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PREFACE

THIS monograph is one of a series dealing with the
present status of certain established ot emerging pro-
fessions in_the Lnited States. The studies were
originally planned for pubha.tlon as chapters of a single
volume comparing conditions in the professions. This
plan was abandoned, however, since it seemed probable
that they would serve a wider purpose if issued separately.
Social Work as a Profession, the first of the series to be
published, appeared in May, 1935, and a revised edition
was issued in May, 1936. The Professional Engineer was
published in July, 1936, and Nursing as a Profession in
October, 1936.

Although there is a large body of literature on the pro-
fessions, it is often so scattered and sometimes so difficult
to obtain that much of it is not used by professional people

- themselves and even less of it is known to the laity. In
these monographs, therefore, significant data obtained
from interviews, questionnaires, books, periodicals, and
unpublished studies have been assembled and interpreted
in such fashion, it is hoped, that the information may be
readily utilized by those who are striving to make the pro-
fessions contribute more widely to the welfare both of
their members and of society and also by vocational coun-
selors, _

Because it is possible, within the compass of a small
volume to present only a fraction of the material relating
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to the given subject, those facts have been chosen that seem
to explain the reasons why a particular group has reached
its present degree of effectiveness. No one would dispute
the assumption, for example, that today adequate prepara-
tion constitutes one of the most important elements of suc-
cessful practice. So vital is formal training that a large
proportion of each monograph has been devoted to a dis-
cussion of its evolution and the problems incident to it.
Similarly, since professional associations are capable of
doing much to raise standards of practice and of determin-
ing what the relation of a group to the society it serves
shall be, the most important of the national associations
are described at some length.

It is generally recognized that one of the most setious
problems of the professions is the lack of an accurate de-
termination of the number of persons who are needed in 2
specific group, and the lack of a form of control that would
- regulate the numbers to be admitted in the interests of the
public and of the group. A corollary to this problem is
the uneven distribution of professional service in the vari-
ous sections of the United States, and the widespread lack
of agencies for counseling new members of these profes-
sions about selecting localities in which to settle.

There is also the equally important problem of the in-
ability of large numbers of persons receiving low incomes,
especially in rural areas, to purchase as much professional
service as they nced. Even when service is paid for by the
government or private philanthropy rather than by the in-
dividual, its quantity and quality vary in a marked fashion

6
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from one locality to another. Although these difficulties
exist to a greater or less degree in connection fon with all the
professions, they are particularly grave in the medica] field.
Their seriousness is augmented by the fact that medical
care is of such fundamental importance that when it is
inadequate not only the health but the economic and social
welfare of the people suffer.

In the face of these complex problems, there have been
set down such data as could be obtained on the number
of physicians engaged directly and indirectly in rendering
medical care, their distribution and earnings, and the de-
mand for theit services as compared with the need for
such services. These data refer not only to general prac-
titioners and to physicians at work in the several medical
specialties, but to those persons holding the M.D. degree
who are occupied in medical education, administration of
hospitals and health services, research, laboratory work,
medical journalism, and so on. This group constitutes the
profession of medicine.

Final sections have been devoted to a survey of new
forms of medical service, and to the history of the at-
tempts of the past twenty years to discover means whereby
adequate care could be extended to an increasingly large
number of the American people and physicians could
work under more favorable conditions and receive higher
remuneration.
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HE last_half-century has witnessed changes in the

profession of medicine and the distribution of medi-

cal service in the United States that are at once ex-
tensive and complex, The era of numetous and poot pro-
prietary medical schools has passed, and i’ their stead
great school?of medicine with strict requitements both for
entrance and for graduation have grown up within uni-
versities and medical centers. Medical science has devel-
- oped to the point where no one phymcnan can now have 2
comprehensive knowledge of it in its entxrety, hence spe-
_cialists have appeared who limit their practice to a single
field of medicine. Country doctors have become less nu-
merous and telatwely less influential, while city doctors
have rapxdly gained in number and have established them-
selves in an environment of hospitals and nurses, larger
equipment, and keener professional stimuli. The public_
health movement has grown slowly but steadily, and
health service provided at the expense of the government
for indigent and low-income groups has been increased.
At present much attention is being devoted to the question
of how care can be made available to that latge proportion
of the population that still has inadequate service,

The past fifty years have been indeed an importaat pe-
riod in a profession that has repeated many of the phases
of the social evolution of America. Dr. Henry E. Sigerist
has well said that medicine is one aspect of the general

9
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civilization of a country. Its quantity and quality form an
index of the level of that civilization Recent changes in
the nature and distribution of health service reflect diverse
alterations in the political, economic, and philosophical
concepts of our national life,

MEDICAL EDUCATION

Its EVOLUTION DURING THE EIGHTEENTH
AND NINETEENTH CENTURIES

Of these various aspects of change, medical education
deserves first consideration. Although the service ptro-
vided by physicians is naturally of more importance than
the method whereby they are inducted into their profes-
sion, the quality of medical care that they give and their
attitude toward professional questions are determined in
large part by the medical schools in which they have been
trained.

In colonial America prior to 1765 there were no medi-
al schools. It was therefore customary for young men
who wished to learn “physic” to go to Europe, if they
could afford it, to study in Edinburgh, London, Leyden,
or Paris. If they could not, they apprenticed themselves
for a term of years to some physician of repute in this
country, and at the expiration of the petiod began inde-
pendent practice. Some students worked under 2 practi-
tioner and then weat abroad to study, We have one in-

1 American Medicine. W, W. Noston and Co,, New York, 1934,
Inrroduction, p. xiv,
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teresting report written in 1765 by Dr. John Morgaa of
Philadelphia, when he became professor in the first medi-

cl school in the colonies:

It is now more than fifteen years since I began the study of
medicine in this city, which I have prosecuted ever since with-
out interruption. During the first six years I served an ap-
prenticeship with Dr. John Redman, who then did, and seill
continues to enjoy a most justly acquired reputation in this city
for superior knowledge and extensive practice in physic. At
the same time I had an opportunity of being acquainted with
the practice of other eminent physicians in this place, particu-
larly of all the physicians to the hospital whose prescriptions
I put up there above the space of one year. The term of my

apprenticeship being expired, I devoted myself for four years

to a military life principally with a view to becoming more
skillful in my profession; being engaged the whole of that
time in a very extensive practice in the army among diseases of
every kind, The last five years I have spent in Europe, under
the most celebrated masters in every branch of medicine, and
spared no labor or expense to store my mind with an exten-
sive acquaintance in every science, that related in any way to
the duty of a physician; having in that time expended in this
pursuit, a sum of money, of which the very interest would
prove no contemptible income. With what success this has
been done, others are to judge, not myself. Thus I have ar-
rived at the middle age of life, in endeavoring to Tay up treas-
ures of useful knowledge, before I commence a settled prac-
tice T '

Training such as Dr. Morgan received was not charac-
teristic of the majority who entered the medical profes-

1 Pepper, William, “Higher Medical Education, the True Interest of
the Public and of the Profession.” In Proceedings of the Association
of American Medical Colleges, 1921, p. 10.
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sion. Although 63 Americans were listed as medical stu-
dents at the University of Edinburgh between the years
1758 and 1788, it has been estimated that there were
around 3,500 practitioners in the colonies of this country
in 1775, of whom not more than 400 had received a medi-
cal degree. Except in New York and New Jersey, there
were no laws regulating the practice of medicine, and as
a consequence, many poorly educated physicians and char-
latans gave inefficient, if not unethical, service to the
public.?

