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Foreword

By training, Carlson is a lawyer. He has chosen to prosecute 
m edicine. Unlike o ther m em bers o f the legal profession who 
have recently taken up  class actions in which m edical institu
tions are indicted, Carlson argues in defense o f society as a 
whole and  urges nothing less than  the dissolution o f the 
contem porary  health care system. T h ere  is no p receden t for 
a jeo p ard y  o f this m agnitude. Carlson urges the disestab
lishm ent ra th e r than  the reorganization o r expropriation  of 
the largest social service system the world has known. T h e  
th ru st o f  his arg u m en t is both politically and  technically so 
radical that it does not fit any o f  the m ajor constellations into 
which the criticism o f m edicine had crystallized by the early 
seventies, both in Am erica and  in W estern Europe.

Carlson argues that the system o f engineering  in terven
tions on people and on environm ents, which constitutes the 
contem porary  medical endeavor and  a ro u n d  which the 
m odern  medical institution is built, has alm ost no relevance 
to health. H e m arshals a host o f firsthand witnesses for 
evidence on this point. H e shows that the w idespread p re 
sum ption o f benefits derived by society from  increasing 
medical expend itu res is based on m isguided trust in scien
tific hearsay given by professionally prejudiced testimony.



VI Forew ord

B ut Carlson goes fu rth er. He argues convincingly that the 
very limited net benefits to public health that the health 
profession now can still credibly claim m ust d isappear d u r
ing the next 25 years, while social costs and  dam ages gener
ated by the m edical com plex will become literally sickening. 
Nobody so far has shown with com parable cogency that this 
inevitably grow ing counterproductiv ity  o f the U nited States 
health care system is fundam entally  independen t o f any 
changes in medical education, technological progress, and 
organizational stream lining o r any o f the political a lterna
tives to the control o f health care now u n d er discussion.

O ver several decades the U nited States public has progres
sively gran ted  an  alm ost total autonom y to its medical estab
lishm ent, which came to govern an  increasing p roportion  of 
the total population, by defining sickness, by recognizing the 
sick, and by deciding what shall be done to them . Now that 
that autonom y has tu rn ed  into a unique kind o f monopoly 
and  now that patient relationships in the U nited States ou t
num ber the population, a political consensus is em erging 
that the Legislature shall formally contract this hygienic 
hierarchy for the therapeutic tutelage o f the people.

Carlson provides su pport for the m inority position which, 
based on the spirit o f  the First A m endm ent, challenges the 
un inform ed consensus which makes the establishm ent o f  a 
medical church  highly probable.

Carlson wants to be heard  before the alm ost inevitable 
legal enactm ent o f  this new establishm ent freezes the style o f 
p resen t health care and  with it o u r spent civilization. He 
knows that he cannot be heard  if he sticks to the prosecution 
o f m edicine and  to the discrediting o f its merely technical or 
political reform ists. He believes that to get a hearing  on his 
substantive argum en t he should risk references to a lterna
tive form s o f health care. H e does so to give some concrete 
conten t to the alternative policies that he proposes.

CIDOC
Cuernavaca, Mexico

I v a n  I l l i c h



Series Editor’s Preface

The End o f Medicine by Rick Carlson argues that a new 
paradigm  is em erging in health services, and that its encour
agem ent is essential. We do  not anticipate that the reader 
will accept all his assum ptions o r all o f  the evidence that he 
provides in su p p o rt o f  his view. As Carlson him self suggests, 
his view is personal, and  som e o f his argum ents are idiosyn
cratic, unconventional, and  occasionally esoteric. His book in 
part represen ts an  en try  into unknow n regions, w here the 
evidence o r possibilities rem ain  vague. B ut we are confident 
that his discussion o f  the end  o f  medicine will stimulate 
readers to consider and  clarify their own assum ptions, 
w hether fo r the purpose o f  traveling Carlson’s path, o r  seek
ing to disown it.

Much o f the ferm ent in the health Held arises from  
the somewhat d iffe ren t perspectives o f those professionals 
who design, provide, and evaluate health  services, and 
laypersons who increasingly dem and  g reater voice in estab
lishing priorities and assessing the perform ance o f o u r social 
institutions. T h e re  are growing criticisms o f professional 
dom inance and expert opinion, which are alleged to have 
contributed  to m any o f o u r cu rren t social crises and to have 
limited approaches to societal problem s by their com m it
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V lll Series E dito r’s Preface

m ent to narrow  and  specialized technologies, ra th e r than  to 
a larger social and  ecological perspective. A lthough it re 
mains to be seen to what ex ten t these criticisms o f the expert 
are valid, o r to what ex ten t they reflect the discom fort o f 
living in an  increasingly com plex and  dynam ic society, it is 
ap p a ren t that differences o f viewpoint help us clarify o u r 
assum ptions and practices. T h e  layperson’s perspective p ro 
vides an o th er view o f health, which may open  up  possibilities 
that professionals have failed to see o r have ignored.

T h e  W iley-Interscience series H ealth, M edicine, and Soci
ety is devoted to exam ining the relationships between health 
and o th er social institutions, the assum ptions o f medical 
practice, and  the historical, sociocultural, and  technological 
forces that affect the evolution o f medicine and  health care 
m ore generally. For the m ost part, books in this series are 
w ritten by social and  behavioral scientists, physicians, and 
analysts from  the fields o f  public health  and  governm ent. 
T hey  all come to the health arena with assum ptions and 
perspectives that have been shaped in p art by their profes
sional socialization and  the cu rren t trends o f thinking in 
their respective fields.

But we shall occasionally open the series to exam inations 
by laypersons who have a special in terest in medicine and 
health, and  how the two are  practiced. We do so with the 
understand ing  that they are not “scientific” discussions in 
the same sense as some o f o u r m ore technical volumes, but 
that they raise issues and  questions that deserve public dis
cussion. We feel that it is im portan t that professionals and 
laypersons com m unicate with one ano th er about their as
sum ptions and  expectations o f patients and  health  profes
sionals, that they make some effo rt to grasp one an o th er’s 
perspectives, and  that they educate one an o th er when they 
find no sound basis fo r the o th e r’s views. We hope that the 
opportun ity  for such a dialogue in this series will stimulate 
new areas o f  inquiry and  research that provide a m ore



Series E dito r’s Preface IX

sound basis for the organization and  provision o f health 
services in the fu ture .

A word about Rick Carlson himself. Mr. Carlson is an  
attorney, who following his train ing  becam e involved in the 
developm ent o f  health  legislation. H e played a role in the 
form ulation and  exam ination o f the concept o f  the H ealth  
M aintenance O rganization as a staff m em ber o f the Institu te 
fo r Interdisciplinary Studies (now Inter-S tudy), a nonprofit 
research organization. As a lawyer with little background in 
health, who found  him self in the  m idst o f form ulating 
health  legislation, Rick Carlson began  to ask questions, and  
read  widely to develop a be tte r understand ing  o f the goals 
o f health  legislation and  how they m ight best be prom oted. 
This was the trigger that led him , while a Visiting Fellow at 
the C enter for the Study o f Democratic Institutions, to write 
this book as an  answ er to som e o f his own concerns. H e was 
not satisfied with the ro le o f technician, bu t sought to clarify 
fo r h im self the goals tow ard which the total e ffo rt o f  the 
medical care system was being generated . It is particularly 
valuable fo r persons involved in the policy-form ulation p ro 
cess to so openly expose themselves, to express their 
thoughts, questions, and  assum ptions. For it is only th ro u g h  
the self-corrective process o f dialogue and  understand ing  
that the policy-m aker who form ulates and  adm inisters legis
lation, the health  professional who provides the service, and 
the client, who is the object o f  it all, can develop a better 
appreciation o f one an o th er’s role and  perspectives.

D a v i d  M e c h a n i c
Center fo r  Advanced Study 
in the Behavioral Sciences, 
Stanford, California





Preface

T his book is personal. I am  not a health  scientist, as many 
may delight in telling m e when they have read  what I have 
to say. Yet I am  not unacquainted with the subject o f m edi
cal care. As a health services researcher for m ore than  three 
years, I exam ined the m eans by which medical care is p ro 
vided. Consequently, I becam e acquainted with many physi
cians and o ther health scientists and  with medical care issues. 
My adm iration for the com plexity o f the subject grew, as did  
my adm iration for many o f the professionals laboring to 
m ake the system better. B ut one question persisted, one that 
everyone seem ed to ignore: what im pact did medical care 
have on health? But there  was no tim e to pursue the issue.

In late 1972 and du rin g  most o f  1973 I was a Visiting 
Fellow at the C enter fo r the Study o f  Democratic Institu 
tions, Santa B arbara. A lthough o ther projects in truded , I 
finally found  the tim e to exam ine the question and  found an 
answer that surprised  me: medical care had very little to do  
with health. But since the evidence, although convincing, 
was sparse, I took up th ree  o ther questions. First, if medical 
care has little to do  with health, what does have to do with it? 
Second, if the relationship between medicine and  health  is 
tenuous, why have we created such a large and  costly system
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to provide medical care? A nd finally, is there  som ething 
faulty about the way we think about health?

T hese questions launched my work. T his book deals with 
them  in the o rd e r in which they are  raised here.

T his book is also personal because some o f the argum ents, 
particularly in the last few chapters, are idiosyncratic. Some 
o f the m aterial is unconventional, and occasionally esoteric. 
But it characterizes my view o f  the world and bares my value 
preferences. T h e  way that I view the world necessarily 
influences my perception o f  m edicine’s place in it. These 
latter argum ents may be less tenable to some readers than  
those o ffered  in o ther parts o f  the book. A nd although they 
are im portan t, and to some indispensable, o th er readers may 
decide that, the argum en t is com plete w ithout them . T o  me, 
however, they are  integral. For in my view, real change, in 
m edicine and  health as in anything else, cannot be ac
com plished w ithout a radical transform ation  o f hum anity.

Santa Barbara, California 
Aspen, Colorado 
December 1974

R i c k  J .  C a r l s o n
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1

Introduction

T h e end  o f m edicine is near. Medical care as provided by 
physicians and  hospitals is having less and  less im pact on o u r 
health. T his will become m ore clear in the next few decades, ^  
perhaps by the year 2000.

O u r contem porary  approach  to medical care in the U nited 
States is only one road  that has been traveled in the history 
o f health care—and possibly a blind alley. T h ere  are, in 
general, five ways to approach the generation  o f health. T h e  
first approach  assumes that the health o f  both populations 
and individuals is beyond the control o f  m ortals, and  thus 
subject to the whims o f the supernatural. T he second, in 
which the em phasis is on the health o f populations, can be 
roughly characterized as a “public health” approach. This 
approach  stresses interventions into the social and  environ
m ental orders; its in ten t is to foster conditions that prevent 
disease and  are conducive to health. Related to the second 
approach  is a th ird , which also em phasizes “prevention” but 
is distinguishable in that it focuses on individual patients 
ra th e r than  populations. T h e  fourth , o r  “na tu ra l” approach  
to health, em braces the second and  th ird  bu t stresses the 
self-lim iting na tu re  o f  disease and the role o f  the individual 
in achieving health. Fifth and finally, health  can be sought 
principally th rough  services that a re  delivered by a medical 
care system designed to treat the “sym ptom s” o f illness.

M edicine in the W estern world, and particularly in the
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2 In troduction

U nited States w here it is the most elaborate, falls into the last 
category. In  o th e r words, in m odern  medical pracdce the 
doctor awaits the appearance o f illness in a patien t and  then 
intervenes th ro u g h  the use o f  p ro found  tools such as 
surgery and chem otherapy. But although m odern  m edicine 
can cure and by so doing  can restore health, the limits o f 
m edicine have been reached.

TH E ARGUMENTS

My first thesis is that the im pact o f  medical care on health  is 
substantially less than  the public assumes. T h e  second thesis 
follows from  the first. W hen placed in a social, economic, 
and environm ental context, o u r medical care system has less 
im pact on health  than  social and environm ental factors have, 
and will have even less im pact in the fu tu re . A case against 
m edical care can be m ade knowing what we know today, but 
an  exam ination o f  selected tren d s in society—a set o f  possi
ble “social fu tu re s”— reveals a w idening divergence between 
what medical care can do  and  the needs o f the public 25 
years from  now.

T hese theses lead to a th ird : We m ust s tart over in our 
efforts to achieve health. This will require new th inking and 
new approaches, and  it will also require  abandoning  m uch 
o f the system that now provides m edical care. We should 
preserve those elem ents o f  the existing service system that 
work. But we m ust also be revolutionary because the re 
sources that will be needed to try  new approaches a re  cur
rently harnessed to  a sophisticated, professionalized medical 
care system which, in the interests o f aiding the few, 
sacrifices the health  o f the many.

W ithin the next few years, Congress will enact a program  
o f  national health insurance. This legislation will underw rite 
the costs o f care for all citizens o f the U nited States. But if it 
can be shown, fo r exam ple, that spending a dollar on  educa
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tion would im prove health  m ore than  spending  the same 
dollar on health  services, o r if  it could be dem onstrated  that 
diet and nu trition  are  fa r m ore im portan t to health  than  any 
am oun t o f  curative care, the need for a national health 
insurance p rog ram  becomes doubtful.

Congress will no t face these issues. B ut it should. T he 
issues should be o f  vital in terest to  those in terested  in fiscal 
austerity and  lean governm ent, as well as to those who feel 
that health is o f  the greatest national im portance, irrespec
tive o f cost. Should we inden tu re  o u r health  in the fu tu re  to 
the existing medical care system when better health  m ight be 
ensured  th rough  o th e r means? T h e  answ er should be no; 
bu t it is virtually certain  that Congress will do  so, an d  with 
the su p p o rt o f  the vast majority o f  the people.

T h e  arg u m en t in this book, then , is profoundly  radical, 
even revolutionary. It calls for the dissolution o f th e  largest 
and  m ost expensive social service system in the world— the 
medical care system in the U nited States. But my critique 
diverges from  the usual radical critique o f medical care. T he 
“radical” critique centers first on  the exploitation o f the 
hapless consum er by the rapacious p rovider and , second, on 
the failure o f the “system” to extend services to everyone, in 
spite o f  the  alleged exploitation. T his analysis is accurate as 
far as it goes, but it fails to engage the pivotal issue— what 
does medicine have to do with health? T h e  radical 
solution— the provision o f  care to everyone— may simply 
result in m ore care fo r those who may not need it. But if it is 
health we care about, and  no t m edical care, we m ust look for 
im provem ents in the life setting o f the unhealthy, not simply 
the provision o f services designed to cure them  once they 
are sick.

People m ust re learn  how to take care o f themselves and  
one ano ther. F urther, they m ust learn  how to use providers 
as resources. I f  this can be done, then  a leaner and  to u g h er 
approach  to health can be created ou t o f the  rem ains o f  the 
cu rren t delivery system. T h e  new approach  will build on
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those things that generate health; unlike present-day 
medicine, it will no t rely on p rofound  interventions w hen 
health has been lost.

The Order o f the Arguments. T h e  U nited States is about to 
en ter into a “contract” with the exisdng medical care deliv
ery system by legislating its legitimacy th ro u g h  a national 
health  insurance program . T his m ight be a fatal step. Conse
quently, the chapters to follow m arch to a striden t beat. I 
begin with evidence on the relative im pact o f personal m edi
cal care and  a set o f  socioenvironm ental factors. It is here, in 
C hap ter 2, that m uch o f the research and  literature on the 
“effectiveness” o f medical care is com piled. T h en  I tu rn  to a 
history o f  the “crisis” in health  care, together with a discus
sion o f  its evolutionary features, to show w here and how it is 
evolving. N ext I tu rn  to som e “social fu tu res” fo r the U nited 
States and their im plications for health. This is done dialec- 
tically, by contrasting the evolution o f m edicine with a p ro 
jection  o f the fu tu re , to dem onstrate the divergence between 
the medical care system and  the larger society o f which it is a 
part.

In  C hap ter 5, I synthesize my points to argue fo r the “end 
o f m edicine.” But this chap ter also adds some new dim en
sions. T h e  end  o f m edicine is com ing both because o f in te r
nal contradictions within the p resen t system and  because the 
system does not co rrespond  with an  em erging Zeitgeist.

T h e  final two chapters draw  things together. In  C hap ter 
6, I a ttem pt to state what health  is, having spent five chap
ters spelling ou t what it is not. In  C hap ter 7, th ro u g h  a b rie f 
historical analysis o f  the eras o f medicine, I propose some o f  
the elem ents o f a new parad igm  fo r health. In this last 
chap ter I also resurrec t the question o f national health  in
surance, because it is on  this question that the public debate 
about health  care will tu rn . I f  a com prehensive p rogram  o f 
national health insurance is prom ulgated  in the next few
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years, as is alm ost certain, the structure , prerogatives, and 
style o f practice o f the existing medical care system will be 
frozen fo r decades. I f  the outcom e is simply m ore medical 
care, o u r health  will be worse and  o u r well-being as a po p u 
lation will be in jeopardy .

Finally, in an  epilogue I draw  the broad  outlines o f  a new 
medicine, which m ust be calibrated with the fu tu re  and 
specifically with the health  care needs o f  the fu ture .

T he argum ents in this book are fundam entally  theoretical 
in natu re . A lthough m ost o f  the points are docum ented, the 
ultim ate test is their theoretical strength . This book is only a 
prospectus for the hard  em pirical work that should be done.



2

The Impact 
of Medicine

V oltaire suggested that “the efficient physician is the m an 
who successfully am uses his patient while na tu re  effects a 
cure.”

Medicine is a conundrum  to those who have not had 
medical training. T h re e  characteristics o f m edical practice 
are particularly perplexing to the uninitiated.

First, determ inations o f the quality o f  care are m ade with
out reference to the actual outcom es o f care to the patient. 
T o  use a homely exam ple, most o f us ju d g e  a restau ran t on 
the basis o f the taste and  quality o f  the food. Seldom do we 
inquire as to the ch e fs  lineage o r education, or visit the 
kitchen to inspect the ovens and  utensils. T he quality o f 
m eans and  the results o f health  care a re  m atters o f d ifferen t 
im portance and  m agnitude, bu t the analogy fits. Unlike the 
quality o f  food, the regulatory m easures traditionally em 
ployed to control the quality o f medical care have focused on 
who renders it and  how, m ore often  than  on what the results 
have been.

T h e re  is one notable exception, although Florence N ight
ingale should get similar kudos. In  the early 1900s, Dr. E. A. 
C odm an, a surgeon at Massachusetts G eneral Hospital, 
sought to o rien t assessment o f  the quality o f m edical care 
from  structural o r  inpu t evaluation—who did it—to process

6
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and  end-resu lt evaluation— how and  why.' But first he had 
to find out what was going on. He started  by m onitoring 692 
hospitals o f  100 o r m ore beds. T h e  results revealed shock
ingly low quality o f care; only 89 o f the 692 hospitals could 
m eet the standards established for the study. Limited circu
lation o f the results aroused  so m uch controversy that Cod- 
m an could not at first get his findings published and  then 
could not find sponsors for fu rth e r research.

C odm an’s approach  was radical and  would still be viewed 
that way today. He argued  that patients should be requ ired  
to pay only for good results, and  that people should be 
aware o f the results o f  their care. T his is a slight variation on 
the practice in Babylon o f  severing the physician’s hand  if he 
failed to cure. C odm an practiced his beliefs. H e published 
annual reports that docum ented the results o f his care and 
his m ethods o f  accounting for the results. For exam ple, o f 
the 337 cases he treated  between 1911 and  1917, Dr. C od
m an concluded that 183 (or 54 percent) were m anaged 
w ithout u n d u e  complications. For the rem aining 154 cases 
that were not satisfactorily m anaged in his judgm en t, 204 
separate ju d g m en ts  were m ade to determ ine why problem s 
arose. In  most cases (roughly 76 percent), the problem s were 
found  to be due to erro rs in physician care, including surgi
cal m isjudgm ent, use o f faulty equipm ent, o r  misdiagnosis.

Second, and  m ore puzzling than  the failure o f  the medical 
care en terp rise  to exam ine its results, is the paucity o f re 
search on the im pact o f  care on the health o f populations. 
C ontrolled clinical trials have been used to m easure the 
im pact o f medical cures for individual patients. But, histori
cally, with the su rren d er o f m edicine to the scientific 
m ethod, “population” m edicine was relegated to the schools 
o f public health, while medicine went to work on the indi
vidual. Consequently, we know som ething about m edicine’s 
im pact on individual patients bu t very little about the im pact 
o f  medical care on populations.

T h ird , there  is even less research on the relative im pact of
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personal medical care services and  o ther socioenvironm ental 
factors such as education, housing, air, water, seat belts, and 
Muzak. In o th er words, o ther than  some anecdotal and 
impressionistic evidence, we have virtually no inform ation 
on the relative weight to assign to the various factors that 
bear on health, including medical care. In part, this is due  to 
the confusion o f m edical care with health.

This chap ter takes up  the im pact question. First, evidence 
about the outcom es o f medical care, when it is presum ed 
to be efficacious, is exam ined. T h en  the obverse is 
exam ined—when the outcom es are adverse as a result o f 
iatrogenesis, o r disease “caused” by the medical care system 
itself. Next, the placebo effect is assessed, followed by a 
discussion o f the im portance o f  caring. T he balance o f the 
chap ter exam ines the slender research on the im pact of 
medical care on the health o f populations and  concludes 
with a review o f  the even m ore sparse work on the relative 
im pact o f  medical care and  o th er factors on health.

T o  grapple with this subject, the following definitions de
veloped by the W orld H ealth  Organization can be used. 
“Efficacy” is the benefit o r utility to the individual o f  the 
service, trea tm ent regim en, d rug , o r preventive o r control 
m easures advocated o r applied. “Effectiveness” is the effect 
o f the activity and the end  results, outcom e, o r benefits for 
the population achieved in relation to the stated objectives. 
“Efficiency” is the efforts o r end results achieved in relation 
to the effo rt expended  in term s o f money, resources, and 
time.

THE IMPACT OF MEDICAL CARE ON PATIENTS

The Outcomes o f Medical Care. T h e re  is m ounting  evidence 
that the quality o f medical care is uneven. T h ere  is also 
evidence that it is poor in a surprisingly high num ber o f 
instances. But we lack a com prehensive body o f research.
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T h e  C enter for the Study o f Responsive Law incorporated  
m uch o f the research that has been done in its publication, 
One Life— One Physician.2

O ne illustration in the book is the work o f  Dr. C harles E. 
Lewis, then  o f the H arvard  C enter fo r C om m unity Health 
and  Medical Care, now at UCLA. Dr. Lewis reviewed the 
records o f the Kansas Blue Cross Association over a one- 
year period (only two hospitals in the state failed to partici
pate in the review). H e tabulated the num ber o f  elective 
operations for removal o f tonsils, hem orrhoids, and varicose 
veins, and  the operations fo r hern ia  repair, in all the  hospi
tals in each o f the state’s 11 regions. Variations fo r the 
average ra te o f  these fou r elective surgical procedures 
ranged  from  a low o f 75 operations p er 10,000 persons in 
one region to a high o f 240 operations per 10,000 persons in 
another. Striking variations were also found  between regions 
within each elective surgical category. T h e  high and  low 
regional incidences (rounded  off) per 10,000 persons were: 
for tonsillectomy, 153 and  432; for hem orrhoidectom y, 11 
and  35; for varicose veins, 3 and  7; and  for hern ia  repair, 18 
and  43.3

Some o f this variation can be explained by differences in 
patient income, disease incidence, num ber o f physicians, and 
so forth . T h e re  is little doubt, however, that p art o f  the 
variation is due  to the relationship between the medical care 
provided and  the num ber and  type o f  providers providing 
it. This relationship can be illustrated by looking at rates o f 
surgery. In  the U nited States, th ere  a re  twice as m any 
surgeons in p roportion  to population as in England and  
Wales. A nd there is twice as m uch surgery  in the U nited 
States as in England and  Wales.4

A nother m ajor study, the National H alothane Study, after 
adjusting fo r age, sex, year, diagnosis, physical status, and 
previous operations, revealed threefo ld  variations in post
operative mortality am ong 34 distinguished teaching 
hospitals.5 Despite this variation in m ortality—a very real
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m atter— physicians generally refuse to tell patients about to 
undergo  surgery  what anesthesia will be used and what the 
hospital’s track record  is in patient recovery. I f  the results o f 
the H alothane study are  accurate, m any patients are rolling 
dice with their lives when they seek care.

O th er evidence included in One Life— One Physician is 
equally unsavory. In general, the research shows that the 
quality o f medical care varies greatly; m any instances o f 
poor care can be found. T h e  data are also rem arkable in 
light o f the presuppositions most consum ers hold about the 
quality and reliability o f  medical care. T h e re  is a limitation, 
however. Most o f  the studies in the rep o rt ju d g e  the quality 
o f care by exam ining the “processes” o f care ra th e r than 
“outcom es” o f care. In  o ther words, the “m an n er” in which 
care was provided is the focus o f most o f  the studies, ra ther 
than  the actual “outcom es” o f  care.

T h ere  are  few studies on “outcom es.” O ne o f the few 
studies in this em erg ing  area o f  investigation was conducted 
by Robert H. Brook, M.D., and  Robert L. Stevenson.6 T h e  
outcom es for 141 em ergency room  patients were exam ined. 
Initially, only 94 o f the 141 patients com pleted the battery o f 
studies based on diagnostic X-rays; 77 (or 55 percent) re 
ceived an adequate w ork-up based on the in te rn ’s diagnostic 
im pression; but only 37 o f  98 patients, having received 
diagnostic X-ray exam inations, were inform ed w hether the 
findings were norm al o r abnorm al; and  only 14 o f the 38 
patients with abnorm al X-ray results (or 37 percent) ap 
peared  to have received adequate therapy for the conditions 
indicated. T hus, the study resulted  in effective medical care 
for only 38 patients (or 27 percent). Ineffective care was 
given to 84 patients (or 60 percent). N either effective nor 
ineffective care was given to 19 patients, or the rem aining 13 
percent.

T h e  study was not conducted in a small ru ra l hospital, nor 
in the inadequate and  shabby facilities often  found  in m ajor 
public hospitals. It was conducted in the Baltim ore City
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H ospital em ergency room , w here it was assum ed that the 
com petence and  efficiency o f the house staff would be 
optim al.7 In  term s o f staffing ratios, quality o f patien t care, 
and evaluation efforts, the assum ption was that the Balti
m ore City Hospital em ergency room  was the equal o f  any 
facility in the city o f  Baltim ore, and  perhaps o f  any in the 
United States.

At the tim e o f the study, Dr. Brook was a postdoctoral 
student at Jo h n s Hopkins School o f  M edicine. A lthough few 
doubts were expressed by his superiors about his m ethodol
ogy, the uncritical assum ption was that the findings o f the 
study were characteristic o f  City Hospital, a less prestigious 
institution than  Jo h n s Hopkins. T h e  challenge proved  too 
m uch fo r Brook; his next target was the  em ergency room  at 
Johns H opkins. Using essentially the same m ethodology, 
B rook’s work revealed that only 28 percent o f  166 patients 
with gastrointestinal sym ptoms were given acceptable care, 2 
percent less than  in the City H ospital.8 It is a credit to the 
gentility o f  Jo h n s H opkins (or perhaps its relief) that Dr. 
Brook was g raduated  shortly thereafter.

In an o th er study, David Kessner, M.D., used “tracer” 
m ethods to follow the trea tm ent o f  one disease condition 
th ro u g h  the trea tm ent system. His results were not unlike 
B rook’s. He found that trea tm ent was very checkered. And, 
although he has re frained  from  generalizing about his re 
sults, that is, from  draw ing inferences about medical care in 
general from  trea tm ent o f the “tracer” condition, generaliza
tion seems w arran ted .9 Jo h n  Williamson em ployed p redic
tive techniques to assess the physician’s skill a t relating  the 
processes used to the outcom es o f care to the patient. T he 
findings do not foster an  image o f the physician as seer.10 
Still o th er significant studies have been undertaken  by 
M ildred M orehead, B arbara Starfield, L aurence W eed, and 
o th ers.11 T h e  sobering conclusion is that m edicine is not the 
well-honed instrum ent it is generally though t to be. Inevita
ble hum an  e rro r  abounds, and  this is understandable. Less
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understandab le is m edicine’s persistent refusal to exam ine 
what it does for the patien t in relation to the result to the 
patient.

Iatrogenesis: How Patients Get More Than They Bargained 
For. Every A ugust m ore tonsils are rem oved than  in any 
o th er m onth o f the year. T h ere  are a num ber o f  reasons 
why this occurs, but a principal one is that the physicians 
need to keep busy. Tonsillectom y is the most com m on surgi
cal p rocedure perfo rm ed  in W estern civilization.12 T h e  p ro 
cedure  is used for various conditions for which removal o f 
the tonsils appears to be the cure; unfortunately , tonsillec
tomy often  seems to be a ritual. A ccording to Dr. A. F red
erick N orth, J r ., visiting professor o f  Pediatrics at the Uni
versity o f P ittsburgh, “Ninety to ninety-five percent [of the 
procedures] are unnecessary.”13 In  a recent study, existing 
data on the perform ance o f tonsillectomy were scrutinized. 
No com pelling evidence o f any long-term  benefits was 
discovered.14 U nder the most favorable conditions, no m ore 
than 2 to 3 percent o f  children require  tonsillectomy. 
Nevertheless, recent data reflect that, in most com m unities, 
approxim ately 20 to 30 percent have their tonsils rem oved.15

A m ore im portan t issue is what possible risks and  dangers 
are experienced by those who undergo  surgery. T h e  m ortal
ity rate is low, about 1:1000 patients. Nonetheless, because 
o f the volum e o f cases, tonsillectomies account for 100 to 
300 deaths annually in the U nited States. Serious complica
tions occur in 15.6:1000 cases per year. Finally, there  is some 
evidence that removal o f the tonsils results in the loss to the 
patient o f  an invaluable “im m unity” mechanism, possibly 
linked to increased risk o f  H odgkin’s disease and bulbar 
poliomyelitis.16

But the most im portan t complications may be emotional. 
T h e  young tonsillectomy candidate, perhaps five o r six years 
o f age, is m ade captive in a hospital, separated  from  his or
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her parents, and  su rro u n d ed  by m ysterious figures in white 
coats. T h e  em otional harm  is dem onstrable, and  the pallia
tive ice cream  at the end  o f surgery  hardly  com pensates. 
T he psychiatric literature contains evidence that childhood 
tonsillectomy often  has p ro fo u n d  irreversible and  lifelong 
repercussions.17

C hild ren’s tonsils are not the only targets. N orm al ovaries 
are  also often  needlessly rem oved. T h e re  is an  extensive 
literature on this subject, most o f which has been ignored  by 
practitioners. Two studies a re  illustrative. T h e  subtitle o f  the 
first speaks fo r itself: “A Study Based on Removal o f  704 
Norm al Ovaries from  546 Patients.” (One w onders which o f 
the wom en lost m ore than  one norm al ovary.) In  the second 
study, the investigators established surgical justification 
based on postoperative o r pathological exam ination in only 
54.9 percen t o f  6960 cases.18

Still o th er patients suffer injuries th ro u g h  the adm inistra
tion o f drugs o r the use o f  procedures which have unantici
pated  side effects. Classic exam ples o f calamities in m edicine 
have been the loss o r im paired hearing  o f  some patients 
given chloram phenicol, and the w renching results o f  the use 
o f thalidom ide.19 M oreover, infections contracted  in hospi
tals exceed the rate in the average household, despite 
elaborate safety and hygiene m easures. T hey  include post
operative pu lm onary infections, w ound infections, b u rn  in
fections, and  tracheotom y infections, to nam e a few.

C atastrophes occur outside the hospital as well. Some re
cently concluded research links the death  o f  thousands o f 
asthm atics to the inhalation o f isoproterm ol, a m edication 
for the trea tm en t o f  asthm a, which can be purchased  e ither 
with a prescription o r over the counter. Dr. Paul Stolley of 
the School o f Hygiene and  Public H ealth  at Johns H opkins 
University, in reviewing research on the question, rem arked , 
“It’s the most tragic d ru g  disaster on record. T h ere ’s noth
ing else—even thalidom ide—that ranks with it.”20 T he 
physicians who prescribed the d ru g  and the d ru g  com pany
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tha t m arketed it undoubtedly  expected the d ru g  to relieve a 
com m on ailm ent. But that is not what happened . In  E n
gland, the deaths o f approxim ately 3500 asthm atics have 
been traced to its use.

Adverse results from  tonsillectomies and  hysterectom ies, 
and  infections are the most com m on iatrogenic phenom ena, 
bu t th ere  are others. Seym our H andler, M.D., in his article, 
“Bring Back the  M ustard Plaster,” lists some o thers.21 O ne 
o f the worst dangers fo r the unsuspecting patien t is 
chem otherapy. H and ler includes a table in his article m atch
ing m odern  medicinals with diseases tha t drugs can in tro 
duce:

Drug Disease

Enteric coated KCI Small intestine stenotric
ulcers

M ethysergide R etroperitoneal fibrosis
W arfarin  In tram u ra l intestinal

hem orrhage
Tetracycline Pediatric tooth discoloration
N itro furan to in  Pulm onary infligrates
Long-acting sulfonam ides Stevens-Johnson syndrom e
Hydralizine, procainam ide Lopus enythem atosus

T his list is rem indfu l o f  Im m anuel K ant’s observation that 
“Physicians think they are doing som ething for you by label
ing w hat you have as a disease.” O th er iatrogenic procedures 
and  practices listed by H and ler include polypharm acy, the 
overprescribing o f drugs fo r some patients. C harlotte Mul
ler, a professor o f u rban  studies at City University o f New 
York, has extensively studied d ru g  prescribing and  use pat
terns. She docum ents the staggering degree o f  overm edica
tion, and  concludes that it is “one source o f reduced  hum an 
welfare.”22 H andler adds that the diagnosis o f  “nondisease” 
or, in o th er words, the erroneous determ ination  by the 
physician that a disease is p resen t when it is not, often
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results in needless restrictions to patients. Dam age arising 
both from  faulty diagnostic and  therapeutic procedures is 
ano ther exam ple. H and ler also spotlights a new and  fascinat
ing problem , psychosemantics, a congeries o f  anxieties in
duced in patients by what a physician says o r implies.23

Jo h n  Pekkanen exam ined the links between the p h a r
maceutical industry  and  m edicine in his book, The American 
Connection.2* Pekkanen exam ines d ru g  advertisem ents ad
dressed to physicians in widely read  and respected jou rnals  
such as the New England Journal o f Medicine and  the Journal 
of the American Medical Association. A m phetam ines, tranquiliz
ers like Valium and Librium , are the big sellers. New drugs 
are in troduced  to the m arket with an advertising barrage 
focused on the physician. Doctors are literally inundated  by 
pharm aceuticals and pharm aceutical ads. T h e ir journals, 
even the m ore popular ones like Medical Economics and  Medi
cal World News, are filled with them . Doctors’ offices and 
probably their hom es are well stocked with drugs, many 
p roffered  free by pharm aceutical com panies. And then  
there  a re  the grinning d ru g  pushers—the detailers o f the 
m ajor pharm aceuticals. Since doctors do not have the time 
to educate themselves about most drugs, they frequently 
look to the detailer for their inform ation. Pekkanen puts it 
this way:

Contrary to their accepted image and contrary to what the 
public rightly expects, doctors often know very little about the 
drugs they are prescribing. Too often all they know is precisely 
what the drug companies want them to know. . . . He relies on 
the detail men, those ambassadors o f good will from the indus
try. . ,25

T h ere  are unquestionably effective drugs, effectively p re 
scribed. But there  are  also d rugs like isoproternal and 
thalidom ide that kill and  maim. T h ere  are drugs that dull, 
like tranquilizers, and  others that speed up, like the friendly 
am phetam ine family. Doctors who seek to calm the frenzied
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patient with tranquilizers and  to bolster the will o f the over
weight patient with am phetam ines are not necessarily harm 
ing the patients. But physicians who m aintain a patien t on 
drugs because they are unwilling to consider alternatives 
may be.

Iatrogenesis is a larger problem  than  malpractice. T h ere  is 
am ple evidence o f malpractice—that is, e rro r due to simple 
negligence. A study com pleted in 1973 shows that, conserva
tively, 7 percent o f all patients suffer com pensable injuries 
while hospitalized, bu t few o f these patients do anything 
about it.26 T h e  word “iatrogenesis” was coined to re fe r to 
dam age caused by the medical care system itself, often  un an 
ticipated, bu t including m ore than that arising out o f  the 
negligence o f practitioners. Infections, overm edication, 
removal o f healthy organs are all included, but a m ore 
penetrating  exam ple is the diagnosis and  treatm ent o f “non
disease.”

A m ong the m ore com m on erro rs m ade in m edicine is 
diagnostic e rro r. T h e  assum ption is that the e rro r arises 
from  a false diagnosis, o r  from  a failure to diagnose. But 
e rro r also arises when a problem  is diagnosed that does not 
exist. H eart m urm urs can be “detected” in up  to one-half o f 
a given sam ple o f children. For exam ple, in one investiga
tion, 44.4 percent o f  4039 Nashville schoolchildren had “in
nocent” m urm urs.27 U nfortunately , h eart “m u rm u r” is often 
confused with heart “disease.” In a study o f 20,800 Seattle 
schoolchildren, 93 were identified as having heart disease or 
rheum atic fever. O n closer exam ination, heart disease was 
discovered in only 18 percen t o f  the 93. O f the rem ainder 
— those who did not have any heart abnorm ality— 40 per
cent o r 30 children were “restric ted” in their activities. Six of 
them  were severely restricted, ostensibly because they had 
heart disease. Most o f  the restrictions were im posed by 
physicians, bu t parental zeal was a contributing  factor. In 
this case, therefo re , the am oun t o f disability resulting from  
nondisease exceeded the disability due  to actual h eart disease. 
Medicine caused m ore disability than  it cu red .28
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Damage is done and  disease caused by the medical care 
system for a num ber o f  reasons. T h e re  is no malice on the 
p art o f practitioners o r adm inistrators. T h e  medical care 
system is subject to the same foibles, im perfections, and 
inefficiencies that plague all large institutions. O ne o f  the 
m ajor differences, however, between the medical care sys
tem  and  m any o th er large institutions lies in its capacity to 
do harm . An unavoidable conclusion is that the way in which 
o u r medical care system has evolved has created  conditions 
that increase the likelihood o f dam age to patients.29

In Medical Nemesis,30 Ivan Illich takes the argum en t to 
near extrem es. He argues that medicine unquestionably in
ju res  m ore than  it cures— not ju st th rough  crude technology, 
but essentially because it has stripped  patients o f  the tools to 
take care o f themselves. Illich refers to this as “social iat- 
rogenesis.”

