only 
under the supervision and direction of fully qualified nurses.t 

b. The wider uee of trained and supervised nurse-midwives would be of 
material advantage in the improvement· pf obstetrical practice.t Ii. the more 
remote rural areas, certainly, greet gaine would follow the replecement b:r. euch 
trained midwives of the wholly unqualified attendants now in practice. Even 
in urban areae the more general-uee of trained midwives in normal uncompJi
cated deliveries would tend to seve the time of the physician and minimi.., 
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 deserlption of uiatlng university medical senics eee Chapter IV • p. 1!, Publlcatlaa 
No. 19, and Summary Volume, Chapter XXI. 

t For a deecrlption of the HrVfeee rendered b,. nuninc attendaata ll!e Olapter IV, p. 88 
PublleaUon No. 17, and Summary Volume, Chapter XIU. 

:t l'or a description of aerrieee rendered b7 trained nunae-midwtva aee Obapt« IV. p. 87. 
Publication No. 16. Kllcellaneou. Contrtbutiou No. 10, ud Summar7 Volume, Cbapt« XIV. 

I .tddU\onol 81111•--• Br Com.srWtM .lfntbera.-We beUeve that the tollowfDC additi.ODil 
reoom.menclatton ahould be macle b7 the Committee: 

.. 0. We commend the growinll' tendeoc:r ID. the practiee of dentiltiJ' toward a dkfaloa of 
Jabor in which a dentlet who Ia alao a pb)raiclan .. uiDI!II larpr ftiiPODBibtltti• b t:be dtq-
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lB, Prlo,. Group Cllni ... •-A desirable step in the organization of aervioeo 
ie the further exten.ion of private group medical oervice, independent of pub
lic aid, in communitioa large enough to support thie type of eervioe. In 
time such practice should be expanded to include the eervioee of general 
practitioners, home care, hoapitaliation, dentistry, pharmaceutical service, 
and public health nuroing (eee 11) and should comply with the etandanla 
for group practice outlined in Chapter n. 

lF. Pq Cllnla.t-Patienta who are not indigent, but nevertheleoo are 
unable to meet prevailing Ieee, oan be helped subetantially by the esteDSion 
and development of pay clinics, which are epoDI!Ored and financially aided by 
the public through voluntary or tas Iunde. Such clinioe should provide ade
quate remuneration to the peraonnel, and should delegate control and manage
ment of profeeaional aepeeta of the eervice to the physieiane and dentiete con
cerned. The clinioa should be linked closely with the facilitiea of approved 
hoepitala and should provide home eervice and public health nuroing care 
(See 11). Dentiotry, medical social service, and the provision of drugs, eye
gi ... ee, and other appliances should be added as Iunde permit. 

lG. Mlddt.-Rau Ho1pl1of Serolce.*-The Committee recommende a wider 
development in exieting hoepitala of middle-rate programs. Under such pro
grama, the prof..;onal etalf and the hoepital adminietration organiee in a 
cooperative relationship. A achedule of profeeaional and hoepital chargoa for 
penooa of moderate means i.o agreed upon, and all ehargeo are collected by 
the adminietration. Thio plan unifioa and limito the patient's bill for a hoo
pitalied illneao and usiato him, after he baa become ill, in planning to meet it. 

lH. Plar•lel,..' Prl-.r 01/ieN In Hoopi,.,..--General hoepitala may make 
epaoa available in their buildings, wherein the membera of their profeesional 
ltaff may bold offioa houn for paying ambulatory patiento. Thio plan baa 
already been referred to in Chapter IV as in operation in numerous boepitala. 
It may be an important etep in the direction of aaeociating general medical 
eervioa with the facilitioa of hoepitala and of usieting in the development of 
ooundly organiaed group practice . 

. 11. Organlafl N•rolng Seroi.,._Nuroing eervioe should be progressively 
organioed in correlation with the organization of medical eervioee and of 
public health activitiee. The private duty nune, practicing individually, occu
piee a position of increasing economic ineecurity. So rapid hu been the growth 
in the number of nunee that there are far more private duty and inotitutional 
nuneo than oan be employed under p.--nt circumstances. Yet the needs of 
tho people v /ull11 ~~~ would call for all the nuneo. Thio situation i.o an 
ezoollent illustration of the diatinotion between need and demand. The blll'o 
rier i.o primarily-.lthough not exclusively-an eoonomio one. Thio ie evident 

llOiil ud U.batlli or OODdltiobl ut.t• from • nWed to the teetb, while mocb of tbe roaUD• 
performed l>l' tho dooU.l Ill lbo - to dol ...... tD dootol -- ud other toclml....., 
wortlq ao.d• bJI cbNC'tloa. "-llonll L. O:xtb. Bana. B:m-, Kn. WalW McNab MOler. 
£!bod 0...., WWioa J. Boblollollll, Jolm ll1mnall, 0.-L .L Wbloknr. 

• ,_ a ~pttc.. or ulat;1q tJI"''I&t. rroap Cll1lltc. - Cllaptc IV. p. H, Puhl.loatl-. a. 
Uld ........... Vol--. Cbo- UV. 
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from the contrasts between the numing services received during a year by 
familiea of different income levels (Table 3). To overcome the economic bar
rier, numing service ohould be one of the important servicee provided on a 
group payment basis by the orga.nUed medical groups described above (espe
cially in Recommendations lA, lB, and lC). Home numing service on an 
hourly or viait 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 orga.nUed numing care. Since it is desirable for the services of 
visiting nurses to be unified for a particular area, orga.nUed medical groups 
should, where possible, ammge for the provision of home nursing though exist
ing organizations, rather than attempt to provide new machinery. Provision 
should also be made for a subeidiary licensed personnel, working under super
vision, capable of furnishing housekeeper service in the home and attendance 
upon the sick. All organized numing service given in the home either should 
be under the direction of the public health numing organization of the com
munity or should cooperate with it. 

11. CouJIIT Medical Soeietr Cliniez, •-In rural areas or small towns, 
county medical societies may establish clinics to provide care for persons 
unable to pay the current feea of private practitioners. These clinic:a should 
be paid by the county or city authorities reaeonable sums for their services. 

Discussion of Recommendations Regarding Group Prae
tiee.-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 o-,: 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 Better Use of Specialists.-The extension of 
properly organized group practice will be of substantial as-

• For a de.crlptton of county medical aoetet, ellnicl .see Chapter IV, p. 71. 
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aistance 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 a 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 Qua.lity.-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 ... ~.,. ... 
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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 lessen 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 

0 

professional net incomes or 
impairing the quality of service. Undoubtedly this fact puts 
the individual practitiont!r 0 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. 

Relation 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 presents the following scheme to the public and 
invitee the fullest criticism. Such a scheme may be compared to a plan sub
mitted by an architect to a householder who wants to extend the house in 
which he livee and to introduce all modem improvements. The householder 
may, on eeeing the plan, decide that it would coet too much and that he muet 
put up with hie house ae it is; or he may make suggestions for the modification 
of the plan. But the householder knows that if he wants to extend hie house 
he is, ae regards ....,tials, in the hands of the architects and builders. 

2. THE STRENGTHENING OF PUBLIC HEALTH SERVICES 

The United States spends only $1 per capita for public health 
services to 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 public health service in the United States is very deficient.· 

Recommendation 2.---The Committee recommends· the ex-· 
tension of all basie publie health" servicee--whether provit;led 
by governmental or non-governmental agencl.-o that they 
will he available to the entire population aecording to its needs. 
Primarily this extension requires increased financial support 
for official health departments and fnll-time traineil health 
officers and members of their staft's whose tenure is dependent 
only upon professional and edministrative competence.* 

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

• In making thb recolDD11!1Ddatlon tlte Oommlttee bu In mind primaril.1 the publlo health 
lflrvicel performed b7 health departments. However, the health llerrice af other cormm•ntal 
&genal•, aucb. u eduoatlon and welfare departmebt._ and of ~luntaq aaeueta are a1ao com
munity public health act:lritl• and abonld be ably condncted and aloael.J' Unted with the 
wort. of health department.. 
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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 sanitation; (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 health 
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 expenditures uneven and unpre
dictable, but they are also much too 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 eare 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 ia not meant to 
preclude the continuation of medical service provided on an 
individual fee basia for those who prefer the present method. 
Cash benefits, i. e., compensation for wage-loss due to illness, if 
and when provided, should be separate an<J distinet from medi
cal serviees. 