Medical schools made their appearance in 1765, with
the opening of a medical department at the College of
Philadelphia. This first school was soundly conceived as
an organic part of an institution of learning and was inti-
mately connected with the large Pennsylvania Hospital.
The Revolution brought confusion to its work, however,
as did rivalry with the medical department that was sub-
sequently established at the University of Pennsylvania.
The lattér difficulty was resolved by a fusion of the two -
departments in 1791, when they became the Medical
School of the University of Pennsylvania. Three other

“medical institutes” of a similar nature were opened be-
fore the close of the century, one having been begun in
1768 at King’s College in New York. This school dis-
continued its work at the time of the British occupation
of the city, and was only indirectly restored to life by
union in 1814 with the College of Physicians and Sur-

1 Packard, Francis R., History of Medicine in United States, P. B.
Hoeber, Ncw York, 1931, vol. 1, pp. 163~177, 273. ‘
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geons, that had been founded in 1807.. Another was
established in 1783 at Harvard College, and the third in
1798 at Dartmouth College Yale followed the precedent
of these institutions in 1810 and Transylvama College in
Lexington, Kentucky, in 1817.!

These schools were well distributed geographically and
their faculties were selected from among the most com-
petent physicians in the United States. It is a significant
fact that they were not intended to replace the appreatice-
ship System, but were designed to supplement the inade-,
quacies of that type of training. They offered courses
generally of _one year to students who had already had
considerable practxcal experience, in order to round out,
through work in science and clinical training, what had
already been partly learned empirically.®

Had medical education continued to evolve as a part of
the curriculum of colleges and universities such as these,
its history during the nineteenth century would have been
very different from what it was. Unfortunately, the rapid
expansion of population and the opening of the West cre-
ated a wide demand for physicians long before adequate
facilities were available for their preparation. As a result
of this demand, proprietary medical schools were opened
almost overnight. Groups of practicing physxcm.ns ob-
tained charters, rented buildings, and divided among

themselves the subjects they deemed essential: anatomy,
1 Flexner, Abraham, Medical Education in the United States and
Canada. Catnegie Foundation for the Advancement of Teaching, Bul-

letin 4, New York, 1910, pp. 4-5.
£ Sigerist, Henry E., American Medicine, pp, 131132,
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' physiology, sometimes chemistry, materia medica, pathol-
ogy, the practice of medicine, obstetrics, and surgery. Lec-
tures formed the principal method of teaching. There
was no laboratory work, little dissection of cadavers, and
there were only a few clinics. Most of these schools had
no conaection with a university and no educational require-
ments for admission. Few were affiliated with hospitals,
hence instruction was largely confined to theory. Al-
though the period of training was generally stated to be
two yeats, lectures during the second year were only a
repetition of the first, and in many places the length of
the academic year was but sixteen to twenty weeks.*

Between 1810 and 1840, 26 new medical schools
sprang up, nearly all of which wete commercial in nature.
In 1834 Dr. Charles Caldwell wrote of the situation:

Within the last fifteen or twenty years, there has broken
out, in the United States, a perfect medical school mania.
- Its effect has been to glve us about twenty institutions of the
* kind, where reason, experience, and example concur in show-
ing, that four would be sufficient. It is a truth generally recog-
nized, and which no one thoroughly versed in the knowledge
of the subject will deny, that one school of medicine is enough
for a population of from four to five millions. In no country,
we believe, except our own, is the proportion higher, and, in
most places not so high. . . . Yet in no other countries is the
standard of the ptofessnon 50 hngh, as in Great Britain and
France. The reason is plam It is there taught and led only
~ by men of high distinction. . . . The teachers are well paid

1 Prudden, T. Mitchell, and Starr, M, Allen, “The Outlook in Medi-
cal Education.” In Columbia University Bulletin, March, 1897, pp.

74775+
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and highly honored, by the great schools, to which they devore
nearly the whole of their time. Instead of anxiously scuffling
for a bare living, they proudly vie with each other for fame
and public usefulness . . . in the United States, with a popu-
lation of 14 millions, we have already 20 medical schools, one
for every seven or eight bundred thousand inhabitants—and
still 2 ﬁery thirst for more. The consequence is, that, in cer-
tain sections of our country, medical education is declining,
and some of the instructors nmlf ‘starving.” We could name
places, where it is iuch easier for a young man to be made a
doctor now, than it was 30 yeats ago; and, we tmght add, in
perfect consistency with truth, much easier than it is for him
to be converted into a good shoemaker or carpenter. And all
this is the mischievous and degrading, but natural result of an
undue multiplication of petty establishments, rmsnamed schools
of medicine.!

Regardless of such a protest, the number of medical
schools continued to increase. In 1870 > there were 75; in
1890, 133; and in 1206 when they reached their maxi-
mum number, there were 162. Many more had been
opened but had collapsed aftet a longer or shorter exist-
ence. Dr. Abtaham Flexner, who has retold the story of
the disgraceful proprietary institutions that flourished
throughout the nineteenth century, declared that “Fiest
and last America produced over 400 such medical schools.
The teaching of medicine on these terms was, directly in
cash and indirectly in prestige, a profitable business.”?

In the wave of commercial exploitation that swept all

lThouﬁhts on the Impolicy of Multiplying Schools of Medicine.
J. C. Clatke and Co., Lexington, Ky., 1834, pp. 21-22.