A medicine trap p ed  in the logic o f  intervention with 
elim ination o f  symptoms as its principal objective may act 
too hastily when the elim ination o f  sym ptoms appears expe
dient, may ignore potentially untow ard by-products o f  the 
m eans used to treat those symptoms, and , most deplorably, 
may fail to com prehend  the lesson that thousands o f deaths 
represent.

The Placebo: How Patients Get Less Than They Bargained 
For. T h e  placebo has a long and respected history. T h e  use 
o f  chemically inert m edications is com m on practice. In fact, 
until the last few decades, most medicinals were p h ar
macologically inert, and , in that sense, the “history o f m edi
cal trea tm ent until relatively recently is the history o f  the 
placebo effect.”31 But there is m ore to the placebo than  pills. 
For exam ple, one use o f  the placebo is in the trea tm ent o f  
warts. T h e  healer paints the wart with a brightly colored but 
inert dye and  instructs the patient tha t when the color has 
worn off, the wart will disappear. It works as often  as any 
o ther treatm ent, including surgery.

Sham ans and  sham anistic ritual can be traced th ro u g h o u t
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history. C ontem porary  analysts often  discount sham ans as 
healers because o f  their alleged use o f  chicanery. For exam 
ple, a com m on technique am ong sham ans is the use o f 
blood-stained down, which is expelled from  the m outh  after 
“trea tm en t.” In  m any instances, no hum an tissue was or 
could have been extracted to “produce” the expectorate. But 
this is beside the point; since its im portance was symbolic, 
this use o f down is no d ifferen t from  the prescription o f null 
medications. Je ro m e Frank, a psychiatrist at Jo h n s Hopkins 
who has extensively exam ined the use o f placebos, says o f  it:

The most likely supposition is that it gains its potency through 
being a tangible symbol o f  the physician’s role as a healer. In 
our society, the physician validates his power by prescribing 
medication, just as a shaman in a primitive tribe may validate 
his by spitting out a bit o f bloodstained down at the proper 
m oment.32

T h e  placebo may be far m ore than  a symbol. T h e  expecta
tions o f  some patients about a trea tm ent can alter o r  even 
reverse the action o f a pharm acological agent.33 Frank re
counts an  experim ent in which patients subjected to an 
emetic, an  agent designed to cause convulsive stom ach con
tractions and regurgitation, were told that their stomachs 
would not becom e upset. T h e  subjects did indeed overcom e 
the d ru g —they experienced no stom ach discom fort.

W hen disease has a clear em odonal base, the effectiveness 
o f the placebo appears to be enhanced. In one study, pa
tients with bleeding pepuc ulcers were given a placebo but 
in form ed that it was a pow erful and  effective d rug . O ther 
patients were given the same agent bu t were advised that it 
was a new and  prom ising experim ental d ru g  o f u n d e te r
m ined effectiveness. T h e  first g roup  scored 75 percent in 
their remission rate; the second only 25 percent.34

T h e effectiveness o f the placebo is not endrely  u n d er
stood, although it appears to be related to the “b e lie f’ o f  the 
patient in its efficacy. T h o ugh tfu l observers, like Frank,
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think there  is m ore to it. T h e  healer as well as the patient 
m ust believe in the efficacy o f the treatm ent, o r at least 
skillfully convey a state o f  belief to the patient. As Frank 
puts it:

If the effectiveness o f  the placebo lies in its ability to mobilize 
the patient’s expectancy o f  help, then it should work best with 
those patients who have favorable expectations from medicine 
and, in general, accept and respond to symbols o f  healing.35

T o some patients the healer may be the most effective 
placebo. T h e  placebo, w hether a d ru g  o r some o th er trea t
m ent, may serve only as a m aterial symbol o f the hea ler’s 
power.

T he placebo effect dem onstrates that medicine can cure 
some patients th rough  its symbolic presence, simply by being 
there. But at what cost? I f  cures can be achieved by a fusion 
o f  the patien t’s belief in the trea tm ent and  the m anifestation 
o f  symbols o f healing, we m ust ask if  it is possible to use 
equally effective but less expensive symbols.

Caring: How Patients Get Something But Not Necessarily What 
They Pay For. It is easy to be too scientific in condem ning 
m edicine. For centuries healers have adm inistered to pa
tients, with little im pact if  m easured by the test o f effective
ness. Until recently, m edicine had  few weapons. But 
m edicine w orked in the past and  still works today, although 
with m ixed results. M edicine has effective technologies— 
technologies that link what the physician does with what 
happens to the patient. But healing also occurs without 
sophisticated technology. A m ajor ingred ien t has been “car
ing.”

A num ber o f research studies have assessed the Haw
tho rn e  effect. Most o f  the research was designed to ascertain 
optim al conditions fo r the production  o f goods. But the 
investigators discovered an  anom aly— w hatever they did,
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production im proved. T h e  conclusion was inescapable. 
W hen workers believed tha t m anagem ent cared, w hether by 
increasing o r decreasing the lighting, fo r exam ple, they tried 
h a rd e r.36 O f course, there  a re  limits; increasing the tem per
a tu re  in an  office to an  intolerable level may not be viewed as 
caring. But the point is well-established—“caring” motivates 
workers. It motivates patients as well. In  fact, it may be 
a determ inative factor in healing. Some patients given 
placebos respond better to  the null “trea tm en t” than  those 
given active drugs. In  some studies, g roups o f patients given 
placebos had  better trea tm ent outcom es than  groups treated  
with active m edications.

Again Jero m e F rank’s analysis is pertinen t. T h e  symbols 
o f healing, un ad o rn ed  with any proven technology, can 
cure. O ne o f the dangers, then, o f too rigorous an  exam ina
tion o f m edicine— requiring  p ro o f beyond a reasonable 
doubt—is that caring m ight be lost in the process.

TH E IMPACT OF MEDICAL CARE 
ON HEALTH STATUS

At the tu rn  o f the n ineteenth  century, an  observer described 
m edical care in a way that still fits:

There is a great difference between a good physician and a bad
one; yet very little between a good one and none at all.37

Available evidence and  underly ing theory  both indicate 
that medical care has considerably less im pact on  health than  
is generally assum ed. Medical care is effective when applied 
to certain  illnesses. In procedures such as reduction  o f frac
tures; trea tm ent o f infectious diseases such as d iph theria , 
tetanus, poliomyelitis, and  tuberculosis; and  surgery  fo r re 
moval o f pathenogenic organs, the physician truly heals. 
Medical care also heals when it utilizes therapies with which
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it has been  en trusted . Penicillin, sulfa drugs, and  antibiotics 
have expanded  the capacity o f the medical care system to 
trea t and  heal. But there  rem ains m uch that m edicine can
not do. Lewis Thom as, M.D., fo rm er D ean o f  the Yale 
University Medical School and  now at the Sloan-K ettering 
Institute, says:

T he genuinely decisive technology o f  modern medicine is 
exemplified best by methods for immunization against diph
theria, pertussis, and various virus diseases and the contem
porary use o f  antibiotics and chemotherapy for bacterial 
infections. The capacity to deal effectively with syphilis and 
tuberculosis represents a milestone in human endeavor, even 
though full use o f  this potential has not yet been made. And 
there are, o f  course, other examples: the treatment o f  endo- 
crinologic disorders with appropriate hormones, the preven
tion o f  hemolytic disease o f the newborn, the treatment and 
prevention o f  various nutritional disorders, and perhaps just 
around the corner, the management o f  Parkinsonism and 
sickle-cell anemia. There are other examples, and everyone will 
have his favorite candidate for the list, but the truth is that there 
are not nearly as many as the public has been led to believe. . . ,38

It is com m only understood  th a t medical care cannot cure 
cardiovascular disease, most cancers, arthritis, m ultiple 
sclerosis, stroke, advanced cirrhosis, and  the com m on cold, 
to nam e a few. O f course, there  a re  som e exceptions. T h e  
Papanicolaou test fo r cervical cancer has proven utility,39 
and  the  m eans have been found to trea t some form s o f skin 
cancer. B ut cancers and  heart disease cannot presently be 
cured.

Paradoxically, some diseases that are both  preventable and  
treatable continue to strike large num bers o f people. Allen 
Chase in The Biological Imperatives40 lists a num ber o f 
preventable diseases which e ither kill o r debilitate large 
num bers o f people simply because resources have not been 
allocated to their control. Included  are hookw orm  disease, 
which afflicts approxim ately 600 million people; ascariasis,
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an o th er worm infestation; schistosomiasis; trachom a, which 
causes irreversible blindness; and  endem ic goiter. T h e  fact 
that most o f these diseases a re  ram pan t in underdeveloped 
areas does not m ake them  irrelevant.

Even in the U nited States th ere  are diseases that could be 
m ore effectively treated , o r possibly even prevented. An 
exam ple is illness affecting the digestive system. According 
to Dr. J . Edw ard Berk, C hairm an o f  the D epartm ent o f 
M edicine at the University o f California at Irvine, m ore than 
h a lf o f the population o f  the U nited States registers frequent 
com plaints about digestion. Roughly 15 to 20 percent o f  all 
illnesses rep o rted  afflict the digestive tract—the stomach, 
intestines, biliary passages, liver, and  pancreas.41 T h e  data 
are probably understa ted . Because o f nonspecific symptoms, 
many cases o f peptic ulcer and  gallstones, fo r exam ple, re
main undetected. Nevertheless, digestive disease ranks second 
only to circulatory disorders as a cause o f workdays lost per 
year. It ranks first as a cause o f  hospitalization.42 A lthough 
digestive disease causes this m uch sickness, the num ber o f 
gastroenterologists is inadequate, according to Dr. Berk. 
A nd research funds are disproportionately  spent in o ther 
areas, particularly those that have strong lobbies, such as 
cystic fibrosis and  m uscular dystrophy.

Despite its limitations and  despite its questionable 
priorities, the m edical care system continues to grow and 
consum e m ore and  m ore resources. T his is partly because 
we do not yet know enough  about m edicine’s effectiveness. 
But we know some things— we are ju s t beginning to ask the 
right questions. Some o f the most trenchan t th inking about 
the effectiveness o f  medical care has been done by A. L. 
Cochrane in his assessm ent o f the British National H ealth 
Service. In  Effectiveness and Efficiency,43 C ochrane concludes 
that the National H ealth Service has had  little to do  with 
im proving m ortality and m orbidity rates. He acknowledges 
the effectiveness o f some medications fo r some conditions; 
strikes a loud note for preventive m easures such as im m uni
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zation and  curtailm ent o f  population grow th and  cigarette 
sm oking; expresses doubt about some tried and true  m ea
sures, including the pap  sm ear and  the coronary care unit; 
and, almost hesitatingly, argues that fu rth e r developm ent o f 
medical therapies should be d efe rred  until definitive p ro o f 
o f their effectiveness is available. T o  read C ochrane is to 
conclude with him  that little o f m edical care is effective and  
that health  will never be the exclusive p roduct o f  medical 
care—th ere  a re  too m any o ther factors.

W hen som ebody gets the flu, the advice given by both the 
professional practitioner and the am ateu r diagnostician is 
the same— wait it out. A great deal o f disease is 
self-lim iting.44 T h e  hum an  body, for reasons that a re  not 
com pletely understood , strives fo r equilibrium . T his is the 
result o f  selective evolutionary pressures, which cut both 
ways. First, m an can develop resistance to many diseases.45 
Tuberculosis is an exam ple.46 But, mysteriously, some dis
eases never strike some cultures at all. Several researchers 
have established the rarity  o f cancers, vascular disorders, 
and  o ther degenerative diseases am ong prim itive popula
tions. As illustrated in C hap ter 3, disease patterns vary 
greatly a ro u n d  the world. U nique geographical and  cultural 
factors affect both the incidence and  control o f  certain  dis
eases.

In recent history, hum an  beings adap ted  to new environ
m ental conditions. In the n ineteen th  century, at the height 
o f the Industrial Revolution, thousands o f m igrants were 
com pressed into urban  industrial sinks. Sickness and  death 
resulted. B ut despite the hum an loss, enorm ous in some 
cases, people in most affluent countries have adop ted  to 
u rban  conditions (and, o f course, the conditions have been 
im proved as well). T o  use a concrete exam ple, the devas
tating disease known as “consum ption” in the n ineteen th  
century  is now understood  to have been pulm onary tu b er
culosis. A lthough the virulence o f the bacilli is as great now 
as it was then, o u r adaptive response has come to b lunt its
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severity. In short, both the types o f disease and the patterns 
of disease reflect prevalent conditions in a given culture. To 
quote Rene Dubos:

W ithout question, nutritional and infectious diseases account 
for the largest percentage o f morbidity and mortality in most 
underprivileged countries, especially in those ju st becoming 
industrialized. U ndernutrition , protein deficiency, malaria, 
tuberculosis, infestation with worms, and a host o f ill-defined 
gastrointestinal disorders are today the greatest killers in these 
countries, ju st as they used to be in the W estern world one 
century ago. In contrast, the toll taken by m alnutrition and 
infection decreases rapidly wherever and whenever the living 
standards improve, but o ther diseases then become more prev
alent. In prosperous countries at the present time, heart dis
eases constitute the leading cause o f death, with cancers in the 
second place, vascular lesions affecting the central nervous 
system in the third, and accidents in the fourth. Increasingly 
also, persons who are well fed and well sheltered suffer from a 
variety of chronic disorders, such as arthritis and allergies, that 
do not destroy life but often ruin it.47

T h e  insignificance o f  m edical care in  im pro v in g  h ea lth  
status can n o t be overem phasized . In c reased  longevity, re 
d uctions in m atern a l a n d  in fan t m ortality , a n d  o th e r  re la ted  
im p ro v em en ts  a re  no t ow ed to  m edicine. Diseases associated 
with industria lization— largely  infectious d iso rd ers— w ere 
tam ed  in  developed  cu ltu res. T h e  resu lt was a steady im 
p ro v em en t in  health . B ut no  new gains have been  rep o rted .
I f  anyth ing , d u e  to  o u r  incapacity to ad just to the  stresses o f  
postindustria l society, hea lth  status is tapering . Jo h n  Powles, 
in a p ap e r on  the  ebbs an d  flows in hea lth  an d  disease 
p a tte rn s, sum m arizes the point:

Industrial populations owe their current health standards to a 
pattern o f  ecological relationships which serves to reduce their 
vulnerability to death from infection and to a lesser extent to 
the capabilities o f clinical medicine. Unfortunately, this new 
way o f  life, because it is so far removed from that to which man 
is adapted by evolution, has produced its own disease burden.
These diseases o f  maladaption are, in many cases, increasing.48
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Social factors are even m ore u n d erra ted  than  the en
vironm ent. Jo h n  Cassel, a noted epidem iologist at the U ni
versity o f  N orth  Carolina, has argued  fo r m ore research 
focused on the relationship between disease rates and  social 
phenom ena such as industrialization, stress, and  congestion. 
H e points to the m ajor shifts in disease patterns which have 
been portrayed  and  concludes:

Despite intensive research, the explanation for the genesis o f
these changes in disease patterns have proved so far to be
relatively unsatisfactory. . .49

The Comparative Impact o f Other Factors on Health Status. It is 
a sad com m entary on biomedical research that m ore a tten
tion has not been given to the relative im pact on health  o f 
m any variables, including m edical care. It is generally 
agreed that contam inated food, degraded  air and  water, 
garbage and  filth, and  drafty , cold housing can cause illness. 
But the assum ption has no t been pinned  down by research. 
Consequently, a reallocation o f resources has not been u n 
dertaken . B ut th ere  has been some work.

Economists have contribu ted  m ore than  their share. A 
1969 study focused on the “production  function” in 
health—its effectiveness in  term s o f what it is supposed to 
do. T h e  study revealed that factors associated with incom e 
and  education have a significant im pact on health  status.50 
T h e  w ealthier and  m ore educated  a person is, the health ier 
he is likely to be. F igure 1 illustrates the relationship be
tween family incom e and  health  status. T h e  effect o f educa
tion on health  was illustrated by a N ational B ureau  o f 
Economic Research study that exam ined in terstate d ifferen 
tial and  age-adjusted death  rates. O ne finding was that as 
large a reduction  in m ortality is associated with the expend i
tu re  o f  one m ore dollar for education as an  additional dollar 
spent on  m edical care.51 T hese findings have been dram ati
cally corroborated  by the Institu te o f M edicine o f the Na
tional Academy o f  Sciences in a study that used anem ia as a
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FIGURE 1 HEALTH STATUS BY FAMILY INCOME PERSONS
AGED 45-64

W ork
Percentage o f Persons 

with O ne o r More
Loss C hronic C onditions
Days

A m ong Limitation
Restricted Bed C urrently in

Activity Disability Employed A m ount Unable
Days Days Persons or to
per per per Kind C arry

Person Person Person o f On
Family per per per Major Major
Incom e Year Year Year Activity Activity

U nder $3000 38.6 12.9 9.9 22.7 7.4
$3000-13999 24.5 7.5 7.7 14.9 3.7
$4000-$6999 20.0 6.2 7.7 10.4 2.1
$7000-$9999 17.4 5.5 5.8 7.7 1.1
$10,000 and  over 15.4 5.2 5.4 5.9 0.8

Source. U.S. D epartm ent o f  H ealth , Education, and  W elfare, Public H ealth 
Service, Age Patterns in Medical Care, Illness, and Disability, United States—July, 
1963-June, 1965, Series 10, no. 32, National C en ter fo r H ealth Statistics 
(W ashington, D.C.: U.S. G overnm ent P rin ting  Office, 1966), tables 17 and 
2 2 .

“tracer” condition (a disease “followed” th rough  the medical 
care system to exam ine its detection and  trea tm ent in o rder 
to  generalize about the detection and  trea tm ent o f o ther 
conditions.) T h e  study dem onstrated  that the education level 
o f  the patients was m ore highly correlated with health than 
with the source o f medical care.52 T h e  study has to be read 
carefully—all it dem onstrated  is that education is a proxy for 
health; it correlates with health, but does not necessarily 
cause it.

A nother economist, Charles T . Stewart, J r ., has exam ined 
the relative im portance o f  d iffe ren t allocations o f  resources 
to health. In com paring treatm ent, prevention, inform ation, 
and  research, he found  that both literacy (as a proxy for 
inform ation) and  potable water (as a proxy for prevention) 
had high impacts on life expectancy in all nations in the
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W estern hem isphere. N either research n o r trea tm ent were 
significantly correlated. T h e  data showed virtually the same 
results for the U nited States alone.53

Finally, the econom ist Eli Ginzberg, in Men, Money, and 
Medicine,5* discussed the im pact o f  nu trition  on both physical 
and  m ental health. G inzberg approvingly quotes an  earlier 
repo rt stressing the im portance o f nu trition  for physical 
developm ent:

a diversified enriched diet will probably contribute to the 
health o f  the population . . . more than any other specific 
addition to medical resources, such as an increase in the K
number o f  doctors or the number o f  hospital beds.55

But Ginzberg points out, paradoxically, that “fo r the first 
tim e in o u r history m ore people die prem aturely  because 
they eat too m uch than  too little.”56 This irony is reflected in 
o ther research as well. V ictor Fuchs, in an  unpublished  
paper, points out tha t affluence frequendy leads to excessive 
consum ption, even engorgem ent o f som e goods, such as rich 
foods, that adversely affect health .57 M orbidity data reflect 
this well; the least healthy m em bers o f o u r population are 
white males over 55, the population cohort most likely to 
overconsum e, overwork, and  underrest.

A link between nutrition  and  health  has also been estab
lished by studies contrasting the im pact on health  o f  n u tri
tion and  medical care. T h e  sites were poor villages in the 
underdeveloped  world. In  one village, only im proved m edi
cal care was in troduced; in ano ther, only nu trition  was 
enriched; in a th ird , both m edical care and  diet were en 
hanced. T h e  results show that nutrition  was far m ore 
significant in im proving health than  the provision o f  m edical 
care.58

Little cost-benefit o r  cost-effective research has been fo
cused on the medical care system.59 A few studies have 
assessed the relative benefits o f  selective disease control
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program s and m aternal and  child health  care program s. In  
both cases the results, while tentative and  crude, tend  to 
prove the w orth o f  certain  disease detection program s. In 
general, program s that provide increased services fo r 
m others and  ch ildren  in areas that have traditionally had 
few medical services have the greatest payoff. But, de
spite this, few low-cost, high-benefit program s have been 
established. F luoridation program s, which are relatively in
expensive, p roduce benefits (in term s o f reduced  num bers 
o f cavities) in m ore than  300,000 ch ildren  for an  expendi
tu re  o f  $10 million. T reatm en t-o rien ted  program s for the 
same am oun t o f  m oney potentially benefit only 18,000 to 
44,000 ch ildren .60

Little evidence o f  im pact o f  m ental health  services exists. 
No cure  is known for schizophrenia, the most prevalent 
psychosis, a lthough proponen ts o f m egavitam in treatm ent 
profess to have had  some success. T h e  use o f tranquilizers 
and  shock therapy  has also had some im pact on reducing 
hospitalization rates. But rehospitalization rates are no better 
than  with o ther therap ies.61 T h e re  are also claims for the 
effective trea tm ent o f depression. T h e  overall record  is 
m ixed at best.

T h e re  is, however, som e evidence that social and  en
vironm ental factors may play a role. In  Mental Health, a 
series o f  epidem iologic studies are reviewed.62 T h e  factors 
pu rported ly  related  to m ental health  included poor housing, 
congestion, poverty, and  nutritional deficiencies. A lthough 
no t all the studies confirm  the hypothesis o f  the authors, the 
conclusion is reached tha t two o f the studies “suggest 
strongly that im provem ent in social environm ent probably 
does have a favorable effect on m ental health .”63

T h e re  is a h a rd  issue here. T he fact that trea tm ent is 
em phasized over prevention is not entirely the fault o f 
medicine. In  the case o f  m aternal and  child health, 
fluoridation program s, an d  o th er similar program s, the 
choice o f  w hether to fund  o r not to fund  is a political
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decision. In this sense the choice o f  trea tm en t over p reven
tion can be said to be a choice m ade by the public. But, given 
the pow er and  mystique o f medicine, it is also tru e  tha t the 
public’s choices about health  m atters a re  strongly influenced 
by physicians and, to a lesser extent, o th er health  profes
sionals. M edicine has chosen trea tm ent over prevention, and  
it continues to defend  its choice. Prevention program s are 
starved at least in part because m edicine wants too m uch o f 
the  loaf. But the problem  cannot be cam ouflaged by m aking 
m edicine the only villain. Prevention program s are  also 
starved because m edical care is often  a “life and  d ea th ” 
m atter. No argum ents and  no logic will convince terrified 
paren ts that the resources needed to trea t their child would 
be m ore rationally allocated to prevention. This is a m ajor 
reason why prevention program s are crippled. Medicine 
could do  far m ore to inform  public opinion, bu t the problem  
would rem ain. T his is why I argue, in some detail later, that 
o u r basic conceptions about health  m ust change if  medicine 
is to change. T h e  public’s value preferences are real; only 
when those value preferences change will m edicine change.

In  com bination, then , the em pirical evidence and  the 
theory  seem convincing; medical care has a limited im pact 
on health  and  is most effective when applied to certain 
identifiable conditions w here there  is evidence about its ef
fectiveness. But when contrasted with all the o ther factors 
that dem onstrably affect health, medicine plays a m inor role, 
despite being cast for lead.
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Medicine: a .d . 1974

Medicine started  out a poacher. It simply incorporated  
m easures that seem ed to work. But even at its pragm atic 
best, there  were doubts. Oliver W endell Holmes, Sr., wrote 
in 1860:

Throw out opium, which the Creator himself seems to pre
scribe, for we often see the scarlet poppy growing in the 
cornfields, as if  it were foreseen that whatever there is to be fed 
there must also be pain to be soothed; throw out a few specifics 
which our doctor’s art did not discover; throw out wine, which 
is a food, and the vapors which produce the miracle o f  
anesthesia—and I firmly believe that if the whole materia 
medica, as now used, could be sunk to the bottom o f the sea, it 
would be all the better for mankind—and all the worse for the 
fishes.1

T h e history o f  medicine reflects the constant interplay 
o f a rt and  science. T he H ippocratic era  established the 
scientific foundation  o f  m edicine fou r centuries before 
the C hristian era. But all early medical systems blended the 
scientific with strong doses o f  mystique. T h e  em pirical side 
o f m edicine m anifested a healthy respect for com m on but 
strikingly pragm atic practices. As Lord Ritchie-Calder ob
served about Assyro-Babylonian m edicine o f  roughly 2000
B.C.;

For example, sore eyes were, and are still, common in lands o f  
the khamsin, the hot dry wind which blows out o f the Arabian

30
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desert. T he eye trouble was ascribed to the Demon o f the 
Southwest wind, the image for which was a dog-headed eagle 
with lion’s claws. The wind was supposed to be frightened by 
the ugliness of his own image, which, accordingly, was set up 
outside the houses to keep him and his afflictions away. To  
treat sore eyes, the priest-doctor would prescribe cutting up an 
onion and mixing it and drinking it with beer. This was obvi
ously to encourage tears, with (as we now know) their germici
dal properties. Then the eyes were to be assuaged with oil.2

B ut sound em pirical observations were often  accom panied 
by rep u g n an t rituals. C alder continues:

So far this is commendable treatment but, by priestly reckon
ing, not drastic enough against such a nasty demon. So to the 
straight-forward prescription was added the ritualistic one: 
“Thou shalt disembowel a yellow frog, mix its gall in curd and 
apply to the eye.”3

M edicine is a very d iffe ren t undertak ing  today. It is d u ra 
bly w edded to the scientific m ethod, frequently  to the d e tri
m ent o f  the “a r t” in medicine. How did  medicine get this 
way?

THE EVOLUTION OF THE EXISTING  
MEDICAL CARE SYSTEM

Four Traditional Dualities. Medicine can be characterized by 
four dualities that persist today. T h e  first is reliance on both 
em pirical investigation and  magic. Sham ans perfo rm ed  
theatrical stunts to sum m on spiritual su p p o rt fo r th e ir crude 
bu t often  effective therapies. T he Asclepian medical trad i
tion, draw n from  Greco-Rom an history, also exemplifies this 
duality. Physicians trained  in this trad ition  not only utilized 
d rugs and  some surgical techniques, bu t also invoked the 
gods to assist in the cure.

In  the centuries to follow, the interplay between em pirics
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and art continued— horseback rid ing  as a therapy fo r diges
tive d isorders was com m on as late as the m id-nineteenth 
century. For practidoners who possessed some com petence 
in both, the m ixture o f  art and  science probably worked. But 
when plied by practitioners with neither skill, o r with only 
one o f the two, it seems to have been disastrous.

M edicine finally yielded to the “logic” o f  the scientific 
m ethod as it passed into this century. A sage physician has 
observed that “som ew here between 1910 and  1912 in this 
country, a random  patient, with a random  disease, consult
ing a doctor chosen at random  had, fo r the first time in the 
history o f m ankind, a better than  fifty-fifty chance o f 
profiting from  the encoun ter.”4 U nul 50 years ago, few truly 
effective therapies were known. C are consisted largely of 
prolonged nursing-hom e stays and  the alleviadon of those 
sym ptoms am enable to the few weapons medicine possessed. 
Ju s t over a h u n d red  years ago, only half the children born  in 
the U nited States reached their fifth year.

Hospitals, so integral to  medical care today, were virtually 
unknow n until the late 1800s. Medical technology had no 
need for specialized facilities—the black bag was m ore than 
sufficient. Hospitals were not needed  until m edicine became 
m ass-produced, until convenience to the doctor became 
m ore im portan t than  the welfare o f  the patient. T oday hos
pitals a re  little m ore than  inefficient factories with elaborate 
safety rules. T h e  early practitioner could m anage his pa
tients with bedside m anners, a few nostrum s, some salves 
and  balms, and  a few tools.5

T h e hospital was also a product o f  an  era o f institution 
building. Hospitals were built at roughly the same tim e that 
prisons were first constructed, and  when schools became 
fortresses instead o f sim ple one-room  learn ing  experiences. 
T h e  need fo r institutions to house “problem s” probably 
em erged  d u rin g  the same time—society wanted prisons to 
lock u p  and treat deviants, schools to baby-sit, and  hospitals 
to produce and  sell health  m ore efficiently.6
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T h e  second duality arises from  the  contrasts between ind i
vidual m edicine and  population m edicine. M odern medicine 
focuses on the individual. T h e  division betw een m edicine 
and  public health  occurred early in this century, at about the 
time medicine becam e in fatuated  with the scientific m ethod. 
Today, schools o f public health  stress the prevention  o f 
disease in populations; schools o f m edicine, reflecting a 
curative bias, educate physicians to trea t the sym ptoms o f  ill 
health in individuals. U nfortunately , the two types o f  tra in 
ing seldom  overlap. K err W hite, a medical care researcher at 
Jo h n s Hopkins University, refers to the early tw entieth cen
tury  division o f  m edicine and  public health  this way:

T he drive to improve medicine cure to the neglect o f medicine 
care carried the day. Flexner’s views prevailed and the “basic” 
sciences o f medical education were declared to be biochemistry 
and physiology: the equally “fundamental” sciences o f  epi
demiology, economics and sociology were excluded from the 
curriculum. In spite o f the pathologist Virchow’s admonition 
that medicine is essentially a social science, America opted for 
individual medicine largely to the exclusion o f population 

.medicine. . . . Population medicine was relegated to so-called 
schools o f  public health after World War I.7

T h e schism between population medicine and  individual 
m edicine, aside from  being a historical anom aly and  a tragic 
mistake, may have been unavoidable. Population m edicine is 
not a saleable com m odity. A com m unity may suffer from  
disease, bu t a com m unity, as distinguished from  an ind i
vidual, lacks the cohesiveness to purchase its health. Ind i
vidual medicine, conversely, taps a po ten t m arket; to many, 
health  is w orth nearly any cost. But the costs and  conse
quences o f  the schism are  becom ing clearer. T h e re  is no 
synergy in medical care. T h e  care o f  some does not necessar
ily result in a health ier whole.

T h e  th ird  duality is attributable to a philosopher ra th e r 
than  to a physician. M edicine (am ong o ther things) has been
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greatly affected by the Cartesian division between m ental 
and physical states. T h e  H ippocratic tradition  em phasized 
the in terrelationship  between body and m ind, but the C ar
tesian influence on  m edicine resulted  in separate physical 
and  m ental health service systems. T h e  train ing o f a physi
cian treats physical states in mechanistic term s and  m ental 
states in cursory term s, and  thus drives a wedge between 
them . T o  use Rene Dubos’s words, “instead o f attem pting 
the hopeless task o f  understand ing  m an as a whole, scientists 
have felt free to deal seriatim  with the various aspects o f 
m an’s n a tu re .”8 Once medicine had divided the body and 
m ind and  chosen the body as its focus, it was only a small 
step to equate the working o f the hum an organism  with the 
precision o f m achine function. T h e  apotheosis o f  physics 
and  chemistry afte r Newton led biology into frenzied com
parisons between living things and  m achines.9 M edicine fol
lowed suit.

T h e  e rro r implicit in the division between m ind and body 
is now being recognized. O u r grow ing understand ing  o f  o u r 
bodies, nourished by inform ation about the in terconnected
ness o f hum anity with the rest o f  nature , is slowly leading to 
a m ore “holistic” theory o f health. But at the same time, a 
pow erful paradigm  in m ental health has appeared , and this 
paradigm , Skinnerian behaviorism , is a d irect descendant o f 
the mechanistic paradigm  o f  the physics and  chem istry o f 
the past. William Irwin T hom pson  makes the point this way:

[l]n our physical sciences we have long since gone beyond the 
18th century notion o f  dead hunks o f  matter moving in the 
black void o f  space. Yet, our psychological sciences are still 
restricted to 18th century mechanistic notions: minds are sim
ply . . . hunks o f  grey matter moving in the black void of 
tim e.10

T h e fourth  duality arises in the physician’s psyche. T he 
relationship o f physicians to patients has always been som e
what schizoid. Historically, physicians functioned not only as
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healers, but also as counselors, confidants, and  friends, roles 
that display the anthropological side o f  medicine. But with 
the advent o f  new and  m ore sophisticated m edical hardw are, 
and  the specialization that characterizes today’s medicine, 
the technical aspects o f the physician’s practice are em 
phasized. Many physicians still dispense hom ely wisdom and  
act as friends and  counselors to patients. But specialization 
and  assembly-line processing o f patients has become inevita
ble. T h e  patien t can no longer be trea ted  as a whole person 
because few physicians are equipped  to do  so.

T h e  relative im portance o f the technical and  an th ropo log
ical aspects o f care has been controversial in medicine. But 
the proponen ts o f technical m edicine have had the be tte r o f 
the argum ent, and  as a result have dram atically influenced 
the evolution, nature, and  style o f the medical care system. 
However, the a rgum ent is far from  over; neither is it an 
either/o r question. P roponents o f  anthropologic practice do 
not argue that medical technology has not contribu ted  (and 
cannot contribute) to the quality o f  care. W hat they em 
phasize is the p ro found  im portance o f the “tex tu re” o f the 
relationship between physician and  patient, which can 
influence the health  o f the patient.

A lthough the issue is not yet resolved, all sides to the 
debate agree that change, and  particularly change in the 
relationship between healer and  patient, is possible only if 
both the ro le and  the function o f the physician is trans
form ed. Michael G. Michaelson, a critic o f  the m edical care 
en terprise , suggests a direction fo r change:

In the wake o f radical technological and societal change our 
idea o f  “doctor” remains rooted in the nineteenth century 
model. Today’s physician is perhaps the last remaining ar
chetypal American—a self-sufficient, independent, rugged in
dividual after the frontier model, with illusions o f omniscience 
and (not only as he controls the allocation o f  health resources 
on a national level) a life-style o f  omnipotence. It is impossible 
to understand the pathology o f  American medical education
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and care without first understanding the essendal obsolescence 
o f  the American physician. And it is only on the basis o f  this 
understanding that the fundamental restructuring o f Ameri
can medicine . . . can amount to anything more than the 
“patchwork approach.”11

Present Trends. All fou r dualities are present today. A few 
physicians rely on the “arts” o f  medicine, but m ost su rround  
themselves with gadgetry  and insulate themselves from  the 
pains and  passions o f  their patients. Biomedical technology, 
fru it o f the scientific pursu it o f health, has solved only a few 
o f the puzzles o f disease. A nd m odern  medicine has yet to 
find an appropria te  mix o f preventive and  curative regi
mens. W riting in the AMA News as recently as 1972, Dr. 
Russell Roth, then  the speaker o f the A m erican Medical 
Association’s House o f Delegates, expressed m edicine’s view 
o f preventive care by characterizing the role o f  the physician 
as “alm ost by definition, one o f  sickness care.”12

A lthough there  is a grow ing appreciation o f a “holistic” 
approach  to patien t care, medicine is far from  achieving that 
goal and, given evolutionary constraints, is unlikely to get 
there. Dubos points ou t a few o f  the constraints:

The holistic approach, however, corresponds to an abstract 
ideal not amenable to full achievement in practice either by the 
clinician or the public health officer. Most medical situations 
are so complex that their determinants can never be ap
prehended in all their details; it is impossible consequently to 
deal with them only on the basis o f  scientific knowledge.13

In the last few decades, medicine has experienced a flood 
o f technological developm ent, sp u rred  by heavy investm ent 
in biomedical research and  developm ent, advances in the 
basic sciences, and  refinem ents in electronic instrum entation  
and com puterization. O ne result is that the physicians have 
become purveyors o f ex traordinarily  com plex wares. Pa
tients who present problem s am enable to new techniques are
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now the p re fe rred  targets; for exam ple, som e physicians 
who seek to make history th ro u g h  transplan ta tion  o f vital 
organs may assay their patients fo r donors.

Until technology m ade specialization possible, physicians 
were generalists, utilizing a range o f techniques with varying 
degrees o f complexity. Today, at least h a lf the physicians in 
this country  a re  specialists.14 Many physicians specialize so 
that they will be presen ted  with m anageable and finite health 
problem s to which they can can apply the most elegant tech
niques available. M edicine has become and  is constantly be
com ing m ore and  m ore reductionist in its approach. T h e  
H ippocratic tradition  has been splintered. Each o f the four 
dualities reduces the patient to a m ore simple set o f p ro p e r
ties.

This, then , is the paradox: M edicine aspires to perfection, 
even m iniaturization— reduction  o f the patien t’s problem s to 
m anageable and  m anipulable sets. B ut as it does so, it erodes 
its capacity to deal with the health  o f  the people, despite its 
claims that it does so. Eliot Freidson, a medical sociologist, 
agrees when he says, “T h e  Medical profession has first claim 
to . . . the label o f  illness and anything to which it may be 
attached, irrespective o f  its capacity to deal with it 
effectively.”15

M oreover, as is increasingly clear, because m edicine has 
failed to encourage the patient to assum e the responsibility 
for health, the public craves m ore and  m ore services, how
ever specialized and  fragm ented . T h e  public has been con
vinced that hum an  suffering  is a disease tha t m edicine can 
cure. People are  less willing to accept pain. T hey  are shrill in 
their denial o f  suffering, and  enervated  by their d read  o f 
death . M edicine has become a synonym  fo r health  when 
it can do little m ore than  m odulate hum an  suffering. Al
though  estim ates vary, well over one-half o f  those who 
seek physician’s services do no t have m edical disorders. 
R ather, they are  afflicted by d isorders o f  the spirit b red  by 
the suffering  and anguish that accom pany life. A nd yet,
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tragically, even sophisticated twentieth century  medical 
techniques can do  little to heal these afflictions. N everthe
less, m edicine has fostered a profoundly  d ependen t public 
which searches for cures that do  no t exist.