Except for some of the members signing the minority re
ports beginning on page 151, the Committee agrees to the 
principle of group payment for meeting the expenses of medical' 
care. The methods of utilizing "t}lis 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 3B 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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SA. 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. 

SB. Required Health Insurance for Low-Income Gronps.t
Some members of the Committee :t believe that the industrial 
etates 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. 

SC. Aid by Loeal Govemmente 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 SA, 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 
a contribution be made from government funds. 

SD. Salaried or Subsidized Physicians in Rural Areae.§-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 

• Par a d.mpttoo of ooopenti.,. IM&ltb llmlruae without llpl oomp\llaloQ .. Cllaptao IV, 
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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 two 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 country, 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 basic minimum of good medical care. ' ' 

In general, a majority of the ·committee believe th~t 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 it 
the family can carry its o~ burden. The state should not be 
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. 

•For a d~rfptton or 1tate u.d J'eclenJ. aid aee Obapter IV, p. Ul, and Summar}' Volume, 
Chapter XXXII. 
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8F. Volunta.1'1f Hospital l118ura,nce.•-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. 

8G. Ta.z Funds for Local Hospital Service.t-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. 

8H. Ta.z Funds for Medical Care of Indigent and Necu
B;it0118.--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. 

• J'w a ct.crlpUOD ol YOitmluJ baqdtll iDmnDcl ... Obap .. IV, p..· tl, aDd au.u.ar, 
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31. Public Support for tke 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 Gronp 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 Healtk lnsurance.-This proposal is 
relatively new in the United Statea, 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 periodic 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. 

• l'or a deaoriptioQ of pubUo aupport tor the cue of cbroD1o dlleu• aee Chapter IV, p. 88. 
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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 
ol' 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 t>ublic 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 a 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 all voluntary 

health Insurance were offered by community medical centers, 
with financial control by representatives of the public and 
professional control 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 medical 
eenter, 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 proportioJI. 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' pr 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 a'dd 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 service 
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 also 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 
sickness 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.• 
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Their reasons for holding this position are: 
The maintenance of the quality of medical care is fundamen

tal. Good service to 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 systeiDS 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 ahould not empbasbe or reeomiJIIIIl4 whmtaJy bMlth 
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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 countries 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 eo
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 so, 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 (3B) which would make health 
insurance a legal requirement for certain 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 coo:p-· 
erative insurance (Recommendation SA), medical service to a. 
majority of the 70,000,000 people living in industrial com-
munities and in cities. · 

Required Health InsuraRUl6.-Those members of the Com~ 
mittee who subscribe to Recommendation 3B for legally 
required health insurance t belieye that such health insurance 
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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. · 

S. 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
his 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 insists 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 economical. 
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 Rural Area8.-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 districts, 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 lnsurance.-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 non-hospital
ized illnesses, but who cannot pay much more. 

To protect families against all"the financial hazards of high
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. Insqrance which includes also 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 
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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 
(3G) 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 $3.26 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, $3.26 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-
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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 is 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 community backing and 
control. · 

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

(c) Formulation of general standards and policies, regula.. 
tion of charges, and arbitration of difficulties by the state medi .. 
cal and dental societies or by ali officially appointed medical 
board nominated in large part by the societies. · · 

4. COORDINATION. OF MEDICAL SERVICES 

One of the principal defects in 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 
stndy, evaluation, and eoordination of medical service be eon· 
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oidered important funetiona for every atate and local com• 
munity, that ageneieo be formed to exereioe 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 : · 

4.A. Temporary Professional Gronps with Lay Partiei· 
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 dynamic 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. 

48. Permanent Loeal 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 
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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 local 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 medical, 
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 considers 
necessary to further progrjlss, 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 into several medical districts, 
in order to give due consideration to geographic differences. 
It should give particular attention to 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 prescribed 
conditions with respect to personnel, equipment, sanitary sur
roundings, and standardization of finished products. • 

5. BASIC EDUCATIONAL lli4PROVEli4ENTS 

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 not 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 
stu.dy. 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. t 
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Recommendation 5.-The Committee makee the following 
recommendations in the field of professional education: (A) 
That the training of physieiane give inCreasing emphasis to the 
teaching of health and the prevention of disease; that more 
efFective efForts he made to provide trained health oflieere; that 
the social aspects of medical practiee he given greater attention; 
that specialties he restricted to those specially qualifi.ed; and 
that postgraduate educational opportunities he increased; 
(B) that dental students he given a broader educational back· 
ground; (C) that pharmaeeutieal education plaee more stress 
on the pharmacist's responsibilities and opportunities for pub
lic serviee; * (D) that nursing education he thoroughly reo 
moulded to provide well-educated and well-qualified registered 
nurses; (E) that less thoroughly trained but competent nur&
ing aides or attendants he provided; (F) that adequate training 
for D111"8&midwives he provided; and (G) that opportunities he 
oft'ered for the systematic training of hospital and clinic 
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: 

SA. Medical Education (Physidans).-The content and 
character of the education given to physicians should focus 
major attention on those aspects of medical knowledge and. 
technique which in the future wiH occupy a major part of the 
time and attention of practitioners. This means, especially, 
greater emphasis on prev~tive 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 
as its alleviation and cure. Medical students, therefore, should 

• 0~ S. 0~ .11 ....... -We belJeq that 11eet1m 0 of B......_m•ul&ttaa I lhauld 
nt.d u foll01n1 •• That phal1ll&eetltleal eduet.tton be eoord.lnated u much u poadble with the 
broadll!l' upecb of medical and dental edueatloa llbd that greater atrea. be laid upon the
~· ftiPODiibWUes llD4 oppartunttle. for lel'rice in promoting the publlo ._,.tb. •
HanD Bmenon. Ambzwe HUD8berger• Alfred Owre, WOllam J. SebletfeliD. 
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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 Herdth 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. • 

(c) Social Medicine.-Medicine is not an abstract body of 
knowledge to be used only in a 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 economic, psychological, and sociological 
relationships. The effects on physical and mental 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) Spscialism.-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,t and most schools, therefore . 
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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 Educatilm.--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 confreres 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. 

SB. 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. 
a true profession more recently than medicine, and imP.ortant 
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 function'S 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 biologi
cal sciences, such as anatomy, physiology, bacteriology, and 
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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. Pharmaceutical Education.-Drugs and mecJicines 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. 

50. NDI'Ilng 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 
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development of hospital 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 interest 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 II 
heavy financial strain on low-income families. This Jlroblem 
may be met in two ways: (a) by including nursing servjce 
among the benefits provided by industrial and university medi
cal services, community medical centers, and other organized
group payment plans,t and (b) by providing less thoroughly 
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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 nursing 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 Nuree-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. 

SG. Training of Administratore.-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 understa11d 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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CHAPTER VI 

THE CHALLENGE OF THE FUTURE 

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-by 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 hookworm 
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 reduc
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 our 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 mortality, 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 so obvious a 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'~ clubs and business men's organizations have 
assumed leadership in the attack on various disease problems. 
As one result of their work, thousands of crippled children have 
been provided with corrective treatment. More particularly, 
hundreas of universities and industries have taken the initia
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 
so 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. • 
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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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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
nomies is of the first importance. The Committee's investiga
tions have opened a way. Fortunately, professional societies 
are establishing bureaus and committees on medical economies. 
Because a university has the unique advantage of having both 
medical and social scientists in one organization, the Committee 
has formally recommended to the universities of the country 
that they conduct research in this field. 