2 Medical Education: A mparative Study. By permission of Mac-
millan Co., New York, 1928, p. 41.
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medical education before it, the ongmal university depart—
ments were torn from their moorings. They became vir-
tually mdependent of the institutions with which they
were legally united. For years they managed their own
affairs, disposing of professorships by common agteement
and segregating and dividing fees in a proprietary manner.
In gehéral, these conditions existed at theit worst from
early in the nineteenth century until well into the 1880's.
The apprenticeship system in the meantime became mori-
bund, hence all training that the prospective physician ob-
 tained before beginning practice had to be procured within
- the medical school. The schools seemed unaware of the
fact that this placed an added responsibility upon them.
They were also frequently unaware that a more scientific .
attitude toward medical practice was replacing earlier em-
piricism, and made little consistent effort to adapt their
training to this change?

Standards of admission were so low that Charles W.
Eliot remarked, upon becoming presxdeut of Hatvard in
1869, that agyone who chose could come in off the street
and enter the Harvard School of Medicine. The existence
of this situation would seem incredible if it had not come
to us from so unimpeachable an authority. The medical
curriculum consisted of courses of lectures running through
four months of the year, repeated year after year. Presi-
dent Eliot proposed to substitute instruction which should
be progressive and should continue for a period of nine

1 Flexner, Abraham, Medical Education in the United States and
Canada, pp. 8-9.
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months each year instead of four. He further suggested
that no candidate should obtain a degree without passing
a strict written examination in all the chief departments
of instruction, instead of in five out of nine as had previ-
ously been required. The head of the medical school was
so disturbed at the changes recommended that he declared
that the young president was about to wreck the school,
and that it would cease to exist in 2 year or two if such
revolutionary reconstruction were allowed. “He actually
proposed,” said this professor, “'to have written examina-
tions for the degree of Doctor of Medicine. I had to tell
him that he knew nothing about the quality of Harvard
medical students. More than half of them can barely
write. Of course they can’t pass written examinations.”

" Although there were many discerning physicians who
saw the danger in the exploitation of medical education
that ‘everywhere existed, improvement was difficult to
achieve because of the proprietary nature ure of the majority of
the schools and because of lack ack of concerted effort on the
part ‘of the medical profession. Dr. Stanford E. Chaillé,
who was writing on the subject in 1874, suggested three
possible methods for raising the level of preparation:
voluntary action by the colleges, legal restrictions, and
public opinion, He declared that the first of these three
methods was impractical, inasmuch as medical schools
were commercial institutions interested only in their own
welfare and actually engaged in competition with one an-

t Eliot, Charles W., Harvard Memories. Harvard University Press,
Cambridge, 1923, pp. 18 31,
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other. He did not feel very hopeful about the efficacy of
the second remedy, for he pointed to the fact that in 1851,
11 states had had laws regulating medical practice but
subsequently had repealed them. Although these laws
had been wise and adequate, public sentiment had not
sustained them, and consequently Dr. Chaillé believed
that the legislatures of his period would do nothing to en-
force legal restriction on the practice of medicine. He
asserted that medical education would never be improved
to the extent of its constituting 2 major social benefit until
opinion became sufficiently enlightened to insist upon ref-
ormation. Hence he considered that education of the
' public in medical knowledge, although a slow and tedious
method, was essential in order that people might be able
- to estimate and secure the best measures and men to safe-
guard health and promote physical welfare.*

To the lasting credit of the medical profession and so-
ciety, it was not necessary to wait for this long process of
the education of the public. Before the end of the century
there were actually hundreds of plans proposed for raising
medical education from its degraded position. Some of
these came from teachers in medical schools, some from
medical societies, and some from practicing physicians.
. States also began to realize that society must be protected
~ from the pseudo-physician. And so, in spite of fears such
‘as those of Dr. Chaillé that legislatures would not enact

1“The Medical Colleges, the Medical Profession, and the Public.”
In New Orleans Medical and Surgical Journal, May, 1874, pp. 822~
841.
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regulatory measures, states began to assume the sole right
to license physicians to practice. Subsequent to 1835 a
few states had attempted this but the movement had
failed, It was taken up again during the 1870’s, and
before the end of the decade, six states had set up com-
missions on examination. By 1895 practically all the
states had such bodies. " Although the type of examina-
tion given was far from satisfactory, the establishing of
state boards of medical examiners, as they are now called,
wes a great forward step for they represented at least an
indirect form of control over medical schools.

In spite of marked improvement in medical training
between 1880 and 1890, progress was uneven and stand-
ards pettaining to admission and to the quahty of work
offered were still low. When Wellford Addis, a member
of the staff of the United States Bureau of Education, made
his geport on professional schools in 1890, he pointed to
the lack of advanced educational requirements for admis-
sion to medical schools. In many of the catalogues con-
sulted he found the expression “all the branches of a good
English education.” To this was added in some instances
“including mathematics, English composition and elemen-
tary physics or natural philosophy.” In other instances the
requitements demanded were “proficiency in grammat,
arithmetic, geography, history,” and even in reading, writ-
ing, and spelling. The majority of the medical schools

1 “Curricula of Professional Schools,” In Report of the Commis-
sioner of Education for the Year 1889-1890, Washington, 1893, vol.
2, pp. 875-879.
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~ insisted upon only a common school education. But de-
spite such Jow entrance requirements, Addis found that
the proportion of students who were high school graduates
had risen appreciably in a short period of time, and he
estimated that about 15 out of every 100 matriculants in
1890 had even had a college education. Some of the
schools, particularly those connected with universities,
were becoming insistent upon higher standards. From the
very opening of the Johns Hopkins Medical School in
1893, the possession of a bachelor’s degree was a require-
ment for admission. Its action exerted a profound influ-
ence upon the subsequent practice of other university
schools.

Most medical colleges continued to be weak in equip-
ment, faculty, and curriculum. Science laboratones except
in anatomy and chemistry were few, poorly equipped, and
inadequately staffed. Clinical teaching was mostly didac-
tic, and students had little opportunity for personal con-
tact with patients. Although a limited number of schools
were able to build up relatively good facilities for training
before the close of the nineteenth century, some extremely
poor schools still existed. Dr. Elias P. Lyon, formerly
dean of the University of Minnesota Medical School, re-
calls a visit that he made as late as 1 903 to a medical school
in Indianapolis. It consisted of two rooms perhaps 20
' feet square over a feed store. In one room was a table
on which a cadaver might once have been placed. In the
other room were several chairs and a blackboard. That
was the entire physical equipment. Graduates of the

20
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school in that year were eligible, if they passed the licens-
ing examinations, for registration in nearly all the states.!