ORGANIZATION, PRACTICE, AND STYLE

Organization and Structure. T h e  medical care industry has 
often been called a “cottage industry .” This does not mean 
that sophisticated technology has not been used, bu t ra th e r 
that the way in which the system is organized rem ains almost 
feudal in nature . K err W hite observes:

T he health care industry today is about at the same stage of 
development as the railroad industry was after World War II. 
With the physicians and hospitals in control, it is a near indus
trial monopoly. It has a complacent administrative style and a 
large, cumbersome and self-serving regulatory mechanism that 
does not encourage or even accommodate change.16

Medical care is still largely provided by solo practitioners 
in their offices, o r by institutions, including hospitals and 
nursing  hom es, that are influenced and  often controlled by 
practitioners. But despite their control o f  hospitals, few 
physicians have en tered  into form al arrangem ents with hos
pitals; they are  usually trea ted  as independen t contractors. 
Occasionally, o f  course, doctors and  hospitals jo in  to provide 
services, bu t in such cases there  is no powerful centripetal 
force.

T h e  result is that the industry  has rem ained both labor 
intensive and  highly fragm ented, despite rap id  technological 
advances.17 Many d iffe ren t medical care services a re  p ro 
vided by an array  o f  health practitioners and  institutions, 
including doctors, hospitals, clinics, visiting nurses, labora
tories, drugstores, and  pharm acists. And the physicians, who 
have the pow er to tie things together, function indepen-
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dently o f one ano ther, relying on inform al com m unication ^  
and referra l practices.

T h e  m ore than 7000 hospitals in the U nited States d iffer 
greatly in size and  technical capacity. Regardless o f size, each 
possesses only two basic ways to deal with patients—they are 
either placed in a bed o r trea ted  as outpatients. Hospitals are 
designed prim arily for the care o f bed ridden  patients. Physi
cians and  consum ers alike tend  to think o f  and  use hospitals 
for the care o f  acute conditions requ iring  immobilization, 
and  fo r chronically ill patients who are often  housed in 
hospitals because there  a re  few o ther places to pu t them.

As a result, ou tpatien t facilities have been shortchanged. 
T hey  are neglected by everyone, patients included. It is 
easier for physicians to m anage patients who are confined to 
bed. M oreover, m any patients, particularly when som eone 
else is paying, p re fe r the attention they get while in a bed to 
standing around  unnoticed in the ou tpatien t departm ent. 
Hospitals and  o ther facilities for care rarely reflect the fact 
that patients’ conditions range along a continuum  from  
well-being to m ortality; not every condition can be classified 
as insubstantial o r acute.

The Distribution o f Medical Care Resources. Four in terre lated  
problem s affect the distribution o f medical care resources in 
the U nited States: the location o f resources, patients’ ability 
to pay fo r medical care, patien t access to care, and  specializa
tion o f physicians.

First, medical care resources are spatially m aldistributed 
along two dim ensions: rich/poor and  urban /ru ral. T h e  m ore 
affluent states average 160 practicing physicians per 100,000 
people, almost double the rate o f  87 physicians per 100,000 
in the less affluent states.18 And despite heavy population 
concentrations in m ajor m etropolitan areas, and  high physi
cian to population ratios in most standard  m etropolitan 
statistical areas (SMSA), few o f  the poor have easy access to
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care. T h e  fact that the poor average as m any visits to the 
doctor as the n onpoor is only testimony to their p er
sistence.1”

Patients’ ability to pay fo r m edical care relates to the 
rich/poor dim ension, but no t necessarily in spatial term s. 
Many o f the poor and  near poor in this country  lack care 
because they cannot pay fo r it. Since M edicaid only aids 
those who are am ong the poorest, many low-income families 
are w ithout care, no  m atter w here they live. A lthough m any 
physicians continue in the trad ition  o f  treating  patients who 
cannot pay, Medicaid undercu ts the physician’s incentive to 
provide charity care. T h e  effect o f M edicaid, then, has only 
been am eliorative— not curative. T h e  M edicaid p rogram  at
tacked the consum er’s purchasing pow er problem  by aug
m enting the capacity o f  the poor to pay, bu t stopped short in 
two crucial respects. First, it does no t cover all the health 
needs o f  those eligible for its support; second, it aids only 
the very poor. T h e  near poor and beleaguered middle- 
incom e consum ers are left on their own.

T h e  patien t access problem , although closely related to it, 
is m ore com plex than  the problem  o f the geographic dis
tribution o f physicians. T h e  local availability o f  physicians is, 
o f  course, a necessary precondition to access. But many 
persons resid ing in areas that provide medical care resources 
still do not have access to care, because they do not know 
w here to go o r what to do. Some may recall the halcyon days 
when the family doctor came to call. But the house call 
d isappeared  years ago, along with the family practitioner. 
Today many persons do  not know a healer o f  general com 
petence, o r  even anyone to advise them  w here to go o r what 
to do. M ore than  50 percent o f  patien t visits to em ergency 
room s do not involve em ergencies; people go there  because 
they do not know w here else to go. Recent studies have 
pegged the level o f  nonem ergency use o f  em ergency rooms 
even higher—in one case at 90 percent. A nd the volume o f 
dem and has greatly increased in recent years. In  one study,
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the percentage o f  nonem ergency visits rose from  45.4 per
cent in 1960 to 72.5 percen t in 1967.20 T hese data depict a 
public that does not know w here to go when illness strikes.

T h e  fo u rth  problem — the distribution  o f physicians by 
specialty— has a significant effect on  overall distribution, 
since the type o f medical care available may be as im portan t 
as the overall quality o f services available. T h e  tren d  tow ard 
specialization am ong physicians is unm istakable. In  1970, 
the Am erican Medical Association formally recognized 29 
new specialties, which b rough t the total to 63. At present, 
roughly 55 percen t o f  all physicians in the U nited States deal 
with prim ary care (general practitioners, internists, obstetri
cians, and  pediatricians). Only 21 percen t classify themselves 
as “general practitioners.” I f  cu rren t trends continue, the 
percentage o f prim ary care physicians will d ro p  to approxi
mately 50 percen t by 1980.21

Specialization by physicians aggravates the distribution 
problem  by reinforcing the tendency o f  physicians to prac
tice in affluent urban  areas ra th e r than  in ru ral and  poor 
areas. Specialists need to practice w here the population is 
concentrated  to insure a sufficient num ber o f patients for 
their services.

In sum , then , the m aldistribution o f m edical care re 
sources is a com pound o f  too few health  care resources in 
sparsely populated  areas, too few health  care resources in 
heavily populated  u rban /poor areas, constraints on access to 
care in both  ru ra l and  urban  areas because o f  consum ers’ 
inability to pay, and  the lack o f access to prim ary care prac
titioners, assum ing the presence o f  such practitioners. And 
all o f  these problem s are in tu rn  com pounded by the in
creasing specialization o f physicians.

Control of Performance. A p redom inan t characteristic o f  the 
medical care system is the pervasive role played by profes
sional societies and  associations o f providers. T h e re  are 
many illustrations.
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•  State laws g ran t the “right to practice” only to physi
cians who procure licenses and, th rough  the same 
m eans, circum scribe the activities o f  o ther health  p ro 
fessionals and  paraprofessionals.

•  T h e  boards responsible fo r the issuance o f licenses are 
controlled, in some cases exclusively, by professionals.

•  Regulation o f hospitals th rough  hospital facility licen
sure, accreditation program s, and  train ing  program  
approval is similarly e ither controlled by providers or 
effectively subject to their control.

•  Review o f the quality o f  care, when undertaken , is 
conducted only by physicians th rough  peer and  utiliza
tion review com m ittees, “tissue” com m ittees, and m or
tality conference committees.

•  Physicians fix the em ploym ent patterns and  size o f the 
labor m arket in health, and  although they are not 
specialists in m anagem ent, insist on filling the m ultiple 
roles o f  director, advisor, and  technician.

•  T h e  distribution o f health m anpow er by specialty, and 
spatially by location o f practice, is largely determ ined  
by the availability o f train ing  and  practice o p p o r
tunities, which are  also controlled by providers.

We now have a thoroughly  professionalized medical care 
system. M ore than  100,000 individual “firm s” o f profession
als ren d e r care to a bew ildered public. T h e  system is form i
dable and  confusing at the point o f entry, swathed in mys
tique during  the treatm ent process, and aloof and obdurate 
about its results. We pay an enorm ous price to perpetuate  
the system, most o f  which goes to the salaries o f highly paid 
professionals and  the am ortization o f the m ortgages on ou r 
hospitals. We let the professionals allocate resources and 
determ ine the distribution o f  facilities. Physicians deploy 
themselves as they please. A nd, to a large extent, the 
num ber o f  hospital beds is constrained only by the limits of 
capital and  im agination. Finally, we have m ade no attem pt to
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ju d g e  the system’s product—physicians insist on the righ t to 
m onitor the perform ance o f the system by standards o f their 
own making.

T he behavior o f  the existing medical care system is inti
mately related  to prerogatives o f  professionals. Eliot Freid- 
son, in Professional Dominance, 22 offers som e reasons:

1. Professionalism rests on a body o f arcane knowledge. 
Thus, questions about efficacy are met with disdain; it is the 
province o f  professionals to make independen t judgm ents.

2. A “lock” on inform ation is critical to preservation o f 
professional mystique. Freidson argues that the “prim e 
reason fo r the failure to com m unicate with the patien t does 
not lie in underfinancing, understaffing  o r bureaucratiza
tion. R ather it lies in the professional organization o f the 
hospital and  in the professional’s concept o f  his relation to 
his clients.”23

3. Professionals reserve to themselves the righ t to regu
late their perform ance. T his is at the heart o f the concept o f 
professional autonom y.

4. Medical professionals in particular, since they em 
phasize that the im portance o f what they do is not to be 
questioned, argue that the cost o f what they do is similarly 
not to be questioned.

5. Physicians m ake nearly all o f  the work rules by which 
o ther personnel within the medical care system are gov
erned. T hey  set the tone for the adm inistration and  be
havior o f  the en tire  system.

6. Professionals prize knowledge and  the specialized ap 
plication o f that knowledge. Proliferating specialization in 
m edicine and  the em phasis on high style practice a re  two 
results.

T h e  shape and  na tu re  o f the medical care system is the 
result o f  m any factors. But woven th ro u g h o u t is the unm is
takable, if often  im m easurable, influence o f the physician.
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Many physicians acknowledge that m ost disease is self- 
limiting. In  m any instances all the physician can do is diag
nose, prescribe, and  then  instruct the patient to take over. 
But most patients do  not know how to take over. Some 
m anage fo r themselves and  others with hom e care. Some 
measures undertaken  at hom e work; others probably do not. 
This, o f  course, is also tru e  o f care in the hospital. But most 
hom e care m easures have no t been tested against medical 
care in the hospital. W hen they have, hom e care has not 
suffered by com parison, even in the trea tm en t o f  acute con
ditions.

In  one study conducted  in England, for exam ple, the 
trea tm ent o f  acute myocardial infarction—h eart attack—was 
as efficacious to the patient at hom e as hospital-based 
trea tm en t.24 But since few studies o f  this sort have been 
conducted, and  since this study conflicts with ano ther, we do 
not know which is better— sophisticated care in the hospital, 
hom e care, o r som e m ixture o f both. Perhaps when we have 
m ore inform ation, both approaches to care can be utilized, 
the choice o r m ixture d ep en d en t on  the n a tu re  o f the prob
lem and  the patien t’s attitude. But it is the patien t’s attitude 
that is the m ost problem atic.

The Expanding Scope o f Medicine. Today few patients have 
the confidence to care fo r themselves. T h e  inexorable p ro 
fessionalization o f  m edicine, together with reverence for the 
scientific m ethod, have invested practitioners with sacrosanct 
powers, and correspondingly vitiated the responsibility o f 
the rest o f us for o u r health. Medicine has deeply penetrated  
society. Many ju d g m en ts m ade by m edical practitioners are 
heavily freigh ted  with m oral considerations. A growing list 
o f  social “problem s,” including aging, d ru g  use and  addic
tion, alcoholism, pregnancy, and genetic counseling, have 
been o r are becom ing “medicalized.”

T hese problem s, with the possible exception o f genetic
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counseling, have custom arily been reg ard ed  as e ither natural 
processes o r hum an  weaknesses, not as “diseases.” But today, 
alcoholism is often  no longer a crim e, bu t a sickness to  be 
treated . And pregnancy, fo r centuries a natu ra l process 
m aturing  and  reaching its term ination outside the hospital 
w ithout m edical supervision, is now alm ost wholly subject to 
medical m anagem ent.

Irving K. Zola, a sociologist a t B randeis, argues, “T h e  list 
o f  daily activities to which health can be related  is ever 
grow ing and  with the cu rren t operating  perspective o f 
m edicine seems infinitely expandable.”25 T his occurs, in 
part, because m any custom ary activities, like drinking, sex, 
and  even eating  are subject to social standards. A nd as indi
viduals fail to m eet society’s standards, their deviance is 
translated into illness. David Mechanic, an o th er medical 
sociologist, characterizes the “m edicalization” o f  certain  be
haviors this way:

The traditional approach . . . seeks to identify an underlying 
disorder . . . that explains the apparent deviant manifestations, 
and thus introduced into the medical model, these behavioral 
syndromes are increasingly identified as diseases.26

Zola m arshals some convincing data. “Clinical entities,” o r 
potential disease indicators, occur in 50 to 80 percen t o f  the 
population exam ined in health surveys o r  by periodic 
checkups. But even m ore astonishing is the degree to which 
society has become “m edicalized” th ro u g h  d ru g  use. Zola 
refers to a recent study showing that within a 24 to 36 h o u r 
period, from  50 to 80 percent o f  the adu lt population  in the 
United States and  the U nited K ingdom  takes a prescribed or 
“medical” d ru g .27

T h e  fundam ental po int o f  Zola’s analysis— m edicaliza
tion—is the result o f an o th er point he discusses: the rela
tionship between the expansion o f m edicine an d  the 
“dependency” o f patients. By creating dependence, m edi
cine has yoked patients to its cart. Zola argues that one
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o f the principal reasons for this is the “cap tu re” o f many o f 
the com m on activities o f life by m edicine, and their con
com itant transform ation  into “medical problem s.” In part 
this has occurred  because medical institutions, like o ther 
institutions, have sought to ensure their survival th rough 
grow th. But, as Zola argues, ano th er reason why medicine 
has sought to expand  its franchise lies in its recognition that 
m any diseases are caused by behavior that lies beyond its 
reach. Zola points out that m any physicians, fo r example, 
feel that a change in diet may be the most effective trea t
m ent for a num ber o f  cardiovascular d isorders and  perhaps 
some cancers. Physicians have had little control over the 
food preferences o f their patients; bu t this may change. Zola 
alludes to an  article in Time m agazine that captures the 
mood, entitled  “T o  Save the H eart: Diet by Decree.”28

Recognition by doctors o f the salient causes o f illness is 
welcome. Medicine should not necessarily be pilloried for 
seeking to “trea t” m ore problem s if it possesses the  tools to 
help. B ut it rarely does— it cannot cu re  alcoholism. Medicine 
may not be the best agent to trea t hum an failings; there  may 
be o th er and  m ore effective approaches. Nevertheless, one 
th ing is clear. T h e  expansion o f m edicine raises a dilemma: 
As medicine encroaches on m ore of hum an  life, it fu rth e r 
incapacitates its m ajor ally—the patient— from  assum ing re
sponsibility for health. In so doing, it weakens its own 
capacities to heal.

O f course, m edicine is only one case in point. F ragm enta
tion, specialization, and  a divergence between the goals o f 
professionals and clients characterize all professional services 
today. But what is tragic is not what has happened  to the 
revered professions, bu t what has h appened  to us as a result 
o f  professional dom inance. In times o f  inordinate com plex
ity and  stress we have been m ade a profoundly  d ependen t 
people. Most o f  us have lost the ability to take care o f 
ourselves. We have been progressively stripped  o f the skills 
and  tools to do so. O u r bodies are  the cannon fodder o f a
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reductionist, m echanistic medicine. O u r em otional lives are 
buffeted  by the  fear that o u r behavior will subject us to the 
m inistrations o f m ental health professionals. A nd o u r practi
cal business and  work worlds are increasingly governed by 
obfuscating legal term inology and  practitioners.

NATIONAL AND TRA NSNATIO NAL CONSIDERATIONS

Historically, health has been a national undertak ing . This 
has been true  w hether medical services have been a respon
sibility o f  central governm ent o r assum ed by local govern
m ent with m easures o f  private charity. T h e  tw entieth 
century  has seen the “nationalization” o f health  services in 
the W estern hem isphere .29 T h e  tren d  tow ard centralization 
o f health services has, however, been accom panied by a wide 
range o f delivery financing and regulatory alternatives. In 
some countries, such as Sweden and  G reat Britain, health 
services have been nationalized;30 in o ther countries, such as 
France, elem ents o f  the private sector rem ain .31 In the 
U nited States, the private sector has rem ained virtually in
tact but is heavily subsidized th rough  public th ird-party  
paym ent program s such as M edicare and M edicaid, and 
may, with the passage o f  a national health insurance plan, 
become alm ost totally subsidized.

But questions o f health transcend national boundaries. 
C u rren t concerns with allocation o f resources and  increased 
mobility and  inform ation have begun to internationalize o u r 
concepts o f health.

Resources, Health, and National Boundaries. T h e  U nited 
States consum es roughly 35 percen t o f  the  w orld’s electrical 
power. A lthough o ther nations have not m atched o u r gar
gantuan appetite, it is nevertheless true  that the m ore 
developed the nation, the m ore likely it is to consum e a
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disproportionate share o f  world resources. U nder such cir
cumstances, the dem ands o f less developed nations fo r m ore 
o f the resource “pie” will become m ore strident. Resolving 
these dem ands without arm ed conflict will necessitate a 
reo rd erin g  o f priorities by all nations. A m ong the priorities 
to be scrutinized will be expend itu res for m edical care.

W ithin a few years, it is likely that health services in the 
U nited States will absorb 9 percent o f  gross national p ro d 
uct; curren tly , they consum e nearly 8 percen t,32 a figure 
topped  by some nations. T h e  percentage o f  GNP devoted to 
health  represen ts a substantial portion  o f the national wealth 
o f all nations.33 It is unrealistic to assume, in the interest o f  
equity alone, that developed nations will unilaterally pare 
m edical expend itu res and  transfer resources to less d e 
veloped nations. However, it may not be unrealistic to 
achieve econom ies o f  size th rough  consolidation o f elem ents 
o f delivery systems am ong nations.

M ultinational corporate  activity appears irreversible.34 
C orporate developm ent at the transnational level results in 
conflicting allegiances and  responsibilities on the part o f 
m ultinational bodies. Individual nations find it difficult to 
regulate effectively corporate  bodies that transcend national 
boundaries. T hus, increases in transnational activity will 
inevitably lead to dem ands on  the part o f  m ultinational 
corporations for transnational status (but not necessarily 
regulation). Affected nations will need to establish regula
tory mechanisms. In  fact, world organizations may be 
needed to control the continued  developm ent o f m ultina
tional corporations.

T h e  rise o f  m ultinational corporations suggests the need 
for m ore sophisticated world health  organizations, as well. 
Employees o f  m ultinational corporations, because o f  their 
high mobility, will in effect become m en and  wom en without 
a country. Historically, health services have been paid for 
and  received in the country o f  domicile. T h e  erosion o f 
domicile may result in the corporate em ployer assum ing (or
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being com pelled to assume) the responsibility fo r the provi
sion and  financing o f medical care services fo r its peripatetic 
employees.

Finally, with m ore trade , m ore m ultinational corporate 
activity, m ore public and  quasi-public transnational d e 
velopm ent, and  with accelerated dispersal o f people 
th ro u g h o u t the world, the rap id  “transm ission” o f disease 
agents from  country  to country is inevitable. U nder such 
circum stances, a world health  organization will have to be 
established to facilitate in ternational disease control.35

T h e  case is fairly clear. H ealth  problem s do  transcend 
national boundaries, as do m any o ther nagging problem s 
such as air and  water pollution, sanitation, and  even ed u 
cation. But some nations have developed m ore sophisticated 
responses th an  others. In  the U nited States, medical care has 
reached a degree  o f sophistication vastly g rea ter than  in 
m ost o th er nations, and  probably superio r to any o ther 
country. Its only rivals a re  Sweden, G reat Britain, and  a few 
o th er countries. O ne m ight argue, then , that what the 
U nited States has should be exported . But there  is m ore to  it 
than  that.

Variations in the Incidence o f Disease. C ancer is found  every
where in the world. But m arked disparities exist in the 
incidence o f certain types o f cancer am ong populations. For 
example:

•  H epatic cancer is prevalent in Africa and  Southeast 
Asia, Indonesia, Java, and  Sum atra. In  these countries, 
hepatic cancer accounts for as m uch as 80 percent o f  
all cancers recorded . In  m ost W estern countries, the 
rate is less than  2 percent.

•  C ancer o f the stom ach disproportionately  afflicts the 
Japanese, a large part o f  W estern Europe, and  n o rth 
e rn  South America. Nearly half the cancers in Jap an
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are in the stomach. In com parison, in Southeast Asia 
and  in parts o f  Africa the incidence o f stom ach cancer 
is infinitesimal.

•  C ancer o f the lung, pleura, and  bronchi is highly prev
alent am ong males in W estern Europe, the United 
States, and  Australia. Little o r no lung cancer has been 
rep o rted  in Korea, Ceylon, India, B urm a, and 
T rin idad .

•  C ancer o f the u terine cervix is relatively pronounced  in 
India an d  China, but less prevalent in W estern Europe, 
the U nited States, and A ustralia.36

Disparities are also observable in the rates o f infectious 
diseases. A lthough some o f  the differences may be due to 
lack o f  prevention program s, infections are far m ore fre 
quen t and  m ore severe in passage from  the tem perate  zone, 
th rough  the M editerranean, to the Tropics. Diseases such as 
smallpox and  typhoid are found nearly everywhere; diseases 
such as trachom a, schistosomiasis, yellow fever, and  plague 
are specific to geographic areas.

Disparities in disease rates also exist am ong various coun
tries within the same geographic zones. Poliomyelitis, for 
exam ple, is m ore prevalent in the tem perate zone, but un 
explained variations in rates o f the disease from  country to 
country in that zone have been recorded. In 1949, the cases 
reported  p er 100,000 were 413 in Iceland, 37 in Sweden, 14 
in England, 2 in Belgium, and 1.1 in Yugoslavia.37

A nother dim ension o f variation can be shown through 
longitudinal exam ination o f disease patterns. In general, the 
so-called “diseases o f civilization” afflict persons in the m ore 
highly developed countries such as the U nited States, 
whereas the infectious diseases continue to decim ate popula
tions in less developed countries. But the im pact o f  infec
tious diseases was substantial in the U nited States some 
decades ago when the level o f  developm ent in this country 
was roughly com parable to that o f nations now classified as
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underdeveloped . A W orld H ealth  O rganization survey, con
ducted  to elicit expressions o f m ajor health  problem s fo r the 
year 1963-64 and  answ ered by 147 governm ents listing 46 
problem s, showed that the problem s varied according to 
regions. F igure 2 depicts the regional profiles o f  health 
problem s and, by im plication, their relationship to develop
m ental stages.

T h e  varieties o f diseases and  the variation in disease rates 
are argum ents for the m aintenance o f dom estic medical care 
systems. C ountries m ust tailor the provision o f  medical care 
services to the needs o f their populations. But it is a m atter 
o f  degree. We will fail to understand  the variations in dis
ease both within countries (since countries are at various 
developm ental stages) and  am ong countries if a world health  
viewpoint is not encouraged.

Delivery System Development. A lthough medical care services 
are m uch alike, differences exist between delivery system 
arrangem ents am ong various countries. T h e  differences are 
g reat between highly developed countries with sophisticated 
delivery systems and  less developed countries with ru d im en 
tary systems. Nevertheless, a review o f the  history o f the 
organization o f  medical services reveals a convergence 
am ong the systems. Increasingly, w here the d irect provision 
o f services has not been assum ed by the central governm ent, 
the financing o f  care and  its regulation (in countries w here 
there  is a private sector) have become m ore centralized. For 
example, in the U nited States the m edical care system is still 
largely private, but enactm ent o f  a national health  insurance 
plan will accelerate the centralization o f medical care. Such a 
p rogram  will b ring  o u r medical care system closer to the 
systems o f  o th er advanced W estern nations, such as Sweden 
and  G reat Britain, even though  a national health  insurance 
scheme is not the same as the national health  services o f  
those countries. A national health  insurance schem e under-



FIG U R E  2  R E G IO N A L  PR O FILE S OF H E A L T H  PR O B L E M S

/
T

.o

i
£

£
£

i

? c 1 : §  U  
$ £  / I /

£.1
££§

i fS  eo

a t
£

Major health concerns 28 27 7 34 14 20 3 2

Malaria 0 19 0 8 0 3 O 10 0 2 01

Tuberculosis 0 1 7 0 2 4 0 3 O 10 O n

Leprosy 0 9 O i l 0 2

Helminthiasis 0 9
Bilharziasis 0 9

Diarrhea and dysentery 0 9 0 9 0 7 013 0 7

Filariasis 0 8 0 3

Deficiencies in organization 
and administration 0 6 01 0 6 0 7 O 12 01

Trypanosomiasis 0 6

Onchocerciasis 0 5

Venereal disease 0 6 O  12 O  13 0 9 0 1 0  2

Malnutrition 0 6 O e 0 3 0 1 6 0 3

Environmental deficiencies 0 5 O n 0 7 0 1 3 O H 0 3

Smallpox 0 3 0 2

Cholera (including El Tor) 0 6 0 2

Meningitis O l - 2

Yaws O l - 2

Enteric fevers O i - 2

Trochoma O i - 2 0 2 0 6 01

Infectious hepatitous O i - 2 O n O i

Accidents O t - 2 0 6 O  3 02

Respiratory virus diseases . 0 6 O 11

Population pressure 0 5 0 3

Cancer 0 2 0 3 0 9 0 3 02

Chronic degenerative disease 0 4 0 3 0 9 0 3 0  2
Alcoholism O 4 O t

Movement of people O s

Urban congestion 01

Vascular disease of central
O inervous system

Mental disorders 0 4 0 6 0 3 O i

Narcotics O i

Dental health 0 4 O i 0 2

Indigenous population O i
Aged and chronically ill 01
School health O i

Handicapped O i

Manpower O i

52



National an d  T ransnational C onsiderations 53

writes the cost o f  care provided by private practitioners and  
hospitals. In  a national health  service, m ost practitioners and  
hospitals a re  absorbed into a public system.

T h e  convergence o f medical care systems lessens pluralism  
in the provision o f  care. Medical care systems, as they have 
evolved, reflect un ique social, cultural, and  disease condi
tions within countries. In  m any cases, they also m eet political 
im peratives within those countries. As delivery systems be
come m ore alike, however, their autonom y is underm ined .

Equity and Human Development. In  the Asian Drama: An In
quiry into the Poverty o f Nations,38 G unnar M yrdal ham m ers 
hom e the point that health  cannot be considered in isolation 
from  o th er elem ents in the developm ent process. M yrdal 
argues tha t health  both  affects and  is affected by o ther 
socioeconomic factors, including income, life styles, and  nu- ^  
trition. For exam ple, M yrdal believes that health  and  educa
tion are highly in terdependen t. A child’s ability to benefit 
from  schooling depends on the child’s health , and  an ad u lt’s 
ability to  utilize the knowledge and  skills acquired  th rough  
education depends on m ental o r  physical fitness. R eform s in 
health , then, a re  necessarily social reform s.

M yrdal also em phasizes the im portance o f in tegrating

Source. Jo h n  B ryant, Health and the Developing World (Ithaca, N.Y.: Cornell 
University Press, 1969), F igure 3. Developed from  a questionnaire  rep o rted  
by the  W orld H ealth  O rganization  in Third Report on the World Health 
Situation, 1961-1964, No. 155 (Geneva, 1967), pp. 28 -35 . Som e da ta  were 
taken from  a prepublication  m im eographed  docum ent o f the  sam e title. 
Used by perm ission o f  C ornell U niversity Press.
Notes. T h e  figure  at the  top  o f each colum n indicates the  n u m b er o f 
countries reporting . Circles a n d  figures in colum ns indicate the  nu m b er o f 
countries listing the  particu lar health  problem  as a m ajor concern; a black 
circle indicates regional consensus th a t the  prob lem  was one o f  the  most 
im portan t. T h e  vertical line arbitrarily  separates less developed from  m ore 
developed regions. T h e  horizontal line sep a ra tes  diseases o f  greatest con
cern  to  less developed regions from  those o f  greatest concern  to m ore 
developed regions.
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health with o th er socioeconomic institutional and  policy 
initiatives:

From the planning point o f view the effect o f  any particular 
policy measure in the health field depends on all other policy 
measures and is, by itself, indeterminant. This means that it is 
impossible to impute to any single measure or set o f  measures 
a definite return in terms o f  improved health conditions. A 
generalizable model, in aggregate financial terms, visualizing a 
sum o f inputs o f  preventive and curative measures giving rise 
to an output o f health conditions cannot be o f  any help in 
planning. In fact, such a model presupposes the solution o f the 
planning problem, for it is premised on an optimum combina
tion o f all policy measures, which cannot be achieved without 
taking account o f  circular causation within the health field and 
in the whole social system.39

T h e  blunt fact is that the failure to provide health to 
populations in less developed countries m eans simply that 
those countries will no t develop. It would be draconian to 
assume that the m ore developed nations are not concerned 
about the less developed world. But it would be naive to 
assum e that the m ore developed countries will voluntarily 
divest them selves o f resources to accelerate the developm ent 
o f the less developed nations. So it is still a m atter o f equity. 
Is there  any justification fo r the expend itu re  o f thousands o f 
dollars to m aintain the health  o f  an Am erican, when for the 
same am ount o f m oney the afflictions o f h u n d red s and  even 
thousands o f people in less developed countries could be 
am eliorated?

T hirty  million people die o f starvation alone every year— 
one every second. Schistosomiasis, cholera, malaria, and  
d iarrhea  can be curbed  and  in m any cases elim inated. T he 
technology to  control these diseases is known. Nonetheless, 
millions o f people suffer and die from  them . In  the  U nited 
States, thousands o f  dollars are spent to install one car
diovascular care un it for trea tm ent o f myocardial infarc
tion—a disease m ore com m on in highly developed 
countries— with less than  spectacular results.
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Figure 3 makes the case poignantly. Jo h n  B ryant writes 
that this figure:

shows the causes which contribute substantially to the deaths 
which are in excess o f  those expected if  rates am ong young 
children were at the level o f  the rates in the United States. 
Deaths from diarrheal diseases account for an estimated 
179,000 deaths or 17 percent o f those in the age group under 
five years in Latin America. T he expected number, based on 
U.S. rates, would be only 3,500, and an excess o f 175,000 
results, which is 22 percent o f  the total excess from all causes.

FIGURE 3 ESTIMATED DEATHS UNDER FIVE YEARS OF AGE IN 
LATIN AMERICA FROM SELECTED CAUSES IN 1969 AND EXPECTED 
DEATHS ON BASIS OF RATES IN THE UNITED STATES

3542

Diarrheal diseases

Influenza, pneumonia 
and bronchitis

5397

25,913

W hooping cough, measles, 
diphtheria  and poliom yelitis

802

N utritiona l deficiency

Expected on basis 
o f U.S.rates

Excess claims

A ll o ther infectious  
and parasitic diseases

Ill-d e fin e d  causes

Source. Jo h n  B ryant, Health and the Developing World (Ithaca, N.Y.: Cornell 
University Press, 1969), p. 45. U sed by perm ission o f C ornell University 
Press.
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The deaths from measles, whooping cough, diphtheria and 
poliomyelitis, preventable through immunization, caused an 
estimated 57,000 deaths in 1969. If death rates from these 
causes had been at the U.S. level, only 170 deaths would have 
occurred. Excess deaths from all infectious and parasitic dis
eases form 36 percent o f  the total excess. Deaths assigned to 
nutritional deficiencies as the underlying cause totalled 22,959  
compared to the expected number of 802. Acute respiratory 
diseases— influenza, pneumonia, and bronchitis— were desig
nated as the cause o f  217,000 deaths. The expected number 
would be 27,000 and the excess 190,000. A large group o f  
deaths in Latin America fall into the ill-defined group, mainly 
because o f  lack o f medical attention prior to death.
Clearly, child health must remain at the center o f  health plans 
for the coming decade. Progress has been made, but much 
more is required to prevent needless morbidity and mortality. 
Techniques are now available for prevention o f  many o f the 
communicable diseases o f  childhood, which cause excessive 
mortality in Latin America. Environmental sanitation pro
grams will also contribute to reductions in mortality from some 
o f the infectious diseases, especially diarrheal diseases. How
ever, attention must be directed to associated causes and con
ditions. For example, malnutrition, which is not adequately 
described by morbidity and mortality statistics, plays a leading 
role in high child mortality when occurring together with in
fectious or respiratory diseases.40

As a fu r th e r exam ple, in 1963 th ro u g h o u t the world
124,000 deaths, mostly o f  small children, were attribu ted  to 
d iarrhea. Deaths d u e  to d iarrhea in the U nited  States are 
virtually unknow n. T h e  b u rd en  o f the disease falls most 
heavily on  children in less developed countries. In  Colombia, 
92 percen t o f  the deaths due to d iarrhea are  in children 
u n d er five. But d ia rrh ea  is only one cause o f child mortality. 
In  the U nited States, ch ildren  u n d er five rep resen t roughly 
10 percen t o f  the population and account fo r som ewhat less 
th an  7 percent o f  all deaths. In  less developed countries such 
as T hailand , Jam aica, and  Guatem ala, children u n d e r five 
represent, on  the average, approxim ately 17 percen t o f  the 
total population, and  account fo r 35 to 60 percen t o f  all 
deaths.41



National and  T ransnational C onsiderations 57

T h ere  may be geopolitical reasons for the vast disparities 
in the resources b rough t to bear on the diseases that afflict 
people from  country  to country, bu t the unalterable fact is 
that disease in a hum an  condition, and  that its cure should 
transcend politics.

A lthough the case for equity can be strongly m ade, a 
simple reallocation o f medical care resources alone will not 
overcom e the economic deficiencies o f the less developed 
nations. T h e  medical care services gap will probably never 
be completely closed, but it can be narrow ed.

T h e  solution to problem s o f developm ent transcends the 
shifting o f  medical care resources. Even if the most de
veloped nations, such as the U nited States and  most W estern 
E uropean  nations, were to divert resources otherw ise availa
ble to  them  fo r medical care services to the less developed 
nations, it is unlikely that the developm ental level o f  those 
nations would be significandy im proved. In 1965 the GNP 
p er capita in the U nited States was $3600. In  Indonesia the 
GNP p er capita was $99. Based on then  prevailing popula
tion and growth rates, it will take Indonesia 593 years to 
reach the U.S. GNP per capita.

Staggering disparities are also found  at the level o f  per 
capita health  expenditures. Both N igeria and  Jam aica allo
cate m ore than  10 percent o f  all governm ent expenditures 
to health, which is m ore than the U nited States on the basis 
o f GNP, but on a per capita basis this am ounts to 40* in 
Nigeria and $9.60 in Jam aica. N igeria could spend its entire 
governm ental budget on health, bu t on a per capita basis its 
expend itu re  would not equal Jam aica’s.42 Some o f  these var
iations are illustrated in Figure 4.

T h e  case is m ade even m ore starkly in Figure 5. T he 
figure illustrates the num ber o f years needed for selected 
developing nations to reach the U.S. GNP p er capita level o f 
$3600 based on the year 1965.

T h ere  are m any reasons why the organization o f medical 
services should be undertaken  at the in ternational level. But 
despite the logic o f the case, th ere  are some problem s; in
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F IG U R E  5 YEARS N E E D E D  T O  A C H IE V E  C U R R E N T  U .S . G N P  PER

CAPITA

1965 GN P 
per Capita 

(1965 U.S. $)

N um ber o f Years N eeded 
to Reach $3600 

p e r C apita0

Sweden $2497 11
C anada 2464 12
West G erm any 1905 16
East G erm any 1574 17
France 1924 18
U nited  K ingdom 1804 19
Czechoslovakia 1554 20
Jap an 857 22
Israel 1334 24
Australia 2009 25
USSR 1288 28
Italy 1101 30
Poland 962 34
Rom ania 757 38
New Zealand 1932 42
A rgentina 492 69
Taiw an 221 71
UAR 166 97
T hailand 126 98
China 98 101
South Africa and

South West Africa 503 115
India 99 117
Brazil 280 130
Pakistan 91 144
Mexico 455 162
Nigeria 83 339
Colombia 277 358
Indonesia 99 593

Source. H erm an  Kahn an d  A nthony J. W iener, The Year 2000: A Framework 
fo r  Speculation on the Next Thirty-Three Years (rep rin ted  with perm ission o f the 
Macmillan C om pany; ©  by the H udson Institu te, Inc., 1967), p. 149.
° T h e  n u m b er o f  years needed  to reach $3600 pe r capita was calculated on  
the  basis o f  the  1965 G N P fo r each country  and  the  “m edium ” ra te  we 
projected fo r grow th o f  population  an d  GNP. T h e  “num bers o f  years 
n eeded” is th u s simply a way o f  looking at th e  rate at which th e  country’s 
GNP per capita seems likely to approach  the  c u rre n t U.S. level in th e  
“stan d ard  world”; obviously, to  the  ex ten t that th e  "n u m b er o f  years” is 
large, m any factors can be expected  to change in the  interim .
60
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particular, th ree  problem s are  posed fo r the U nited  States. 
First, there  will be pressure on  the U nited States to share its 
resources. It would be naive to assume that the United States 
will do  m uch abou t it, bu t the  fact rem ains that the resources 
consum ed in this country  for m edical care would have a far 
g reater payoff in o th er parts o f  the world, particularly be
cause o f the inextricable link between health  and  develop
ment.