Whatever means may be employed the time bas 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 band 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 ita activitiee be re
stricted (o.) 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; (c) to the support of the 
medical departments of the Army and Navy, Coast and Geodetie 
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 fitk servioe-eonoected 
diaabilitiea and diseasee, except in the case of tubercnloeis and nervous 
and mental diseases. 

n 
The minority recommends that government care of the indigent 

be expanded with the ultimate object of relieving the medical pro
fession of this burden. 

m 
The minority joins with the Committee in recommending that the 

study, evaluation, and coordinstion of medical service be considered 
important functions for every state and local community, that 
agencies be formed to exercise these functions, and that the coordi
nation of rural with urba.n services receive special attention. 

IV 
The minority recommends that united attempts be made to restpre 

the general practitioner to the central "place in medical practice. 

v 
The minority recommends tliat"the corporate practice of medicine, 

financed through intermedisry agencies, be vigorously and persistently 
opposed as being economically wastefnl, inimical to a continued and 
suatained high quality of medical care; or uofair exploitation of the 
medical profession. 

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

vn 
The minority recommends the development by state or county 

medical societiee of plans for medical care. 
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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 reco=endations. 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 reco=endations 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 reco=endations or omissions in the 
majority report of this Committee. 

We are in full and hearty accord with the majority in its 
reco=endations 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 he8Ith 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 reco=endations for coordination of medics! 
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 
only he 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 
application 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 witli respect to public health ana 
progress in medical education. 

With regard to the majority Recommendations 1 and 3, 
dealing with " Organization of Medical Services " and " Group 
Payment for Medical Service," the convictions of this minority 
are ·so divergent from those of the majority that they must be 
discussed in detail. 

L 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 
facts 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 i\ 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.* 

IA. 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. lt is always the individual 
patient who requires medical care, not diseases or economic 
classes or groups. The neglect of this principle in other fields . -

• A:dditiotl4l Seohm.eftt bJ,t Jfemb• O/ Jliftoritv Qrou9--ll.7 major objection to the rec!O'Jil· 
mendatioDJ of the M&jority fa agal.ut group practice and not against group payment. I favor 
KtOUp pa_yment 1n the eompullory, u oppoeed to the Toluntar,y, form. But I oppose group prac
tice. l'l.om Publication 21, we learn that fO,OOO,OOO people of the United Statet Uve in rural 
areaa and iD towna of 1- than 1,600 population, where there are no ho!Jpitall around whicb to 
form aroup cllnlel and where there are DDt eooucb phyaiclam, dentlata. and ot.ber profl!lll.iooal 
peraonnel out of which to form group clJntea that ccmld furnish complete medical cue. There
fore I would recommend that ID all Reb comm.unlttea every family be 1Jl'Pd to &elect a famllJ 
ph,yatetan to whom lhall be wbmttted all health problems u well u Ulnea problema; that we 
urge the cooperation of tbi1 fami1J' phyalclan with available laboratories, IPecl.aliJta. etc., the 
&ee tile of all l1lCh whenever needed and the clOH coordination of IIUCh terrice In reotleriiV ade
quate and complete medical care. Thil would pnH~T~~~ the eaenttal penonal relatiOII.Ihlp 
between ~c1an and patient and Hltore the Jlrivate general practitioner to bJI rigbtful place 
u the -"tiP"fJWl in any effective ayat.em of rendering medical 1errice. I CODiider thll ttnd of 
cooperation better and fairer to all partie~ than the orpnbatlon of aueh peramel into partner· 
lhlp l'f0upa.--Eirb7 S. 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 so 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 to 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. (S) 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 lllustration of what is almost an 
obsession with many people, namely that " organization " csn 
cure most, If not all, human ills. 

18. lndnetrial Medical Service.-It is our bpinion that this 
question, which is of great importance, bas not been adequately 



156 MEDICAL CARE FOR THE AMERICAN PEOPLE 

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 • as 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 clasa of individual& 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 numerous 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 by some . 
form of contract. This came about because workmen's com
pensation laws in most states were written without regard'to 
the character of medical sen(ice 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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pensatlon 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 inftuence 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 it. origin largely from ne~ty (isolated conditions); (2) has 
been legalized in certain places by otate statute; (3) under certain conditions 
and in aome forma io both ethioal and legitimate; (4) in general, hao become 
highly commercialized and competitive; (5) is largely limited to the pay-roll 
claoo; (6) doeo not, in moot oaoeo, extend it. provisions to women and children; 
(7) confineo it.elf, almoot without exception, to curative medicine and doeo 
not include preventive meaouree; (8) ohowo no intereot in public or individual 
wel£are; (0) furniaheo medical care which is often inferior in character; (10) in 
many inotanoeo is cbaracterioed by underbidding, subletting, misrepreoentation 
and racketeering; (11) io economically unacund in many of ita preoent forma; 
(12) is e110ntiaUy oickneoe insurance, UBUa!ly not supervised or regulated; 
(13) is often uoed by the operators thereof to influence legislation in favor of 
extension of the plan; (14) in many of ita preoent forma, lowers the confidence 
of both individual and the publia in the medioal profeoeion; (15) hao aome 
featuree that deoerve refinement and extension and others that are unethioal 
and dangerous and ohould be ohcliohed. 

So many abuses have always attended nearly every form of 
con.tract practice that the minority is willing to recommend it 
only when the objectionable features named above csn 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 effect. of contract practice schemes is • 
• ,...,.... ., . ._~...co. • ...., .t....wco.. MarU s. test. voL ea .... aoa-ta. 
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that each of them stimulates the launching of other simil8l 
schemes until there are many in the field competing with eacb 
other. The first may have safeguards against many of thE 
abuses of contract 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 medical care which have been pointed out by representa· 
tives of organized labor. They are essentially paternalistic ill 
their operation, giving to the management of industries an 
increased control over their employees. The intrusion of the 
company employed doctor into intimate f8lDily relationships is 
objectionable. Privacy and the personal relationship whicb 
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 l!ledical care which degrades the 
medical profession through unfair competition or inadequate 
compensation, or which breaks down its ethical standards or 
furnishes inferior medical service, must be condemned. It is 
hardly open to doubt that contract practice, as usually carried 
on, is such a method. 

Industrial medicine as it operates under workmen's com
pensation laws is further discussed below under " Group 
Practice." 

lD. 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 



MINORITY REPORTS 159 

widespread employment of technicians in clinical laboratories, 
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 
ftelds 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. 

IE. Private Group Cliuica.-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 results 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
ics" were far too few in number to constitute a safe base upon 
which to erect so large a structure as is pr,oposed. This is 
especially 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 consider the fact 
that multiplication 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 commercial an-angements indicated. It is 
important in judging this questiop 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 
clinic. 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 stsft's 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 
csses but for the 85 per cent of illnesses 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 
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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 ifs 
overhead, the private practitioner simply continues to care for 
his 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 appare)lt and the advantage.$ either 
to the medical profession or to the public are limited. 

IF. 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 clinic 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 its 
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 aceentu~ted. 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. 

IJ, County Meilieal 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 
oft'ered later. 

U. GROUP PAYMENT FOR MEDICAL SERVICE 

The Committee on the Costs of Medical Care has been in 
existence for five years and during that time has collected at 
considerable expense a great body of date. Among these date 
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 
a 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 seale 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 make's definite recom-
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mendations that this country adopt the thoroughly discredited 
method of voluntary insurance. It is admitted in ~he 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 seeins 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 systeins 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 soqnd public policy and that the 
shortest road to the commercialization of the practice of ni.edi- · 
cine is through the supposedly rosy path of insurance. 