TweNTIETH CENTURY REFORM OF MEDICAL EpucCATION

Early in the twentieth ceptury, when the profession
seemed ‘abandoned to the mercy of badly trained men, a
well-organized and eﬁ’egtnve campaign for improvement
was launched. This campaign owed its success primarily
to the thorough reorganization of the American Medical
Association, which converted itself i wox into an active
body, representative of the medical profession. In 1902
the Association appointed a Committee on Medical Edu-
cation to report on the status of medical ‘colleges.  This
Committee recommended that in the absence of national
governmental control, which was impossible inasmuch as
the Constitution of the United States leaves the function
of education almost entitely in the hands of the individual
states, the control of medical education had best be as-
sumed by the American Medical Association. In 1904
it proposed that a Council on Medical Education be cre-
ated as the agency of the Association for dealing with this
central problem, and pointed, in justification for this pro-
posal, to conditions existing in what it called the “five_
especially rotten spots.” They were Illinois with x5 medi-
cal schools, Missouri with 14, Tennessee with xo, Mary-
land with 8, and Kentucky with 7. Here in 5 states were

1"Aspects of Medical Education and Nursing Educstion.” Ia
Journal of Association of American Medical Colleges, July, 1932, pp-
229~230,
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54 institutions for the preparation of physicians, not more
than 6 of which could be considered acceptable.
Such startling facts led to immediate and drastic action.
It was evident that the most important project for the
newly created Council to undertake was a personal inspec-
tion of all schools in the United States in order to ascertain
the adequacy of their equipment, the preparation of their
faculties, and their general fitness to teach medicine. It
- was decided that those schools which received a score of
70 or above, on the basis of 10 points to be considered,
should be called Class A schools and labeled as “‘accept-
able”; those which received from 50 to 7o should be in
Class B, the “doubtful” list; those below so should be
known as Class C or “non-acceptable” schools. When the
record of the inspection was submitted in 1907, it was
found that of the 160 schools visited 82 wete in Class A,
46 were in Class B, and 32 in Class C* Much publicity
was given to this report, especially by the Journal of the
American Medical Association, and this weapon proved
more powerful in its effect than all the resolutions and
legislation of the preceding century. In addition to those
, schools that had previously demanded one year of college
' work, 38 promptly agreed to adopt such a requirement for
admxssxon on or before 1910. Many of the low-grade
{ schools found that licensing boards refused to examine
' their graduates, and consequently by 1910, 34 institutions

‘
1 Bevan, Arthur D,, “Cooperation in Medical Education and Medi-
cal Service.” In Joumal of the American Medical Assocmnon, April
14, 1928, pp. 1173-x176.
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had surrendered their charters and discontinued instruc-
tion,

The campaign, begun in 1904 by the American Medi-
cal Association, was furthered by the authoritative report
on medical education published by | the C Carneg:e Founda-
uon in 1910, Its author, Dr. Flexner, who had spent two’
years in visiting the existing medical schools both in the
United States and in Canada, exposed without hesitation
many surviving abuses. Although the report was con-
sidered by some as a merciless piece of criticism, it offered
numerous creative suggestions that have since been utilized
to alter greatly the aspect of professional training. In the
introduction to the study, Dr. Henry S. Pritchett, then
president of the Foundation, summarized the conditions
that Dr. Flexner had found.? He pointed to the enor-
mous overproduction of uneducated and ill-trained medi-
cal practitioners that had continued for twenty-five years—
an overproduction that has been “in absolute disregard of
the public welfare and without any serious thought of the
interests of the public.” He maintained that the inade-
quacy of the quality of instruction in medical schools
could be judged from the fact that the annual income of
nearly half of all the schools was less than $10,000. Even
the colleges and universities, in his opinion, had failed to

1 Cutter, Irving 8., The School of Medicine, Ginn and Co., Boston,
1930, pp. 287-289; Capcn Samuel P., “Results of the Work of the
Commission on Medical Education,” in Proceedings of the Annual
Congress on Medical Education and Licensure, American Medical As-

socmuon Chicago, 1933, pp. 2-4.
Medical Education in the Umted States and Canada, pp. x-xi.
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appreciate the great advance in the science of medicine
and the resultant increased cost of operating medical de-
- partments. They had frequently annexed schools without
. making themselves responsible either for the standards or
. the support of these professional training units.

In answer to the argument that numerous small and
inexpensive medical schools wete justified in the interest
of the poor boy, Dr. Pritchett asserted that the poor boy
has no right to seek to enter any profession for which he
is not willing to obtain suitable preparation. The evi-
dence indicated that this argument put forward in the
name of the poor boy was insincere, and was in reality an
excuse in behalf of the poor medical school.

The facts assembled seemed to prove: first, that future
progress in medical education would have to depend upon
- a further reduction in the number of schools, and upon the
better equipment and administration of those that con-
tinued to offer training; second, that schools should not
only be integral parts of universities, but that they should
be articulated with the general system of education in such
a way that students would begin their professional train-
ing with more adequate basic preparation; third, that if
clinical science were to be taught students effectively, every
medical school should be affiliated with one or more hos-
pitals under the complete educational control of the uni-
versity. ‘ ”

Subsequent to the publication of this study, reorgani-
zation of medical training was begun in an extensive and
systematic manner. Educational requirements formulated
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by the medical profession were promptly embodied in
licensure acts in the various states. Although these legal
specifications differed widely from state to state, they were °
important in forcing medical schools to meet certain ac-
cepted standards. In 1916 the Association of American
Medical Colleges décreed that no institution was eligible
for membership unless it required of its entering students
two full years of college preparation. By that year schools
in the United States had been reduced to 9o, and 48 of
these had already met the higher requirements of the Asso-
ciation, Sixteen state boards of examiners had co-operated
by refusing to license candidates who could not furnish a
minimum record of two years of college study. The go
medical schools, moreover, were busied in strengthening
their positions through the installation of better laboratory
facilities, the appointment of full-time salaried teachers,
closer affiliation with teaching hospitals, and the seeking
of larger endowments,?

Progress was continuous. Additional schools were rap-
idly added to the list of those that made their requirement
for admission two or more years in a college of liberal
arts, ‘While some schools were obliged to close from in-
ability to finance an efficient system of professional educa-
tion, others that were deemed particularly necessary be-
cause of the lack of schools in their geographical areas
were given assistance by foundations or interested per-
sons. Since the South was badly provided for, the medical

1 Colwell, Nathan P., “Medical Education.” In Biennial Survey of
Education, 1916—1918 Bulletm 88, 1919, pPp. T1-72.
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school of Vanderbilt University in Nashville, Tennessee,
through aid from the General Education Board and the
Carnegie Corporation, became a center of medical training
for its section of the country. The medical school of
Tulane University in New Orleans was enlarged and its
work expanded, and as the result of the generosity of
wealthy patrons, Duke University was established at Dur-
ham, North Carolina, with facilities for the training of
physicians. In the Middle West the University of Chi-
cago, Washington University in St. Louis, and the Univer-
sity of Jowa in Iowa City were granted aid by the Rocke-
feller Foundation for the further development of medical
education.