At the same time, the “limits” o f  medical care a re  being 
reached in the U nited States. T hus, the second problem  lies 
in the na tu re  o f  m odern  medicine. T h e  sustained grow th 
and  developm ent o f  a “services” approach  to health 
th ro u g h o u t the world will b an k ru p t treasuries everywhere. 
T h e  cost explosion in the U nited States th reatens the  public 
purse. A nd the British H ealth  Service is near to bankruptcy, 
because, contrary  to the  predictions o f  the architects o f  the 
service, dem and  for services in G reat Britain has not sub
sided.

T h e  dem and  has not abated because illness has not 
abated. Medical care alone cannot p roduce health. Brian 
Abel-Smith, in his in ternational study o f health  expendi
tures, has shown that there  is no correlation between the 
level o f  m edical expend itu res and  identifiable needs for 
health  care—the richer countries spend m ore absolutely and 
in relation to total resources.43 Some m edical services are 
essential, bu t the full panoply o f services available in the 
U nited  States are not needed  elsew here and  may never be.

T h e  h ard  question, then , is w hether the shift from  a 
medical “services” approach  to the “prom otion” o f  health  
can be m ade before, o r at least w hen, the limits o f “services” 
are reached, o r w hether the appetite  o f m edicine will o u t
strip  the capacity o f  nations to prom ote health  th rough  a 
variety o f  m easures, including m edical care. T h e  issue will 
undoubted ly  first arise in the U nited States, w here evidence 
is surfacing that m edical care is no longer engendering  
health. B ut it seems inevitable nonetheless that the U nited 
States will be asked to “export” services an d  medical
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technology— the very services and  technology that may con
strain the evolution o f  a wiser and  m ore effective approach  
to health  in receiving countries.

I f  the  underdeveloped  world is to have health, it m ust not 
blindly em ulate the U nited States; it m ust not im port a 
medicine designed to trea t patients whose illness arises from  
their im poverishm ent, and  whose sickness is a condition o f 
existence.

O ne m ore problem  rem ains. As long as the A m erican 
public spends m ore on chewing gum  than  on social services, 
what d ifference does it make that inequities and  inanities 
characterize the in ternational allocation o f resources? 
Should we not rem edy things at hom e first? T h ere  are  two 
responses. First, attacking one inequity does no t preclude 
attacking ano ther. Second, the fu tu re  lies in in ter
nationalism . Most national solutions are anachronism s, even 
if they are necessary in the short run . So in the design o f a 
new m edicine, a task taken u p  in the last chapter, the in ter
national context m ust be considered.

T H E  V A R IE T IE S  O F  M E D IC IN E

Dr. Frances Crick, the British biologist who shared a 1962 
Nobel Prize for the discovery o f DNA, has said:

A m e ric a n s  h a v e  a  p e c u l ia r  illu s io n  th a t  life  is a  d ise a se  w h ich  
h a s  to  b e  c u r e d .  . . . E v e ry o n e  g e ts  u n p le a s a n t  d ise a se s  a n d  
e v e ry o n e  d ie s  a t  o n e  tim e . I g u e ss  th e y  a r e  t r y in g  to  m a k e  life  
s a fe  fo r  se n ili ty .44

Crick isolated a critical prem ise o f W estern, or allopathic 
m edicine— that disease has to be cured. But allopathic 
theory  and  m edicine is only one  approach  to health—a 
disease-oriented approach . Because allopathic m edicine has 
“selected” only som e phenom ena fo r investigation, its vision 
and  tools a re  lim ited. A variety o f  o ther approaches to heal
ing can be taken. A cupuncture is one o f them .



T h e  Varieties o f  M edicine 63

Figure 6 is a rep roduction  o f fingerprin ts pho tographed  
by T helm a Moss and  Kendall Johnson , who are conducting 
research  on  radiation  photography at the N europsychiatric 
Institu te at the University o f California at Los Angeles.45 
R adiation photography depicts the “energy  field” a ro u n d  
the  body. This held  apparently  varies in relation to certain 
stimuli, including bodily m anipulations o r  interventions, and 
possibly with though t processes. T h is  “held” has also been 
re fe rred  to as the “held o f  m ind .”46

Em erging held theory may illum inate acupuncture m ed
icine. According to acupunctu re  theory, energy in the body 
courses th rough  specihc points along bodily m eridians. In  a 
healthy organism , the “energy” How is un im peded  and  ac
cordingly the body is in a state o f equilibrium . However, if 
the energy flow becomes blocked, o r prom iscuously released, 
acupunctu re— the insertion o f  needles at various acupunc
ture points— can be utilized to reestablish equilibrium . 
T h ro u g h  the reestablishm ent o f equilibrium , acupunctu re  
apparen tly  alters the body’s energy held. In  F igure 6, the 
picture on the left depicts a h n g erp rin t in  its norm al state. 
T h e  p icture on the righ t shows the same h nger afte r an 
acupunctu re  needle had  been inserted  in the subject’s u p p er 
arm  and  left there  fo r 5 m inutes.

FIGURE 6  NORMAL FINGERPRINT {left) AND FINGERPRINT 
AFTER ACUPUNCTURE

Source. Harper’s Magazine, Jan u a ry  1973. Used by perm ission o f  T helm a 
Moss, Ph.D.
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Radiation pho tography does no t “prove” anything; the 
process is still in its infancy. It seems clear that the hum an 
body is su rro u n d ed  by a “field,” b u t we do  not fully ap
preciate the significance o f the heightening in the body’s 
energy field that results from  acupuncture. T h e re  is evi
dence that acupuncture  works, however, and  we can assum e 
that its efficacy m ight be related to its effect on the body’s 
energy field.

T h e  purpose o f this illustration, then, an d  o f  the o ther 
illustrations in this section, is no t to dem onstrate that al
lopathic m edicine is w rong, bu t ra th e r that it is fallible. T h e  
work o f  Jo h n so n  and  Moss with rad iation  photography sug
gests that th ere  is a “life” o r “energy field” su rro u n d in g  the 
hum an  body. T his fact alone, if convincingly established, will 
no t repud ia te  allopathic theory. But it will be evidence that 
there  is a newly discovered phenom enon—the energy 
field—which m ight serve as an  indicator fo r use in diagnosis 
and  healing.47 T h ere  are  healers who base their practices on 
body field o r au ra  readings.48 Some healers claim that a 
person’s aura  o r  field alters with the presence o f disease, and 
that therapy has as its purpose the restoration  o f the natura l 
field.

T h e  dispute about acupunctu re is now in full fire. Reports 
about its effectiveness, principally as an  anesthetic agent, 
proliferate. T h e re  no longer is m uch doubt that it works 
— doubts are only expressed about how it works. T his is 
ironic, since th ere  is no generally accepted theory  o f anes
thesia in allopathic practice. A ndrew  Weil, a physician and  
d ru g  researcher, describes the anomaly:

a l th o u g h  a n e s th e s ia  h a s  b e e n  a r o u n d  f o r  o v e r  a  h u n d r e d  y e a rs  
a n d  a l th o u g h  m illio n s  o f  p e r s o n s  h a v e  b e e n  p u t  in to  th e  s ta te  
u n d e r  c lo se  o b s e rv a tio n , n o  sa tis fa c to ry  th e o r y  o f  g e n e r a l  a n e s 
th e s ia  ex is ts ; d o c to r s  h a v e  n o  id e a  w h a t th e s e  d r u g s  d o  to  th e  
b r a in  th a t  a c c o u n ts  fo r  th e  s ta te .49

W hat underlies the skepticism about acupuncture? In  
part, it is attributable to the inflexibility o f allopathic prac
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tice, its intolerance o f inconsistencies. T his is no t surprising  
since all paradigm s—and allopathy is a rigid paradigm  
—elicit ex traord inary  loyalty. But in part it is also a percep
tual problem . In  tests perfo rm ed  at the M enninger Clinic in 
Kansas, C hief Rolling T h u n d e r , a Shoshone m edicine m an, 
was asked to “cu re” a contusion on  a subject’s leg. T h e  C hief 
em ployed one o f  his favorite m ethods. H e placed his m outh 
over and  around  the bruise, sucked vigorously, th en  dashed 
to the  opposite side o f the room  and vomited. T h e  bruise 
d isappeared  at roughly the sam e time that the scientists in 
the room  rushed  to retrieve the vomitus.

T o  the scientists, the “cu re” could only have been effected 
if the dam aged tissue in the  bruised  leg had  som ehow been 
physically extracted. O f course, it was no t rem oved in  the 
sense in which the scientists could have understood  it. But 
the bruise d isappeared . A nd the explanation probably lies in 
perception. T o  the subject and  the Chief, the sucking and  
the vom iting were elem ents o f d ram a u n d erp in n in g  a belief 
system—a belief that a cure could be achieved. T o  the ob
servers, the m aterial substance, the vomitus, was the key. 
T h e  two groups perceived the episode differently , and  the 
explanation fo r the cure  may lie in this perceptual 
d ifference.50

An exam ple draw n from  acupunctu re  practice m ight 
clarify the point. A cupuncture practice is inconsistent with 
W estern medical theory  in several ways. T o  begin with, fo r 
an  operation  to  be p erfo rm ed  on any part o f  the anatom y, 
acupunctu re  needles may be placed in d iffe ren t parts o f  the 
body fo r d iffe ren t patients. In  one hospital the needles 
m ight be inserted into the forearm s, while in a second, the 
placem ent points m ight be the neck and the  ankles. Accord
ing to the allopathic theory  o f pain—the specificity theory 
— this m akes no sense. U nder allopathic theory, specific 
points in the body receive and  transm it signals to the  brain. 
T h e  theory  dictates that the person  will experience pain 
precisely at the po int o f  the stimulus. In  contrast, acupunc
tu re  theory  is nonspecific. Tw o universal forces, the yin and
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the yang, both active in the body, m ust be in a state o f  
balance. W hen disharm onies arise betw een the two forces, 
disease and  pain result. T h e  yin and yang flow th ro u g h  the 
body along roughly 12 m eridians. A cupuncture insertion 
points—some 365—are deployed along these m eridians. T he 
m anipulation o f acupuncture needles is designed to restore 
harm ony to  the body.51

T h ere  are o th er medical theories and  practices that are 
even at g reater variance with allopathy. In both 1971 and 
1972, the A m erican Academy o f Parapsychology and 
M edicine sponsored interdisciplinary symposiums respec
tively entitled “T he Varieties o f H ealing Experiences: 
Exploring Psychic Phenom ena and  H ealing,”52 and  “T h e 
Dimensions o f Healing: A Sym posium .”53 T h e  conference 
reports  contain articles that reflect recent research in 
paranorm al and  esoteric m ethods o f healing. Two o f the 
m ore fascinating, bu t problem atic, reports feature Arigo, a 
natu ral healer from  Brazil, who is now dead; and  bodily 
control m anifested by the Swami Rama, an  Ind ian  yogi who 
dem onstrated  his yogic train ing  p rogram  u n d e r carefully 
controlled laboratory conditions at the M enninger Founda
tion clinics.

Arigo, an  uneducated  natu ra l healer, saw thousands o f 
patients in the course o f his work. A ccording to reports  o f  
his practice, he achieved striking results. His greatest 
strength  was diagnosis. His diagnostic skills were carefully 
m easured against diagnosis ren d ered  fo r the same patients 
by allopathic physicians, and  com pared  well with them . 
Arigo generated  his diagnosis w ithout the use o f sophisti
cated technology, largely on the basis o f  visual scans o f  a 
patient. A lthough he utilized som e m odern  techniques such 
as drugs, and  occasionally perfo rm ed  surgery, his reperto ire  
also included surgical repa ir w ithout the use o f  any 
equ ipm ent.54

Swami Rama, u n d er laboratory conditions at the M en
n inger Clinic, was able to generate  electroencephalographic
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brain waves at will. U nder similarly controlled conditions, 
the Swami also dem onstrated  his ability to stop his heart 
from  beating. A fter he was “w ired” for the dem onstration 
an d  told to proceed, the electrocardiograph records re 
flected an  increase in heart ra te from  70 beats per m inute to 
about 300 per m inute. T h e  experim enters had expected the 
heart ra te to stop altogether and  thus though t tha t the ex
perim ent had been a failure. However, w hen the EKG rec
ords were exam ined, the case appeared  to be one o f “atrial 
flu tter,” a state in which the heart fires at high speed without 
blood e ither filling the cham bers or the valves working 
properly. T h e  Swami had  em ptied his heart o f  blood, bu t it 
had continued to trem ble. A fter a final exam ination o f the 
records, the investigators concluded that the Swami had 
stopped his heart fo r at least 17 seconds. T h e  Swami also 
“created” lum ps like cysts in his muscles.55

T h e dem onstrations by the Swami are  ex trem e exam ples 
o f biofeedback techniques, to use the W estern term . T he 
growing literature on biofeedback contains unm istakable 
implications for self-care.56 Robert O rnstein, in  his book The 
Psychology o f Consciousness, devotes a section to some o f  the 
implications fo r medicine:

A s e a c h  n ew  d r u g  is d e v e lo p e d , as e a c h  n e w  su rg ic a l  p r o c e d u r e  
is p e r fe c te d ,  less a n d  less re sp o n s ib ili ty  fo r  th e  c u r e  is d e le 
g a te d  to  th e  p a t ie n t  h im se lf . A lth o u g h  w e h a v e  a c h ie v e d  a n  
e x tr a o r d in a r y  a m o u n t  o f  s o p h is t ic a t io n  in  d r u g  a n d  su rg ic a l 
th e r a p y  in  w e s te rn  m e d ic in e , th is  d e v e lo p m e n t  h a s  b e e n  a  b it 
u n b a la n c e d . W e h a v e  a lm o s t  f o r g o t te n  th a t  i t  is p o ss ib le  fo r  th e  
“ p a t ie n ts ” themselves to  le a r n  d ire c tly  to  lo w e r th e i r  b lo o d  p r e s 
s u re ,  to  slow  o r  s p e e d  th e i r  h e a r t ,  to  re la x  a t w ill.57

O rnstein  then  discusses the research o f Jo h an  Stoyva and  
T hom as Budzynski at the University o f  C olorado Medical 
Center. Stoyva and  Budzynski have been investigating the 
use o f  biofeedback to “decondition” o r “desensitize.” I f  the 
patien t can be taugh t th rough  biofeedback to “learn” to
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relax in situations norm ally associated with tension and 
stress, phobias, headaches, and even anxiety itself m ight be 
m inim ized.58 Biofeedback dem onstrates tha t the b arrier be
tween m ind and  body is perm eable. I f  an  individual can be 
tra ined  to exercise control over some bodily functions, self- 
healing and  self-restoration are possible. Furtherm ore, 
biofeedback is no t a skill peculiar to ju s t a few persons. T he 
evidence assembled thus far suggests that everyone can 
“learn” to exercise some degree o f control. A nd the tech
niques are  very simple and  extrem ely inexpensive.

O ne o f  the most puzzling phenom ena is Philippine 
“psychic surgery .” A num ber o f uneducated  healers clus
tered  near M anila have pu rported ly  perfo rm ed  “healings” 
that entirely confound allopathic theory  and  m ost o ther 
healing regim es as well. T h e re  a re  some w ritten reports of 
this m ethod, and  a few films.59 T h e  gist o f  the m ethod is 
simple but nearly incom prehensible to the W estern m ind. 
T h e  psychic surgeon appears to perfo rm  surgery w ithout 
instrum ents and  can, in certain  instances, penetrate  the body 
wall with his hands. T h e  film I have seen, to be com
p rehended , requires a m ajor w idening o f perceptual gates. 
T h ere  are explanations o f  the practice based on theories 
relating to the “astral” o r “spirit” body. T hese are ill-defined 
concepts, b u t they are in the sam e family o f  concepts as the 
“energy” field o r “field o f  m ind” theories. I re tu rn  to this 
subject later, to discuss how the efficacy o f the surgery, if 
th ere  is any, is related  to the patien t’s and  the healer’s belief 
in its efficacy.

O ther exam ples can be draw n from  m ore conventional 
annals. Je ro m e F rank in Persuasion and Healing, 60 a th ough t
ful and  provocative exam ination o f the arts o f  healing, in 
cludes m any illustrations. At Lourdes, for exam ple, millions 
have sought and  some have experienced cures. F rank also 
devotes atten tion  to the healing power o f sham ans, particu
larly in the  A m erican Ind ian  tradition.

A dherents o f  yoga and  m editation have also advanced
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argum ents for the use o f these practices in healing. Studies 
exam ining the physiological im pact o f  H atha yoga reveal 
that yoga practitioners experience weight loss; significantly 
im prove their resp iratory  functions, principally th rough  
lowered rates o f respiration; increase their vital capacity and 
b reath-holding ability; and  develop resistance to physical 
stress.61 T h e  im pact o f  yoga on  health  has even led to a 
medicine based on yogic practices. Steven Brena, M.D., re 
lates its basic tenets in Yoga and Medicine.92

A case fo r m editation has also been m ade— m ore efficient 
respiration, less stress, dim inished use o f drugs, alcohol, and 
stim ulants, and  so on .63 M editation has also found its way 
into m edical care. Dr. Carl Sim onton has m ade efficacious 
use o f  m editative techniques in the trea tm ent o f  cancer pa
tients. His technique is disarm ingly simple. Sim onton first 
teaches his patients how to m editate and then  instructs them  
about their disease process and  the m eans by which the 
body’s natural im m unities resist the cancer. H e then  asks 
them  to m editate on the disease process and  the “attack” on 
the disease by the im m une system. It sounds simplistic and 
perhaps it is, bu t according to Sim onton, for those patients 
who use m editation the prognosis is roughly twice as favora
ble as it is for an o th er patient population  m atched for d e 
m ographics, severity o f disease, and  a ttitude .64

T h e  way medicine is practiced in the U nited States is 
commonly assum ed to be no t only the most scientifically 
p u re  way, bu t also the only way in which m edicine can 
legitimately be practiced. Based on  the historical record  this 
is a false assum ption. T h e re  are m any medical theories and 
m any varieties o f  m edical practice.65 Again, m edicine in 
China illustrates the point. Prior to the n ineteenth  century, a 
traditional system o f medicine was exclusively practiced in 
China. This system relied heavily on  herbal m edicine and 
acupuncture. In  the n ineteenth  century, W estern medicine 
was in troduced  to C hina by missionary doctors who founded  
both medical schools and hospitals on the W estern medical
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model. Over ensuing decades the two systems o f m edicine 
com peted for the loyalty o f both the governm ent and  pa
tients. Today, both systems o f  m edicine practice side by 
side— it is called “walking on two legs” by the Chinese. T he 
W estern m odel is superio r in surgical technique, in achieve
m ent o f  hygienic conditions, and  in the trea tm ent o f  infec
tious diseases that respond to antibiotics. Chinese practice is 
m ore efficacious in the trea tm ent o f  diseases that are 
chronic, degenerative, and psychosomatic; precisely those 
diseases that are the least affected by medical practice in this 
country .66

W hatever the theory, there  seems to be a constant: T he 
most effective healers are time and  self-help. T h e  most 
reflective healers, w hether physicians, natu ra l healers, o r 
chiropractors, acknowledge this. All the healer can do is to 
diagnose and  then  create the conditions, the climate, in 
which healing can take place. But healing requires belief in 
its efficacy. M odern m edicine has systematically shorn  its 
consum ers o f  belief in their recuperative powers. It has 
fostered a pervasive and pitiable dependency. T his is why 
healers operating  outside traditional A m erican medicine 
have always had  a m arginal bu t form idable claim upon the 
loyalty o f  m any o f those who are ill.

T h e  effectiveness o f nonallopathic healing undoubtedly 
varies as m uch as the effectiveness o f m odern  medical prac
tice, and  certainly relies on skills. T h e  need for com petence 
does not vanish outside o f  m odern  medicine. An acupunc
turist m ust possess a finely calibrated skill to “read ” a 
patien t’s body; knowledge o f 365 acupunctu re points and  a 
sensitivity to some 12 d iffe ren t bodily pulses, o r m eridians, 
each with 27 gradations, is required . T his can be contrasted 
with the simple h eart pulse ra te  and  blood pressure readings 
taken by the physician, bu t only in num ber and  kind o f 
readings. Leaving aside efficacy, which can be debated en d 
lessly (and in  the absence o f  hard  com parative data, seldom 
dem onstrated), acupunctu re in the hands o f the skilled prac
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titioner is considerably m ore com plicated than  m uch o f 
m odern  medical practice. At the sam e time, a raw recru it to 
acupunctu re may possess only a lim ited am oun t o f  in form a
tion and  even less skill.

N onallopathic healing cannot be im periously dismissed as 
charlatanism . T h e  range o f com petence and  skill am ong 
such practitioners, as with allopathic healers, is no doubt 
vast. A ch iropractor who seeks to cure a patien t’s back pain 
by ju m p in g  heels first onto the patien t’s back is not necessar
ily a quack, but may be a well-intentioned bungler. Yet even 
on the basis o f  anecdotal inform ation, the healing powers o f 
many such practitioners a re  unm istakable, even if in need o f 
fu rth e r study. It is only a com m entary on the medical care 
research establishm ent that we do  not know m ore.

In  many instances, medicine has refused to acknowledge 
the healing pow er o f  unconventional m ethods. T h e  th e r
apies orig inated  by F. M. A lexander a re  one exam ple.67 T he 
techniques developed by A lexander center on restriction o f 
m usculature. Some o f  the results include reductions in high 
blood pressure, increases in m ental alertness and  regularity 
and  strength  o f respiration, and  alleviation o f circulation 
deficiencies. T h e  efficacy o f  the therapy  has been attested to 
by many com m entators.68 An account o f  A lexander’s tech
niques is found in an article by Nobel prize-winner Nikolaas 
T inbergen , “Ethology and  Stress Disease.”69 T inbergen  re
fers to A lexander’s work as a clear exam ple o f m edicine’s 
refusal to incorporate therapies with power effectiveness 
simply because these therapies do  not fit conventional 
categories.

T h ere  is an irreducible elem ent that distinguishes natural 
healing from  the trea tm ents and  blandishm ents o f  m odern  
medical care. T h e  natural healer, w hether physician o r sha
m an, fosters and  builds upon the confidence and  belief o f  
his patients. T his is a crucial difference. T od ay ’s physicians 
create a climate o f  uncertainty and  dependence and  are 
consequently left with only the tools o f massive intervention
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to effect a cure. Patients’ complicity is seldom  encouraged. 
T hus the m ost fundam ental factor in healing is denied. 
M edicine neither takes patients w here they are, as a 
whole, n o r inculcates tru st in their natu ral resiliency. In 
practice it dictates p ro found  intervention since natu ral re 
cuperation  is neither fostered nor, because tools and  tra in 
ing dictate practice, sufficiently perceived. N atural healers, 
possibly less skilled and  occasionally charlatans, construct 
their cu re  on the preexisting belief o f  the patient in the 
efficacy o f the m ethods used. In  short, they in tu it and trig
ger the paden t’s will to be healthy.

M odern m edicine has successfully isolated and den ig ra ted  
nonallopathic practitioners and  practice. But as m ore people 
tu rn  to o th er strains o f  healing, as often as not because o f 
the failure o f  m odern  m edicine to  heal them , the pressure 
on medicine to  adap t will intensify. Evidence o f the efficacy 
o f acupunctu re alone has focused the attention  o f  consum 
ers on the richness o f o ther traditions of healing, and  on  the 
parochialism , if  no t im poverishm ent, o f o u r indigenous 
practice.

BIOMEDICAL RESEARCH: TH E SEARCH FOR CURES

For 1974, the federal governm ent allocated $1,781,334,000 
for health-related  research .70 T h e  bulk o f the m oney was 
allocated fo r biom edical research—research directed  tow ard 
im proving the physician’s ability to trea t and  cure. O f the 
rem ainder, roughly $70 million was expended  to im prove 
the  service capability o f the medical care delivery system. T o  
those who feel that this is a vast sum  o f money, m edical care 
researchers po int ou t that vastly g reater sums are spent for 
national defense and  security. A lthough a substantial d ispar
ity exists betw een defense and  health  expenditures, there  is 
also a fundam ental similarity: Both spend too m uch money
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fo r the w rong thing. Defense spending  is concentrated  on 
war instead o f  peace, and health  expend itu res on  cures 
instead o f prevention.

Ever since Senator M atthew Neely luridly portrayed the 
ravages o f  cancer in 1928, a continuing them e in public 
policy has been the defeat o f  disease th ro u g h  research. 
Senator Neely used some m em orable phrases:

Mr. President, the concluding chapter o f  A Tale of Two Cities 
contains a vivid description o f  the guillotine, the most 
efficacious mechanical destroyer o f  human life that brutal and 
blood-thirsty man has ever invented.
But through all the years the victims o f  the guillotine have 
been limited to a few hundred thousands o f the people of  
France.
I propose to speak o f  a monster that is more insatiable than the 
guillotine; more destructive to life and health and happiness 
than the World War, more irresistible than the mightiest army 
that ever marched to battle; more terrifying than any other 
scourge that has ever threatened the existence o f  the human 
race. The monster o f  which I speak has infested and still 
infests every inhabited country; it has preyed and still preys 
upon every nation; it has fed and feasted and fattened . . .  on 
the flesh and blood and brains and bones o f  men and women 
and children in every land. The sighs and sobs and shrieks that 
it has exhorted from perishing humanity would, if they were 
tangible things, make a mountain. The tears that it has wrung 
from weeping women’s eyes would make an ocean. The blood 
that it has shed would redden every wave that rolls on every 
sea. T he name o f this loathsome, deadly and insatiable monster 
is “cancer.”71

T h e  issue o f  a cancer cure had not lost its allure by 1971. 
Mary Lasker, a patron  o f  the medical arts, en tered  to u p 
stage the late Senator Neely with these m em orable phrases:

Senator, you and the members o f  the U.S. Senate have the 
opportunity, if  I may say so, seldom given in the lives o f  
men—even Senators— to turn on the power that eventually
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c o u ld  save  th e  lives o f  h u n d r e d s  o f  th o u s a n d s  o f  m e n , w o m e n  
a n d  c h i ld r e n  in  th e  U n i te d  S ta te s  a n d  p a ss  o n  th a t  k n o w le d g e  
a ll o v e r  th e  w o r ld , a n d  th e  n a m e  o f  A m e ric a  w o u ld  b e  b lessed . 

Y o u  a n d  I h a v e  k n o w n  so m e  o f  y o u r  a b le s t  c o lle a g u e s  w h o  
m ig h t  h a v e  b e e n  sa v e d  a n d  th e  m a n y  d e a r  o n e s  in  o u r  ow n  
fa m ilie s  w h o  still c a n  b e  sa v e d  i f  w e w aste  n o  m o re  t im e  a n d  le t 
S. 34  b e  o u r  n e x t  “ m a n  o n  th e  m o o n .” 72

O f course, cancer has not been the only target, even if it is 
the next “moon shot.” O th er d read  targets include afflictions 
o f the heart, liver, eye, and o th er organs; arthritis; and 
sickness in children, m others, and  the psyche. Each has 
elicited a suitable response. T h e  National Institutes o f 
Health and M ental H ealth were created to channel public 
support into health-related  research.

T h ere  is little question about the “benefits” that have re
sulted from  the cum ulative expenditures over the years. 
Countless num bers o f  scientists have im proved and  honed 
the techniques o f treatm ent. A m ong their successes are the 
control o f  infectious diseases and the limitations o f deaths 
due to tuberculosis and  pneum onia.73 B ut there  is a clinker. 
T h e  overw helm ing em phasis in biomedical research has 
been on the cure o f  disease, not its prevention. This is not 
surprising. T h e  two m ajor influences that shaped the federal 
research program  had their stakes in cures, not health. T he 
first, a loosely knit but pow erful consortium  o f private citi
zens, com m ittees, and  foundations, has fervently lobbied 
Congress to spend money to find cures for diseases. This 
lobby was fueled by the already sick and  by relatives and 
friends o f  the already dead. W hat good was prevention to 
those who were sick and  to those who have suffered the 
anguish o f the death  o f som eone who had been “incurably” 
sick?

T h e second m ajor influence w'as medicine itself. W hen 
Congress was willing to listen to appeals for research monies, 
medicine was already yoked to  the curative cart. T h e  schools 
o f public health had been exiled from  the m ainstream  o f
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medicine and  surgeons were ru n n in g  the show then, as they 
do now. Prevention, then  as theoretically p ro fo u n d  as now, 
was an anathem a—the m oney was needed for cures; p reven
tion was a possibility when everyone was cured. Congress 
bought the line and is still buying it. T he “W ar Against 
C ancer” is an enlightening case history.

T h e  dialectic between the Congress, the Executive, and 
the pow erful health lobbies is a fascinating illustration o f the 
clash between rhetoric and reality. S tephen P. Strickland 
chronicles the struggle in Politics, Science, and Dread Disease. 74 
A lthough they d iffe red  on tactics, the relentlessness o f  the 
lobbies and  the “m otherhood” na tu re  o f  the issue com bined 
to make the cancer crusade inevitable. C ancer is second only 
to heart disease as a killer. Estimates in 1973 pegged the 
death  rate at 350,000, augured  the discovery o f 665,000 new 
cases, and predicted  the trea tm ent o f 1,035,000 m ore.75 But 
fo r m ore than a few reasons, the conquest o f  cancer is 
unlikely to be as successful as the conquest o f  the moon.

First, there are doubters. Dr. Salvador E. Luria, head o f 
M IT ’s new cancer center, insists that “any vision o f a crash 
program  prom ising a ‘cancer cu re’ in three, five, o r  ten years 
would be a self-delusion and  a dangerous m isleading o f the 
public.”76 A greeing with Dr. Luria, but m oonstruck with the 
rhetoric su rround ing  the “C onquest o f C ancer Act,” Dr. Sol 
Spiegelm an, D irector o f Colum bia University’s Institute of 
Cancer Research, argues that “an all-out effo rt at this time 
would be like trying to land a m an on the m oon without 
knowing N ewton’s laws o f  gravity.”77

T he second reason is technical. C ancer is not a single 
disease bu t a family o f  disorders. T h e re  a re  th ree  p rom inen t 
types o f cancers: carcinom as, sarcomas, and  m ore gen
eralized form s such as leukem ia and  lym phatic diseases 
— m ultiple myelomas. A nd cancer is prom iscuous in its 
choice o f a site within the body—it can occur alm ost any
where, a lthough it varies in both incidence and  virulence. A 
few cancers can be readily trea ted , b u t o thers are resistant to
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treatm ent, and  still o thers intractable and  even refractory. 
T h e  diffusion o f cancers and  their variability o f response to 
trea tm en t suggests a com plex, even kaleidoscopic agent. If  
this is true, there  is no simple cure for cancer; there  are only 
cures fo r cancers. T h e  conquest o f  cancer then  is not like the 
m oon shot, bu t ra th e r like m ultiple landings on  the planets 
o f the  solar system.

T h e  th ird  reason is the m ost im portant, bu t it is surpris
ingly simple. Assume that cures were discovered for all can
cers, o r at least that cures were discovered tha t pro tracted  
life m ore th an  a few m onths. W ould the problem  o f cancer 
be solved? No. Cancer w ould simply be added  to the list o f 
degenerative diseases which eviscerate life and  the living and 
hasten  a certain death , bu t do not suddenly kill. T h e  d iffe r
ence is like dying instantly in an  autom obile crash, o r having 
life chipped away with a dull hatchet. B ut despite this, the 
rationale fo r the pursu it o f  a cure is that we do not know 
what the cause is. B ut tha t claim— that we do no t know the 
“cause” o f cancer—is simply wrong.

First, because there  are m any cancers, not one cancer, 
there  a re  causes, not a cause. A nd we do know some o f them  
even if  we cannot identify them  all. Cancer is a contem po
rary  disease o f  contem porary  life. It affects people d iffe r
ently d epend ing  on their geography, culture, and  life style. 
In  the U nited States, cancer strikes h ard  in the breast, lung, 
and  colon. In  Jap a n  the stom ach is the target. In  Africa the 
malignancies o f the civilized world are rare, bu t lym phatic 
disorders are com m on, along with cancer o f the m ou th .78

C ancer is a p roduct o f how people live; bu t people can live 
differently . We have scores o f leads on specific causative 
factors: cigarettes an d  foul a ir “cause” lung cancer. Poor 
penile hygiene probably “causes” m ost cervical cancer. An 
array  o f  known carcinogens in the air, in water, and  in o u r 
food can be linked with certain  cancers.79 Yet we persist in 
trying to cure, to the neglect o f research focused on preven
tion. I f  we know that the inhalation o r ingestion o f certain
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m aterials and  m atter is linked with cancer, why is research 
not focused on behavioral changes, substitutes fo r d an g er
ous products, and  sociocultural engineering to m inimize the 
risks? T h e  reason is simple and  absurd: those are no t m edi
cal m atters. Medicine only treats and  cures. Som eone else is 
responsible for the causes. T h e  cause is im portan t only to 
the ex ten t it makes the cure possible. It is exactly like bom b
ing the village to save it.

T h e  budget o f the National Institu te  o f  Cancer does con
tain allocations fo r “prevention ,” approaching  in m agnitude 
allocations fo r curative treatm ent. B ut the budgetary  te r
minology is misleading. T h e  w ord “prevention” has been 
badly treated . Prevention to the physician m eans seeing a 
physician earlier ra th e r th an  later, like having new tires pu t 
on your car before you have a blowout. In  the lexicon o f  
cancer researchers, prevention m eans early exam inations, 
pap sm ears, and  diagnostic X-rays. It does not m ean 
elim inating carcinogens in the air and  in food products.80 
A nd m ore emphatically, it does no t m ean the dissem ination 
o f h ard  inform ation to the public about what is killing them . 
By even conservative estimates, 80 to 85 percen t o f  cancers 
are  “extrinsic”—they originate outside the body.81 Yet 
cancer research hones curative techniques—radical surgery, 
radiation, and  drugs. In  1972, the N ational C ancer Institute 
spent $75 million to test chemicals fo r cancer treatm ent. 
Only four were approved  fo r use on hum ans, at a cost o f  
slightly less than $20 million per agent.82 But drugs seem to 
be the game plan for the fu ture . Dr. G ordon Zubrod, Direc
to r o f  the National C ancer In stitu te’s Division o f Cancer 
T reatm en t, states flatly, “Surgery and  rad iation  have 
reached a dead  en d .”83 So drugs will be the w eapons o f the 
fu tu re , used in com bination with surgery  and  radiation 
therapy. Detroit and  W inston-Salem should be happy.

M odern medical care focuses on disease and  ignores 
health. T h e  “cu re” o f sym ptoms is the objective o f trea t
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m ent. Prevention and  public health  are lean step-children, in 
part because m edicine has chosen cures over prevention, but 
also because the public refuses to force medicine to reassess 
its choice. T he pa tte rn  o f medical practice is m irro red  in 
m edical research. T h e  objective o f most research is iden
tification o f  treatm ents and  cures, not, except in a limited 
way, prevention. In  this sense the research world matches 
the world o f  practice. N either is in terested  in prom oting 
health. Both seek only to elim inate disease. But there  is a 
g reat difference. Based on cu rren t trends, by the year 2000, 
1.2 million new cases o f  cancer will be detected  each year in 
the U nited States, and  about half a million people will die o f 
cancer annually. Most o f  these 1.7 million people are alive 
today, since cancer is largely a disease o f old age. A nd most 
a re  now eating, inhaling, and  d rink ing  the agents that will 
ultim ately kill them . It should be com forting to them  to 
know that in the year 2000 they will have a chance to be 
“cu red ” with new and  refined tools, sophisticated radiation 
equipm ent, and  fresh and  pow erful drugs. A nd while they 
are e ither being “cu red ,” o r are dying, their children and 
their ch ild ren’s children will be eating, inhaling, and  d rink
ing the  same agents tha t killed their parents.
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F o r  w h ic h  o f  y o u , i n te n d in g  to  b u ild  a  to w e r , s i t te th  n o t  d o w n  
firs t, a n d  c o u n te th  th e  c o s t, w h e th e r  h e  h a v e  su f f ic ie n t  to  fin ish  
it?

L u k e  14 :28

Some institutions have trouble learning. T h ro u g h  in terac
tion with th e ir environm ent, organism s and , homologously, 
institutions are  buffeted  by feedback. B ut some absorb the 
inform ation m ore effectively th an  others. T h e  d inosaur did 
not absorb inform ation very effectively. T h e  m edical care 
system is the d inosaur o f  institutions. T h e  resistance o f  the 
medical care system to change, and  the intransigence o f its 
keepers, is legendary. But m edicine m ust change, because 
the society in which it is em bedded  is changing.

“Futurology” is not a science; it is largely in the  realm  o f 
art. Some relatively concrete m ethodologies lend som e preci
sion to projections about the fu tu re , but their application 
does not inevitably result in any g rea ter accuracy than  can 
be achieved with less form al approaches. T h e  noted  
futurologist H erm an Kahn, in his m ajor book, The Year 
2000: A Framework fo r  Speculation on the Next Thirty-Three 
Years, published in 1967, failed even to m ention the possibil
ity o f  “pollution.”1

M oreover, all futurologists have biases about the fu ture . 
T his alone m akes it difficult to conceive o f a p u re  m ethodol

79
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ogy o f futurology. Charles H am p d en -T u rn e r, w riting in 
Radical Man, makes the po int aptly:

the projection o f present trends into the future represents a 
vote o f temporary approval for such trends. Yet the trends 
themselves are the consequences o f thousands o f  individual 
human decisions . . . the decision not to change directions [is] a 
decision. By concentrating upon the technical and material 
aspects o f  these trends, the impression is fostered that things 
“are” like stars and planets around us, so that the “realistic” 
men must humbly subordinate their minds to these physical 
“facts.” . . .
But these projections o f  existing trends are quite unlike the 
physical universe o f  dead objects. They are cultural, political 
and social choices. Men have the capacity to rebel against any 
trend at any time in any place by deciding to stop it or alter its 
direction, or persuade others to do so. . . . the shared expecta
tion that the trend whose direction you oppose will not be 
continued in the future may be politically essential to any 
success in halting or redirecting it.
The obverse is also true. The acceptance o f a trend which is 
implicit in projecting into the future, the gathering together o f  
technical statistics, scholarly opinion, and humanistic concerns 
about what this trend will mean by the year 2000, had the 
inevitable effect of strengthening that trend and making it more certain 
to occur.2

As I have said, o u r approach  to health  will necessarily 
change because o u r views about health  will change—there  
a re  trends and  forces at work that will a lter o u r thinking 
about health. W hat follows is a sam ple o f these trends.