The careful reader of the majorlty report will note that not 
all of those who sign that report are willing to recommend 
voluntary insurance. Arguments against the voluntary system 
11re forcibly set forth by the dissenters among the majority on 
page 131. 

It seeins 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. 
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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 convincing proof that under these systems the 
costs of medical care have been reduced nor that the new !lvils 
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 clinic: 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 questipn, 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 of 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.~ 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 since 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 
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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 to us, 
the majority report bas 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 
professional 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 
cau8e 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 ana completely commercialize its practice, and which 
are at 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 oft'er to the people in a 
more systematic way the serv~ces of aU the physicians of each 
community at prices which all the people can t.ft'ord. It is only 

• ,_ .a. .. p. IOI·IOY. 
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by including aU 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.• 

ill. 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 to 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 otlier 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 seems presumptuous to 
assume that we can foresee conditions or needs sufficiently 
clearly to plan so far in advance. It is not too soon, however, 

• ~ BIOI...,., ... Jl'-...,. o/IM: Jliaoril. Growp.-We are DO& 1D eattre agreemeat 
wltb the abon! coodemnatlon of comP111aor7 health ID8urance. We believe it~ be~· to 
euard acaiut IIWl7 ot the erib of tbe .,Uem, and that U: t1 wortb7 of a trlal.-KirbJ S. 
Howlett, llobed WU.O.. 



MINORITY REPORTS 169 

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 its 
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 personal 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 rroup 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. 

Our recommendations are based upon the conviction that the 
medical profession is the essential element in the furnishing of 
medical care. 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. 

I. Government and Community Participation in Medical 
Care.-Many of the difficulties of the medical profession ana 
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 I.-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; (e) to the support of the medical departments 
of the Army and Navy, Coast and Goodetie Survey, and other 
government services which cannot because of their nature or 
location he served by the general medical profession; and (d) 
to the care of veterans suffering f!'om bona fide service-con
nected disabilities and diseases, except in the ease of tnberenlosis 
and nervoWI 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 
secure 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
cially Important in acutely urgent diseases. We believe that the 
Jaw providing for government treatment of non-service-con
nected disabilities should be repealed. 

2 •. Care of the Indigent 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. It is practically 
impossible to arrive at anythi~ definite by su,ch 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 compensstion in added prestige and experience. 
The community should also bear the total cost of hospitaliza
tion, nursing, etc., of every indigent person. 

Recommendation 2.-The minority recommend& that gov
ernment eare or the indigent be expanded with the ultimate 
object o£ relieving the medieal profession o£ 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 earried out, 
would have a definite effect upon the cost of medical eare to 
those who ean pay for it. It would result il! 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 plal!ll 
are tried to compel the community to bear the costs of sick
ness of those who have incomes. • 

3. Coordination and Control of·Medieal Serrices.-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 

• AdMiicHN&I B~ .,. lfnt'-' of eM JIUtorU, Gro.p.-Whne aecept1qr fD gaenJ the -le of the otate ..........,.Uq lor the In- I .,.,..... ..,....t the ....,.......Uit>' u 
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the agencies listed in the majority report. In order to initiate 
a 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 to 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 first 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 from 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 efficiency and extending the field of the general practi
tioner of medicine. 

Recommendation 4.-The minority recommenda that united 
altempll be made to restore the general practitioner to the 
central place In medical practice. 

This, of course, is quite the opposite of the ma)ority'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. In the 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 oi 
any kind. His most important item8 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 
prolessional 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
cialists. As has 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 
ihe 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; 12.5 
cents is for hospitalization; the rexnaining 42.6 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 collec.ted above the 
salaries paid is a direct profit to the institutions and is derived 
from a 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: 

Reeommendation 5.-The minority recommends that the 
eorporate practice of medieine, financed through intermediary 
agencies, be vigorously and persistently opposed as being eeo
nomieally wastefnl. inimical to a eontinued and sustained high 
quality of medical eare, 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. 

Reeommendation 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 
fnndamentala of medical practiee. 

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 !ln the ground that it might prevent 
a major operation. . 

Plan for Treatment of CIIA"onic Dilleases.-We call attention 
to a plan for treatment 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. 
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Indifference.-The development of chronic diseases is often 
so 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 cheek-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 its 
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 must be repeated at additional cost and loss of oppor
tunity to the patient. With continuous complete service for 
chronic diseases paid for on a yearly basis the temptation to 
relax in care would be largely removed. 

Economic Reasona.-Only a small portion ·of the service 
necessary in the care of chronic diseases can be paid for by the 
}llajority 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; 
(e) 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 to 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 financial 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 it. 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 grouping 
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 personnel, 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 
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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 
Plana 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. 

S. 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. 
5. 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 cerlification 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. Our 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, etc. 

3. It places responsibility for the quality of service directly 
upon the organized profession. It 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 patients, underbidding for 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 physician 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 lachlity, 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 disability 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 
changes in the economic and eoeial order, on the other. 

Within the past fifty years, as the Chairman of the Commit
tee 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 a 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; an9 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 wide.~~pread adoption of the recom
mendations of the majority of tbil! 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 conquest 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 so 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.D.S, AND C. E. RUDOLPH, D.D.S. 

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 increased 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 Wll 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 ~ey do, that grave dahgers 
to these standards have developed in the past and will exist 
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 is 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 Committee and should themselves take steps 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-
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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 sickness 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 those 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
Clude any study of dental group practice. Studies of such 
groups should have been made both as regards their organiza
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 
Association show that such cooperative participation is on the 
increase. All such experiments would provide valuable facts 
as a basis for future development. 

We 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 introduction of compulsory 
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 eepecially evidenced by the finding that far 
greater inadequaciee obtain for thoee of email than those of large means. Just 
as some people go hungry though the country producee more focd than tha 
people can consume; many are inadequately clothed thougb we manufacture 
more clothing th~ we can use; even so millions are sick, hundreds of thou
IBnda suffer pain and anguish, and tens of thou...nda 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 medical • 
practitioners and institutions are used to only part of their capacity-not be
cause their services are not needed, nor because they are unwilling to serve. 

We add to these reasons because fundamentally, as t!ie 
studies of the committee reveal, the problem of providing medi- . 
cal care is 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 medical so
ciety plans of sickness insurance such as those referred to in 
Minority Report No.1, page 179. These would place responsi- ' 
bi!ity 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 so that competition between different profes
sional groups furnishing service or between individual practi
tioners would be on a basis 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 a pattern which will determine the direction of ariy 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: 

Such a ocheme may be compared to a plan eubm.itted by an architect to a 
bouaeholder who wantl to extend the bouse in which be lives, and to introduce 
all modem improvementl. The boueebolder may, on eeeing the plan, decide 
that it would coet too much and that he muat put up with his houee ae it is; 
or he may make euggeatioiiS for the modification of the plan. But the houee
holder knowo that if he wanto to extend his houee he is, as regards OEentials, 
in the hands of the arebitecto and builden. 

We fully agree with the statement concerning coordination 
of medical service contained in Minority Report No. 1, page 
172, a8 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-<listurbing eff~t on practi
tioners and a deterimental effect on the public, whom they 
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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. 

HERBERT E. PHILLIPS, 
C. E. RUDOLPH. 



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 construe.. 
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 
QPinion. 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 
as 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
lrl'ams. The sacrifice in analysis and precision to unanimity 
among the members of the majority may wellltive 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 



190 MEDICAL CARE FOB THE AVEJUCAN PEOPLE 

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 to 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 cballenge, 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. As in 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 
blurred 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 adeqpate analysis. The failure 
of the Report to make that distinction, 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 ih 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 
o'f 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 certain 
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

It 



192 MEDICAL CARE FOR THE AMERICAN PEOPLE 

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 a 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 hring into the light-is the ad
justment of this far-too-rigid and none-too-responsive organ
ization to the social function which medicine must today be 
made to perform. 