Between the close of the World War and the beginning
of the recent economic depression, money was more read-
ily available than ever before for the purpose of con-
structing educational buildings. Several medical schools
were provided with entirely new physical plants and
equipment; others underwent extensive reconstruction.
While the criticism was frequently made that much of the
money spent on elaborate buildings might better have been
expended on salaries for faculty members, libraries, and
scholarships, the schools profited greatly from the con-
struction of modern hospitals, the installation of excellent
laboratories, and so on. Frequently, too, rebuilding stimu-
lated them to make changes in the organization of their
work and to improve their teaching staffs.!

In 1928 there were 80 schools. The Council on Medi-

1 Sigerist, Henry E., American Medicine, pp. 139 ff.
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cal Education discontinued its A, B, and C classification at
that time and designated institutions only as “approved”
or “not approved.” So great had been the advance in
medical education that only six schools appeared on the
list as “‘not approved,” and their enrolments represented
but 1.9 per cent of all medical students. Although these
six institutions still exist, they are no longer recognized as
medical schools by the Council and statistics for them are
not published by the American Medical Association. They
have been refused recognition by the licensing boards of
46 states.  Although they are chartered as medical schools,
respectively, in Massachusetts, Illinois, and Missouri, they
are generally recognized as such only in the states in whi
they are chartered.! '

Since 1933 there have been 77 undergraduate medical
schools in the United States listed by the American Medi-
cal Association, of which 10 offer only the first two years
of the medical course.* Of the 77 schools 74 are “ap-
proved”; from the other three the Council has recently
withdrawn its former approval. All schools now demand

1 Rappleye, Willard C., “Medical Education.” In Biennial Survey
of Education, 1928~1930, Bulletin 20, 1931, PP. 545-552.

2 There are six colleges of osteopathy in the United States which
are approved by the American Osteopathic Association, They are not
recognized by the American Medical Association, howevsr, and con-
sequently have not been included in this study. These colleges make
graduation from high school a requirement for admission. Their
curriculum, which covers four of thirty-six weeks a year, includes
surgery and the pxogerties of }:ugs in addition to manipulation. The
degree of doctor of osteopathy is conferred upon graduation. All
Eraduates of osteopathic colleges must pass state board examinations

cfore receiving a license to practice. ' In 12 States licenses granted

osteopathic physicians confer upon them all of the privileges of physi-
cians and surgeons; in 8 states the use of surgery is not included; and
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at least two years of college preparation. Of the 45 that
are exceeding this demand in 1936-1937, four require a
baccalaureate degree; one admits only students who have
had four years of college work; 36 insist upon three years;
three admit candidates with three years of college prepa-
ration under the provision that their colleges confer on
them the baccalaureate degree at the end of the first year
of medicine; and one school has a requirement equivalent
to two and one-half years of college work. In spite of
the fact that only four schools definitely require an aca-

- demic degree for admission, 77 per cent of the graduates
of medical schools in 1935-1936 held the baccalaureate
degree.

NUMBER OF MEDICAL STUDENTS

With the long continued decrease in the number of
medical colleges, it is important to note what occurred to
the number of students and of graduates. In 1880 there
were 100 medical schools, 12,000 students were enrolled,
and over 3,200 were graduated. In 1905, when the num-
ber of schools was 160, there were 26,000 students and
5,600 received the M.D. degree. . Thereafter, with the
closing of many institutions and the strengthening of en-
trance requirements and curricula in the remaining schools,

in 8 other states the prescription or administration of drugs is pro-
scribed,  The directory of the Ametican Osteopathic Association for
1936 listed 8,733 osteopath physicians in the United States. For fur-
ther information, see pamphlet on Osteopathy prepated by Walter J.
Greenleaf, U, 8, Office of Education, 1936,

1 “Medical Education in the United States and Canada.” In Jour-
16ml of the American Medical Association, August 29, 1936, pp. 661~

71,
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the number of students decreased appreciably. The
13,800 students and the 3,000 graduates of 1920 were the
lowest in more than thirty years. In 1936, although the
number of schools had fallen to vy, the enrolment had
crept up to 22,564 and 5,183 students were graduated.*

TABLE 1.—NUMBER OF MEDICAL SCHOOLS, STUDENTS,
AND GRADUATES, 1880 TO 1936*

Year Schools Students Graduates
1880 100 11,826 3,241
1890 133 15,404 4454
1900 160 25,171 8,214
1905 160 . 26,247 5,608
1910 131 21,526 4,440
1915 o6 14,891 3,536
1920 85 13,798 3,047
1925 8o 18,200 3,974
1930 76 21,597 4,563
1931 76 21,982 4,735
1932 76 22,135 4936
1933 7 22,466 4,895
1934 77 22,799 5,038
1935 77 22,888 105
1936 77 22,564 5,183

* Rappleye, Willard C., “Medical Edumlnn " in Biennial Survey of Edumuon.
!9!8—1930. Bulletm a0, 1931 P 547; “Medical Education in the United S
;m}s 7Canadu. in Journal of the American Medical Association, August 29, 1936,

In spite of the fact that the number of institutions for
the training of doctors has been almost stationary for more
than ten years, the number of students admitted increased

1 Exclusive of the six institutions not generally recognized as medi-
¢al schools.
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gradually from 1925 to 1935. In 1936 there was a slight
decrease in the number matriculated. In 1900 the aver-
age school enrolled 157 students and graduated 33; in
1936 it had 293 students and a graduating class of 67.
The range in size of school is not great when compared
with that in some of the other professions. Although
there were 11 schools whose enrolments for 1935-1936
for the four-year course were under 200, and 8 whose
enrolments exceeded soo, the majority of schools had a
student body of between 200 and 400.

Besides the number of students annually enrolled, al-
most as many are now refused admission. The pressure
on medical faculties from applicants has been interpreted
by some to indicate that there should be more medical
schools in this country. In the opinion of Dr. Willard
C. Rappleye, dean of the College of Physicians and Sur-
geons of Columbia University, this is not the fundamental
question in the problem.! Whether there should be addi-
tional facilities or not, should be decided on the basis of
the need for physicians and the extent to which present
facilities meet this need.* In 1936 only 423 fewer stu-
dents were graduated than in 1905 when medical schools
were more than twice as numerous. Instead of being con-
vinced by the pressure of numbers that more schools are
necessary, the Commission on Medical Education, organ-
ized in 1925 by the Association of American Medical Col-

1 “Medical Education.” In Biennial Survey of Educaton, 1928-
1930, Bulletin 20, 1931, p. 547.