YOUNG AND OLD: CHANGES IN 
AGE COMPOSITION

A pproxim ately 10 percen t o f  the  U nited  States population, 
o r about 20 million persons, a re  age 65 o r older. Tw o factors 
direcdy affect the p roportion  o f  the aged in the population, 
the b irth  ra te  and the  aging process.
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In  1960, the b irth  rate was 23.7 per 1000 people; in 1970, 
the ra te  descended to 18.2.3 Since then  the data show an 
even g reater decline—the num ber o f children p e r family 
declined from  3.5 in 1960 to 2.136 in M arch 1972.4 Dem og
raphers attribute these declines in part to disincentives. T h e  
desire to have a lot o f children is no t great in a society w here 
most children survive to m aturity. T h e  im pact o f  in fo rm a
tion about population pressures provided by the govern
m ent, o r by activist m ovem ents such as Zero Population 
Growth and  the Commission on Population Grow th and  the 
Am erican Fu ture may also be appreciable.5 O n the assum p
tion that children bo rn  in this century  will enjoy a favorable 
prognosis for survival, and  that population stabilization 
program s will flourish, the b irth  rate will probably condnue 
to d ro p  o r will at least plateau. H ence, by the year 2000 and 
in the absence o f  o ther m ajor dem ographic changes, there 
will be relatively m ore o lder persons than  now.6

A second factor affecting the p roportion  o f elders in the 
population is the aging process. Predictions about advances 
in medical science are patently risky, bu t A lexander Com 
fort, a physician and  expert on the aging process, has stated 
that “there  is a real possibility o f a b reak th rough  affecting 
hum an vigor at high ages, o r the hum an life span, o r bo th .”7 
Dr. C om fort elaborates on these points in his book, The 
Process o f Aging.6 He argues that any single palliative such as 
a cure for atherosclerosis, a principal cause o f strokes and 
heart attacks, would result in some persons growing older, 
bu t that the effect on  longevity would not be dram atic. But, 
while a radical lengthening  o f  the  life span is unlikely in the 
absence o f  a p ro fo u n d  re ta rdation  o f the aging process, a 
m ode age in the high 70s o r low 80s m ight occur. Assum ing 
no dram atic life-prolonging technologies, then , the year 
2000 may witness a m uch older population—in absolute 
num bers, a ro u n d  35 million, and  in percentages, perhaps 12 
to 15 percen t o f the population.9

T his will affect medical care in th ree  ways. First, there  are



82 Medicine: a . d .  2000

few geriatric specialists, a lthough there  are hordes o f  pedia
tricians. T h e re  is a geriatric medicine, bu t specialization in 
geriatrics is not com m on. C urren tly  17,941 pediatricians 
practice in the U nited States. Based on an AMA survey, only 
117 physicians o f the 40 percent o f  the physicians who 
responded  to the survey classify them selves as geria
tricians.10 T his m eans that the ratios are one doctor fo r 
every 4300 persons u n d er 19,11 and  roughly one fo r every
67,000 over 65 (based on  a population o f 20 million over 65 
and  extrapolating the survey response to a final figure o f 
300 geriatric practitioners). T h e  ratios will decrease even 
fu rth e r by the year 2000 unless m ore specialists a re  trained  
to deal with the health  problem s o f  the aged.

Second, degenerative diseases o f old age, atherosclerosis, 
heart disease, some cancers, and  m iscellaneous chronic dis
abling conditions like arth ritis  and  rheum atism  are am ong 
the diseases upon  which m edicine has the least im pact.12 
Elders do  incur infectious diseases that can be successfully 
treated , and  their brittle bones can be set if they break, but 
many diseases from  which they suffer can only be tem pered, 
and  their pain can only be m odulated. Medicine has con
tribu ted  to the preservation o f  life, but m edicine can only 
m aintain persons who sustain most illnesses associated with 
aging.

T h ird , m edical care resources are disproportionately allo
cated to those over 65. In  fiscal 1970, the average annual 
medical bill fo r an  aged person was $791, com pared to $123 
for a child and  $296 for those between 19 and  65. T h e  aged 
currently  constitute roughly 10 percen t o f the  population, 
bu t roughly 27 percen t o f  medical care expenditures were 
m ade by and  on their behalf. Public funds, principally M edi
care expenditures, accounted for about 60 percen t.13

W hat do these data mean? T h e  public outlay o f dollars for 
medical care for those over 65 rose rapidly afte r 1966, the 
year M edicare was enacted. Since then, adjusting for popula
tion and  price increases, the annual increase in personal
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health  care expenditures fo r the aged has averaged 9.2 p e r
cent. I f  this increase persists until the year 2000 and  assum 
ing neither a dram atic increase in life span n o r price in
crease (and even assum ing that only 10 percen t o f  the  total 
population will be 65 and  over in the year 2000), the $15.7 
billion now spent fo r medical care fo r the aged will leap to 
$220.1 billion. A nd assum ing a climb from  10 percen t to 15 
percent o f those over 65, with no change in life span and  no 
inflation, expend itu res will reach $336.9 billion. A ttaching 
an inflation ra te o f 6.2 percen t per year, o r roughly the rate 
o f inflation from  1966 to 1970, a bill fo r medical care ser
vices fo r the aged will be delivered in the year 2000 for 
$2,047,000,000,000, or m ore th an  two trillion dollars.14

O f course, the figures exaggerate the increases because 
they are  based on inherently  unstable linear projections. But 
in a rough  sense the figures do show that medical care for 
the aged is very costly, and  will becom e m uch m ore cosdy if 
the public tolerates it. T h e  result is unhappy  in any event, 
since the care that now is provided to the aged is palliative at 
best. A nd this will be the case in the year 2000 unless we 
recognize that the aged need care, bu t n o t necessarily m edi
cal care.

T h e  problem  is cast into sharp  re lie f w hen the nursing  
hom e issue is added. T housands o f aged persons are cu r
rently housed in nursing hom es.15 O thers are w arehoused in 
m ental health  institutions because o f the lack o f nursing 
hom e beds o r o th er places for the poor and elderly. H istori
cally the nursing  hom e has been though t o f  largely as shel
ter. A m ore contem porary  view is that the nursing  hom e 
should be a less elaborate hospital. Many elders need  m edi
cal care, bu t since it is largely palliative, few o f them  achieve 
self-sufficiency. T hey  are kept on the pap o f  the institution 
w here they have been housed. O th er countries, such as 
D enm ark and  Sweden, less influenced by the medical m odel 
and m ore by a mix o f  realism  and  compassion, have been 
successful in springing the elderly from  these institutional
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traps. As long as they are  stacked like so m uch wood into 
institutions, the aged will steadily becom e a m ore deeply 
d ependen t class and  a costly one at that. E ither m edicine 
m ust develop the means to cure the diseases o f old age, a t a 
price that will become exorbitant for genteel bedside m an
ners and prescriptions for bedsores, o r  society m ust reth ink 
how it will care fo r the aged.

All the blam e cannot be placed on medicine. A coherent 
policy fo r the aged has not been form ulated  in this country. 
As a result, the medical care system has become the 
caretaker fo r countless o lder persons whom society chooses 
to ignore. Both nursing  hom es and  m ental health institu
tions count am ong their patients m any who could be better 
(and probably m ore inexpensively) placed elsewhere. An 
elder who is not fully capable o f  self-care should not be 
assigned to a trea tm en t cen ter designed fo r the helpless. 
Medical care and housing for the aged are  not disparate 
needs but ra th e r points along a condnuum  o f need— there  
are those who are  wholly com petent and  those who are 
patendy incom petent. B ut since m edicine only rarely heals 
and  often coarsely m aintains the elderly—hardw are and clin
ical detachm ent are poor substitutes for love and  care—it 
should not be asked to solve all o f  their problems.

S H IF T S  IN  D IS E A S E  P A T T E R N S

T h e  environm ental factors that induce stress are growing in 
num ber. Alvin T offler in Future Shock16 and  Donald Schoen 
in Beyond the Stable State17 discuss some o f these factors. 
Nearly exponential increases in the am ount and  volum e o f 
noise, autom obile traffic, and  related phenom ena are am ong 
the m ajor contributors.

Research on stress, principally by Hans Selye, has unveiled 
a relatively com m on bodily response to stressful conditions. 
Selye refers to it as the “G eneral A daptation Syndrom e.”
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T h e term  “adap ta tion” is used because the body reacts by 
trying to adapt to or resist the th re a t.18

Linkages between stress and  specific diseases have not 
been conclusively established in many cases. However, dis
ease, which m any consider related  to stress, is on the m arch. 
Rene Dubos puts it this way:

C a n c e r ,  h e a r t  d ise a se , a n d  d is o r d e r s  o f  th e  c e r e b r a l  sy s tem  a re  
c o m m o n ly  r e f e r r e d  to  a s  d ise a se s  o f  c iv iliza tio n . S tric tly  s p e a k 
in g , th e  d e s ig n a t io n  is in c o r re c t ,  s in c e  th e s e  d ise a se s  o c c u r  a lso  
a m o n g  th e  p r im it iv e  p e o p le s . S u c h  c h ro n ic  a n d  d e g e n e r a t iv e  
c o n d it io n s  a r e  so  m u c h  m o re  f r e q u e n t  a m o n g  p r o s p e r o u s  p e o 
p les  th a n  a m o n g  p r im it iv e  o r  e co n o m ic a lly  d e p r iv e d  g r o u p s  
th a t  it is ju s t if ia b le  to  sp e a k  o f  “d ise a ses  o f  c iv iliz a tio n .” T h e  
v e ry  u se  o f  th a t  p h ra s e  is tac it a c k n o w le d g e m e n t  th a t  o u r  w ays 
o f  life  m ay  h a v e  n e fa r io u s  e f fe c ts  a n d  th a t  a f f lu e n c e , like  p o v 
e r ty , c a n  c o n s t itu te  a  c a u se  o f  d is e a s e .1 “

T h e  data are supportive. Figure 7 illustrates the n a tu re  o f 
m ortality today as distinguished from  the tu rn  o f the cen
tury. From  1900 to 1967, as a percentage o f all deaths, 
vascular lesions affecting the central nervous system rose 
from  6.2 percent to 10.9 percent, and  diseases o f the heart 
from  8.0 percent to 39.0 percen t (see Figure 7). T hese “dis
eases o f civilization,” to use D ubos’s phrase, do not ju s t rise 
with the population but increase in incidence, controlling for 
population. For exam ple, the increase in the rate per
100,000 population for heart disease ju m p ed  from  137 in 
1900 to 364.5 in 1967, a lthough it is recently trailing o ff (see 
Figure 7).

T he causation is often unknow n, but socioenvironm ental 
stresses can influence the onset o f  disease. T hese factors are 
unlikely to disappear. T h ere  is no reason to assum e that the 
conditions tha t cause stress will abate in the next 30 years. 
O n the contrary, society in the year 2000 will probably be 
m ore ennervating, swifter in pace, noisier, and  m ore belli
cose than it is now. Stress is related  to the pace o f change,
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FIGURE 7 TH E 10 LEADING CAUSES 

AND 1968
OF U.S. DEATHS, 1900

R ank Cause o f
Death Rate 
pe r 100,000 Percentage

O rd e r an<  ̂ Death Population o f  Deaths

1900

Deaths from  all causes 1719 100.0

1. M ajor cardiovascular-renal diseases 345.2 20.0
2. Influenza and  pneum onia 202.2 11.8
3. Tuberculosis, all form s 194.4 11.3
4. Gastritis, duodenitis, en teritis and

and  colitis (d iarrhea) 142.7 8.3
5. Accidents 72.3 4.2
6. C ancer 64.0 3.7
7. D iphtheria 40.3 2.3
8. T yp h o id  an d  Paratyphoid  fever 31.3 1.8
9. Measles 13.3 .8

10. C irrhosis o f the  liver 12.5 .7

1968

D eaths from  all causes 970 100.0

1. Diseases o f  the  h eart 372.6 38.4
2. C ancer 159.4 16.4
3. C erebrovascular diseases 105.8 10.9
4. Accidents 57.5 5.9
5. Influenza and pneum onia 36.8 3.8
6. C erta in  diseases o f  early infancy 21.9 2.3
7. Diabetes mellitus 19.2 2.0
8. Arteriosclerosis 16.8 1.7
9. Bronchitis, em physem a, an d  asthm a 16.6 1.7

10. C irrhosis o f  the  liver 14.6 1.5

Source. U.S. D epartm en t o f  C om m erce, B ureau o f  the  Census, Historical 
Statistics o f the U.S., Colonial Times to 1957 (W ashington, D.C.: U.S. G overn
m ent P rin ting  Office, 1960), p. 26, and Statistical Abstract o f the U.S.: 1972, 
93d ed. (W ashington, D.C.: U.S. G overnm ent Prin ting  Office, 1972), p. 60.

and despite accum ulated evidence o f m an’s inheren t adap
tability, there  may be a ceiling to adaptation. T o  quote 
Dubos again:
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th e  r a te  o f  c h a n g e  is so r a p id  th a t  t h e r e  m ay  n o t  b e  t im e  fo r  
th e  o r d e r ly  a n d  su c c ess fu l o p e r a t io n  o f  th e s e  c o n sc io u s  a n d  
u n c o n sc io u s  a d a p t iv e  p ro c esse s . F o r  th e  f irs t  t im e  in  th e  h is to ry  
o f  m a n k in d ,  th e  b io lo g ic a l a n d  soc ial e x p e r ie n c e  o f  th e  f a th e r  
is a lm o s t u se less  to  th e  s o n .20

T h ere  is o th er supporting  evidence. O ne o f the diseases 
generally though t to be related  to stress is hypertension, o r 
high blood pressure. Cassel and  Leighton write:

S tu d ie s  o n  b lo o d  p r e s s u re ,  fo r  e x a m p le ,  c o n d u c te d  in  m a n y  
c o u n tr ie s  a c ro ss  th e  w o r ld , in c lu d in g  B ra z il, G u a te m a la ,  S o u th  
A frica , E a s te r  I s la n d s , Fiji a n d  th e  G ilb e r t  I s la n d s , a n d  th e  
N ew  H e b r id e s  h a v e  sh o w n  th a t  p o p u la t io n s  liv in g  in  sm all 
co h es iv e  so c ie tie s  “ in s u la te d ” f ro m  th e  c h a n g e s  th a t  a r e  o c c u r 
r in g  in  th e  W e s te rn  in d u s tr ia l iz in g  c o u n tr ie s  te n d  to  h a v e  low  
b lo o d  p re s s u re s  w h ic h  d o  n o t  d i f f e r  in  th e  y o u n g  a n d  th e  a g e d .
In  a  n u m b e r  o f  th e s e  s tu d ie s ,  g r o u p s  w h o  h a v e  le f t  th e s e  
so c ie ties  a n d  h a d  c o n ta c t  w ith  W e s te rn  c u l tu r e  w e re  a lso  e x 
a m in e d  a n d  f o u n d  to  h a v e  h ig h e r  levels o f  b lo o d  p r e s s u r e  a n d  
to  e x h ib i t  th e  fa m il ia r  r e la t io n s h ip  b e tw e e n  a g e  a n d  b lo o d  
p r e s s u r e  f o u n d  in  s tu d ie s  o f  W e s te rn  p o p u la t io n s .21

Variations in hypertensivity also arise within cultures and 
seem in p art due to occupational and  residential mobility. 
Jo b  loss appears to be highly re la ted .22 Cassel and  Leighton 
add:

S tu d ie s  in  th e  U .S . h a v e  d e m o n s tr a te d  th a t  o c c u p a tio n a lly  a n d  
re s id e n tia l ly  m o b ile  p e o p le  h a v e  h ig h e r  p re v a le n c e  ra te s  o f  
c o ro n a ry  h e a r t  d ise a se  th a n  h a v e  s ta b le  p o p u la t io n s ,  a n d  th a t  
s ta b le  r u r a l  r e s id e n ts  h a v e  in c re a s in g  m o r ta l i ty  ra te s  f ro m  
c o r o n a r y  h e a r t  d ise a s e  as th e  c o u n ty  in  w h ich  th e y  live  b e c o m e s  
m o re  u r b a n iz e d .23

H ypertension presents two special problem s to m edicine. 
First, th ere  a re  m any m ore cases o f hypertension than  those 
u n d er treatm ent. I t is a difficult d iso rder to detect because
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most people who have it do  not know it— there a re  no classic 
symptoms. Recent screenings, m any sponsored by local 
H eart Associations, revealed anyw here from  12.5 to 30 per
cent o f  those screened to be hypertensive. T h e  second prob
lem arises from  the treatm ent. For those few who are u n d er 
trea tm ent, the cure is often  worse than  the disease. H yper
tension is generally treated  with a battery o f medications, 
most o f  which have side effects ranging  from  the mildly 
unpleasant to the dow nright noxious. But one fact remains: 
on the average the hypertensive lives 17 years less than  those 
without the condition.24

H ypertension is only one stress-related disease. Research 
on the incidence o f  disease am ong Navy and  M arine per
sonnel is illustrative.25 Based on a longitudinal exam ination 
o f the health  records o f 15 m en, illnesses clustered im
m ediately afte r “life-changes.” T he “life-changes” most 
highly related  to the onset o f illness were loss o f a spouse, 
divorce, im prisonm ent, and  loss o f  a family m em ber. Also, a 
study rep o rted  in 1972 by Holmes and  M asuda linked illness 
with many o f the same factors identified in the study of 
Navy and  M arine personnel.26

Two o th er studies focused on some unique stress condi
tions. In  the first, Kasl and  Cobb sought to link parental 
status anxiety with disease in their children. T h e ir findings 
partially supported  their hypothesis that “status stress” af
fected the health  o f their offspring. W om en with arthritis 
were m ore likely to com e from  families with “high-status- 
stress.” But no relationship was found  between stress levels 
and  arthritis  in m en and  ulcers for both m en and  women. 
T h e  children o f  both sexes from  families with “high-status- 
stress,” however, possessed negative “attitudes” about health. 
T hey tho u g h t they were in poor health, were frequently 
depressed, and  m anifested m ore physical sym ptoms o f anxi
ety and low energy.27

T h e second study suggests that if stress is enough  to get 
one into the  hospital, things m ight get worse. Skipper and
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Leonard found, independen t o f illness, that children hos
pitalized for tonsillectomy and  their m others often  experi
enced heightened stress, including elevated tem peratu re, 
pulse, and blood pressure levels, d isturbed  sleep, and  p ro
tracted periods o f recovery after treatm ent. T h e  hospital 
setting for some then  m ight com plicate ra th e r than  enhance 
recuperation .28

T here  are cost implications as well. C u rren t therapies for 
many o f these diseases—cobalt therapy, h eart surgery, 
hyperbaric cham bers for certain surgical procedures—are 
extrem ely expensive. Biomedical research is itself also very 
cosdy. In  1972, National Institute o f H ealth  expend itu res 
for heart and lung research alone totaled $232,969,000. In 
1974, biomedical research fo r cancer alone reached $589 
million, out o f  a total o f  m ore than  $1.5 billion fo r all 
federally supported  biomedical research.29

T h e point is that the diseases that afflict a given culture 
vary with the social and  physical conditions that characterize 
the culture. C ontem porary  life, because it is so stressful, can 
induce certain  kinds o f disease— in some cases diseases re 
lated directly to stress, like hypertension. In yet o th er cases, 
contem porary  life increases the incidence o f diseases such as 
gastric disorders, heart failure, and perhaps some cancers. 
But there  are some qualifying factors. First, the arg u m en t 
that stress can induce, o r at least heighten, susceptibility to 
disease only indirectly supports the idea that stress-related 
diseases are m ore prevalent today because o f h igher levels o f 
stress. T h e re  a re  persuasive argum ents that stress is g reater 
because life is m ore grind ing  and  m ore ennervating  than  in 
the past. But the studies discussed in this section traced the 
im pact on health o f factors such as divorce, loss o f a spouse, 
and  so on, which are not un ique to contem porary  life. T hus, 
although argum ents about the rise in prevalence o f stress- 
related disease are probably sound, the research su p p o rt is 
sketchy.

A second qualifying note m ight be contained in this ques
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tion, what can be done about stress? Life is com plex and  fast, 
and  nothing can be done about it. This is only partially true. 
It will be difficult to alter the conditions o f life that create 
stress, bu t not impossible. A nd to do so m ight have a real 
payoff. Medicine cannot cure the diseases associated with 
stress, and  the prognosis for miracle cures is not good. If  
this is the case, why not assault the conditions that cause 
stress? T o  do so cannot be that m uch m ore difficult than 
finding cures. I re tu rn  to this issue.

Finally, exam ination o f epidem iological data reveals an 
in triguing fact. N ot only have increases in life span been 
slowing, recent evidence shows a plateau in the life expec
tancy o f  white males over 55 in the U nited States since 
about the mid-fifties, and  stabilization in the rate for the rest 
o f  the population.30 M edicine may no longer ex tend  longev
ity and  may, given the dam age resulting from  the im pact of 
o th er factors, be losing the batde to pro long  life. O u r life 
spans may soon begin to contract.

S E L F -IN F L IC T E D  M O R B ID IT Y  A N D  M O R T A L IT Y

T h e  nu m b er o f injuries from  accidents, controlling for 
population, has rem ained roughly stable over the last 20 
years, although  rate increases have been experienced in 
m otor vehicle use (see Figure 8). But even though  accidents 
are not increasing faster than  population grow th, the toll is 
staggering. M ore th an  120,000 people die in accidents each 
year. Traffic accidents alone account fo r nearly one-half o f 
these deaths. An additional 50 million persons are in jured , 5 
million in au to  accidents. These injuries com bine to consum e 
22 million hospital bed days per year.31 T he Insurance In 
form ation Institu te estim ates that if  cu rren t autom otive use 
patterns persist, 86,000 persons will die in accidents in 1980, 
and  6,460,000 will be in jured. By extrapolation, again based 
on  cu rren t m otor vehicle use, there  will be 200,000 deaths
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annually from  autom otive use alone by the year 2000.32 O f 
course, any m ajor decrease in autom obile use o r significant 
im provem ent in au to  safety in the next 30 years would 
ren d e r these projections unreliable.

T h e  incidence o f injury is linked with age. T h e  young are 
disproportionately  the victims in fatal traffic accidents, and 
accidental injuries and  deaths bear m ore heavily on the 
aged, particularly because o f pro tracted  recuperation. T h e  
confluence o f  increasing accident rates and  increases in the 
num ber o f o lder persons will result in g reater m ortality and v 
m orbidity am ong the aged.33

Between 1940 and  1968, the annual consum ption o f  al
cohol rose from  1.48 gallons per capita to 2.37 gallons per 
capita. Beer consum ption rose from  18.22 gallons to 25.88 
gallons per capita fo r the same period .34 T h e  National Insti
tu te o f  Alcohol Abuse and  Alcoholism points ou t that 68 
percent o f  U nited States citizens drink , and  about 9 million 
Am ericans are e ither alcoholics o r nearly so. T h e  Institute 
refers to alcoholism as the nation’s “largest un trea ted  trea ta
ble disease.”35

Similarly, addictive d ru g  use has steadily increased in re
cent years. T h e  num ber o f  repo rted  addicts in 1971 was 
23,881, as against the average for the period 1953 to 1971 o f 
85 87.36 Finally, evidence o f the link between sm oking and  
lung  cancer has not significantly dam pened  smoking—all 
that has h appened  is a decrease in the ra te o f  increase. And 
according to recent data, it may not make too m uch d iffe r
ence w hether a person  smokes, since a nonsm oker exposed 
to cigarette smoke may suffer some o f the same conse
quences.37

In  the next th ree decades the costs o f medical care will 
steadily rise. Many m ore practitioners will be tra ined ,38 and 
the use o f high technology procedures will increase. D uring 
this same period, deaths from  auto accidents could rise from
56,000 per year to about 200,000, and  the consum ption o f 
distilled spirits sp u rt from  roughly 2.4 gallons to 3.8 gallons
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per capita.39 Aside from  participating in some autom obile 
accidents and  consum ing their share o f  the alcohol, physi
cians will do  little to prevent this loss.

Accidents. Accidents p resen t two in terre la ted  m edical care 
problem s. T h e  first is the paten t inadequacy o f em ergency 
care services. A ccording to the U.S. Public Health Service 
and the National Safety Council, accidental trau m a killed
114,000 persons and  perm anently  im paired 500,000 m ore in 
1971 alone.40 T rau m a is initially handled  by the em ergency 
care subsystem o f  the  medical care system. A rth u r Freese in 
the Saturday Review assessed the adequacy o f em ergency 
services.41 A publication o f  the National Research Council o f 
the National Academ y o f  Sciences, re ferred  to by Freese, 
describes traum a as “the neglected epidem ic o f m odern  soci
ety.” In  Chicago, according to a study conducted by the 
Chicago Hospital Council, an  average o f 804 “em ergency” 
cases a re  transported  to hospitals p e r week in police 
“squadrols”— paddy wagons that also carry d runks and  in
mates. Oxygen is not available to the 35 cardiac cases per 
week, no r to the 51 cases o f seizures/convulsions, no r to the 
21 persons who are unconscious when picked up. In addi
tion, the 179 limb injuries cannot be splinted, nor can the 
200 lacerations be trea ted .42

T h e  em ergency care problem  does no t stem from  inade
quacy o f the medical care provided once the victim reaches 
the hospital (although the em ergency room  is the abatto ir o f 
m edicine—only one ou t o f six hospitals in the U nited States 
staff em ergency facilities with physicians on a 24-hour basis), 
bu t ra th e r from  the services ren d ered  by the freight haulers 
who pick up  the body and  tran sp o rt it to the hospital. For 
exam ple, in a study o f  159 highway fatalities in Michigan, 
discussed by Freese, the investigators concluded that 37 
m ight have survived if  p rom pt and  effective trea tm ent had 
been ren d ered  at the scene o f the accident.43 Unless physi
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cians a ttend  all am bulance calls, which is unlikely, m ore lives 
m ight be saved by im proving em ergency trea tm en t o f 
traum a th an  by spending  m ore m oney on hospitals.

B ut perhaps physicians should  a ttend  all am bulance calls. 
T h e  trea tm ent o f  acutely ill o r  in jured  people is one o f  the 
things m edicine does well. Most studies o f em ergency care 
conclude that lives could be saved if  the in ju red  could be 
b rough t to the hospital sooner.

T h e  em ergency care problem  exemplifies the “boundary  
conditions” o f medicine. T o  test medicine by the test o f  
effectiveness is likely to result in a contraction o f  its 
“boundaries”—lim iting m edicine to what works. But m ed
icine m ight also expand  its boundaries. Em ergency care is a 
leading candidate. O ne reason so m uch dam age is done in 
em ergency situations is that, unlike all o th er m edical care 
settings, there is no single locus o f responsibility. Sometimes 
the police are involved, sometimes the sheriff, and  som e
times bystanders. Sometim es a police am bulance is deployed, 
bu t m ost o f  the tim e a private outfit perform s the run . B ut 
in all cases, m edicine, like the expectant fa ther, sits and  waits 
fo r the patien t to be delivered. In  the m eantim e o ther agen
cies stum ble over each o th er with the life o f  the  victim in the 
balance. This is as tragic as it is foolish. M edicine can save 
and  heal severely in jured  patients and  it could do so by 
taking charge o f  em ergency care.

T h e  second and  larger problem  is not necessarily am ena
ble to medicine. We have not insisted tha t m edical care 
o rien t itself to prevention. In  C hap ter 2, some o f the 
cost-benefit findings relating  to m edical services were dis
cussed. As noted there, crude cost-benefit analyses have 
been constructed com paring  the im pact o f  certain  disease 
control program s. T h e  prevention program s that were 
analyzed involved simple m easures such as use o f seat belts 
and defensive driv ing techniques. A nd a high benefit-to-cost 
ratio  was calculated. T o  fu rth e r illustrate, F igure 9 is draw n 
from  a study by the Jo in t Economic Com m ittee o f the  U.S.
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FIGURE 9 DOLLAR SAVING IN CANCER PROGRAMS COMPARED 
TO OTHER TREATMENT PROGRAMS

Source. The Analysis and Evaluation o f Public Expenditures: The PPB System 
(U.S. Congress, Jo in t Economics C om m ittee, Subcom m ittee on Econom y in 
G overnm ent, 1969).
Note. T h e  cost for m otor vehicles includes th a t o f  program s on use o f  seat 
belts, defensive driving, and  reduction  in pedestrian  injuries.

Congress. As the figure dem onstrates, there  are som e clear 
trade  offs in the costs and  benefits o f various program s. For 
exam ple, if the estim ates by the com m ittee are accurate, is 
the savings o f $3 billion th ro u g h  program s o f driver educa
tion and  safety fo r a cost o f  a few million dollars a better 
social investm ent than  a potential saving o f $8.5 billion 
th rough  trea tm ent o f  cervical cancer at a cost o f $300 to 400 
million? In  the first case the cost-benefit ratio is roughly 
1:1,000 (assum ing a p rogram  cost o f  $3 million); in the 
second it is 1:25. Even though  it costs far less to undertake 
the form er p rogram  than  the latter, I would not want to 
m ake the ju d g m en t to save a driver o r a person afflicted
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with cervical cancer. But m edicine makes that decision every 
day by dragoon ing  the resources to trea t the  latter that could 
be spent for the  form er.

Chemicals. O ne o f every seven patients has a d rink ing  p rob 
lem, according to the Alcohol and  D rug D ependence Clinic 
in M emphis, T ennessee.44 Dr. David H. Knott, medical di
rector o f the clinic, reproaches his fellow practitioners this 
way: “We’ve gotten too hu n g  up  diagnosing alcohol d ep en 
dency in term s o f how m uch an individual drinks, how often 
he drinks, how m any years he’s been drinking. . . . [I]nstead 
we should be m ore concerned with the m ore subtle effects 
that alcohol has on an  individual’s health  and  ability to 
function.” T h e  opportunity  for m edicine to do  m ore may be 
daw ning.45 Today, with a few exceptions, the alcoholic in 
o u r society is classified as a crim inal and  treated  by “dry ing  
ou t.” B ut alcoholism is being steadily decrim inalized and  
alcoholics tran sferred  to the medical care system. A nd al
though we do  not know as m uch as we should about the 
causes and  cures o f  alcoholism, there  are a few therapies 
that appear to work. But effective trea tm en t is seldom  af
forded. Society has refused to pay enough for it, and  an 
insufficient num ber o f physicians have been tra ined  to p ro 
vide it.

T h en  there  are o ther drugs. Alcohol is probably the most 
dangerous; it incapacitates m ore people than  o ther chem i
cals. But while figures are hard  to get, undoubtedly  heroin, 
o ther opium  derivatives, “dow ners,” and  “u p p ers” also ac
count for a substantial am ount o f  m orbidity and some 
deaths as well. T h e  well-publicized deaths o f  public figures 
including Marilyn M onroe, Jim i H endrix , and  Janis Jop lin  
are examples.

T h e  real challenge lies in the design o f program s to deal 
with d ru g  and alcohol use and  dependency. T o  some, like 
Andrew  Weil, society m ust first recognize the “positive” as
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pects o f  d ru g  use, while not necessarily fostering its wider 
use.46 But to m any others, “trea tm ent” and  deterrence are 
the goals, despite the bleakness o f the record.

W hatever the result o f the debate, two things are reasona
bly clear. Alcohol and  d ru g  use are not wholly m edical 
problem s. Many o f the causes o f chemical dependency es
cape m edicine’s grasp as well as its tools. A lthough physi
cians can help, chemical dependency is a “boundary  condi
tion .” But even if  m edicine expanded  its boundaries to em 
brace the millions who a re  now in bondage to chemicals, it 
would fail.

Second, there  is the expense. Approxim ately 120,000 
d ru g  users are curren tly  u n d er treatm ent. I f  they all were 
hospitalized, the cost o f  trea tm en t alone would exceed $4 
billion p er year. In contrast, the trea tm ent o f  addicts 
th rough  m ethadone m aintenance would cost about $160 
m illion.47 Even if  medical trea tm ent w orked as well as 
m ethadone m aintenance, and  we do no t know w hether it 
would, the cost would be roughly 30 times as great. It is one 
exam ple, am ong many, w here the medical solution to a 
problem  is far m ore costly than  o th er solutions.

T h e  issue o f w hether the medical m odel will be deployed 
to deal with problem s o f deviance, like d ru g  abuse, is an 
im portan t issue, particularly because there  is little evidence 
that it will work. But the m ore im portan t issue is how to slow 
dow n the rate o f chemical use. T h e  rates o f consum ption fo r 
m ost drugs, including alcohol, a re  steadily increasing. In  the 
wake o f  those increases come increased health  hazards. A nd 
we encourage the disease—m ore than  $250 million is spent 
p er year to advertise liquor, as p e r capita alcohol consum p
tion inexorably grows. H eroin addiction is almost epidem ic in 
some u rban  areas. A nd even g reater increases are reported  
in the use o f both barbiturates (“dow ners”) and  am 
phetam ines (“up p ers”). T h e  Consum ers Union, in Licit and 
Illicit Drugs, reports  staggering increases.48 Even aspirin use 
has reached  huge proportions. M ore than  20,000 tons o f
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aspirin are  consum ed annually in the U nited States— 225 
tablets per person p er year.49

And beyond those chemicals we willingly and  knowingly 
consum e, th ere  are a host o f o thers secreted in foodstuffs 
and  o ther consum ables which slowly chip away at o u r health. 
F igure 10 contains estim ates o f  the im pact chemicals have on  
health and  life. Using the m axim um  figures, m ore than  50 
percent o f  all deaths in 1967 were linked to chemicals. T he 
data vividly dem onstrate  that a solution to chemical use and  
abuse m ight yield enorm ous benefits. T his th en  is why the 
real question is not what “m odel,” crim inal, m ental o r m edi
cal, is used to “trea t” those who are chronically addicted, but 
ra th e r what can be done about the  causes o f chemical abuse.

THE ENVIRONM ENT AND ITS ENEMIES

T h e  Club o f Rome, a g ro u p  o f academicians, statesm en, 
philanthropists, and  concerned nonspecialists, issued its first 
rep o rt in 1972 as a p a rt o f  its continuing exam ination o f  the 
“predicam ent o f  m ankind .” T h e  m ajor conclusion in its re 
port, The Limits to Growth,50 is that “if  the presen t grow th 
trends in world population, industrialization, pollution, food 
production  and  resource depletion continue unchanged, the 
limits to grow th . . . will be reached some tim e within the 
next 100 years.”51

Assum ing the Club o f Rome is w rong, o r at least slightly 
o ff target, most o f  us will survive the im pending  ecological 
catastrophe. But we will suffer the ravages o f environm ental 
degradation  nevertheless, as will o u r heirs. T h ere  is a sub
stantial am ount o f  theory  on this subject which is systemati
cally being supported  by research. Despite the research, the 
grow th issue rem ains highly controversial.52 But an  unm is
takable fact is that o u r environm ent is being p lu n d ered  and, 
new technology notw ithstanding, conditions will worsen in 
the next few decades.
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A lthough nearly all experts acknowledge the ecological 
price exacted by developm ent, m ost o f  the argum en ts can be 
p lotted  along two dim ensions. A long the first, experts range 
them selves on the question o f  the degree o f  pollution, now 
and  in the fu tu re . T h e  polar positions a re  occupied, respec
tively, by those who believe the ea rth ’s resources to be nearly 
inexhaustible and  those who forecast inescapable disaster. 
T h e  Club o f  Rom e m eets near the  latter pole.

A second dim ension  concerns w hether cu rre n t tren d s can 
be reversed  by the application o f  new technology to u n d o  
w hat has been  done. N eo-L uddites occupy one pole, while 
apologists fo r  industry  stand  at the o th er. T o  quo te  fo rm er 
P residen t N ixon on the subject, the  solu tion  to the en v iro n 
m ental crisis is to rely on  “the  sam e reservo ir o f  inventive 
genius th a t c rea ted  . . . p roblem s in  th e  first p lace.” But 
B arry  C om m oner, in The Closing Circle, m akes the case tha t 
new  technology can n o t be h arn essed  to cu re  w hat old  tech 
nology has p u t a su n d e r.53 A lthough  C o m m o n er recognizes 
th a t som e technological h a rd w are  m igh t be used  to  curb  
som e po llu tion , he isolates fau lt in the  very h e a rt o f  the 
science which nourishes technology:

T here is, indeed, a specific fault in our system of science, and 
in the resultant understanding of the natural world which, I 
believe, helps to explain the ecological failure of technology. 
This fault is reductionism, the view that effective understand
ing o f a complex system can be achieved by investigating the 
properties of its isolated parts. The reductionist methodology, 
which is so characteristic of much of m odern research, is not 
an effective means of analyzing the vast natural systems that 
are threatened by degradation.54

T h e  rem ed y  seem s to  lie bo th  in th e  stab ilization  o f  
g ro w th  itself, w ith  selected  red u c tio n s  a n d  tran sfo rm a tio n s  
o f  specific p rocesses, practices, a n d  p re fe re n ces , a n d  in  the 
ap p lica tio n  o f  a p u rified , holistic techno logy . H ow ever, th e re  
is little  likelihood  tha t th e  rad ical ch an g es  in life style th a t
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would be necessary to achieve stable growth will occur in the 
next 30 years. M oreover, even assum ing the brake is vigor
ously applied  in the U nited States, grow th will continue 
unchecked elsewhere in the world. T his, in simple form , is 
G arre tt H ard in ’s “tragedy o f the com m ons.”55 C om m oner 
and  H ard in  are no t alone in this view. T h e  Club o f Rome 
and  o thers have reached  the sam e conclusion.