Although each of the services-professional practice, nurS
ing, hospitals, whatnot-presents to some extent a distinctive 
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 circumstances of the times and the ethics of the profession 
kept medicine rather free of commercialism. 

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-it 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 to 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 consciousness 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
, a ted, 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 proper 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-
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tainly than anywhere else, the patient has not the knowledge 
requisite for judgment. In almost every city reputable physi
cians will admi~t 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 to 
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 cpmpetence 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 a 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 case 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 
."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 
belie'l'e It can be attained only by a complete elimination of the 
alms 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 bas 

· 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 " commpn 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 
is 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 spould 
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 ali, "either without charge, or upon 
the payment of a small fee designed to prevent frivolous use. 
All members should pay an annual eharge 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 tlll!:ed 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. 



PERSONAL STATEMENTS 197 

As is recommended in the Report, all services would be dis
pensed from a 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 hospitals, 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 a full and regular demand, and subordinate functionaries. 
Diagnosis and a regimen of treatment lie 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 training 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 
services 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 ser'vice; its value 
bas 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 graduated 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 d., 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 m:ns 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. Our American communities 
differ -)Daterially one from another; and, within the flexible 
confines of this scheme, there is room 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. 
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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 tl]jde adequately to perform its function until there 
has grown 'IP about its 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 institutioni' 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 a 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 a promising venture. The disorder and the diversion from 
purpose which characterize it make the current org¥ization 
of medicine an insecure foundation on which to build an ade
quate and an enduring service. A resort to palliatives in an 
effort to make it work can only lead to a continuance of the 
present appalling waste in human resources. The turbulent 
stream of change which hurl:ies us towards an unknown 
future Is not going to be stayed while we cautiously tinker and 
solemnly debate the ne:~~:t 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. 

WALTON H. HAMILTON. 
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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. 

EDGARSYDENSTIUCK~ 
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hookworm disease, v 
incidence of illness, 7(note), 10, 

196 
~uenza, ~egro, 10 
malaria, Negro, 10 
mental disease, v, 9-10, 52, 60, 88 
nephritis, Negro, 10 
orthopedic cases, 88 
pellagra, v, 10 
physical defects, v 
pneumonia, Negro, 10 
rheumatism, v 
small-pox control, v, 43 
southern, v 
tonsils, diseased, v 
tubercula~, 10,43,52,60,88,98 
typhoid fever control, v, 10 
venereal disease, v, 10, 43, 60, 88 
whites compared with Negroes, 10 
whooping cough, Negro, 10 
yellow fever, v 
See also Maternity hygiene 
See also Mortelity 

Mortality: 
cancer, v, 148(F) 
children, v, 148(F) 
diabetes, v 
heart, v 
maternal, 87 
Negro, 10 
rise in rates, v, 150 
tuberculosis, v, 148(F) 
war, 148(F) 
See also Morbidity 

u Municipal doctor," 90 
Mutual benefit societies, 95-96 

National Bureau of Economic Re-
search, viii 

National Tuberculosis Aawciation, 
viii 

Naturopaths, expenditures, 4(T), 15 
Nayy, 52, 170 
Needs of people: 

medical care, 32-34 
public health services, 32, 33 
See also Facilities, Inadequate 

care 

Negroes: 
healtb 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, 116 
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), 68(note) 
practical, costs for services, 14(T) 
public health, 4(T), 68(F), 86-87 
school, 89 
unemployment, 26, 58(note) 

Nursing: 
Brattleboro plan, 92, 142(note) 
Frontier Nursing Service, 87 
hourly, part-time, 114 
New Bedford plan, 92 
organization of, 113 
epecial, 8(T) 

Nursing councils, 93 
'See also Coordination 

Office space in hospitals, 47, 85-86, 
. 110, 113 ·. 

Office. visil.o!, organized sernces, 
77(F) 

Old-age peDBions, 35 
Optometrists, control, 4(T), 33 

·Organization, 29-31, 108-118, 153-163 
clinic and hoepital otafl', 30 
compared with education, 30-31 
CO!ltrol, 45, 47, 129 
costs, 31-32, 77(F) 
economic security, 116, 161 
economies, 32, 45, 76, 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 
mainteDBDce of quality, 115-116 
need for, 44 
national societies, 29 
non-profit cbaracter, 47-48, 197 
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Organization~(Cont'd.) 
physicians, 45, 46, 160-161 
preventive measures; Bu Preven-

tive services 
recommendation for, 109 
responoibility for patient, 47 
regional basi!, 44 
standards, 46-48, 125 
Bee .Uo Competition 
See alBo Cooto of medical care 
See alBo Dependents 
Bee also " Free choice " 
See alBo Boopitalll 
See alBo Insurance. 
See .Uo Office space in bospitalo 

Organized services: 
coelll, 14(T), 31, 77(F) 
" idee.l •: outlined, 68-71 
•• organized group," defined, 109 
See alBo Clinics 
See alBo Community medical cen

tero 
Seo .Uo Induotrial medical eer

vicee 
Seo .Uo Medical benefit oorpora-

tiou 
See alBa Nuroing 
See also Organization 
See alBo University medical eer

vicea 
See aho Workmen's compense.

tion 
Ortbopedio 111ppliea, ooelll, 14(T) 
Ooteopaths, expenditure• for, 4(T), 

15 
Out-patient department; Bee Hos-

pitals 
"Overhead," 22, 34, 78, 109, 116, 160 
Ov~reatment, 7 

Paateur, v 
u Patent medicines 11 • See Drugs 
Patienta: ' 

selection of practitioners, 38 
Sco alBo Clinics 
See al.o •• Free choice 11 

Seo alBa Incomes, f&llli4' 
See also Organiaed serv1cee 
See .Uo Phyoiciano, Personal rela

tion 
Payment, 120-134 

ability to pay, 3, 88 
group, 130(note), 142, 163-188, 134 
loan eompanieo, 1M 
practitionen and agencies, 88, t3, 

63 • 
source, « 
terms DeceiBIU'Y, 38 
variation in method, 67-71 

Payment.-<Cont'd.) 
See .Uo Coelll of medical care 
See also Incomes 
See also Insurance 
See alBo Organized eervioee 
See also Taxation 

Periodic payment; See Payment 
Personal relation, 29, 38, 39, 63, 79, 

90, 109, 115, 125, 133, 165, 158, 
169, lBO 

See .Uo Phyoiciano 
Peroonnel in medical practice 

number, 4(T) 
subsidiary.._ uae of, 112-114, 158-159 
See also l:'ractitionera 

Pharmacies; See Drug stores 
Pharmacists, 4(T), 28, 61, 137(note) 

See alBo Drugo 
See .Uo Education 

Physical defects, v 
See also Examination 
See .Uo Morbidity 

Physiciano: 
ca111

7 
ratio to family income, 6(F), 

charges compared with collections, 
17(note), 23 

oooto of services, 14(T) 
economic incentive to prolong ill

ness 24 
family phyoician, 29, 46, 109(note), 

161, 173-175 
11 free work," 9, 23, 42, 74, 172, 191 
general practitioner, See Family 

physician 
geographical diotribution, 33 
hoepital sta!Jo, 65 
idle time, 34 
incomes, 7(note), 22, 24, 33, 46(F) 
incompetent, 33 
1
' municipal doctor," 90 
number, 4(T), 65 
offices in hoepitals, 47, 65, 35, 86, 

llO, 113 
ratio to population, 5 
remuneration for care of indigents, 

75, 91, 114, 123, 163\ 179-181 
remuneration in insurance system, 

100, 133-134 
aalaried, 126 
aalaried in Europe, 97, 99 
ealaried, rural, 90, 121 
Saskatchewan plan, 90, 131 
ochool, 89 
aervices, volume according to 

population diotribution, 2l(F) 
Bpeclaliets, 6, 29, 114-115, 197 
workmen's compensation, 80 
See also Capital inveotment 
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Physicians.-(Cont'd.) 
See also Education 
See also Incomes 
Su also Organized services 
Bee also " Overhead " 