2 A discussion of the adequacy of the present number of physicians
in terms of demand and need for medical service appears on pp. 109~

134.
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leges,! expressed the conviction in its Final Report that the
production of doctors must be drastically curtailed.? Asa
result, the Council on Medical Education and Hospitals, as
the Council on Medical Education was called subsequent
to 1919, asked the Association of American Medical Col-
leges in 1933 to use its influence in reducing the number
of graduates.®

ADEQUACY OF PRESENT SYSTEM OF MEDICAL EDUCATION

While the problems with which contemporary medical
education in the United States is faced are far less diffi-
cult and critical than were those of the nineteenth century,
there has been considerable agreement, both among teach-
ers of medical subjects and persons widely acquainted with
general education, that there are two outstanding points of
weakness which should be strengthened. They are the
quality of teaching and the content and arrangement of
the curriculum.,

Selection of Teachers

In 1922 Dr. Pritchett asserted that perhaps no defect
in the medical school made a sharper impression upon the

.} This Commission was created to make a study of the educational
principles involved in medical education and licensure, It was com-
posed of representatives of general education, the basic sciences, clini-
cal weaching, public health, the medical profession, and medical licen-
sure, President A. Lawrence Lowell of Harvard was its chairman and
Dr. Willard C. Rappleye was the director of the study. Its publica-
tions consisted of a series of reports beginning with the Preliminary
Report (1927}, and ending with a Final Report (1932).

2 Final Report, pp. 119~121.

§ “Medical Education in the United States and Canada.” In Jour-
nal of the American Medical Association, August 26, 1933, p. 678.
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lay visitor who was familiar with the grade of instruction
of colleges of high standing than the lack of good teach-
ing, particulatly in professional subjects. He stated that
the fundamental sciences, such as chemistry, physiology,
anatomy and pathology, were ordinarily presented by
trained teachers, but that the clinical and surgical subjects
were, unfortunately, given by practicing physicians who,
although they were often experts in their fields, had had
no training in the art of teaching. As a consequence, stu-
dents frequently failed to grasp the significance of much
of the material. He was strongly of the opinion that men
actively engaged in medical practice were necessary for the
schools, but that some remedial steps must be taken to help
them to a better understanding of how to present their sub-
jects. He suggested that it was the duty of the deans of
medical colleges to provide clinical and surgical teachers
with needed training in the principles of pedagogy.!

Ten years after Dr. Pritchett’s assertion, the Commis-
sion on Medical Education likewise criticized the teaching
personnel of medical schools.2 It insisted that appoint-
ments are generally made because of a physician's ability
and interest in tesearch, without sufficient consideration of
his knowledge of the art of teaching, The fundamental
difficulty, however, in finding first-rate men for teaching
is probably due to the insufficient remuneration offered.?

1 “The Relation of Medical Education to Medical Progress.” In
New York Medical Journal, January 4, 1922, p. 2.

2 Final Report, p. 244.

8 Chaney, R. H., “The Full Time Idea.” In Journal of Association
of American Medical Colleges, May, 1931, pp. 178~179.

32



PHYSICIANS AND MEDICAL CARE

Reorganization of the Curriculum

When the Commission on Medical Education was ap-
pointed, it was requested not only to make a study of the
educational principles involved in medical education and
licensure, as has already been noted, but it was asked to
offer suggestions which would bring professional training
into more satisfactory relationships with the newer con-
ceptions and methods of university education on the one
hand, and with the needs of present-day society on the
other. In its Third Report, issued in October, 1928, the
Commission pointed to certain defects in the curricula of
medical schools, particularly in relation to the teaching of
the sciences, that it believed should be corrected.t It stated
that: (1) The course of study is overcrowded. (2) Too
many details are required too early. Schools demand that
many of these details must be memorized, although fre-
quently they are of a relatively unimportant character,
and are presented at a time when the student is unable to
discriminate between their relative value ot to correlate
them with previous or contemporary experience. (3) Sci-
ences are often taught in a highly technical fashion and
with little reference one to another, instead of being pre-
sented in such a way that their relationship to each other
and to medicine as a whole is readily apparent. (4)
Stress is placed mainly upon laboratory manipulation and
technique, rather than upon the use of the laboratory as a
means of illustrating principles and providing opportanity

1 Third Report, pp. 16-18.
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for students to acquire first-hand knowledge of a few im-
portant fundamentals and methods. (5) Insufficient em-
phasis is centered upon the significance of the sciences in

 relation to the living human being in whom the student of
medicine is primarily interested. (6) Because of the
defects mentioned, the student fails to retain much impor-
tant knowledge of the medical sciences and is unable to
utilize essential principles in later wotk.

In considering these criticisms it is necessary to remem-
ber that medical education in the United States is, in ef-
fect, regulated by requirements for approval laid down by

“the American Medical Association, by the membership re-

quirements of the Association of American Medical Col-
leges, and by the laws of the various states regarding medi-
cal licensure. Regulation by these bodies was urgently
needed for the raising of standards of medical training
and for the elimination of proprietary medical schools; in
fact, it was largely responsible for the remarkable im-
provement that was made in professional education sub-
sequent to 1907. Some of the later effects, however, have
not been altogether desirable, for they produced such a
crystallization of the course of study that the application
of sound methods of education was often handicapped.

As a consequence of so much regulation by national
organizations, medical colleges became unwilling to ap-
prove or apply further plans until some of the rigidity and
confusion were removed. The Commission on Medical
Education was therefore faced with the task not only of
finding ways whereby the curriculum could be relieved of
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its overcrowding and overstandardization, but of attempt-
ing to persuade the controlling bodies to decrease their
pressure. It suggested to the Association of American
Medical Colleges and to the Federation of State Medical
Boards that a truce of a limited number of years be estab-
lished, during which any medical school of approved
standards might experiment with medical education with-
out penalty to its graduates. Such a truce was agreed upon,
and already much reorganization and experimentation are
under way in several of the leading medical schools, par-
ticularly those connected with large universities.!

Content of the curriculum is being modified signifi-
cantly.* Many of the courses have been made introductory
in character, with emphasis placed on general principles.
Training in technical aspects of laboratory work or special
treatment, which require considerable experience and addi-
tional preparation if they are to be done properly, is being
left for a postgraduate year. The course of study is be-
ginning to be treated as a unit rather than as a series of
individual subjects, and an effort is being made to corre-
late learning in the various fields that have become iso-

1 Commission on Medical Education, Final Report, pp. 1~4; Capen,
Samue] P,, “Results of the Work of the Commission on Medical Edu-
cation,” in Proceedings of the Annual Congress on Medical Education
and Licensure, American Medical Association, 1933, pp. 2—4.