The Environment and Health. T h e  causes o f cancer su rround  
us. I t is easier to treat a cut, set a bone, o r rem ove a diseased 
organ  th an  to elim inate carcinogens in the air we breathe. 
We can try to do both bu t there  a re  costs and  trade offs, and 
today we stress trea tm ent o f the  sick and  neglect the cure o f  
conditions th a t induce sickness. O ne o f the simplest ways to 
dem onstrate  the po int is to exam ine the differences in m or
tality fo r people with d ifferen t habits. F igure 11 speaks for

FIGURE 11 DAYS LIFE EXPECTANCY LOST PER 65 YEARS 
EXPOSURE

Fallout from  all atom ic w eapons tests to  date - 1 .2  days
Cosmic rays, sea level -22  days
W earing lum inous dial watch —26 days
Cosmic rays, 5000 feet - 3 3  days
Living over sedim entary  rock - 5 0  days
Medical an d  d en ta l X-rays — 64 days

and m ore
Living over granitic rock —94 days
Living in brick o r  concrete  hom es —100-200 days
Use o f  antibiotics, w hen necessary + 730 days
25% overw eight -1 3 0 0  days
Living in the  city (in con trast to ru ra l living) — 1800 days
Sedentary, in con trast to  an  active life - a b o u t  1800 days
Sm oking, one  pack pe r day -3 3 0 0  days
Diabetes, insulin controlled — 3600 days

W om en, in con trast to  m en, will gain 1100 days
M arried people will live longer th an  single people by 1800 days

Source. Data from  th e  A m erican H eart Association an d  the  D epartm en t o f 
H ealth , E ducation, an d  W elfare.
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itself; it illustrates what Robert R ushm er, a physician now at 
the University o f W ashington B io-Engineering Laboratory, 
calls “sui-sickness,” disability and  even death resulting from  
suicidal impulses.

Environm ental factors— polluted air and  water, noise, 
stress—are the most im p o rtan t determ inants o f ill health. I f  
this is so, and  if environm ental conditions linked to  health  
worsen over the next 30 years, the fu tu re  prom ises m ore 
business for physicians but poorer health  fo r everyone. Pol
lutants induce a wide range o f  biological effects in m an that 
are  generically and  collectively term ed  “toxicity.” Acute or 
chronic toxicity may be m anifested in fetal, neonatal, 
perinatal, childhood, o r  adult life; the effects range from  
im pairm ent o f  functioning to death. C ancer, b irth  defects, 
and  m utations, am ong o ther afflictions, are caused by en 
vironm ental pollutants. A nd tragically, sustained exposure 
to new synthetic chemicals and  their by-products in o u r  air, 
water, and  soil may result both in intensification o f known 
diseases and  the discovery o f still o thers.56

B ut th ere  are gaps in o u r inform ation— m ore is known 
about certain  pollutants than others. Nevertheless, as a gen
eral proposition, environm ental pollution creates th ree  
health  hazards. T h e  first is cancer. W hile no t conclusive, 
there  is growing recognition that the m ajority o f cancers are 
due to  chemical carcinogens in the environm ent. T h e  pan
dem ic incidence o f lung  cancer in the U nited States and 
England has been unequivocally linked with smoking, al
though  air pollution is a contributing factor. T he m astication 
o f betel nuts and  tobacco leaves results in the high incidence 
o f oral cancers in Asia (oral cancers rep resen t 35 percen t o f 
all cancers in Asia, bu t only 1 percen t in Europe). Samuel 
Epstein, a bacteriologist and  sociologist, adds:

T h e  h ig h  in c id e n c e  o f  liv e r  c a n c e r  a m o n g  th e  B a n tu  a n d  in
G u a m  is p ro b a b ly  d u e  to  d ie ta ry  c o n ta m in a tio n  w ith  a f la to x in ,
a  p o te n t  f u n g a l  c a rc in o g e n , a n d  to  e a t in g  C y c ad  p la n ts ,  c o n -
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ta in in g  a z o x y g lu c o s id e  c a rc in o g e n s ,  re sp ec tiv e ly . T h e  h ig h  in 
c id e n c e  o f  g a s tr ic  c a n c e r  in  J a p a n ,  I c e la n d  a n d  C h ile  h a s  b e e n  
a s so c ia te d  w ith  h ig h  d ie ta ry  in ta k e  o f  fish ; su g g e s t io n s  h a v e  
b e e n  m a d e  im p lic a t in g  n i tro s a m in e s ,  fo r m e d  b y  re a c tio n s  b e 
tw e e n  s e c o n d a ry  a m in e s  in  fish  a n d  n i tr i te  p re s e rv a t io n s .  T h e  
h ig h  in c id e n c e  o f  c a n c e r  o f  th e  e s o p h a g u s  in  Z a m b ia n s  d r in k 
in g  K a ch a su  sp ir i ts  m ay  b e  r e la te d  to  its h ig h  n i tro s a m in e  
c o n ta m in a tio n .  A w id e  r a n g e  o f  o c c u p a tio n a lly  in d u c e d  c a n c e rs  
is a lso  w ell re c o g n iz e d . T h e s e  in c lu d e  b la d d e r  c a n c e r  in  th e  
a n il in e  d y e  a n d  r u b b e r  in d u s try ,  lu n g  c a n c e r  in  u r a n iu m  m in 
e rs  o f  C o lo ra d o  a n d  in  w o rk e rs  in  n i tr o g e n  m u s ta r d  fa c to r ie s  
in  J a p a n ,  n a sa l s in u s  c a n c e r  in  w o o d  w o rk e rs . P le u ra l a n d  
p e r i to n e a l  m e s o th e l io m a s  in  a sb e s to s  w o rk e rs , a n d  sk in  c a n c e r  
in  sh a le  o il w o rk e rs .57

A second hazard is m utagenicity, m utations due  to chem i
cal in terference with the genetic process. Radiation was the 
first suspect. Since then  the list has grown, and  while the 
causal link is not com plete, the likelihood o f m utations 
th rough  expanded  use o f  m utagenic agents is clear. M uta
tions can be e ither dom inant, such as early fetal death  o r 
abnorm ality, retinoblastom a, and sterility, o r recessive as in 
the case o f  albinism, some anem ias, and  phenylketonuria. 
U nfortunately , the im pact o f recessive m utations is not only 
d eferred  but may spread over many generations. A bnor
malities may also include heightened susceptibility to 
leukem ia, cancers, and  alterations in sex ratios.58

T h e dangers o f  m utation have been understa ted  despite 
the evidence already available. Only recently has the role o f  
genetics in disease been adequately recognized. Jo shua 
Lederberg, a geneticist, reflects o u r cu rren t understand ing  
o f the relationship between genetics and health  this way:

I f  w e  g ive  p r o p e r  w e ig h t to  th e  g e n e tic  c o m p o n e n t  o f  m a n y  
c o m m o n  d ise a se s  w h ich  h a v e  a  m o re  c o m p le x  e tio lo g y  th a n  th e  
te x tb o o k  e x a m p le s  o f  M e n d e lia n  d e fe c ts , w e c an  c a lc u la te  th a t  
a t le a s t  25  p e r c e n t  o f  o u r  h e a l th  b u r d e n  is o f  g e n e tic  o r ig in . 
T h is  f ig u re  is a  v e ry  c o n se rv a tiv e  e s t im a te  in  view  o f  th e  g e 
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n e tic  c o m p o n e n t  o f  su c h  g r ie f s  a s  s c h iz o p h re n ia ,  d ia b e te s , 
a th e ro s c le ro s is ,  m e n ta l  r e ta r d a t io n ,  e a r ly  se n ility  a n d  m a n y  
c o n g e n ita l  m a lfo rm a t io n s .  In  fa c t, th e  g e n e tic  fa c to r  in  d ise ase  
is b o u n d  to  in c re a s e  to  a n  e v e n  la rg e r  p r o p o r t io n ,  fo r  as we 
d e a l w ith  in fe c tio u s  d ise a se  a n d  o th e r  e n v iro n m e n ta l  in su lts , 
th e  g e n e tic  leg a cy  o f  th e  sp e c ie s  will c o m p e te  o n ly  w ith  t r a u 
m atic  a c c id e n ts  as th e  m a jo r  fa c to r  in  h e a l th .5(1

T h e  th ird  hazard  goes by the in triguing nam e o f  “tetra l
ogy,” structural abnorm alities usually recognizable shortly 
afte r b irth  and  causing both disability and  death . A slighdy 
b roader definition includes abnorm alities o f p renatal origin. 
T h e  most notorious exam ple o f  a tetralogical abnorm ality 
was the thalidom ide disaster o f  1962.

A swelling body o f  research is focused on these m ajor 
health hazards. A sum m ary o f some o f the  work shows that 
there  is epidem iologic sup p o rt for a causal relationship be
tween air pollution and  lung  cancer. T h ere  a re  m arked re
gional differences in lung cancer mortality related to 
increased urbanization and to increased levels o f organic 
pollutants in the a ir.60 T hus, h igher lung cancer rates in 
urban  areas cannot be explained only by factors such as 
sm oking o r occupation. In a survey com pleted in 1958, the 
lung  cancer rate in the U nited States, standardized for sm ok
ing habits and  age, was 39 per 100,000 population in rural 
areas and 52 per 100,000 in cities with populations in excess 
o f 50,000.61 Similar surveys in England confirm ed the 
significance o f the urban  factor.62

T h e research on environm ental health hazards points to 
the following:

•  Based on estim ates m ade by the National Institu te o f 
Environm ental H ealth Sciences in 1970, the health cost 
to the U nited States for disease caused by environm en
tal misuse was $35 billion per year, o f  which $10 billion 
was spen t for trea tm en t o f  disorders. T h e  rem ainder 
represen ted  lost wages and  services.
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•  T h e  link between the inhalation o f smoke and  lung 
cancer63 and  em physem a was found as early as 1819.64 
W ith respect to lung  cancer, the Public H ealth  Service 
rep o rted  in 1967 that “for the  bulk o f the population 
. . . the im portance o f cigarette sm oking as a cause o f 
broncho-pulm onary disease is m uch g rea ter than  that 
o f atm ospheric pollution o r occupational exposures.” 
T h e  same publication treats h eart disease with this 
gingerly language: “there is increasing convergence o f 
m any types o f  evidence concerning cigarette sm oking 
and  coronary h eart disease which strongly suggests 
tha t cigarette sm oking can cause death from  coronary 
heart disease.”65 Subsequent PHS publications are 
m ore fo rth righ t in their conclusions. In  later reports 
sm oking and  air contam inants are linked to chronic 
bronchitis, em physem a, spontaneous abortion, neo
natal fatalities, lip and th roa t cancer, and  o th er p rob 
lems. An in the 1973 report, still an o th er problem  is 
highlighted— fetal and  in fan t risks as consequences o f 
sm oking by p reg n an t wom en.66

• Some recent studies on smoke and  o th e r particulate 
inhalation show that environm ental pollution may be a 
g rea ter con tribu to r to pulm onary disease and  lung 
cancer than  smoking. A lthough sm oking is far from  
discounted as a factor, o ther things may be able to kill 
faster.67

•  In  the late 1800s, Pettenkofer linked health status with 
m unicipal water and  sewage systems. Tuberculosis, 
cholera, and typhoid, am ong o ther diseases, were soon 
b rough t u n d er control by simple sanitary expedients. 
In M unich, w here Pettenkofer im plem ented his sug
gestions, the death  rate from  typhoid d ro p p ed  from  
150 deaths per year in 1871 to 14 in 1875.

•  In  1962, Rachel Carson in Silent Spring68 triggered 
w idespread attention to the traces o f organic pesticides
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now found in everyone alive on this planet. All o f  the 
potential disease im plications are no t yet known.

•  C holesterol levels in the hum an bloodstream  derived 
from  dietary habits have been linked with h eart dis
ease, although the exact relationship has not yet been 
explicated.69

•  Studies o f  the im pact o f  congestion on anim als have 
been done and  inferences draw n about both the physi
cal and  m ental health o f hum ans. A lthough little 
definitive knowledge has em erged, Jo h n  C alhoun’s in 
vestigations o f  ra t behavior are disturbing. U nder con
ditions o f overcrow ding, the ra t colonies became, in his 
words, “behavioral sinks.” A m ong the abnorm alities 
C alhoun witnessed were bodily aggression; endocrinal 
disturbances, particularly affecting procreation; and  
cannibalism . O ne factor distinguishes C alhoun’s re
search from  o ther studies on congestion: in his exper
im ents, the rats were given “space” in which to relieve 
the pressures o f overcrowding, bu t they refused  to 
disperse— their boundaries were psychological, not 
topographical.70

•  T h e  relationship between noise levels and  health  has 
been explored. T entative results reveal that noise alters 
endocrinal, cardiovascular, and  neurologic functions.71 
In  one study, a h igher rate o f psychiatric admissions 
was associated with aircraft noise.72 In  his book The 
Tyranny o f Noise, R obert B aron states:

N o ise , a t  e v e n  m o d e r a te  leve ls, fo rc e s  a  sy s tem ic  r e 
s p o n s e  f ro m  th e  to ta l  o rg a n is m . I t  is n o t  o n ly  th e  se n se  
o f  h e a r in g  th a t  is in v o lv e d . W h a t is a lso  in v o lv e d  is w h a t 
h a p p e n s  a f te r  th e  b r a in  re ce iv e s  th e  s o u n d  s ig n a l. T h e  
b r a in  p lac es  th e  b o d y  o n  a  w a r  fo o tin g . T h e  r e p e t i t io n  o f  
th e s e  a le r ts  is e x h a u s tin g . I t  d e p le te s  e n e rg y  leve ls in  th e  
v o lu m e  o f  th e  b lo o d  c irc u la t io n ;  it p lac es  a  s t r a in  o n  th e  
h e a r t ;  it p re v e n ts  r e s to ra t iv e  s le e p  a n d  re s t;  it h in d e r s
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c o n v a le sc e n c e ; it c a n  be  a fo rm  o f  t o r tu r e .  I t  c an  so 
w e a k e n  th e  b o d y ’s d e f e n s e  m e c h a n ism s  th a t  d ise a se s  can  
m o re  re a d ily  ta k e  h o ld . T h e  o rg a n is m  d o e s  n o t  a d a p t  to 
n o ise ; it b e c o m e s  e n u r e d  a n d  p ay s a p r ic e . T h e  p r ic e  o f  
th is  “a d a p ta t io n ” is in  i ts e lf  a  h a z a rd  to  h e a l th .73

B aron suggests that the frequency o f sound waves is a 
possible explanation for m uch o f the debilitation 
linked with noise. C ertain sound-wave frequencies 
seem to be associated with illness in those exposed to 
the sound. As one exam ple, B aron recounts Russian 
research that dem onstrates irregularities in heart func
tion in workers exposed to sound within the 85 and 
120 decibel frequency.74 Why else a re  signs posted 
outside hospitals instructing passersby to keep quiet?

•  A ccording to the U.S. B ureau o f C om m unity En
vironm ental M anagem ent, 14,000 instances o f  rat bites 
were rep o rted  in 1970, together with 6000 cases o f 
rep o rted  disease associated with ra t infestation. And 
yet Congress refuses to im plem ent effective ra t control 
program s.

•  Barry C om m oner has estim ated that radiation fallout 
has “probably caused about 5,000 defective b irths in 
the U.S. population and  about 86,000 in the world 
population,” u p  to 1963.75 O ther dangers associated 
with radiation include X-rays (how m any children have 
been unnecessarily exposed to radiation in shoe stores 
th ro u g h  the use o f  portable X-ray machines?), therm al 
pollution from  water used to cool nuclear reactors, and 
even airp lanes.76

•  A survey o f vacationers at E uropean  beaches con
ducted  by Test-Achats, a consum ers’ guide published in 
E urope, revealed tha t vacationers were twice as likely 
to contract a disease if they swam.77 Many rivers in the 
U nited  States, particularly the Ohio, the Potomac, and 
parts o f the Missouri and Mississippi are equally 
dangerous. But natu ral waters are not the only prob
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lem. T h e  water systems o f  Ames, Iowa; Evansville, 
Florida; Dade County, Florida; and  D uluth, M innesota 
have been found to contain dangerous chemical con
tam inants in am ounts in excess o f  safe levels.78

• T h e  effect o f  m ercury  ingestion on  health  has been 
relatively well established,79 as has the im pact o f  at least 
4 o f  the 22 airborne metals that have been detected .80

•  T he findings o f an 18-year study reflect a 32 percent 
increase in deaths from  cancer am ong U.S. blacks, as 
opposed to  an increase o f only 3 percent for whites. 
A lthough the cause may be m ultifold, the rep o rt con
cludes that “g rea ter exposure to environm ental car
cinogens m ust be suspected as the main cause fo r the 
faster increase o f the black cancer m ortality.”81

•  T h e  greatest single p red ic tor o f  longevity is not the 
fidelity o f a patien t to a physician, but job  satisfaction. 
T h e  am oun t o f debilitation from  job  dissatisfaction is 
staggering.82 T his issue is taken up  again later in this 
chapter.

•  “Plum bism ” is the catchy term  used by physicians to 
re fer to lead poisoning. This dem onstrably preventable 
disease, contracted  chiefly from  exposure to lead-based 
paint on housing surfaces, affects from  10 to 25 p e r
cent o f  children who live in urban  slums. O f these, 
2 to 5 percent have the signs o f poisoning, which leads 
to perm anen t brain dam age.83

•  T h e  consum ption o f a large am ount o f coffee may be 
linked with heart disease.84

•  Finally, in a com prehensive review o f  the lite ra tu re  on 
the relationship between air pollution and  hum an 
health, Lave and  Seskin state:

T h e  s tu d ie s  sh o w  a c lose  a sso c ia tio n  b e tw e e n  a ir  p o l lu t io n  a n d  
ill h e a l th .  T h e  e v id e n c e  is e x tr e m e ly  g o o d  fo r  so m e  d ise a ses  
(su ch  as b ro n c h it is  a n d  lu n g  c a n c e r)  a n d  o n ly  su g g e s tiv e  fo r  
o th e r s  (su ch  as c a rd io v a s c u la r  d ise a se  a n d  n o n r e s p i r a to r y - t r a c t  
c a n c e rs ) . . .
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Lave and  Seskin go on to draw  some specific implications 
fo r health. T hey  conclude that m ortality from  bronchitis 
would be lowered by roughly 50 percen t if air pollution were 
lowered to levels curren tly  prevailing in urban  areas with 
relatively clean air. As to lung  cancer, approxim ately 25 
percent o f  the m ortality could be avoided by a 50 percent 
reduction  in air pollution. T h e  price we pay in poor health is 
about $33 million p er year.

A ccording to Lave and Seskin, the studies also show rela
tionships betw een all respiratory  diseases and  air pollution. 
A bout 25 percen t o f all m orbidity and  m ortality due to 
respiratory  disease could be elim inated by a 50 percent 
abatem ent in air pollution. Since the annual cost o f  resp ira
tory disease is $4887 million, the am ount saved by a 50 
percent reduction  in air pollution in m ajor urban  areas 
would be $1222 million. O f course, estim ates o f  savings can 
be m isleading. It is tru e  that resources m ight be saved if the 
program s suggested by Lave and  Seskin were im plem ented. 
But to estim ate the actual savings, the additional costs o f  
establishing the program s m ust be added  to the calculation.

T h e re  is also evidence that over 20 percen t o f  the deaths 
due to cardiovascular disorders could be avoided if  a ir pollu
tion were reduced  by 50 percent. T h e  savings m ight be $468 
million per year. Finally, Lave and  Seskin po int to evidence 
connecting all m ortality from  cancer with air pollution; they 
then  estim ate that 15 percent o f  the costs o f  cancer could be 
saved by a 50 percen t reduction in air pollution—o r a total 
o f  $390 million per year.85

Lave and  Seskin’s work is corroborated  by research done 
by Ronald Ridken. R idken estimates, very conservatively, 
that 18 to 20 percent o f  the roughly $2 billion spent on 
trea tm ent o f  respiratory  diseases could be “saved” if  the 
quality o f air was im proved.86

O n top o f  these dangers, there will be deferred  effects. T o 
quote Dubos again:
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It is probable that continued exposure to low levels of toxic 
agents will eventually result in a great variety o f delayed 
pathological manifestations, creating more physiological misery 
and increasing the medical load. The point o f im portance here 
is that the worst pathological effects of environmental pollu
tants will not be detected at the time of exposure; indeed they 
may not become evident until several decades later. In other 
words, society will become adjusted to levels of pollution 
sufficiently low not to have an immediate nuisance value, but 
this apparent adaptation will eventually cause much pathologi
cal damage in the adult population and create large medical 
and social burdens.87

MENTAL AND EMOTIONAL DISORDER

In  1962, th e  resu lts o f  th e  M idtow n M anha ttan  study  w ere 
a n n o u n c ed .88 A m ong  th e  find ings was tha t the d eg ree  o f  
psychiatric d iso rd e r in the institu tionalized  po p u la tio n , th a t 
is, those u n d e r  trea tm en t, was m atched  in th e  g en e ra l p o p u 
lation.

T h e  M idtow n study is one o f  m any studies seek ing  to  peg  
the  d eg ree  o f m ental illness in th e  popu la tion , as d istin 
guished  from  exam ination  o f  institu tionalized p o p u la tions.89 
T h ese  studies, which a re  generally  re fe rre d  to  as psychiatric 
epidem iology research , ostensibly establish a baseline from  
which relative levels o f  m ental an d  em otional d iso rd er can 
be de term in ed . H ow ever, th e re  a re  two severe lim itations. 
T h e  first is, assum ing th a t a baseline can be fixed, in  the 
w ords o f  th ree  investigators, C ooper, Fry, and  Kalton, that 
“th ere  has been  a d ea rth  o f  longitudinal studies o f  psychiat
ric illness in the com m unity .”90 T h is  lack, o f  course, m akes it 
difficult to m easure levels o f  m ental illness over time. A 
study u n d ertak en  by C ooper et al. a ttem p ted  a rem edy— 
4000 patients were followed fo r seven years. Seven years is 
probably no t sufficient to  perm it inferences abou t long-term  
trends, bu t the study revealed that m ean prevalence rates o f
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psychiatric d iso rder over the seven-year period were consis
tently h igher than  at the beginning of the project.

T he second lim itation arises from  problem s with 
definition and  classification. T h e  classic studies—the Mid
town work, the study o f New Haven by H ollingshead and 
Redlich, the Lem kau et al. work in Baltim ore, and  A lexan
d e r L eighton’s research in Nova Scotia—conflict. T h eir 
findings show a disparity o f 8 per 1000 to 815 per 1000 cases 
o f “m ental illness.”91 Much o f this variation is undoubtedly 
due to varying definitions o f “m ental illness.” U nfortunately, 
psychom etric testing, which could generate h a rd e r num bers, 
is apparen tly  too em bryonic. Reliance on institutional census 
data is also misplaced. In M innesota, for example, the census 
in state hospitals has fallen from  a peak o f  11,800 persons to 
2400 in 1972. T his neither means the M innesotans are  m ore 
healthy, nor that the incidence o f m ental illness generally is 
decreasing. R ather, the figures can be explained as the result 
o f the initiation o f com m unity-based trea tm ent program s 
and the shift o f  m any aged persons to long-term  care 
facilities.

T h e  theory  is conflicting as well. Harvey W heeler, a Senior 
Fellow at the C enter for the Study o f Democratic Institu
tions, in an unpublished paper, “T he M orbid Society,” offers 
an argum en t that m ental illness is increasing. His argum ent 
rests on some untested  premises: that m odern society p re
serves its defectives; that the nuclear (or “m olecular,” to use 
his term ) family breeds m ental illness in a kind o f cybernetic 
way th rough  m utual adaptations to pathology in one 
m em ber; and, finally, that the idleness o f the young through  
d eferred  “rites o f passage” induces neurosis. He concludes 
that “contem porary  Am erica may be the first society in his
tory to be com posed alm ost entirely o f  em otionally disturbed 
persons.” I f  W heeler is right, things will not get any better 
by the year 2000.

Some o f the o th er argum ents supporting  the proposition 
that m ental illness is increasing are analogous to those m ar
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shalled to dem onstrate  increases in cardiovascular disease: 
m ore stress, m ore congestion, m ore dom estic strife, m ore 
and faster change, and  so on. And there a re  some data 
relating these conditions and  m orbidity. Some studies, re 
fe rred  to earlier, have established linkages between critical 
life events, such as m arriage, divorce, loss o f job , and so on, 
and the onset o f illness.92

A final line o f  a rgum ent is offered  principally by e th 
nologists and  anthropologists, including Lionel T iger, Des,- 
m ond M orris, Robert A rdrey, and  K onrad L orenz.93 A 
com m on feature o f their thinking is that in h eren t defects 
exist in o u r genetic m achinery which lead to aberran t and 
possibly destructive behavior. Lorenz amplifies his th inking 
in his latest book, Civilized M an’s Eight Deadly Sins.94 A rth u r 
Koestler stakes out some o f  the same ground  in The Ghost in 
the Machine.95 In  Koestler’s view, an in h eren t defect, the 
ghost in the m achine, may cause m an to destroy himself. 
N one o f  these theories attem pts to peg specific levels o f  
m ental illness. Rather, in all cases the forecast is that the 
deficiencies coded into the hum an species will play them 
selves out in ensuing years.

Srole is m ore optimistic in his analysis o f  the Midtown 
findings:

I f  w e  w e re  r e q u ir e d  to  v e n tu r e  a  p ro b a b il i ty  e s t im a te  o f  th e  
m e n ta l  h e a l th  c o n se q u e n c e s  (o f  o u r  e x a m in a t io n  in  “ M id 
to w n ”), w e w o u ld  o f f e r  th is  as o u r  m o s t g e n e ra l  e x tr a p o la t io n :  
w e ig h in g  th e  p r im a r y  g a in s  a n d  s e c o n d a ry  e f fe c ts  . . . s u g g e s ts  
a  lik e ly  n e t  e f fe c t  o f  la rg e -sc a le  im provem ent in  th e  o v e ra ll  m e n 
ta l h e a l th  c o m p o s it io n  o f  th e  A m e r ic a n  p o p u la t io n .96

In  part, Srole prem ises the ex trapolation  on the easing o f 
conditions which presum ably contribute to high levels o f 
m ental illness. H e states:

W ith  th e s e  m ass iv e  h u m a n e  g a in s  h a v e  c o m e  a  n u m b e r  o f  
s e c o n d a ry  s id e  e f fe c ts , in c lu d in g  p sy c h o lo g ic a l s t r a in s  i n h e r e n t
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in a d a p t in g  to  r a p id  c h a n g e , te n s io n s  g e n e r a te d  by th e  h e ig h t 
e n e d  in se c u r i ty  a n d  c o m p e tit iv e n e s s  o f  a  m o r e  H uid  s ta tu s  
sy s te m , e ro s io n s  in  th e  d o c tr in a l  a n d  m o ra l  a r e a s  o f  th e  r e li
g io u s  s p h e r e ,  a n d  lo o se n in g  in  th e  c a th e c te d  q u a lit ie s  a n d  s u p 
p o r t iv e n e s s  o f  in te r p e r s o n a l  re la tio n s . T o  th is  in c o m p le te  list 
m ig h t  b e  a d d e d  e x te n s io n  o f  th e  c o n c e p t  o f  m a c h in e  a n d  
p r o d u c t  o b so le sc e n c e  to w a rd  e c o n o m ic  a n d  soc ial d e v a lu a tio n  
o f  th e  a g e d .97

It is doubtful, however, that the conditions he recites 
either have abated o r will abate. But there  are o ther a rg u 
m ents. G oldham m er and  M arshall, in Psychosis and Civi
lization,98 a fte r tracing m ental hospital adm ission rates in 
Massachusetts in the n ineteen th  century, and  controlling for 
classes o f patients and conditions affecting hospitalization o f 
the mentally ill, found tha t “admissions rates for ages u nder 
80 [were] ju s t as high . . .  as they are today.”99 T he study was 
limited to adm ission rates, and  given the flexibility o f adm is
sion policies the  study does not re fu te  the a rg u m en t that 
m odern  m an suffers m ore m ental derangem ent. Many fac
tors govern hospitalization. M oreover, institutionalization is 
not synonym ous with m ental illness.

O ther research suggests that some m ental illness is a func
tion o f social and  economic status. Recent work by D ohren- 
wend and D ohrenw end, rep o rted  in Social Status and 
Psychological Disorder, 100 offers this argum ent. In  com bina
tion with G oldham m er and M arshall’s work, their report 
casts fu rth e r doub t on the proposition that m ental illness is 
increasing.

Analysis o f  this subject butts u p  against th ree constraints. 
T he first is the lack o f a paradigm  in psychology. Until a 
cohesive theory  o f hum an behavior em erges, if  ever, all 
investigation will be com plicated by definitional w arfare. O f 
course, some theories have been offered  as paradigm s; the 
hotly and  widely d isputed  B. F. Skinner has offered  a 
hypothesis, fo r exam ple.101 In  oversimplified term s, Skinner 
argues that behavior conform s to and  can be explained by 
the effects o f  positive and  aversive re inforcem ent in a system
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o f constant and  m utual feedback between the individual and  
the environm ent. Skinner, so far as I know, has not directly 
addressed the degree o f  pathology in the population, bu t his 
work is consistent with the view that m ental illness will in
crease. I f  the cu lture we create sets the param eters fo r con
ditioning, and if cu lture is increasingly being created  by 
persons who are mentally ill, it follows that a d iso rdered  
environm ent will foster m ental and  em otional d iso rder to 
the same o r even g reater degree.

T h e  second constraint relates to efficacy. M ental health  is 
a swam p o f  uncertain  dim ensions. Some therapeutic regim es 
work for some patients, bu t it is hard  to isolate any con
stants. Some operan t conditioning techniques applied  in 
lim ited and  controlled settings such as school classrooms and 
some m ental health institutions have been successfully dem 
onstrated . Success is also repo rted  by some psychoanalysts. 
Finally, psychoactive drugs, while controversial, apparen tly  
work in som e settings.102 B ut there  is little h ard  research, 
despite volum inous evidence. Robert Coles, a H arvard 
psychoanalyst, states the difficulty nicely: “We are in a world 
o f feeling, the doctor’s as m uch as the patien t’s, so no 
am oun t o f  train ing  or credentials o r repu ta tion  can rem ove 
the hazards o f such a w orld.”103 Eli G inzberg, an  observer o f 
health  affairs, builds on Coles’s assertion:

M an y  a r tic u la te  p sy c h ia tr is ts  h a v e  r e p o r te d ly  te s tif ie d  b e fo re  
C o n g re s s  a b o u t  s ig n if ic a n t th e r a p e u t ic  a d v a n c e s . B u t  w e m u s t 
q u e s t io n  w h e th e r  t h e r e  is so lid  e v id e n c e , r e in f o r c e d  by 
fo llo w -u p  to  s u p p o r t  su c h  c la im s. A d m itte d ly ,  s ta te  h o sp ita l  
c e n su s  f ig u re s  a r e  d o w n , n o t  u p ;  y e t th e r e  h a s  b e e n  a n  u p w a r d  
d r i f t  in  p a t ie n t  a d m iss io n s  f ig u re s . B u t  th e  to ta l  sy s tem  h a s  
b e e n  c h a n g in g  a n d  w e n o w  t r e a t  m a n y  p a t ie n ts  in  n e w  k in d s  o f  
se ttin g s . A re  th e y  in c lu d e d  in  th e  to ta ls?  A n o th e r  re a s o n  fo r  
c a u t io n  is th e  r e a d m is s io n s  ra te .  Still a n o th e r  is w h a t h a p p e n s  
to  th e  p a t ie n t  w h o  is d is c h a rg e d . Is h is  re c o v e ry  m a in ta in e d ?  
N o t m u c h  is k n o w n . T o  re le a se  a  p a t ie n t  f ro m  th e  h o s p ita l  is 
e a s ie r  th a n  to  a b s o rb  h im  a t  h o m e . A n d  w ith o u t  a d e q u a te  
fo llo w -u p  d a ta ,  w e r e m a in  in th e  d a r k .104
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A th ird  constraint is tha t definitions o f  deviance are rela
tive; they change over time. Kai Erikson in Wayward Pil
grims105 traced the shifts in definitions o f deviance underly
ing attitudes and  values tow ard it in P uritan  Massachusetts. 
From  roughly 1650 to 1655, the citizens o f  Salem were 
sufficiently exercised to label fornication, drunkenness, and 
vagrancy as deviant acts. T h en  for about 15 years, from  
1655 to 1670, they shifted to punish ing  “witches.” W hen all 
o f the witches had either been destroyed o r converted, from  
roughly 1670 to 1680, the Salem citizenry once again be
came bo thered  by fornication, drunkenness, and  vagrancy. 
But despite radical changes in the definitions o f  deviance, 
the supply o f deviants rem ained roughly constant.

Some o f this sam e slippage in definitions can be observed 
today. In  recent decades, the definitions o f certain  behaviors 
have b lu rred— abortion and d ru g  use to nam e but two. 
T hese activities, long considered as crimes, a re  being 
reevaluated. T h e  result may be decrim inalization. As long as 
deviance is a relative quality, it is difficult to conceive o f the 
m ental health  system as anything o ther than society’s choice 
o f mechanisms to police behavior that is considered o ffen
sive. This conclusion is not unique. T hom as Szasz and  R. D. 
Laing, both therapists, have argued  along these lines.106

T h ree  recent studies sum  u p  my points. In  the first, a 
g roup  o f  eight college students and  teachers postured  as 
deranged  persons in search o f asylum. Each was readily 
adm itted  to an institution. A fter resum ing “norm al” be
havior, they were nevertheless undetected  by the staffs. T h e  
only people who caught on were the o th er patients. In  each 
case, the  researchers recorded  their experiences. At dis
charge, which averaged 19 days from  admission, each was 
diagnosed as a schizophrenic in rem ission.107 (As an  in trigu
ing sidelight, 2100 pills were adm inistered to them  during  
their captivity.)

T h e  second exam ple, a cross-cultural study, reflects the 
universality o f th erap y .108 T h e  com m on therapies utilized by
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therapists include d ru g  therapy, shock therapy, d ream  
analysis, and conditioning techniques. (O ne m easure em 
ployed in Nigeria, which m ust be categorized as aversive 
operan t conditioning, is too good to pass up. Bedwetters in 
Nigeria, it seems, a re  trea ted  by tying a toad  to the male 
child’s penis. W hen the child wets, the toad croaks and  the 
child wakes up. T h e re  are two difficulties with the m ethod: 
first, it fails to solve the problem  o f female bedw etting. 
Second, it asks a lot o f  the toads.)

In  most m ajor cities, the “high-rise” building is the collec
tive badge o f distinction. At the same time, the high-rise may 
be socially disintegrative. Oscar Newm an, an  architect at 
New York University, found  that the crim e ra te  increased 
alm ost proportionately  with building height in low-income 
housing projects.109 T hese conclusions are buttressed by 
G reek architect and  city p lanner, C onstantine Doxiadis, who 
acknowledges in an  article, “Confessions o f a C rim inal,” that 
his most heinous “crim e” was to have advocated high-rise 
buildings. H e explains:

S u c h  b u ild in g s  w o rk  a g a in s t  n a tu r e  b y  sp o ilin g  th e  sca le  o f  th e  
la n d s c a p e . T h e  m o s t su c c e ss fu l c ities  o f  th e  p a s t h a v e  b e e n  th e  
o n e s  w h e re  m a n  a n d  h is b u ild in g s  w e re  in  a  c e r ta in  b a la n c e  
w ith  n a tu r e ,  su c h  as A th e n s  o r  F lo re n c e . [H ig h -r is e ]  b u ild in g s  
w o rk  a g a in s t  m a n  h im se lf ,  e sp e c ia lly  a g a in s t  c h i ld r e n  w h o  lo se  
th e i r  d i r e c t  c o n ta c ts  w ith  n a tu r e .  E v en  w h e re  t h e  c o n ta c t  is 
m a in ta in e d ,  it is su b je c t to  p a r e n ta l  c o n tro l .  A s a  re su lt ,  th e  
c h i ld r e n  s u f f e r  a n d  so d o  th e  p a r e n ts .  F u r th e r m o r e ,  th e s e  
b u ild in g s  w o rk  a g a in s t  so c ie ty  b e c a u se  th e y  d o  n o t  h e lp  th e  
u n its  o f  so c ia l im p o r ta n c e — th e  fa m ily  a n d  th e  e x te n d e d  fa m 
ily, th e  n e ig h b o r h o o d — to  fu n c tio n  as n a tu ra l ly  a n d  a s  n o r 
m ally  as b e f o r e .110

W hat does this research  com bine to  say? T h e  lesson o f the 
first is that labeling, while relative and  o ften  grossly inaccu
rate, can be viciously destructive as well. It is difficult, given 
the cu rren t state o f the art, to determ ine who needs trea t
m ent and  who does not; m any o f  those u n d er trea tm en t may
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simply be th ere  fortuitously. Yet trea tm ent is dished out 
every day u n d e r the b an n e r o f  science.

If the first study dem onstrates relativity, the second dem 
onstrates universality. C ertain therapeutic  techniques are 
com m on to m any cultures. T hey  are roo ted  in the history o f 
the species and  m anifest them selves in m any d iffe ren t ways 
in widely d iffering  cultures. We cannot assum e that trea t
m ent in contem porary  W estern civilization is m ore effica
cious simply because it appears to be m ore sophisticated.

T h ird  and  finally, m ental health  services em phasize cures, 
not causes. W hy is it that architects are w riting about high- 
rise buildings? A better exam ple is the relationship between 
poverty and m ental health. M atthew D um ont asserts in The 
Absurd Healer, 111 an exam ination o f com m unity m ental 
health, that “study a fte r study has dem onstrated  the rela
tionship between poverty and  m ental illness.”112 I f  this is so, 
m ore m ental health  professionals should get into the 
trenches and  try  to find o u t what causes m ental illness, and 
when they find out, as in the case o f  poverty, face the 
dilem m a o f  dealing with causes o r m assaging symptoms. 
Until m ore do so, m ental health  trea tm ent may not go m uch 
fu rth e r than  tying toads to penises.