Population, distribution, 2l(F), 104-
105 

Postgraduate education; See Edu
cation 

Postnatal care; See Maternal hy
giene 

Practitioners, 33 
cult 

See Chiropractors 
See " Faith healers " 
See ~aturopathe 
See Osteopaths 
See Religious healers 

distribution, 5 
number in United States, 2 
See aZ.o Administrators 
See alsa Dentieta 
See also " Free choice " 
See also Incomes 
See also N uree-midwives 
See alsa ~ursee 
See aZ.o Physicians 
See also Technicians 

Prenatal care; See Maternity hy
giene 

Prescriptions; See Drugs 
Preventive services, 12, 42, 13S-139 

dentieta, 140 
European, 99 
expendituree, 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 i See Physi
cians 

ProfesUona.l incomes; See Incomes 
Professional societies: 

American Association of Dental 
Schools, 140 

American Dental Association, viii, 
11, 99, 163 

American Medical Association, vi, 
viU,30,85, 116,133,156 

American Public Health Associa
tion, 119 

British Medical Association, 98, 
118, 187 

Bureaus of medical economics, 
149 

influence, 30 

Professional oocietieo.-(Cont'd.) 
insurance plans, 75-76, 179-181 
medical society of Ca.lifornia, 187 
membership, 30 
standards for group practice, 54-55, 

134, 187 
Professional standards; &e Stand-

ards, professional 
Profit, 47-48, 197 
Public education; See Education 
Public health, 12-13, 32-33, 88-89, 

118-120 
activities of 43 
cost, 13, 14(T), 43, lll(F) 
departments: 

" free work/' 9 
full-time personnel, 4 
~ew 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 

I organif;ation, 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 government participation, 170-
. 171 . 
:r care of indigent, 171-172 
3 coordination, 172-173 
4 general practitioner, 173-175 
5 corporate practice of medi

cine, 175-176 
.6 experimentation, 176-179 
7 medical society plans, 179-181 

other minority groups, 184-188, 
195-199 

minority disagreements with, 152, 
153-167 

flexibility, 148 
philosophy of, 104-108 

Refractiona or glasses, number, 8(T) 
Refractions, volume according to 

population distribution, 21 (Fl 
Religioua healers, number 4\T), 15 
Reports: 

Committee's factual, vii-viii 
Responsibility for present situation, 

34-35 
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Roanoke Rapids, 311 711(note), 83 8•• az.o Industnal medical eer
vicea 

Rockefeller Foundation, viii 
Ro•Looo Medical Group, 31, 91. 

See az.o Industrial medical oervicee 
Rural areaa, 12 

community medical center, 19'1 
coordinating agencies, M 
county medical society, 74-75, 197 
financial status, 10, 33 
government aid, 63, 64, 69, 91, 122, 

132 
" ideal " organization ~ · 
indigent, 74-75 ' 
medical service, 12, 132 
nurse-midwives 88, 112 
practitioners, d, 22, 33, 121 
publio healtb, 4\13, 32-33, 118 
Saskatchewan p an, 90, 121 

RusoeU Sqe Foundation, viii 

Salaried physicians; See Physicians 
Saskatchewan plan, 00, 121, 132 
Secondary practitioners, S(T), 14(T) 
SickneSB insurance; See Inaurance 
Simona, A. M., 1111, 166 
Sinai Nathan, 99, 166 
"S~ding scale," 9, 26, 178, 191 . 
Soc1al changes, effect upon medical 

aervice, 34-36 
Social insurance; See Insurance 
Social medicine, 139 
Social Science Research Council, viii 
Social eerviae, 60 
Bocioties; 80<1 Professional societies 
Solicitation of patient& 180 
Specialiam, 139-140, !liS 
Specialioto, 10, 153, 159 

s .. · az.o Dcntiata 
See az.o Physicians 

Specialties, 29, 116 
See az.o Specialiam 

Stanaoola Employeeo Medical and 
Hospital Aooociation, 81 

&o al.o Industrial medical eerviceo 
St.andiU'do, profeooional, 133-IM 

control, 33, 39, M, 90, 122 
maintananoo, 115-116, 184 
organised services, 46-48, 115, 118 
required inouranoo, 132(note) 
unsatiofactory, 9, 11 

Stato aid, for local medical oervioe, 
00 

&o az.o Oovemm•nt aid 
s .. alao Tuation 

''State medit'ine," 62, 118 
State oupen·ision, finauceo, 134 
Studiee needed, vili 

• 

Taxation, 52-03 
community medical center, 197 
distributing cost by, 48 
Federal aid for oertein sections, 53, 

67 
healtb insurance, 121 
hospitalo, 52, 90, 97, 123, 133 
indigento, 123 
public health, 91 
recommendea, 120 
rural areas, M, 69, 90 
Saokatchewan plan, 00, 121-122, 132 
See aloo Government aid 
See aloo lneuranoe 
See aloo Organization 

Technicians, 44, llZ, 159 
Teeth; &e Dental care 
Time: 

dentioto, 11 
organized services, 32 
physiciano, 34 

Training; Bee Education 
Twentietll Century Fund, viii 

United States Public Health Bervioe, 
viii 

Univenity medical service, 92-93, 112 
California, 311 92-93 
&e aloo Clinica 

Vennont Commiesion on Country 
Life, viii 

Veterans, 52, 170-171 
Visiting housekaepero; See Nurseo 
Volume of medical care; See Medi-

cal eerviceo, lnadequato care 

Wage deductions, workmen's com· 
penation, 80, 82 

Wage loeo, 49-50, 120 
&eal.olnourance 

Wastes: 
coordination, lack of, 109, 172 
cult practitiQners, 15, 33 
government eerviceo, 90, 171 
hospital occupancy, 26, 34, 53 
human life, 160 
idle time of practition..., 11, 34 
'' overhead '' 33 160 
" patent m~ciiles. • 15 

Wh1te Houeo Conference, 12 
White raoe, mortality roteo com

pared witb N egroeo, 10 
Workmen 'I compensetion, 51, '19-80, 

166 
&o allo lnsuraaoe 

X-ray: 
number of caeeo hovin1, 8(T) 
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( tn. THB " M UNJCIPAL Docroa, Srsrmt: IN Rua.u. S.o\SE.A'l'Cili:W AN. By c. 

tl2. 
Rufus Rorem, PH.D, C.PA. 84 pages. July, 1931. Pa.,..-, SUIO. 

A Sm<VBY or TB8 MBDICAL FACILlTII!B .or S.U. JOAQUDI CouNTY, CALI· 
fORNIA: 1929. By Nathan Sinai, D.P.B, et Gl. 230 pages. October, 1931. 
P8pe!",$1.00. . 

A SuaVBY or THB Mmtc.u. FACILITIBS or TBB STATB or VBBMoNT. By 
Allon Peebles, PH.D. 340 pages. January, 1932. Paper, $1.50. 