2 Commission on Medical Education, Final Report, pp. 231-235,
394~399; Edsall, David L., "Handling of the Superior Student,” in
Proceedings of Association of American Medical Colleges, 1925, pp.
114-117; The Human Welfare Group, New Haven, Cona., published
by the General Hospital Society, Yale University, 1929, pp. 7-15;
Kerr, W. J., “An Experimeat with the Preceptor System,” in Bulletin
of Association of American Medical Colleges, October, 1927, pp. 290-
291,
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lated in the recent era of specialization and of emphasis on
mechanical and laboratory procedures. More efficient
training is sought through the demonstration of normal
and abnormal structure and function in living human be-
ings-as part of the courses in anatomy and physiology;
through the attempt to make the basic sciences more vital
a part of clinical teaching; through the case method of
study, the simplification of clinical instruction, joint clin-
ics, and the use of comprehensive examinations. In order
to equip students better to deal with the problems of ill-
ness and to identify conditions requiring consultation, ex- -
pert treatment, or special study, they are being thoroughly
drilled in the fundamentals of clinical study, such as the
giving of physical examinations and the writing of case
histories, Greater emphasis is coming to be placed in some

schools on the study of the patient in his total environ-

- ment: his emotional reactions, conditions of employment,

. habits of living, and other features of daily life are being
1 considered as determinants in the diagnosis and treatment
-of disease and the prevention of illness.

Under these new conditions of medical education, a
greater amount of responsibility for his own training is
being given to the student. Instruction is becoming indi-
vidualized through provision. for very small classes that
permit personal contacts between students and instructors.
Many lecture couses have been replaced by discussion
groups. Electives are numerous, and men and women are
given an opportunity to do independent work in them.

Probably the chief criticism of such individualized
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medical training is that it attempts, like the more formal
education, to impose a single scheme of instruction upon all
students of the institution. In actual practice, it has often
been found impossible to select in advance those who ate
most likely to benefit from a curriculum built upon the
theory of independent work. The majority, even of the
more competent students, are not able at the outset to
secure maximum benefit from such a plan‘and need to be
inducted into it gradually, Furthermore, there is the like-
lihood that the student may miss important training and
discipline which systematic instruction would provide and
which accumulated experience has emphasized as impor-
tant.

In order that this newer professional curriculum may
meet with success, it is essential that the student body be
small. It is equally essential that the medical school have
a generous budget and a large faculty who are in a posi-
tion to devote their full time to the work of the school and
of the affiliated hospital or hospitals operated for teaching
purposes. Many medical colleges are not able to meet
these prerequisites. In those which are, great sums of
money are being spent, It would have been unbelievable
to the medical college of twenty-five years ago that such
amounts could be amassed, or that such large faculties
would be needed. The faculty of the Yale University
School of Medicine consisted in 1935-1936 of 130 profes-
sors and 229 lecturers and assistants, while the students
matticulated numbered only 206. Johns Hopkins Univer-
sity School of Medicine had in the same year a teaching
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staff of 69 professors, 312 instructors, assistants, and.
others, There were 271 students. Harvard reported a
faculty of 147 professors and 356 instructors and assist-
ants, and a student body of 529.* It is apparent from
figures such as these that the individualized program of
instruction makes heavy demands upon any school that
undertakes it.

Although the recent experimentation has exhibited
some unfavorable aspects and many of its present methods
and techniques may be eventually discarded, it is unques-
tionably of value. It represents an attempt to achieve that
flexibility which is necessary if professional training is to
adapt itself to constantly changing conditions.

Subjects Needing Greater Emphasis

Besides the attack upon the general plan of medical
education that has recently led to the reorganization of
courses of study in a significant number of schools, there
have been persistent criticisms of specific weak spots
within the curricula of most of the colleges.

OBSTETRICS AND GYNECOLOGY
The first criticism deals with obstetrics, and arises from
the growing awareness of the extent of maternal mortal-
ity. Death at childbirth has been, and continues to be ex-
tremely high in the United States. In an article entitled
“What Risk Motherhood?” published in Harpers Maga-
1 “Medical Education in the United States and Canada.” In Jour-

nal of the American Medical Association, August 29, 1936, pp. 686,
688. .
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zine in June, 1929, Dorothy Bromley brought to popular
attention the essential facts. She wrote:

Few people . . . know that approximately 15,000 women
die in this country from childbirth every year,! or that the
mortality rate which these figures represent is as high as it
was in 1900. . . . Childbirth constitutes a greater risk of
death for women berween the ages of 15 and 44 than any
single disease or class of diseases, with the exception of tuber-
culosis; while the number of women whose health it destroys
or impairs is incalculably large. . . . Most appalling of all is
the fact that women in the United States apparently run a
greater risk of death from childbirth than do the women of
any other civilized country. 7

While it is true that maternal mortality is relatively very
high in this country, it is difficult to artive at a satisfac-
tory basis for comparing the rate with that of foreign na-
tions. This is due to differences in the existing methods
of classifying causes of death. Many deaths are ascribed
to puerperal causes here that are not so classified by most
other countries, Dr. Elizabeth C, Tandy's Comparabil-
ity of Maternal Mortality Rates in the United States and
Certain Foreign Countries® contains a discussion of these
dissimilarities of method and their significance. In the
light of such differences, Table 2, which has been pre-
pared from her data and which compares rates of maternal
. 1'The Children’s Bureau of the U. S. Department of Labor reports
in The Child for August, 1936, pp. 9-10, that 12,859 women in this
country died from discases of pregnancy and childbicth in 1934. The
moruality rate among white women was 54 80 every 10,000 live births;
among Negro women it was 93,

* Children's Bureau, U. S. Department of Labor, Publication 229,
1935, p. 15,
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deaths for recent years as they are reported by the several
countries, may make the case for the United States appear
a little more unfavorable than it actually is. The situation
in general, however, is one for grave concern.