B R E A K T H R O U G H S  IN  B IO M E D IC A L  T E C H N O L O G Y

Both futurologists and  biom edical researchers have m ade 
predictions about potential technological breakthroughs. 
T h e  futurologists Kahn and  W einer include am ong their list 
o f  “one h u n d red  technical innovations likely in the next 
th irty-three years” the following biom edical speculations:113

•  m ajor reduction  in hereditary  and  congenital defects;
•  extensive use o f  cyborg techniques;
•  controlled, supereffective relaxation and  sleep th e r

apies;
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•  new, m ore varied, and  m ore reliable drugs for control 
o f fatigue, relaxation, alertness, m ood, personality, 
perceptions, and  fantasies;

•  general and  substantial increase in life expectancy, 
postponem ent o f aging, and  lim ited rejuvenation;

•  high quality m edical care for underdeveloped  areas;
•  m ore extensive use o f transp lan ta tion  o f hum an  o r

gans;
•  w idespread use o f  cryogenics o r freezing techniques;
•  im proved chemical control o f some m ental illness and 

some aspects o f  senility; and
•  extensive genetic control fo r plants and  animals.

In  The Biological Time Bomb, G ordon  Rattray T aylor for
m ulated a “Table o f D evelopm ents”:

Phase One: by 1975
E x te n s iv e  t r a n s p la n ta t io n  o f  lim b s a n d  o rg a n s  
T e s t- tu b e  fe r t i l iz a t io n  o f  h u m a n  e g g s  
I m p la n ta t io n  o f  fe r t i l iz e d  e g g s  in  w o m b  
I n d e f in i te  s to ra g e  o f  e g g s  a n d  s p e rm a to z o a  
C h o ic e  o f  sex  o f  o f f s p r in g  
E x te n s iv e  p o w e r  to  p o s tp o n e  c lin ica l d e a th  
M in d -m o d ify in g  d ru g s :  r e g u la t io n  o f  d e s i r e  
M e m o ry  e r a s u r e  
I m p e r f e c t  a r tif ic ia l p la c e n ta  
A rtif ic ia l v iru se s

Phase Two: by 2000
E x te n s iv e  m in d  m o d if ic a t io n  a n d  p e rs o n a li ty  r e c o n s tru c tio n
E n h a n c e m e n t  o f  in te l l ig e n c e  in  m e n  a n d  a n im a ls
M e m o ry  in je c tio n  a n d  m e m o ry  e d it in g
P e r fe c te d  a r tif ic ia l p la c e n ta  a n d  t r u e  b a b y  fa c to ry
L ife -c o p y in g — r e c o n s t r u c te d  o rg a n is m s
H ib e r n a t io n  a n d  p ro lo n g e d  c o m a
P ro lo n g a tio n  o f  y o u th f u l  v ig o r
F irs t  c lo n e d  a n im a ls
S y n th e s is  o f  u n ic e l lu la r  o rg a n is m s
O r g a n  r e g e n e r a t io n
M a n -a n im a l c h im e ra s
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Phase Three: after 2000
C o n tro l  o f  a g in g : e x te n s io n  o f  life  sp a n
S y n th e s is  o f  c o m p le x  liv in g  o rg a n is m s
D ise m b o d ie d  b ra in s
B r a in - c o m p u te r  lin k s
G e n e  in s e r tio n  a n d  d e le t io n
C lo n e d  p e o p le
B ra in -b ra in  lin k s
M a n -m a c h in e  c h im e ra s
I n d e f in i te  p o s tp o n e m e n t  o f  d e a t h 114

H elm er and  de B rigard  included the following list in their 
work, “Some Potential Societal Developm ents, 1970- 
2000”:115

a . T h e  d e v e lo p m e n t  o f  n o n -n a rc o t ic  p e rs o n a li ty  d r u g s ;
b. M ass a d m in is te r e d  c o n tra c e p tiv e s ;
c. T h e  a b ility  to  c h o o se  th e  se x  o f  o f f s p r in g ;
d . G e n e ra l  im m u n iz a t io n  a g e n ts ;
e . In te l l ig e n c e  d r u g s ;  a n d
f. S o m e  d e g r e e  o f  c o n tro l  o v e r  h e r e d i ta r y  d e fe c ts .

W hether all o f  this will occur is problem atic. However, 
given the level o f  research and  developm ent expenditures in 
the biomedical field, some break th roughs will undoubtedly  
be m ade. Federal su p p o rt increased from  $50 million in 
1940 to $1.2 billion in 1965, and  has continued  to grow, 
a lthough it was b lunted  by the N ixon A dm inistration. 
Nonetheless, 1972 budgetary  allocations fo r the National 
Institu te o f H ealth  and  the N ational Institute o f M ental 
H ealth  were $1,143,202 and  $144,668,000 respectively.116 
A nd those figures do not include sums allocated to the 
“crusade against cancer,” which were expected to reach $1 
billion a year by 1975.

A ttitudes tow ard biomedical research may, however, af
fect the am ount o f  resources available. T h e re  is increasing 
skepticism about the capacity o f science and  technology to 
m ake life better. I f  doubts continue, biom edical technology
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may be am ong the first areas to suffer. An u n d ercu rren t o f 
skepticism about research on the functioning o f  the  hum an 
anim al, particularly hum an genetic constitution and  rep ro 
ductive capacities, has always existed. R eports about “test- 
tube babies” exercise m ore people than  reports about 
“T h e  G reen Revolution.” Nevertheless, m any o f the break
throughs forecast for the hum an  species focus on re p ro 
duction and  the genetic structure. O n the o ther hand, 
skepticism about science is mostly directed  at the hard  physi
cal sciences. Pollution triggers m uch o f it—the technology 
derived from  advances in the physical sciences can be traced 
as the cause o f environm ental degradation . Biomedical ad 
vances (except for the noxious practices o f  chemical and 
biological warfare), seem, by contrast, to o ffer m ore varied 
and  rich life experiences.

I f  attitudes tow ard science and  technology do no t d ram at
ically harden , and  if  fund ing  for biom edical research  does 
not dry  up, society is clearly on the th resho ld  o f m ajor 
b reakthroughs tha t create the potential fo r developm ent o f a 
fa r m ore sophisticated medical care system. T his may bring 
m ixed results. But in any event, what kind o f b reakthroughs 
can be expected?117

T hirty  years ago, biology was a relatively simple science 
that focused on the reproductive capacities o f  fru it hies and 
the behavior o f molds. T h e  na tu re  o f the genes was a mys
tery, the structu re o f  DNA unim agined, the functions o f 
RNA unknow n. T h e  m eans o f p rotein  synthesis were not 
understood  and  the replication o f viruses was an  enigma. 
Powerful drugs like streptom ycine, chlorprom azine, and  the 
use o f  D D T and  LSD lay in the fu ture . Even the hardw are 
was crude. Isotopes were ra re  and  costly, centrifuges and 
oscilloscopes were clumsy, and  the electron m icroscope was 
restricted in its application, as were the phase microscope, 
the transistor, the com puter, the laser, and holography. In 
vention and  im plem entation o f  this technology over the last 
30 years has enriched  the biological knowledge available to 
medicine.
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Based on  what has been done and  work in progress, what 
are the areas o f  biological science that hold promise?

m o l e c u l a r  t h e r a p y . At present, chemical intervention 
into biological systems relies upon  the in troduction o f small 
molecules like penicillin and  cortisone. W ithin the next 30 
years, large and  com plex m olecular proteins, nuclear acids, 
and even viruses may be developed. And knowledge o f cellu
lar biology should advance sufficiently to perm it use o f  such 
molecules in therapy.

i m m u n e  r e j e c t i o n . T h e  developm ent o f refined therapies 
depends on the m eans to harness and  control im m une rejec
tion. O u r understand ing  o f im m une rejection has rapidly 
advanced but is not yet com plete. However, advances within 
a decade may establish a tolerance for specific therapies. 
P resent m ethods deal with rejection by virtually destroying 
the en tire  im m une system. O nce im m une tolerance is 
achieved, m olecular agents m ight be designed to in terfere 
with viral assembly and  replication. T h e  result m ight be 
increasing control o f  viral diseases, including the so-called 
“slow viruses,” which are suspected by some as the cause o f 
m any debilitative and  degenerative conditions.

t r a n s p l a n t s . T olerance by the hum an organism  will also 
enhance surgical transplantation. T ransp lan tation  o f organs 
such as the kidneys, the heart, the liver, and  the lungs is now 
feasible, a lthough results are mixed. But w idespread use o f 
transplants is lim ited by the intractability o f im m une rejec
tion. Dr. R obert Sinsheim er o f  the California Institu te of 
Technology believes that a solution to the rejection problem  
m ight make trea tm ent possible fo r the approxim ately 20,000 
to 30,000 heart transp lan t candidates per year, and  for 
ano ther 7500 kidney transplants. T his is a vivid exam ple o f 
medicine fo r the few—even if they num ber in the thou
sands.118
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T ransp lan ta tion  in the fu tu re  may also include xenog
raphy, that is, the transplantation o f prim ate o r cattle organs 
into hum an beings. T h e  use o f xenografts may be necessary 
because o f  an insufficient num ber o f hum an donors.

Acceleration o f  transp lan t techniques could also occur if 
artificial organs are  developed over the next 30 years. Q ues
tions about the relative merits o f  artificial versus natura l 
organs cannot be answ ered at this time. B ut the develop
m ent and im plem entation o f  artificial organs seems possible 
within the next 30 years.

p r o s t h e t i c  d e v i c e s . A m arked advance in the quality and 
sophistication o f  prosthesis is expected. New technology will 
even aid those with im paired vision.

GENETIC AND POPULATION PROBLEMS. Some o f the m O St 

difficult value questions arise in this area. Even though  
childbirth  rates are  declining in advanced countries, popula
tion pressures continue in the world. Even the U nited  States 
will experience an absolute increase in population. A 
difficult issue arises when techniques are  developed that 
enhance the likelihood o f  the survival o f  persons who would 
otherw ise succumb to hereditary  and  genetic defects. In 
some cases, when genetic controls are available, attitides to
ward their use may result in their suppression. For exam ple, 
am niocentisis fo r the  detection o f genetic defects in the 
u terus is possible and  effective. But controversy swirls 
a ro u n d  its use.119 O th er b reakthroughs expected include 
fu rth e r developm ent o f sperm  banks and  the developm ent 
o f cloning tissue banks. M oreover, in vitro hum an  fertiliza
tion followed by im plantation in a natu ral o r foster m other 
will likely becom e feasible within 30 years.120

d r u g s  a n d  t h e  m i n d . Advances in neurobiology and 
psychopharm acology will lead to the discovery o f new and 
pow erful m ind-altering drugs. Some o f the drugs will make
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it possible to enhance m em ory and  even to im prove intelli
gence. Related technologies such as im plantation o f electrodes 
to stim ulate centers in the brain  o r relieve horm onal o r 
epileptic conditions are  also feasible.

SOPHISTICATED TECHNOLOGY AND SYSTEMS ANALYSIS. De
velopm ent o f  the  m eans o f intervention in the biological 
system, w hen com bined with the techniques o f systems 
analysis, may accelerate the use o f highly sophisticated 
m ethods fo r trea tm en t o f  diseases which resist any single 
therapy. T hus, for exam ple, a com bination o f chem otherapy 
and radiation  therapy m ight have far-reaching effects in the 
trea tm ent o f  a cancer w hen the use o f only one o f the 
therapies hits a brick wall. Systems analysis facilitates the 
coordinated use o f m ore th an  one therapy at a time. A m ong 
o ther things this should lead to better therapies to treat 
horm onal problem s and  cardiovascular diseases. Ultimately, 
even the aging process may be attacked th ro u g h  a com bina
tion o f  therapies, leavened by systems analysis.

Medicine has been able to build u p o n  sturdy biomedical 
foundations in the last few decades. A nd m ore biomedical 
breakthroughs are expected. Many can and will be im
plem ented in m edical care. B ut biom edical innovation is not 
necessarily an  unm itigated  good—th ere  is an o th er perspec
tive.

T h e  overall physician to population ratio  fo r the U nited 
States is approxim ately 1:670. T h e  prevailing physician- 
patient ratio fo r kidney dialysis is 1:2; for coronary  care 
units it is roughly 1:10. Both therapies a re  recent biomedical 
engineering  breakthroughs. In  some underserved  parts o f 
the country, the physician-patient ratio  is as high as 1:10,000 
persons. Kidney dialysis and  coronary care units (CCU’s), 
while costly and  com plicated, do  save lives. But estim ates for 
the cost o f  kidney dialysis alone are  pegged at $1 billion per 
year within 10 years; roughly $135 million was spent in
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1972.121 T hese treatm ents for h eart and  kidney disease are 
two instances w here the im pact o f  medical practice is d e 
m onstrable. W hat about the CCU, then?

In  1969, the Commission on Professional and  H ospital 
Activities com pared the effectiveness o f  sam ple hospitals 
with an d  w ithout coronary  care units. T h e  study revealed 
that 25.7 percent o f the 54,506 myocardial infarction pa
tients adm itted  to all the partic ipating hospitals died, but 
only 20.7 percen t o f  patients trea ted  in CCU’s died, con
trasted  with 27.7 percen t o f  patients who did  not receive 
CCU treatm ent. In  this study, then , 2700 m ore persons 
m ight have survived if  CCU trea tm en t had  been used in all 
cases.122 T h ere  is contrary  evidence. A British study re fe rred  
to earlier revealed no significant differences in e ither m or
bidity o r mortality in patients trea ted  at hom e o r in the 
hospital. B ut let us assum e that CCU ’s save lives.123

T h e  cost o f  installation and  m aintenance o f a CCU in an 
existing hospital is about $30,000 per bed per year. T h e  
num ber o f patients who can be trea ted  in one CCU in one 
year (assum ing 80 percen t occupancy) is about 45. Using the 
Commission figures, .05 patients in one year m ight be saved 
in the average CCU bed at the cost o f  $30,000. A nd if each 
o f the 7000 hospitals in the U nited States had 10 CCU beds,
35,000 patients m ight be saved annually at a cost o f about 
$2.5 billion, o r  about $70,000 per patien t saved. T his illus
trates the astronom ical costs o f  care even when the system 
works. As A nne Somers has said, “T h e  m ore advanced and  
the m ore effective the technology, the g rea ter the overall 
costs o f  care.”124 B ut the CCU illustration suggests two o ther 
propositions. T h e  first is the in terest o f the system in the 
sophisticated, however effective. Many o f today’s physicians 
seem to be fru stra ted  engineers. T h e  style o f  m edical prac
tice ineluctably follows the developm ent o f  new technology.

Second, it illum inates som e o f the trade  offs in medicine 
that are rarely considered. T h e  cost-effectiveness ratio  (with 
effectiveness expressed only as lives saved) o f  CCU’s (assum
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ing the rough  accuracy o f the figures above) is about one life 
for $70,000. This is about the salary o f  two physicians deliv
ering  care to an area w ithout medical care resources. F ur
ther, based on some recent cost-benefit research recited in 
an  artic le125 by R obert Grosse, the expend itu re  o f only 
$2200 would prevent one death  from  cervical cancer. M ore 
strikingly, m aternal and  child health  program s—exam ples o f 
effective prevention program s— for an  expend itu re  o f $10 
million would have the benefits depicted in F igure 12.

I f  CCU ’s were discontinued and  the savings plowed into 
these program s, 250 m aternal and  child health  program s 
could be established.

Yet an o th er exam ple is em ergency health. Dr. Robert 
Huntley, then  head o f  the H ealth  Service Division o f 
Em ergency H ealth  Services, argued  that “we can save lives 
with adequately equ ipped  am bulances and properly  trained 
personnel. It may be 50,000, o r 75,000, bu t a figure o f
60,000 is in the righ t ball park .”126 T h e  costs o f em ergency 
care a re  paltry in com parison; .002 o f the  national medical 
care budget is allocated to em ergency care, lack o f which 
kills m ore persons in this country  u n d e r age 37 than  any 
o th er cause.127

Kidney dialysis poses the same issues. According to recent 
cost estimates, 5000 dialysis patients, the projected num ber 
o f  users by 1985, will each consum e $200,000 per year, for a 
total o f $1 billion per year.128 I f  we took the same am ount o f  
m oney— the savings from  not deploying dialysis units—and 
placed it into, fo r exam ple, pollution control, o r  program s o f  
mass transit, o r  any num ber o f  o ther program s which re 
move o r abate conditions that cause ill health, the overall 
im pact on health, while difficult to calculate, m ight be sub
stantially greater.

Calculations o f  reductions in m ortality and  m orbidity re
sulting from  preventive program s are  necessarily crude, and 
also encum bered with value judgm en ts. B ut one th ing is 
clear—we are  utilizing CCU’s and  kidney dialysis units for
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patients who can affo rd  them , o r who are  eligible for public 
support, bu t we are not providing care to underserved  areas, 
and  we are no t attacking the causes o f sickness. T h e  point is 
not that CCU ’s and  kidney dialysis do not save lives, bu t 
ra th e r that the decision to save lives o f those patients who 
suffer m yocardial infarction o r renal failure is m ade by a 
system tha t has not o r will not consider o ther ways to save 
o ther lives and  possibly m ore lives at less cost.

By the year 2000, if  biomedical b reakthroughs com parable 
to kidney dialysis and  the CCU are  m ade, m edical care costs 
will rise even m ore rapidly, roughly com m ensurate with the 
costs o f the new technology. Medical practice will become 
even m ore highly specialized. A nd finally, if a trea tm ent 
o rientation continues to dom inate medicine, the opportun ity  
to subject the trade offs between various alternative medical 
care expenditures to public debate will be no g reater than  it 
is now. Preventive program s will continue to be starved.

T H E  C R IS IS  IN  S E R V IC E  I N S T I T U T I O N S 129

Today m anufactu red  goods account for little m ore than  25 
percent o f  the gross national product. Shortly, perhaps 
within a q u arte r o f  a century, this p roportion  will decline to 
less than  10 percent. T h e  rem ainder o f  the GNP will be 
accounted for by services, which include everything from  
practicing law to ru n n in g  TW A  to serving fast foods. But 
the m ajor expansion is expected in “well-being” services 
—m edical care, education, and  welfare and  social services. 
In  o ther words, m aterial com m odities will be o verrun  by 
well-being com m odities; o u r pursu it o f well-being may dis
place o u r acquisition o f  m aterial goods. I f  this occurs, wel
fare, education, and  medical care may take on the charac
teristics o f  capital items. Society m ust then  face questions 
about well-being that were faced in the past about m aterial 
commodities.



T h e  Crisis in Service Institu tions 129

In  the past, a key question was how to guaran tee all 
citizens at least subsistence. T h e  question in the fu tu re  will 
increasingly become how to guarantee the rights o f  all citi
zens to well-being. T his analysis is consistent with A braham  
Maslow’s theory o f “basic needs.”130 T o  Maslow, there  is a 
“h ierarchy” o f needs which m an, and  derivatively his culture 
and polity, m ust pursue. T h e  first and  most basic is 
physiological; next come safety needs; th ird , belongingness 
and  love; and  finally, self-actualization. T h e  latter concept 
corresponds with the idea o f  well-being.

In  term s o f politics, governm ent, having addressed itself 
(w ithout necessarily succeeding) to the physiological and 
safety needs, will tu rn  to ensuring  opportun ities for self- 
actualization. In  part, hum an  services spring from  this idea. 
Day-care and child-care program s are  often  based on the 
self-actualization needs o f  m others. Most contem porary  wel
fare re fo rm  proposals at least implicitly owe some allegiance 
to this idea.

T h e  by-product o f  governm ental response to self- 
actualization needs is the growth o f service bureaucracies. 
I f  well-being is a scarce com m odity, which is a plausible 
assum ption, it is a new kind o f scarcity. In  the past, many 
com m odities were scarce. Society sought to alleviate scarcity 
by correcting inequities in incom e distribution and  by at
tacking the industrial m onopolists’ control o f the m arket. 
However, well-being can only be scarce when its delivery is 
constrained by bureaucracies and  by providers. This will 
lead to consideration o f a problem  realized in the collectivist 
dem ocracies m any years ago. M onopolization o f authority  by 
bureaucrats led to the creation o f  an  official elite, which in 
tu rn  discrim inated against those less en trenched  in the 
bureaucracy o r those outside. T h e  same kind o f rigidities 
and  discrim inations m ight ap p ear in the U nited States as it 
changes from  an  industrial to a service economy. I f  so, 
change from  a subsistence to a well-being society will be 
accom panied by a struggle against d iffe ren t injustices. T h e
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phenom enon  is already perceivable. Service sectors often 
pursue in ternal objectives in derogation  o f  the public in
terest. T h e  slow strangulation o f New York City by those in 
control o f  vital services— fire, police, sanitation—is a good 
example.

A nd if all o f  this is so, a series o f severe social, political, 
and  organizational problem s may erup t. W ell-being services 
are  produced  by th e  great provider institutions: law, m ed
icine, governm ent, and  so on. However, all these systems 
are  in severe disarray and  u n d er strong  pressure to change. 
At the very time we a re  moving from  a m anufactu ring  to  a 
service economy, the  m ajor service systems are in a state o f 
crisis analogous to that suffered  by m anufacturing  industries 
in the 1920s and  1930s. A rem edy fo r the crisis in medical 
services is being sought th rough  federal financing—a na
tional health  insurance plan. T h e  assum ption is that gov
ernm ental absorption o f  the costs o f  care will redress access 
and  distributional inequities. I f  a national health  insurance 
plan is enacted, som e o f  the inequities may be curbed  or 
m odulated. But the price will be high. T h e  underlying prem 
ise o f medical care financing refo rm  is that medicine p ro 
duces enough health  to justify  the enorm ous expenditure. 
T his is no t the case, b u t th ere  a re  o ther dangers as well.

A larger governm ental role, particularly th ro u g h  fi
nancing, will streng then  an d  intensify professionalism  in 
medicine, no t weaken it as m any providers have argued. 
T h e  reason is simple. A national health  insurance plan will 
specify that only professional services can be bought. Con
sum ers with cash can buy virtually any service from  any 
person o r agency willing to sell it, subject only to the loose 
strictures o f state licensing and  certification laws. B ut with 
federal assum ption o f  the costs o f  care, the care that can be 
bought will inevitably be the care that is already provided. 
T his m ight no t be an  unhappy  result if  professionalization in 
medicine were an  unvarnished good. But the goals o f  p ro
fessionals are rarely the same as the goals o f those whom  
they serve.
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Professionalized service bureaucracies— health, education, 
police, fire, transport, and  so forth—are not as responsive as 
most o f  us think they should be. As services become profes
sionalized, as most have, the service bureaucracy becomes 
less sensitive to social needs and  m ore im pervious to social 
controls. Few have questioned the need for each ju d g e  to 
have a private bathroom  in cham bers, nor the physician’s 
“righ t” to work when and  how he o r she wishes. M ore will 
question the sanitary workers w hen they allow garbage to 
pile up  on the streets. T h e  m ore the public becomes subser
vient to the professional, and  the  less the consum er gets for 
m ore money, the m ore will the public’s sense o f helplessness 
grow.

As governm ent assum es the responsibility fo r the fi
nancing o f m edical care, it will necessarily install a large 
bureaucracy to police the flow o f public funds into private 
hands. Concom itantly, it will expand  its regulatory ap
paratus to scrutinize the quality o f  the p roduct it is buying, 
the m eans by which it is provided, and  the distribution o f  
the resources it is creating. I f  these bureaucracies behave as 
o ther service bureaucracies have—and there  is no reason to 
assume otherw ise—they will im pede ra th e r than  facilitate 
the flow o f benefits from  providers to consum ers. But 
paradoxically, they will also seek to preserve the flow o f 
benefits from  providers to consum ers. Jobs will d ep en d  on 
the m aintenance o f the service system as it is. T h e  en 
trenchm ent o f  a bureaucracy that feeds o ff  a service by 
serving as an  in term ediary  between provider and  consum er 
will then  frustrate  if no t p reven t change in  the service sys
tem  o f the fu ture.

But there  is even a g reater danger. As the governm ent 
assumes larger obligations for services and  as the economy 
gradually shifts to a service economy, bureaucracies will 
swell in pow er as well as size. In  the past, a key problem  has 
been the rapacity o f the  private sector which controlled the 
resources necessary fo r a decent life. But in the fu ture, 
control over the flow o f  resources will rest m ore with
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bureaucracies and  bureaucrats. Evidence is available that 
medical care has less im pact on health  than  a variety o f o ther 
factors. T h e  grow th and  strength  o f service bureaucracies 
will frustra te  attem pts to reallocate resources—to shift re 
sources from  services to o th er program s with a potentially 
g reater im pact on  health.

T H E  C O M P U T E R  R E V O L U T IO N : T H E  H I G H  

T E C H N O L O G Y  O F  T H E  F U T U R E

T h e com puter revolution will continue in the next 30 years. 
T oday’s com puters are already deployed in medical care; 
scores o f  software salesmen visit doctors’ offices and  hospital 
corridors. T h e  com puter, one exam ple o f high medical 
technology, can im prove medical care, bu t there  are  hazards 
as well.

d e c i s i o n - m a k i n g . Decisions regard ing  the kind and  the 
am ount o f  medical care are m ade by the physician, bu t also 
to an  increasing ex ten t by governm ent. T h e  consum er has 
the least say in these decisions. C urrently , federal an d  state 
governm ents together purchase about 40 percent o f the 
medical care provided in this coun try .131 T h e  com puter, 
however, m ight m ake the dem ocratic process m ore p ar
ticipatory. R eferenda could be held th ro u g h  the use o f  
com puter-assisted polling procedures. T his could result in 
an  en larged  role for consum ers o f medical care. However, it 
is equally possible that the com puter will facilitate despotic 
m anipulation o f  consum ers; it could dram atically lessen con
sum ers’ opportunities to affect decisions about health care 
services. Consum ers know even less about com puters than 
they know about medical care.

T h ere  is one prom ising developm ent. T h e  com puter 
m ight m ake possible instantaneous interaction between pa
tient and  provider w ithout the necessity o f  an office or
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hospital visit. For exam ple, a person experiencing certain 
symptoms may be able to take advantage o f  a com puter link 
with a physician’s office. A com puter could be utilized for 
in terrogation  o f  the patien t and  instantaneous coding o f the 
patient responses. T his is an  exam ple o f  how medical care 
m ight be m ade m ore accessible to the consum er.

t h e  i n c r e a s i n g  s o p h i s t i c a t i o n  o f  c a r e . Medical care has 
steadily become m ore sophisticated. G reater use o f the  com 
p u ter in the provision o f  care will accelerate this trend . T he 
use o f the  com puter in triage— situations in which decisions 
m ust be m ade as to who will receive life-saving medical 
care— has occurred. In  a hospital in Salt Lake City, Utah, 
that is alm ost entirely com puterized, use o f the com puter 
system presum ably m akes a physician’s diagnosis m ore accu
rate. Reliance on the com puter will undoubted ly  increase 
m arkedly in the next 20 to 30 years.

A nother p roduct o f  fu r th e r developm ent o f com puter 
technology is the patien t com puter console. Patients could be 
provided with hom e consoles that would be program m ed 
with in form ation relating to their own condition and  past 
treatm ent, and  perhaps linked with the physician’s com puter 
system. T h ro u g h  use o f  the console, patients would be able 
to retrieve inform ation relating to their conditions almost 
instantaneously. T he potential fo r self-care is obvious. Since 
they pose an  obvious th rea t to professional prerogatives, 
providers will probably resist the use o f  hom e consoles.

O ne potentially adverse consequence o f  increased use o f 
the com puter in m edical care derives from  the fact that 
com puters cost money. W idespread deploym ent o f  com put
ers will drive up  the costs o f care and  foster fu r th e r speciali
zation. T h e  recent history o f  m edical care reflects the 
unabating sophistication o f medical care technology and  the 
rap id  specialization o f practitioners. As m ore sophisticated 
technology is im plem ented, substantial num bers o f citizens 
will be deprived  o f care which only the rich will be able to
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afford . T h e  alternative is the subsidy o f costly procedures 
u n d er a national health  insurance program . But limits on 
the public purse will soon be reached, and  a private m arket 
for the most costly procedures will undoubtedly  develop.

i m p a c t  o n  t h e  p h y s i c i a n . O ne o f the dualities in medicine 
re fe rred  to in C hap ter 3 is the schism between the an
thropologic and  technical approaches to care. I f  fu tu re  use 
o f the com puter is d ictated  by the p roponen ts o f technical 
care, an  even g reater erosion in the anthropologic approach 
can be expected. T h e  com puter is a m achine. W hen intelli
gently used by the  physician and  the patient, the com puter 
m ight lead to m ore accuracy in both diagnosis and  trea t
m ent. T h e  question, however, is what the cost o f  this 
accuracy may be. Further deemphasis in the hum an or an
thropologic approach  may have unforeseen  costs that far 
outweigh the benefits o f the use o f  the com puter. T he prog
nosis for the anthropologic m odel o f m edical care is not 
good. T h e  com puter, as one o f  the most pow erful and  allu r
ing tools fo r technicians, will contribute to its demise.

i m p a c t  o n  t h e  p a t i e n t . T h e  alienation o f individuals 
when g rapp ling  with large and  com plex organizations is 
conveyed in an  extensive literature. T h e  scale and  com plex
ity o f the medical care system have im portan t implications 
for health. T h e re  is no definitive evidence correlating  health  
with the scale o f the trea tm en t system, bu t the scale o f  the 
delivery system is growing, irrespective o f  the m eans taken 
to finance care, o r  the na tu re  o f structural reform s within 
the system. Increasing sophistication o f  the medical h a rd 
ware and  superspecialization by practitioners has led to 
larger units fo r the delivery o f care. How else can com 
prehensive care be provided? B ut im personality is a con
com itant o f increased size. Since the com puter increases the 
potential fo r control o f  larger and  m ore com plex operations 
and feeds the specialization craze, m ore extensive use o f the



W ork 135

com puter will facilitate the evolution o f  larger and  m ore 
com plex units fo r care.

Increases in the size o f  institutions fu r th e r attenuates the 
patien t’s responsibility fo r health. Historically, with the rise 
o f the professions o f health , the individual has been relieved 
o f  responsibility for health. T h e  advent o f  larger systems o f 
care will force already dep en d en t patients to relate to  bricks, 
m ortar, and  bureaucrats. In  the past their dependence was 
at least upon  flesh and  blood. Som ething in the relationship 
between patien t and physician may be essential to the pa
tient’s well-being.

W O R K

In  1972, the D epartm ent o f H ealth , Education and  W elfare 
issued a rep o rt entitled Work in America. 132 Unlike most gov
ernm en t reports, its language was blunt: w orkers in the 
U nited States dislike what they do, in  some cases intensely. 
In  addition to apathy, th ere  has also been an  increase in 
w ork-related injuries, in sabotage, and  in defects in 
w orkm anship .133 T h e  B ureau o f Labor Statistics reports an 
increase in the num ber o f  disabling w ork-related injuries 
from  11.8 p e r million employees in 1961 to 15.2 in 1970.134 
T h ere  are  also hosts o f  occupational diseases. A m ong these 
are  black-lung disease, silicosis, and  asbestos and  lead 
poisoning.135

T h en  there is stress. Some features o f stress and  its rela
tionship to health are related to work habits and  practices. 
T h e  stress associated with the role of the u p p er m iddle class 
businessman and professional has received attention, perhaps 
m ore than the data merit. T h e re  is no doub t that the com peti
tiveness and  drive that characterize the ambitious business
m an and  professional dra in  resources otherwise pu t to health. 
Moreover, the social and ethical concomitants o f  success 
—dinner and  cocktail parties, and  long, liquid lunches, un 
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doubtedly contribute to the deterioration o f health am ong 
those who have chosen, o r  who are compulsively driven, to 
become leaders in com m erce and  business.

B ut the health problem s o f those who cannot affo rd  long 
lunch hours and  cocktail parties a re  often  overlooked, and 
may be m ore severe. From  1947 to 1962, m an-hour p roduc
tivity in nonfarm , unskilled labor increased 60 percent; in 
agriculture the increase was 242 percent. But the work week 
was not shortened . Given the added  hours o f  com m uting to 
the job , fo r m any the actual work week has increased. This 
results in what one investigator has re fe rred  to as “work- 
stress syndrom e”:

A w o rk -s tre s s  s y n d ro m e  m ay  b e  p o s tu la te d  w h ich  is a p p lic a b le  
to  a  w id e  v a r ie ty  o f  c u r r e n t  A m e ric a n  o c c u p a tio n s — m a n u 
f a c tu r in g  o p e ra t iv e s ,  c le ric a l w o rk e rs , te c h n ic ia n s  a n d  o th e rs . 
T h is  s y n d ro m e  in c lu d e s  la rg e -m u s c le  im m o b iliz a tio n , se v e re , 
p r o t r a c te d ,  t im e -se n so ry -m o tio n  d isc ip lin e , h ig h  n o ise  a n d  vib
ra t io n  leve ls, a n d  in te n s e  i l lu m in a tio n . I t  is o f te n  a g g ra v a te d  by 
a n x ie ty : r a n d o m  d a n g e r s  a n d  n e e d s  fo r  im m e d ia te  r e s p o n s e  
a sso c ia te d  w ith  tra ff ic  h a z a rd s  in  c o m m u tin g ;  u n d e r ly in g  a n x 
ie tie s  a sso c ia te d  w ith  th e  o b so le sc e n c e  o f  th e  w o r k e r ’s sk ills a n d  
n e e d  fo r  c o n s ta n t  r e t r a in in g .136

All this can lead to poor health. W hether conditions will 
worsen over the next few decades is problem atic. T h e re  is a 
strong argum ent that stress related to em ploym ent will in
crease. But at the same time, a shift to a service economy 
and  p roposed  reduction in the work week m ight offset some 
o f the stress. In  any event, it is doubtfu l that the “work-stress 
syndrom e” will disappear.

P O V E R T Y  A N D  H E A L T H

T h e subject o f  poverty and  health deserves a treatise; I can 
give it only a m om ent o f  reflection. First, there  are issues in
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dispute. Some scholars, even sym pathetic ones, have sought 
to dem onstrate  that poverty and  poor health are  not inex
tricably linked .137 But the problem  will not go away. As 
H orton  and  Leslie argue:

I l l-h e a l th  is p ro b a b ly  th e  g re a te s t  s in g le  c a u se  o f  h u m a n  s u f f e r 
in g . . . .  I t  is d o u b t f u l  i f  a n y  o th e r  s in g le  c irc u m s ta n c e  p r o d u c e s  
so  m u c h  p o v e r ty  a n d  d e p e n d e n c y ,  so  m u c h  fa m ily  d is r u p t io n ,  
o r  so  m u c h  e c o n o m ic  in e ff ic ie n cy  as illn e ss  . . ,138

T h ere  are countless o ther indicators, including in fan t and  
m aternal m orbidity, p rem atu re  deaths, and  lost workdays. 
For exam ple, due to inadequate o r nonexistent prenatal 
care, black children  are  far m ore likely th an  white children 
to be born  prem ature. A nd infants born  prem aturely  are  16 
times m ore likely to die d u rin g  the neonatal period  (the first 
28 days o f  life) and  10 times m ore likely to be re ta rd ed .139 
M ore data could be recited; books and  articles abound, and 
are sent to congressm en and  senators every day. T h e re  are 
analytic debating points: does poverty “cause” ill-health or 
are the two simply found together with m ore than  average 
frequency, and  so on.

But the poin t is basic. By almost any m easure, the poor 
are  sicker than  the nonpoor, and  medicine does not cure 
them , even though the poorest see physicians as often  as the 
m ore affluent. T h e  reason is that it is not medicine alone 
that the poor need. Health is not the product o f the m ulti
plication of services and  people; it is ra ther a function o f a 
health-producing environm ent and  individual energy. T he 
poor have neither. Two o f the greatest insults that poverty 
inflicts are  th e  narrow ness o f options and  vitiation o f  energy. 
T h e  debate about access to medical care misses a m ore 
fundam ental point. T h e  poor need medical care, bu t only to 
achieve a th reshold  condition, a state that can m ake o ther 
things possible.

Unless m edicine is reconceived, the poor may continue to
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receive care bu t be sicker in the year 2000. O f all the factors 
that m ight be m itigated, and  thus cause m ore ra th e r than  
less health over the next few decades, poverty is the least 
likely candidate. T his society has chosen to shatter the lives 
o f the poor and  nourish  the rich. T h at choice is unlikely to 
be reversed voluntarily.

T H E  D IV E R G E N C E  O F  

M E D IC IN E  A N D  S O C IE T Y

M edicine and  society are diverging. As we saw in C hap ter 3, 
an  increase in transnational activity, on  both public and 
private levels, will result in health  problem s that transcend 
national boundaries at a time when all nations, including the 
U nited States, are  elaborating and  expanding  their own 
medical care systems to the exclusion o f the developm ent of 
a world health  care system. In  this chapter, we have seen 
that, by the year 2000:

1. Increases in complexity, stress, the size o f  organiza
tions, and  the persistence o f w ork-related stress will p resent 
society with new and aggravated health  problem s. T hus, 
while certain  technological im provem ents such as the rapid  
developm ent o f the  com puter offer opportunities to im
prove medical care, unforeseen  health care problem s may 
arise in the fu ture .

2. Leaving aside em erging health  problem s, over the 
next 30 years life is likely to be m ore stressful, faster, and 
m ore frenetic than  it is now. T h e  diseases o f civilization, 
such as h eart disease, vascular disorders, and  cancer, will 
exact an  even higher toll because medicine is orien ted  to
ward their cure, no t their prevention.

3. T he population will be older. A lthough the health 
care system will fail to “cu re” old age, it will nevertheless 
continue to lavish resources on the elderly.