• Oopiee of Public::atioaa Bamber 1 to S. IDclaaiYe, and 10 IDQ' be obtained tree ol dwp 
fw'OIIl the f}ornmttt- Gil the eo.ta of KedJeal OlJ'e untO the aapply ill ll!dwl&ted. All publici,· 
licJM u.ted JDQ' be oiJtaiDed at the 8pecifled pricel Ina tbe UniftnltJ' of ~ ~ 
5750 Ellis AYeaae. Olkqo. DliDoll. 

t A brief ahitnct of thill npart t. anilable to IDteralted penCJIII upaa l't!qllaL 
I 'l'be full report, of wb1da tb.ill publieatian a. • clipllt, ill anilable ID tbe followill(r YOlume: 

rM Pllbioie'a , • .,_,__, c. BoqAiala. bJ 0. Rutu. Borem.. UninnitJ' of Cbicqo Prea 251 
pqs. lionmbls'. lNO. C1oUa, f!.$0. 



tt4. Taa CoM'& or MEDICJNBS: The Manufacture and Distribution of Drugs 
and Medicines in the United States and the Services of Pharmacy 
in Medical Care. By C. Rufus Rorem, PH.D., C.P.A., and Robert P. 
Fischelis, s.s. PHAII.D. 268 pages. April, 1932. Cloth, $2.50. 

tt5, MwwlVlDB, CallWI'ODIST8, AND 0PTOMIIIl'IIIBTS: Their Place in Medical 
Care. By Louis B. Reed, PH.D. 83 pages. March, 1932. Paper, 11.00. 

t16. Tea HBALINO CuiJI'II; A Study of Sectarian Medical Practice: Ito Extent, 
Causes, and Control. By Louis B. Reed, PH.D. 148 pages. March, 1932. 
Cloth, $2.00. 

U7. NURSINO SERVICIIlll AND INSUBANCB FOR MEDICAL CAIII!I IN BBA,..,..,ORO, 
VERMONT: A study of the Activities of the Thomas Thompson Trust. 
By Allon Peebles, PH.D., and Valeria D. McDermott. With an 
Evaluation of the Nursing Progrsm, by Violet H. Hodgson, u• ., 
Assistant Director, and Katharine Tucker, a.M., General Director, 
of the National Oo'ganization for Public Health Nursing. 78 pages. 
July, 1932. Paper, 60 cents. 

*18. Tea MmiCAL SBRVICB or THB HoM..,TAU MININO CoMPANY: A Survey 
of a Community Medical Service Operated Under lnduatrial Auapicea. 
By Louis B. Reed, PH.D. 66 pagea. Auguat, 1932. Paper, 60 cents. 

UD. UNIVImBITV BToo&NT HBALTa BBRVIU...: A Study of Organization, Servieeo 
Rendered, and Coots in Cornell University, Yale University, the Uni
venity of Michigan, the University of Minnesota, the University of 
Cnli!omia., and Oregon State Agricultural College. By Don M. 
Griswold, M.D., DB.P.H., and Hazel I. Spicer. 129 pa.ges. September, 
1932. Pa.per, 90 cents. 

*20. A CoMMUNITY MaoiCAL SmviCB OROANIZED UNDBR iNDuSTRIAL AUSPICES 
m RoANOKB RAP1118, NORTH CAROLINA. By I. S. ·Falk, PH.D., Don M. 
Griswold, M.D., DR.P.H., and Hllllel I. Spicer. With Reports on Certain 
PhnB<'I of the Organisation, by David Riesman, M.D., BC.D., and George 
P. Muller, M.D. 126 pa.gea. September, 1932. Paper, 90 centa. 

*21. OROANIZBO MaoiCAL SBRVIOI AT FoaT Bo:>rNINo, GooaOIA. By I. S. 
Falk, PH.D. With Reports on Certain Phases of the Organisation, by 
David Rieaman, M.D., sc.n., and George P. Muller, M.D. 136 pagea . 

. November, 1932. Paper, 90 cent.e. 
t22. Tea FuNDAMBNTALB or Gooo MIODICAL CARR: An Outline of the Funda· 

mentalo of Good Medical Care and an Estimate of the Service Required 
to Supply the Medical Needa of the United Statea. By Roger I. Lee, 
M.D., and Lewis Webster Jones, PH.D., with the assistance of Bnrbara 
Jones. 250 pagea. November, 1932. Cloth, $2.00. 

m. SuRVBYB or THII MllDtCAL FAClLlTIE& IN TBREB Rltrmas&NTATIVB SoUTBI!BN 

CouNTIBS. By C. St. C. Guild, M.D., DB.P.H. With a Statistical Appendiz 
on the Method of Selecting Represcotative Counties, by I. S. Falk, 
PH.D. 160 pages. November, 1932. Paper, 11.00. 

t~4. THB INOOMBB or PHYSICIAN&: An Economic and Statistioal Analyeia. 
By Maurioe Leven, PH.D. 160 PBII"I· November, 11131 Cloth, 12.00. 

t A. brief abltrart of tbla nport la av•ll•bl• to lnt.r.ted pto~WlM QpuD reqttelt. 
t: Brief ablltracotll of Publlc-.ttona No. tt to tl, lnt'1ua1Vfo, &fiJIN.r u a unit UDder the title 
s~ o/ Qrvllftiwd MrdiNI S~. '11111 oompoall.e abltract la available to IDt..ttd peno-. 
upon NQUNt, 



Yt25. 

t28. 

Tam ABILITY TO PAY FOR MEDICAL CAill!l. By Louis S. Reed, PH.D. (In 
Preparation.) 

Tas INCIDENCE DB" lu.Nass AND THill RIIICEIP'l' AND Coe'l'S Oil' MEDICAL CARE 
AMONG REP1U!18ENTATIVE FAMILIES: Experiences in Twelve Consecutive 
Months During 1928-1931. By I. S. Falk, PH.D., Margaret C. Klem, and 
Nathan Sinai, D.P.H. (In ·Preparation.) 

Taa CosTS or MEDICAL CAR1!1: The Economic Aspects of the Prevention 
and Care of !lines. By I. S. Falk, PH.D., C. Rufus Rorem, PH.D., C.P.A., 

and Martha D. Ring. (In Preparation.) 
MEDICAL CA&m FOR TBB AMERICAN ProPLB: The Final Report of the 

Committee on the Costs of Medical Care. 236 pages. November, 1932. 
Cloth, $1.50. 

Abstracts of Repurf.IJ Published by Colillbora.ti"IIIJ Agencies 
Cl. l>&NTAL PRACTicm AND INcoME. By Maurice Leven, PH.D., Based Upon 

Data Collected Under the Direction of Dorothy Fahs Beck.* 
C2. TBB PURCBASEI 011' MEDICAL CARE THROUGH FixED, PERIODIC PAYMENTS. 

By Pierce Williams.§ 

Miscellaneouo Contributions on the Co•ts of Medical Care 
1. INSTITUTIONAL CoNVALESClCNCB. By E. H. Lewinski Corwin, PH.D. 

2. Tus CosTS or MBDICAL CARJ: TO 4,560 FAMILIB8: Preliminary Report. 
By Nathan Sinai, D.P.H., and Margaret Klem. 

3. FoNBRAL CoSTS. By John C. Gebhart. 
4. Tas RBLATIONS OF MmiCAL MBN AND HBALO'H OFPICIALS. By W. S. Ran-

kin, M.D. 

5. Tae UsE OF SMALL loANS FOB MEDICAL EXPENSU. By Leon Henderson. 
6. THill MASSACHUSRTTS CANCER PROGRAM. By George H. Bigelow, M.D. 

7. MsoiCAL CARS IN MmDLI'n'OWN. By Robert S. Lynd and Helen Merrell 
L)'lid. 

8. Tem NEED FOR CoMPET&NT HoSPITAL DIRECTOBB. By Michael M. Davis, PH.D. 

9. Tam RBLATIONS OF lLLNsss AND DBPBNDBNCY. By Frank J. Bruno. 
10. THE FsoNTIB8 NtmsiNa SssVICB. By Anne Winslow. 
11. THill EXTENT AND ADEQUACY OJ' LinD lNBUM.NCB PsoTscriON IN THill URITED 

&rATES. By Mary Dublin. 
12. HBALTH CouNCILB. By Howard W. Groen. 
13. THill VoLUNTARY HEALTH INSURANCE 0FP'ERED BY TBB: Ross-Loos CLINic OF 

Lns ANClELES. By Alden B. Mills li.nd C. St. C. Guild, M.D, DR.P.H. (In 
Preparation.) 