TABLE 2.—RATES OF MATERNAL MORTALITY IN THE
UNITED STATES AND IN CERTAIN 'FOREIGN
COUNTRIES, 1927, 1929, 1931

Deaths assigned to pregnancy and
childbirth per 10,000 live births
Country

1927 1929 1931
United States 64.7 69. 66.1
Scotland 64.3 68.3 59.1
Australia 59.2 50.8 54.8
Chile 57.7 77.8 75.0
Canada 55.5 57.0 50.5
New Zealand - 49.1 48.2 47.7
Northera Ireland 48.0 492 sS4
Irish Free State 45.1 41.0 43.1
England and Wales 4L.1 43.4 41.X
Estonia 41.X 46.0 425
Czechoslovakia 35.8 42.8 41.4
Denmark 30.6 31.7 40.5
Netherlands 29.0 33.5 32.0
France 28.7 29.3 24.9
Sweden 27.8 37.9 36.8
Ttaly 26.4 28.8 278
Norway 24.5 36.2 27.0

In its recent study of maternal mortality in New York
City, prepared under the direction of Dr. Ransom S.
Hooker, the New Yotk Academy of Medicine makes the

40



PHYSICIANS AND MEDICAL CARE

following significant statement applicable to the entire
United States:

The spectacular progress of the last years in the reductions
of many death rates has not been paralleled by any drop in the
rate of death from puerperal causes. Communicable diseases
have shown steadily declining incidence and fatality rates with
the wide application of the increasing methods for prophy-
laxis; infant mortality has been steadily declining, but_puer-
peral mortality has remained stationary. This failure to show
any improvement is the more significant when it is realized
that, during this time, modern obstetrics has evolved from a
neglected and relatively insignificane department of medical
practice to a highly specialized one, demanding the atention
of the best skill of the medical profession. Great progress has
been made in the understanding and treatment of the more
serious abnormalities of pregnancy and delivery. These ad-
vances have failed to produce a decrease in the deaths. The
conviction has been growing that this group of diseases, if
subjected to intensive study and investigation, would yield the
information which could be utilized to produce an improve-
ment comparable to that in other fields of preventive medi-
cine}

Several major causes of maternal deaths are recognized.
The Commission on Medical Education estimated that 40
per cent are due to infections and 27 per cent to toxemias,
both of which are Jargely preventable and controllable.*
Most of the other causes were set down to faulty treatment
during pregnancy and labor, such as inadequate prenatal

! Committee on Public Health Relations of the New York Academy

of Medicine, Maternal Mortality in New York City: A Study of All

oy Deaths, 1930~1932. Commonwealch Fund, New York, 1933,
. 1=2.

3 Final Report, pp. 80-82.
4



PHYSICIANS AND MEDICAL CARE

care, lack of aseptic practice, interference with normal
labor, unnecessary Caesarian operations, and risking the
life of the mother in an effort to save the child.

In an attempt to analyze such causes in more detail, the
New York Academy of Medicine investigated 2,041
deaths which had occurred in New York City in the years
1930, 1931, and 1932. In the judgment of its Obstetrical
Advisory Committee, 1,343, or just under two-thirds, of
these were preventable. More than one-third of the pre-
ventable deaths resulted from some failure on the part of
the patient herself to take advantage of such facilities as
were available for safeguarding her health. On the other
hand, Go per cent of the deaths that could have been
avoided were attributed to the incapacity of the physician:
lack of judgment, lack of skill, or callous inattention to
the demands of the case. Most were classified as plainly
the results of incompetence.*

It is apparent that if two-thirds of all cases of maternal
mortality in New York City over a period of three years
could have been prevented, and Go per cent of 2ll avoid-
able deaths were due to some failure on the part of physi-
cians, the situation is a serious one. Moreover, it can prob-
ably be inferred that conditions throughout the United
States are little if any better. Such a problem calls for
immediate remedies, and one of the most fundamental and
far reaching undoubtedly lies in the improvement of ob-
stetrical training in medical schools and in the develop-
ment of better clinical facilities for study in hospitals.

1 Maternal Mortality in New York City, pp. 49-50.
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The Obstetrical Advisory Committee of the New York
Academy of Medicine was emphatic in its assertion that
medical schools do not provide sufficient training in nor-
mal obstetrics. Since the general practitioner devotes a
considerable proportion of his time to this branch of
" medical setvice and is frequently situated in areas where
he cannot quickly obtain the assistance of a specialist, it
seems imperative that training adequate for the practice
of normal obstetrics and for recognizing abnormalities
requiring the services of especially qualified obstetricians
be given as part of the basic professional course. The
recommendation of the Association of American Medical
Colleges that 5 per cent of the medical course be allotted
to obstetrics and gynecology has been questioned sharply
by some of the leading obstetricians, who are convinced
that more time is necessary if general practitioners ase to
be propetly prepared to mect the needs of the situation.
More extensive training is also needed for the obstetri-
cal specialist. The Committee of the Academy of Medi-
cine declared that the medical school should convince the
student that the training he receives in the basic curriculum
does not qualify him to practice as a specialist in this field.

The medical profession must insist that prolonged graduate
study is necessary for specialization. So important is this ele-
ment that it mighe be advisable to set up a legal barrier pre-
venting any but those who. had shown themselves especially
qualified from doing any operacive obstetrics. . . . If such
education is to be demanded of the practitioner of medicine,
facilities for obtaining it must be made available. Such faah~
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ties are strikingly lackmg today. The graduate in medicine
who wishes to further his study of any specialty meets with
the greatest difficulty in doing so. Hospitals must be prepared
to receive these men as internes in order that they may have
the opportunity of using clinical material. Medical schools
should offer courses to the practitioner.

Of late years the point of view has been rapidly spread—
ing that, aside from the giving of better training in ob-
stetrics, the medical college has a further responsibility in
the reduction of maternal mortality. The battle against
deaths at childbirth must be waged in considerable part
through education of the laity. Although other groups
besides physicians, notably public health nurses and social
workers, have an important share in this task, both society
and the medical profession are coming to insist that it is
the duty of doctors to organize an attack upon ignorance,
carelessnéss, and failure to realize the significance of pre-
natal care,” What has already been done is a mere begin-
ning. If the profession is to achieve extensive results,
medical schools must train their students in methods and
techniques for carrying on such education.

Closely allied with the subject of obstetrics are those of
the regulation of both the number and spacing of births,
and theé physiology and | psychology of marital relation-
ships. 'Concerning such questions the medical profession
* in general has shown scant interest. This is to a consider-
able degree the result of a system of training which has
concentrated its emphasis upon the cure of disease to the

11bid., pp. 218-219,
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neglect of the social aspects of medicine. When one views
the heavy toll of deaths, invalidism, and serious complica-
tions that result from the bearing of children by women
who are physically unable to do so, or when one reads the
probably conservative estimate made by Dr. Frederick J.
Taussig of nearly 700,000 abortions performed annually
in_the United States. with some 8,000_tesulting deaths,!
the need for assumption of responsibility by the medical
profession appears to be urgent.

It is admitted by many physicians that the profession
has not given these problems the attention they deserve.
Not until 1935 did the American Medical Association take .
any official action on the subject of bisth control. At that
time, largely as the result of pressure exercised by three
state medical societies, which presented resolutions to the
national body concerning birth c