14. PuBLIC BmALTH NuBSINO SERVICJ: IN THill UNITED STATES. By Katharine 
Tucker and the Staff of the National Organization for Public Health 
Nursing. (In Preparation.) 

15. Tas BIGGS HBALTH CBNTBS PLANs: State Aid for Local Health Work in 
New York. By Alden B. Mills. (In Preparation.) 

----
t A brief abstract of tbls report fll available to interested persona upon request. * An Abatract of TluJ Pracl* of DtmtUif'JI mad IM lftCOfiUl;f; of DmU.el ,,. .Twtm't' B&du: 

19!9, by Maurice Leven, Ph.D., of the Reeearcb Stat!' of tbe Committee on the Costa of Medical 
Care, Bued on ScbcduJea Procured Under the Direction of Dorothy Faha Beck of the Rl'llftrch 
Stall of tbe Committee on the Study of Dental Practice of the American Dental ASBOelatlon. 
The Univenlty of Chicago Pre., Chicago, lllinoia. 22' p&gaJ, February, 1931. Cloth, .2.00. 

f An Abstract of !l'lu Purcha.re of Medical Cm'fJ Tllrough Jiliud Pcriodk; Pllym.tmlll, by Pierce 
\VI1Uama. The National Bureau of Economic Research, Inc. New York, July, 1939. 800 pagea. 
Cloth, .8.00. 



LIST OF PUBLICATIONS OF AGENCIES COLLABORATING WITH 
THE COMMITTEE ON THE COSTS·OF MEDICAL CARE 

Til. American Dental A88ociation 

•Taa PBACTICB 01' l>BNTIB'I'BT AND TH• INCOMIIB OJ' l>EN'l'ISTB IN TWBNTT 

8TATB8. By Maurice Leven. February, 1932. 
Ta• CoaT or EQUJPPINO A DmiTAL 0Fl"'CII. By Dorothy Fah.o Beck. Febru&IY, 

1932. 
A STtnrr or DmiTAL CLINICS IN THB UNITED S'!'ATB&: 1930. By Miriam Simona 

Leuck. Febru&IY, 1932. 
A FUBTHBB STuDT or DmiTAL CLINICS IN THB UNITED S'!'ATBB. By Miriam 

Simono Leuck. (In preparation.) 
Taa CoaTe or DmiTAL EDUCATION. By Miriam Simono Leuck. (In prepara

tion.) 
Taa WAT or HaAL'l'H INBUBANCB, By A.M. Simono and Nathan Sinai. April, 

1932. 
SuMMARY or THI FAcrB PEB.TAININO '1'0 DmTI8'l'BY CoNTAINBD IN TBB Pu&

L!BHBD REPORTB or THB CoMMI'l"l'EB ON TB• CosTS or MmnCAL CARB. By 
Dorothy Fah.o Beck. Journal of the American Dental Aoaociation, Feb
ruary, 1932, pngea 230-251. 

The American Medical Association 

Taa CooTO or ManCAL EDUCATION, S'!'uDBNTa' EXPBNDITUREI!. By R. G. 
Leland, Journal of tho American Medioal Assooiation, Febru&IY 28, 1931, 
pagea 682-90. 

lNco><a moM MElliCAL PBACTICII. By R. G. Leland, Journal of the American 
Medical Aooociation, May 16, 1931, pages 1683o-1691. 

Tho M eiTopolitaA li./e IA8W'OACO Compan11 

Ta5-Coa'!' or MaoiCAL c .... By Lee Jr.:. Frankel, January, 1930. 
A STuDT or S1CkNIIB8 c...r AND PnlvATB M5DICAL PBACTI<Z. By Donald B. 

Armatrong, May, 1932. 
A STuDT or TR8 CoST or MBDICAL CAD A><oNo 'l'HB EIIPLDYBEB or TH& 

MBTBill'OLrTAN Lll'll lNBUBANCII CoMPANY. (In preparation.) 

Tho National 8UTOGV of ECOAOmic Re.-ch 

•Ta& PuacHA811 or M•nCAL Cua THBOURR FixBD PDuoo1c P•nn:.NT. By 
Pierae Williama. 1932. 

TM National TubemoloN ABBocia!ion 

MBDICAL SaaYICII IN INDUB'l'IIT. (In preparation.) 
Tn CooT or THB LAck or c ... IN '1'\;liBIICtJLOIIla. (In pJeparation.) 

• A brief 1bl.tnct or thll ft'POI't 18 anilabl• to taten.ted pen. ... UpOII reque.t. 



The Milbank Memorial Fund 

INTERNATIONAL STUDIES ON TBB RELATION BmrwmN TBB PRIVATI!I AND 0FnCIAL 

PB.ACTICIII OF MEDICINB WITH SPECIAL REFEBENCB TO THill PREVENTION OF 

Dlsi!IABII. By Sir Arthur Newsholme, 1931. 
Volume One-The Netherlands, Denmark, Sweden, Norway, Germany, 

Austria, Switzerland. 
Volume Two-Belgium, France, Italy, Jugo-Slavia, Hungary, Poland, 

Czecho-Slovakia. 
Volume Three-England and Wales, Scotland, Ireland. 

MmnctNm AND TBm STATE. By Sir Arthur N ewsholme, 1932. 

Julius Rosenwald Fund 

Tu11 PuBLic's INVESTMENT IN HosPITALS. By C. Rufus Rorem, November, 1930. 
PAYINO YoUB SICKNESS BILLS. By Michael M. Davis, 1931. 
TuB Cmsis IN HosPITAL FINANCE. By Michael M. Davis and C. Rufus Rorem, 

September, 1932. 

NBGBO HoSPIT<W>--A CoMPILATION or AvAILABLB STATISTICS. With an Introduc
tion by Michael M. Davis, February, 1931. 

EcoNOMic AND SoCIAL STArns 011' PATIENTS oF THE PuBLIC HEALTH INSTITUTBI oJ" 

CuiCAOO. By Bernard Regenburg, March, 1931. 
Tua MmoL!'rRATB PLAN ··F!:JB·IIosPITA.L PATIENTS-A YBAR's EXPERIMENT JN 

KEOKUK, lowf., By M~ Ro"!', May, 1931. 
Tam MmDL,.~ATII PLAN roa HOSPITAL PATIBNTS-Tam FmsT YBAI!'s EXPERDtNCJ: 

AT THS BAKER MEMoRIAL OF THill MAsSAcausBl"''S GENERAL HosPITAL, Bos
TON, MAsSACHUSE'I"l'S. By C. Rufus Rorem, July, 1931. 

" BTATII M~mtCINE , ABROAD AND JTS RELATION :ro HoSPITALS. By E. H. Lewinski 
Co,.,;.in lnd Michael M. Davis, December, 1931. 

ANNUAL MiDICAL!i:'ERVICE IN PatvATE G.q.our CLINICS. By C. Rufus Rorem, Janu .. 
ary, 1932. . • . < •• '.... • 

PHYSICIANS' FEES ':U..~HIJIIPIT.U. BILi.s. By Michael M. Davis, April, 1932. 
Tum QuALITY oP CABB RBNDI!lRBD BY THE UNIVERSITY OP CaxCAoo CLINICS. By 

Emmet B. Bay, May, 1932. 
SICKNESS lNsUBANCE IN THm UNITED s.. ...... By C. Rufus Rorem, July, 1932. 
GROWTH or CLINICS IN THJJ UNITm STATBS. By Margaret Lovell Plumley,' 

August, 1932. 
SYPHILIS AS AN EcoNOMIC PROBLEM. By Leon Bromberg and Michael M. Davis, 

October, 1932. 
MEDICAL ADVKBTIBING. By Mary Ross. (In Preparation.) 