T h e  Divergence o f  M edicine and  Society 139

4. T h e  num ber o f accidental deaths and  injuries will 
continue to rise (even if  in step with population growth), yet 
m edicine engages the  problem  only a fte r the fact, and 
poorly when it does.

5. T h ere  is solid evidence that environm ental deg rada
tion dam ages health  and  is increasing in m agnitude. But 
m edicine is designed only to repa ir hum an m achinery at a 
time when the theoretical and  em pirical evidence is that 
health  is substantially m ore determ ined  by social and  en 
vironm ental factors.

6. T h e  degree o f m ental and  em otional d iso rder may be 
increasing. Levels o f m ental and  em otional d iso rder may be 
exacerbated in the fu tu re  by psychological pressures on  the 
aged as a resu lt o f  expanded  longevity and  expulsion from  
the jo b  m arket. But there is little evidence that m ental health 
services have a m easurable im pact on the incidence o f m en
tal illness. U nder such circum stances, not only m ight m ental 
and  em odonal d isorders increase, their debilitating im pact 
on society is unlikely to be affected by the provision of 
services. O nce again social causes deserve m ore attention.

7. Biomedical break th roughs prom ise to im prove the 
tools o f the m edical care system to trea t certain  conditions, 
mostly acute in nature . At the same time, such technological 
innovations have m ade and  will make it possible for the 
system to expand the p resen t style o f trea tm ent alm ost 
infinitely. T h e  result has been and will be high costs and 
m ore concentration on acute conditions by increasingly 
specialized practitioners.

8. Poverty will not be “c u red .”
9. Professionalism in medicine, which heavily influences 

its reductionist d rift and depersonalizes medical care interac- 
uons, is incom patible with the values o f a grow ing num ber 
o f persons. O ne result is that the m ode o f  adm inistration o f 
medical care, and  even its logos, will be increasingly disso
nan t with em erging hum an  values and  needs.

10. Finally, because o f the lock on  services by service
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bureaucracies, the provision o f medical care will become 
m ore political because o f  the pursu it o f in ternal objectives by 
service bureaucracies to the derogation o f consum er rights 
and  interests.

A new medicine is needed. T h e  old medicine has reached 
its limits; it can no longer cure m ore than harm .
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The Climate for Medicine

T h e  r e a l  r e v o lu t io n  in  m e d ic in e , like  a ll r e a l  re v o lu tio n s ,  will 
g o  o n  a t th e  leve l o f  c o n c e p tio n s .

A n d re w  W eil, The N a tu ra l M in d

We have the m edicine we deserve. We freely choose to  live 
the way we do. We choose to live recklessly, to abuse ou r 
bodies with what we consum e, to expose ourselves to en 
vironm ental insults, to ru sh  frantically from  place to place, 
and  to  sit on o u r sp read ing  bottom s and watch paid profes
sionals exercise for us. Because this is the way most o f us live 
we need a m edicine that repairs us when ou r systems break 
down. This is essentially what m odern  m edicine tries to do. 
A nd it is som ething that m edicine generally does well. But 
the climate for a “reparative” m edicine is changing. T he 
assaults on o u r health  are d iffe ren t now, even though  our 
life styles com pel m edicine to stay w here it is. Will we 
change; will m edicine change?

T h u s far I have tried  to dem onstrate  th ree  propositions. 
First, medical care has less im pact on  health  than  is generally 
assum ed. Second, m edical care has less im pact on health 
than  have social and  environm ental factors. A nd th ird , given 
the way in which society is evolving and  the evolutionary 
im peratives o f the medical care system, medical care in the 
fu tu re  will have even less im pact on health  th an  it has now.

Most o f my argum en t has been supported  by findings 
draw n from  conventional research. B ut the argum en t thus

141
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far has taken m edical care on its own term s— m easuring it by 
what it tries to  do. T h e re  a re  o ther pow erful, even p ro 
found, reasons why the end  o f medicine is near, however. 
T h e  societal web in which medicine is a thick strand  is 
unraveling. C hanges now occurring in society will fuel 
the dissolution o f the medical care system and, m ore im por
tantly, lead to a redefinition o f  health.

T h e  times m ust be ripe  for any change. T h ere  m ust be an 
accum ulation o f insight, criticism, consciousness, and  politi
cal acum en at one end  o f  a teeter-to tte r so tha t the m edicine 
o f today, at the  o ther end , can be tipped. Sudden changes 
can occur— intellectual history reveals the suddenness o f 
some transform ations. Sufficient w eight is now accum ulat
ing; a shift in social and  political vision is coming. M odern 
m edicine will th en  ap p ear as it is—an anachronism .

A N  E M E R G IN G  Z E I T G E IS T

T h ere  is a growing, alm ost palpable sense that o u r cu lture is 
at an  epoch break, that a m ajor transform ation  to  som ething 
new and  d iffe ren t and  possibly better lies ahead. T h e  “trans
form ation ,” to use George L eonard’s w ord ,1 is based in a 
sh arp  alteration in  o u r im age o f  reality.

Leonard  suggests th a t the shifts in W estern scientific 
tho u g h t outlined in T hom as K uhn’s The Structure o f Scientific 
Revolutions2 yield clues to what is occurring. K uhn uses the 
term  “paradigm .” By this he m eans the assum ptions, p rem 
ises, and  glue that hold together a prevailing in terp retation  
o f  reality. Paradigm s are rigid, even religious. Even up  to 
the point w here the paradigm  breaks down, phenom ena 
m ust e ither fit o r be shoved into the paradigm  as they are 
discovered. B ut new paradigm s can em erge from  the old 
when the explanatory  pow er o f the old is exhausted. 
Leonard  describes som e o f the boundary  conditions for 
change:
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T h e  n ew  p a r a d ig m  a p p e a r s  a n d  p re v a ils  o n ly  i f  th e  o ld  o n e  is 
in  a  s ta te  o f  c ris is , o n ly  w h e n  th e  o ld e r  m o d e  o f  in v e s tig a tio n  
se e m s to  be  p r o d u c in g  a s e r ie s  o f  a n o m a lie s  a n d  is r u n n in g  
in to  in c re a s in g  d iff ic u ltie s  w ith  c e r ta in  key  q u e s t io n s  o f  th e  
tim e s .3

H e then  argues that the threshold  o f a m ajor societal 
transform ation  has been reached—a transform ation  m an
ifesting a reverence fo r life and  joy, ra th e r than  despair in 
living, and ushering  in an era  o f  cooperation and  com m unal- 
ity to replace the divisiveness and  brutishness that charac
terize o u r lives today.

L eonard is the most anim ated and  expressive m illenarian 
at work. B ut fo r all o f his effusiveness, his vision lacks the 
analytic rigor necessary to convert the hardhearted . Jonas 
Salk supplies some rigor in The Survival o f the Wisest.4 How
ever, he is not w ithout his own b ran d  o f  “mysticism.”

a  n e w  b o d y  o f  c o n sc io u s  in d iv id u a ls  e x is ts  e x p re s s in g  its  d e s ire  
fo r  a  b e t te r  life  fo r  M a n  as a  sp e c ie s  a n d  as in d iv id u a ls , e a g e r  
to  d e v o te  th e m se lv e s  to  th is  e n d .  S u c h  g ro u p s ,  w h e n  th e y  a r e  
a b le  to  co a lesce  t h r o u g h  a n  u n d e r s ta n d in g  o f  t h e i r  r e la te d n e s s  
to  o n e  a n o th e r  a n d  to  th e  n a tu r a l  p ro c e sse s  in v o lv e d  in  
“ N a tu r e ’s g a m e ” o f  su rv iv a l a n d  e v o lu tio n , will f in d  s t r e n g th  
a n d  c o u r a g e  in  se n s in g  th e m se lv e s  a s  a  p a r t  o f  th e  C o sm o s  a n d  
as b e in g  in v o lv e d  in  a  g a m e  th a t  is in  a c c o rd  w ith  N a tu r e  a n d  
n o t  a n t i - n a tu r a l .  T h e s e  g r o u p s  will in it ia te  m o v e m e n ts , w h ich  
in  t u r n  w ill b e  m a n ife s t  in  th e i r  e f fe c t  n o t  o n ly  u p o n  th e  
sp e c ie s  a n d  th e  p la n e t  b u t  u p o n  in d iv id u a l  lives. T h e i r  b e n e f i t  
is like ly  to  b e  e x p re s s e d  in  a  g r e a t e r  s a tis fa c tio n  a n d  fu lf il lm e n t  
in  l ife .5

Like o th er contributors to the recent literature, Salk pos
tulates the necessity o f  a new consciousness. His book is a 
biological cou n terp art to a dialogue begun by ecologists such 
as Barry C om m oner and  G arrett H ard in , quantitative scien
tists such as Meadows and  the m em bers o f  the  Club o f 
Rome, and  social philosophers such as Ivan Illich and 
George Leonard. But Salk’s work is un ique because, o f  those
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who have argued  that grow th m ust be limited, only he has 
also o ffered  an  argum en t that m an is equal to the task.

Jo n as  Salk is a highly tra ined  and  sophisticated life scien
tist. Hence, it is from  the world o f biological science that his 
images evolve. His a rgum ent is simple. In  na tu re  all animals, 
including hum an  beings, survive on the basis o f  principles of 
natural selection. N ature “chooses” from  a “bloom ing p ro fu 
sion” o f choices those life form s with survival value. T h e  
theory is clean, neat, and  mechanistic. O ne species o f moth 
survives because a random  m utation in the coloration o f its 
wings happily blends into the field o f  flora in which it lives; 
ano ther is decim ated by p redato rs because its wing color
ation contrasts ra th e r than m erges with the backdrop.

T his is essentially, so the theory  goes, how hum an life 
evolved. A nd this is w here Salk starts to analogize. His 
reasoning runs som ething like this: I f  there are unm istak
able signs o f decay in o u r culture—the population explosion 
(upon which he relies heavily), environm ental deg rada
tion, w ide-ranging m ental instability, endless war and 
conflict—then  fo r that cu ltu re to survive, it m ust evolve. In 
short, according to Salk, it m ust reestablish a harm onious 
relationship with its surroundings. But this can only take 
place th rough  natural selection; n a tu re  will ju d g e  us for our 
survival value. Salk argues that we m ust therefo re  create and 
then  share ideas that have survival value. T h e  rubric Salk 
attaches to this process is “metabiology.” If  the biological 
refers to the stu ff and  substance o f life, then  the metabiolog- 
ical consists o f  sociocultural ideas, myths, and consciousness, 
which, as in the case o f corporeal life, are  selected fo r their 
value in the preservation o f the species.

W hat is novel about Salk’s th inking is that it can now be 
m ade public by such a distinguished scientist and  scholar. 
But his argum en t for the need for a new consciousness is far 
from  fresh. T h e  same point has been m ade by many, from  
T horeau  to G andhi to Maslow. T hose who argue that h u 
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manity has reached an epoch break, a point o f  transition to  a 
new era  and  a new hum anity, a re  no t lonely voices in the 
wilderness but part o f a growing chorus. T h e re  are fu n d a
mentally two argum ents. T h e  first, which foresees the end  o f 
civilization, the dissolution o f culture, is well rep resen ted  by 
Lewis M um ford in The Myth of the Machine, by William Irw in 
T hom pson in At the Edge o f History and Passages About Earth, 
and  by G eorge Leonard. Some o f  these com m entators, such 
as Leonard , have gone on to the second argum ent—that a 
new epoch is em erging, o r  at least that we are on its 
threshold. It has become less and  less easy to dismiss these 
voices as m illenarian, rustic, nonscientific, o r even crazy.

A rich diversity o f views characterize the debate. But there 
a re  a few fundam ental principles:

1. As a civilization we are  spent. Sociocultural innovation 
is im poverished, and  economic and  political structures are 
variations on  a com m on and  em pty them e. Revolutions and 
revolts, each chasing on the heels o f  its predecessor, disap
pear one into an o th er in a d reary  uniform ity— the op 
pressed become the oppressors, and  so on. In  The Struggle 
Against History, Ronald Segal, a socialist critic and  writer, 
recognizes this w hen he says o f the two dom inant political 
and  economic systems: “While the two . . . competitively 
pursue the developm ent o f their m aterial technology, 
neither seems capable o f developing ideas o r institutions to 
reorganize society on m ore creative m oral lines.”6

2. O u r technology has b rough t us to ru in . We are 
poisoning o u r environm ent beyond repair. Rem edial p ro 
gram s utilizing still m ore technology are  ultim ately self- 
defeating. T h ere  are flaws in h eren t in technological 
problem-solving. M oreover, there may be fixed and  im m u
table limits to grow th, even though  we do  not know when we 
shall reach them . Robert T heobald  puts it this way in Habit 
and Habitat:
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A ll o th e r  sp e c ie s  w o rk  w ith in  th e  e x is tin g  h a b ita t.  T h e i r  su ccess 
o r  f a i lu r e  d e p e n d s  u p o n  th e i r  ab ility  to  a d a p t  to  th e  c o n d it io n s  
in  w h ich  th e y  f in d  th e m se lv e s . T h e i r  su rv iv a l d e p e n d s  u p o n  a 
c o m p le x , in te r r e la te d  e c o sy s te m  o f  w h ich  th e y  f o r m  a  sm all 
p a r t  a n d  o v e r  w h ic h  th e y  h a v e  v e ry  l im ite d  c o n tro l .  . . .

M a n  a lo n e  h as  t r ie d  to  d e n y  h is r e la t io n s h ip  to  th e  to ta l  eco sy s
te m  o f  w h ic h  h e  fo rm s  p a r t  by  c o n tin u o u s ly  ig n o r in g  a n d  
c u tt in g  o f f  fe e d b a c k  w h ic h  h e  f in d s  u n d e s ir a b le .  H e  h a s  d e 
v e lo p e d  th e  h a b it  o f  se e in g  h is  h a b ita t  as to ta lly  flex ib le  a c c o rd 
in g  to  h is  o w n  w ishes a n d  d e s i r e s .7

3. O u r science is far m ore “relative” than  we have as
sum ed. N either its contents n o r its m ethods are  absolute. 
Prevailing paradigm s springing from  materialistic and 
m echanistic bases a re  b lu rring  at the edges. A lthough the 
behavioral sciences continue to rely largely on traditional 
in terpretations, the physical sciences are striding into mysti
cism. Hence, to assum e that a linear developm ent o f cu rren t 
scientific knowledge will subsum e the usable knowledge o f 
the fu tu re  is to fall into what R ichard H. Bube, a professor 
o f m aterial sciences and  electrical engineering  at S tanford 
University, has labeled “one o f the m ost pernicious false
hoods ever to be alm ost universally accepted.”

4. W hen taken together, the similar strands woven 
th rough  existing mythic, religious, and  scientific accounts 
suggest a “lost” historical record. These provocative strands 
are found  in the records o f  the Sum erian culture and  the 
ancient cultures o f  C entral America, particularly Mexico. 
T h e  “m yth” o f  Atlantis provides ano ther exam ple.

5. We are all fam iliar to one degree o r ano ther with the 
recrudescence o f the occult. N. F reedland traced the  revival 
in The Occult Explosion,8 and  Colin Wilson ren d ered  its histor
ical sweep in The Occult,9 M oreover, new religious move
m ents are springing up. E dgar Cayce has been m ore widely 
read  th an  nearly any o th er au th o r in recent years. J. R. R. 
T olk ien’s “Ring” trilogy is in its fiftieth p rin tin g .10 These
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m ovem ents may be m ere crescendos, bu t they may also 
au g u r a m ore durab le cultural transform ation.

6. O u r perceptions o f reality may be incorrect, o r  at least 
greatly distorted. T h e  anthropological lore o f  Carlos Cas
taneda is perhaps the best single statem ent.11 Like Don 
Ju a n ’s teachings presen ted  by Castaneda, the world view o f 
the H opi and som e Eastern beliefs are consistent in their 
fusion o f m ind and  body, and  o f  m atter, energy, and  con
sciousness, even though  those term s have been used un- 
rigorously. S artre  touches on this in his tetralogy, The Roads 
to Freedom,12 when he depicts M athieu’s w onderm ent at the 
pulsing life o f a tree. G eorge L eonard  in The Transformation 
picks up  the them e this way:

F o r  a  b r ie f  m o m e n t  I e x p e r ie n c e d  th e  t r e e ’s b e in g , t h e n  I a m  
th r u s t  b a ck  f irm ly  to  m y  s e p a ra te  e x is te n c e , c a p a b le  o f  s e e in g  
th e  t r e e  a t  a  d is ta n c e , to u c h in g  it, c u t t in g  it d o w n , a n a ly z in g  it.
I h a v e  b e e n  g iv e n  n a m e s  f o r  e a c h  o f  its c o n s t i tu e n t  p a r ts ,  te rm s  
fo r  its  p ro c esse s , a n d  w ays fo r  re la t in g  it w ith  th e  o th e r  e le 
m e n ts  o f  th e  b io s p h e re .  B u t  I h a v e  b e e n  m a d e  in c a p a b le  o f  
e n te r in g  its b e in g  a n d  s h a r in g  its life . . . .

B u t  s o m e th in g  is w ro n g  w ith  th is  m o d e  o f  p e rc e iv in g  a n d  
b e in g , e v e n  in  s tr ic tly  sc ien tific  te rm s . T h e  p h y sic is ts  h a v e  
ta u g h t  m e  th a t  th e  t re e ,  so s u b s ta n tia l  a n d  im p e n e tr a b le ,  a c tu 
ally  is m o stly  “e m p ty  sp a c e ” ; i f  w e c o n c e iv e  th e  su b a to m ic  
e le m e n ts  o f  w h ich  it is m a d e  as p a r tic le s . . . . T h e r e f o r e ,  th e  
t r e e  a p p e a r s  im p e n e tr a b le  to  m y  p h y s ic a l b o d y , a  h a n d y  c o r 
r e s p o n d e n c e .  I ts  o p a c ity , h o w e v e r , is o p e r a t io n a l ,  n o t  u l t im a te .  
Physics a n d  m a th e m a tic s  h a v e  p ro v id e d  u s a  re s p e c ta b le  w ay  o f  
a c k n o w le d g in g  w h a t p r im it iv e  p e o p le s  h a v e  a lw ays k n o w n : 
T h e  t r e e  is n o t  re a lly  so lid . T h e r e  is r o o m  in  it f o r  s p ir i ts .13

7. Related to the issue o f reality is the an th ropocentri-
cism o f o u r science, which persists in classifying hom o sa
piens as a wholly independen t variable in the cosmos. Much
o f the  cosmic literature is sensationalized; H al Lindsey’s The
Late, Great Planet Earth is an  exam ple.14 But as William Irwin
T hom pson has said:
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s o m e th in g  is c a r ry in g  o n  a n  e x te n d e d  c o m m u n ic a t io n  th r o u g h  
th e  o p e n in g  a n d  c lo s in g  o f  o u r  E p o c h , w ith  th e  in fo rm a t io n  
cells  o f  o u r  c iv iliza tio n . “J e s u s  p e o p le ” w o u ld  say it is C h r is t  
p r e p a r in g  fo r  h is S e c o n d  C o m in g ; p a g a n s  w o u ld  say it is th e  
r e tu r n  o f  th e  g o d s  in  th e i r  fly in g  sa u c e rs ;  te c h n o lo g is ts  w o u ld  
say  . . . t h a t  it is n o t  to  th e  h e a v e n s  th a t  w e s h o u ld  lo o k  fo r  a n  
e x p la n a t io n ,  b u t  to  e a r th :  th e y  th e m se lv e s  a r e  th e  n e w  g o d s  
w h o  a r e  e n d in g  th e  tr iv ia l c u l tu r e  o f  h o m o  sa p ie n s . . .15

8. Many argue that the dom inan t cu ltu re o f consum p
tion and  com petition m ust yield to an em ergen t culture 
characterized by self-restraint, cooperation, and  com m unal- 
ity. T hese views have not found their way into politics, but 
they may form  the foundation fo r the fu tu re  social ex
perim entation.

9. In  ways that are not entirely  clear, there  are signs of 
an evolving “consciousness” am ong an increasing, largely 
youthful, bu t still small num ber o f  people. T his evolution 
both derives from  and  anim ates the o ther principles of 
change.

A New “Naturalism.” A host o f  observers, including Charles 
Reich, Jonas Salk, T heodore  Roszak, George Leonard, and 
K enneth Kenniston, perceive the growth o f a new coun ter
culture. T h e re  is general agreem ent that there  is a move
m ent to build a better, m ore hum ane society, bu t observers 
disagree on the causes, breadth , and  specific aims o f  the 
m ovem ent. In  an  article in Saturday Review, “T h e  New 
N aturalism ,” Daniel Yankelovich argues that the new 
naturalism  means, am ong o th er things:

T o  p u s h  th e  D a rw in ia n  v e rs io n  o f  n a tu r e  a s  “ su rv iv a l o f  th e  
f i tte s t” in to  th e  b a c k g r o u n d ,  a n d  to  e m p h a s iz e  in s te a d  th e  
in te r d e p e n d e n c e  o f  all th in g s  a n d  sp e c ie s  in  n a tu r e ;

T o  p la c e  se n so ry  e x p e r ie n c e  a h e a d  o f  c o n c e p tu a l  k n o w le d g e ;

T o  live  p h y sica lly  c lo se  to  n a tu r e ,  in  th e  o p e n , o f f  th e  la n d ;
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T o  live in  g r o u p s  ( tr ib e s , c o m m u n e s )  r a th e r  th a n  in  su c h  
“a r tif ic ia l” so c ia l u n its  as th e  n u c le a r  fam ily ;

T o  d e -e m p h a s iz e  a sp e c ts  o f  n a tu r e  i l lu m in e d  by  sc ien ce ; in 
s te a d , to  c e le b ra te  a ll th e  u n k n o w n , th e  m y stica l, a n d  th e  m y s
te r io u s  e le m e n ts  o f  n a tu r e ;

T o  s tre s s  c o o p e r a t io n  r a th e r  t h a n  c o m p e t it io n ;

T o  d e v a lu e  d e ta c h m e n t ,  o b jec tiv ity , a n d  n o n in v o lv e m e n t  as 
m e th o d s  f o r  f in d in g  t r u th ;  to  a r r iv e  a t  t r u th ,  in s te a d , by  d ir e c t  
e x p e r ie n c e ,  p a r t ic ip a t io n  a n d  in v o lv e m e n t;

T o  re je c t  m a s te ry  o v e r  n a tu r e ;

T o  e m p h a s iz e  th e  c o m m u n ity  r a th e r  t h a n  th e  in d iv id u a l;  a n d  

T o  p r e s e r v e  th e  e n v ir o n m e n t  a t th e  e x p e n s e  o f  e c o n o m ic  
g ro w th  a n d  te c h n o lo g y .16

T h e im plications o f this change are difficult to draw. But 
if the m ovem ent gains m om entum  over the  next th ree  de
cades, new values will be established upon which fu tu re  
decisions m ust be based. O ne outcom e may be fu r th e r dis
crediting  o f the grow th principle. I f  so, some o f the  prob
lems associated with growth, such as pollution, resource 
depletion, and  the spread o f concrete m ight be checked.17

T he projected increased age o f the population  is also 
pertinen t. I f  it is true  that attitudes engendered  in youth 
survive into old age, m any o f  those who govern at the  end  o f 
this century will have been acculturated differently  from  
those who govern today. A lthough the coun tercu ltu ral rev
olution may tu rn  ou t to be ephem eral, it is still likely to have 
some effect on political and  social change over the next 30 
years.

T h ere  a re  th ree  related implications for medicine. First, 
the idea o f  com m unity implies increased local control. T h e  
medical care system has been slowly in tegrating  an d  en larg
ing. W ith that in tegration  has come a steady inflation o f the 
role o f  the federal governm ent. T h e  passage o f a national 
health  insurance plan will swell the federal role even m ore. 
But at the same time, some com m unities may seek to assum e
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m ore, no t less, o f  the obligation to provide their care. In 
addition, consum er dem ands fo r m ore personalized care are 
likely to increase; ironically at a tim e when m anpow er 
shortages and  the institutionalization in the medical care 
system frustrates this dem and.

Second, we may see a re tu rn  to folk medicine. It is doub t
ful that this will be w idespread, bu t com m unities may try to 
treat “their ow n” using indigenous folk practices. T h e  wom
en ’s m ovem ent, for one, has encouraged  self-care program s. 
T h e  dem ise o f folk m edicine was associated with the disin
tegration o f viable insular com m unities.18 W ith the re
crudescence o f com m unity, new folk practices, possibly m ore 
scientifically based, may evolve.19

T h e final im plication may be the most significant. Profes
sionalism is incom patible with the idea o f com m unity and 
the egalitarianism  that accom panies it. But professionalism 
in the sense o f autonom y, to use Eliot Freidson’s concep
tualization, is the cornerstone o f the medical care system. A 
successful attack on it may shake the edifice.20 If  the attack 
on professional prerogatives by new naturalists is coupled 
with a rational systemic critique, the tren d  to a d ifferen t 
m edicine may be accelerated.

Higher Consciousness. In The Natural Mind,,21 A ndrew  Weil 
draws a distinction between “straight,” o r  conventional 
thinking, and  “stoned” thinking. S traight thinking is charac
terized as:

•  a tendency to know things th ro u g h  the intellect ra ther 
than  th ro u g h  some faculty o f m ind;

•  a tendency to be attached to the senses and th rough  
them  to external reality;

•  a tendency to pay attention to outw ard form s ra ther 
than  to inner contents and thus to lapse into 
materialism;
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•  a tendency to perceive differences ra th e r than  
similarities am ong phenom ena;

•  a tendency tow ard negative thinking, pessimism, and  
despair.

T h e  use o f insecticides exemplifies straight thinking, ac
cord ing  to Weil. Straight th inking assumes that natu re  is 
hostile and  can be m anaged by direct application o f force. 
Weil continues:

A s v ig o ro u s  se lec tiv e  a g e n ts ,  in se c tic id e s  in  o u r  w o r ld  p lay  a 
s ig n if ic a n t ro le  in  th e  e v o lu t io n a ry  d e v e lo p m e n t  o f  a ll in se c t 
sp ec ie s . T h e y  n e a tly  w e e d  o u t  th e  s u s c e p tib le  n u m b e r  o f  
fa m ilie s  c o n c e n tr a t in g  in  in se c t g e n e  p o o ls  all o v e r  th e  w o r ld  
t h e  g e n e tic  fa c to rs  th a t  c o n f e r  re s is ta n c e  to  th e s e  c h e m ic a ls .22

T h e  continued use o f insecticides creates new, resistant 
strains o f insects th rough  natu ra l selection. New and m ore 
effective insecticides are then  needed  and  so on—an infinite 
regress.

Weil then  distinguishes straight thinking from  “stoned” 
thinking:

•  a reliance on intuition as well as intellection;
•  an acceptance o f the am bivalent na tu re  o f  things;
•  an  experience o f infinity and  its positive aspects.

T he autonom ic nervous system, which is supposed to trigger 
the involuntary muscles such as the heart, illustrates stoned 
thinking. U nder prevailing biomedical concepts, the au
tonomic nervous system is no t “connected” to  consciousness. 
Weil disagrees. H e alludes to hypnotic suggestion. I f  told 
that his o r h er skin has been touched by hot metal, a subject 
in full trance will blister as if b u rn ed  when touched by a 
finger. Weil concludes that there  “m ust be a channel be
tween m ind and  body [that] is wide open  w henever we are  in
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an altered  state o f  consciousness.”23 Biofeedback research 
supports Weil’s a rgum en t.24

States o f consciousness, beyond those generally experi
enced, a re  a them e in m any contem porary  works.25 Many 
com m entators feel there  are m eans to elevate hum an  con
sciousness to a h igher plane. In  The Master Game,26 one o f 
the m any books and  articles on the  subject, R obert S. De- 
Ropp argues that because hum an beings have evolved with a 
large brain, they should be capable o f far g reater powers 
than they have dem onstrated . D eRopp feels that, “because 
[man] does not know how to use this pow erful m achine, it 
tends to operate  in ways not beneficial to its possessor, to 
generate a host o f illusions am ong which he w anders . . . 
frigh tened  and  confused, a prey to te rro rs  tha t he him self 
has created .”27 T h e  argum en t is fa r from  new. William 
Jam es m ade the same point in The Varieties of Religious Ex
perience in 1929:

O n e  c o n c lu s io n  f o rc e d  u p o n  m y m in d  a t  th a t  tim e , a n d  m y 
im p re s s io n  o f  its t r u th  h a s  e v e r  s in c e  r e m a in e d  u n s h a k e n .  I t  is 
th a t  o u r  n o rm a l  w a k in g  c o n sc io u sn e s s , r a t io n a l  c o n sc io u sn ess  
a s  w e call it, is b u t  o n e  sp e c ia l ty p e  o f  c o n sc io u sn e s s , w h ils t a ll 
a b o u t  it, p a r te d  f ro m  it by  th e  film ies t o f  sc re e n s , th e r e  lie 
p o te n t ia l  fo rm s  o f  c o n sc io u sn e s s  e n t i r e ly  d i f f e r e n t .  W e m ay  g o  
t h r o u g h  life  w i th o u t  su s p e c tin g  th e i r  e x is te n c e , b u t  a p p ly  th e  
re q u is ite  s t im u lu s , a n d  a t  a  to u c h  th e y  a r e  th e r e  in  a ll th e i r  
c o m p le te n e s s . . . . N o  a c c o u n t  o f  th e  u n iv e rs e  in  its  to ta lity  c an  
b e  f in a l w h ic h  leav es  th e s e  o th e r  fo rm s  o f  c o n sc io u sn e s s  q u ite  
d i s r e g a r d e d .28

T h ere  are m any implications fo r medical care. I f  hum an 
beings a re  capable o f h igher states o f  consciousness, it may 
be possible for individuals to assum e m ore responsibility for 
self-care th an  is now the case (even am ong those who have 
not succum bed to professional coercions). T h e re  will also be 
a larger role fo r natu ra l healers. T h e  literature , flanked by a 
wealth o f anecdotal accounts, is full o f  descriptions o f 
natural healings.29
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It is possible that healing in the fu tu re  will be based upon 
a m ore com plete understand ing  o f the role o f consciousness. 
T h e  m echanistic approach  to health  and  well-being that 
characterizes m odern  m edicine is inconsistent with concepts 
o f h igher consciousness. T h e  m ore that is discovered about 
hum an  potential and  the powers o f an  evolved conscious
ness, the less sense the prevailing medical paradigm  makes. 
We may be at the limits o f  allopathic medicine to treat and 
reduce disease; new approaches are needed, new ways to 
heal an d  be healed. Some diseases may result from  imbal
ances in consciousness that can only be trea ted  th rough  its 
alteration. It may then  be possible to achieve im provem ents 
in health th ro u g h  expanding  consciousness.30

M edicine is a p art o f the cu lture in which it is practiced. I f  
transform ations take place th a t a lter the beliefs and  attitudes 
underly ing o u r culture, m edicine will inevitably be affected.

M E D IC IN E , S O C IE T Y , A N D  C U L T U R E

M odern m edicine arose in a hospital environm ent. But the 
climate for a m edicine tha t only cures is chilling.

Ecology. Barry C om m oner, in The Closing Circle,31 postulates 
fou r laws o f ecology: “(1) everything is connected to every
th ing else; (2) everything m ust go som ewhere; (3) natu re  
knows best; an d  (4) there  is no  such th ing as a free lunch.” 
In  his discussion, C om m oner condem ns the scientific com
m unity in pertinen t term s:

Few  o f  u s  in  th e  sc ien tific  c o m m u n ity  a r e  w ell p r e p a r e d  to  d e a l  
w ith  th is  d e g r e e  o f  c o m p le x ity . W e h a v e  b e e n  t r a in e d  by  m o d 
e r n  sc ien ce  to  th in k  a b o u t  e v e n ts  th a t  a r e  vastly  m o re  
s im p le — h o w  o n e  p a r tic le  b o u n c e s  o f f  a n o th e r ,  o r  h o w  
M o le cu le  A  re a c ts  w ith  M o le cu le  B . C o n f r o n te d  by  a s i tu a t io n  
as c o m p le x  as th e  e n v ir o n m e n t  a n d  its v a s t a r r a y  o f  liv in g



154 T h e  Clim ate for Medicine

in h a b i ta n ts ,  w e  a r e  lik e ly — so m e  m o re  th a n  o th e r s — to  a t te m p t  
to  r e d u c e  it in  o u r  m in d s  to  a  se t o f  s e p a ra te ,  s im p le  e v e n ts , in  
th e  h o p e  th a t  t h e i r  su m  will so m e h o w  p ic tu re  th e  w h o le . T h e  
e x is te n c e  o f  th e  e n v ir o n m e n ta l  c ris is  w a rn s  u s th a t  th is  is a n  
i llu so ry  h o p e .  F o r  so m e  tim e  n o w , b io lo g is ts  h a v e  s tu d ie d  iso 
la te d  a n im a ls  a n d  p la n ts , a n d  b io c h e m is ts  h a v e  s tu d ie d  m o l
e c u le s  iso la te d  in  te s t  tu b e s , a c c u m u la t in g  th e  vast, d e ta i le d  
l i t e r a tu r e  o f  m o d e r n  b io lo g ica l sc ien ce . Y et th e s e  s e p a ra te  d a ta  
h a v e  y ie ld e d  n o  su m s  th a t  e x p la in  th e  eco lo g y  o f  a  lak e , fo r  
in s ta n c e , a n d  its v u ln e ra b il i ty .32

T h e earth  on which we live—the ecosphere—is where 
health  takes place. It is w here we are well or not well. T his is 
not a sim ple-m inded nostrum , for upon  reflection it is clear 
that unless ill health is the product o f  evil spirits, the causes 
o f disease can be found in the ecosphere and in m an’s 
m anipulation o f its  elem ents. It follows that prevention and 
even trea tm ent o f disease lies in fostering conditions that are 
conducive to health. As o u r ecological knowledge grows, the 
im poverishm ent o f  o u r approach  to health will become in
creasingly evident. T his approach  to health is not novel (I 
discuss som e o f its roots later), bu t it has not been cogently 
expressed as a guide for action.

Systems. In  the preface to Habit and Habitat, Robert T h eo 
bald distinguishes m an’s relationship to his habitat from  that 
o f  o ther species:

M a n  is u n iq u e .  T h is  s ta te m e n t  h a s  b e e n  m a d e  so  o f te n — a n d  so 
in c o r re c t ly — th a t  w e h a v e  lo s t s ig h t  o f  th e  few  a re a s  w h e re  it is 
p ro f o u n d ly  t r u e .  In  p a r t ic u la r ,  we fa il to  r e m e m b e r  th a t  m a n  is 
th e  o n ly  sp e c ie s  w h ic h  h a d  d e v e lo p e d  th e  m e a n s  to  fo rc e  his 
h a b ita t  in to  p a t te rn s  w h ich  h e  d e s ire s . H e  h a s  u se d  ev er-  
g r e a t e r  p o w e r  to  e n a b le  h im  to  d o  w h a t h e  w a n ts  to  d o  a n d  
p r e v e n t  th o se  p a t te rn s  w h ic h  h e  f in d s  u n d e s i r a b le .33

Theobald  then develops the thesis that the solution to the 
environm ental crisis depends upon a change in the m eans by
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which we reach decisions. T h e  change T heobald  has in m ind 
is from  a linear h ierarchic approach  to decision-m aking to 
what he refers to as a “sapiential” view, one that relies on 
the wisdom and  knowledge o f the individual free o f  rigid 
institutional constraints. H e stops short o f  arguing  for a 
fundam ental change in consciousness, bu t no t too short; 
changing decision-m aking requires changes in the m ental 
and  em otional equipm ent we bring  to the problem . 
T heobald ’s plea is simple: We m ust develop the capacity to 
approach o u r world and  its problem s systemically through  
the use o f sapiential analysis. T hese are m odes o f analysis 
that do  no t tie individuals up  in institutions that filter in fo r
mation for their own purposes. Sapiential analysis compels us 
to be sensitive to the feedback we get from  the subjects 
affected by o u r  initiatives, and, crucially, to m ake ad just
m ents in the m ixture o f inpu ts we bring  to bear upon  those 
subjects.

O u r technology has m ade it possible to massively re 
arrange o u r environm ent to suit o u r needs. We have raped  
the earth  in o rd e r to tam e it. We have elim inated o r a ltered  
what we found e ither distasteful o r inconvenient. I f  a river 
was no t straight, we straightened it. If  a forest m ade it 
difficult to build o u r hom es o r facilitate o u r com m erce, we 
rem oved it. Since we found it m ore convenient to d u m p  ou r 
waste products on the land and  in the lakes and  oceans than  
to recycle it, we did  so.

This is what m odern  m edicine does as well—it removes 
problem s. It fixes on undesirable symptoms and tries to 
elim inate them  ra th e r than  addressing  their causes. But the 
feedback we are  getting from  the spaceship in which we 
live—befouled air, fetid water, h um an  flotsam, and  noise—is 
forcing us to calibrate exploitation o f o u r environm ent with 
its limitations. We are slowly being forced to respect o u r 
environm ent. T h e  m ethodology by which we will do  so is 
systemic in nature . We m ust approach  the problem  o f  health  
in the same term s.

We are no t getting health ier any m ore, as we did fo r  many
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centuries. T his may be because o u r medicine has not re 
spected the  interconnectedness o f  the hum an  organism  and 
its environm ent. We have not fully understood  the ex ten t to 
which o u r health  is d ep en d en t on o u r overall environm ent. 
W hen public health  m easures succeeded in cleansing water 
an d  disposing o f  waste, society forgot the lessons we learned  
from  those program s. We succum bed to conceptual cow
ardice and  m iscom prehended the systemic nature o f o u r 
existence. We then  em barked  on  the pursu it o f health  by 
assum ing we could deal with the hum an  organism  in isola
tion from  its society and  its environm ent. But as K enneth 
B oulding has said:

W e m u s t  g e t  th e  id e a  a c ro ss  th a t  so c ie ty  is a  g r e a t  p o n d ,  a n d  
ju s t  as in  a  fish  p o n d  ( if  it’s u n p o l lu te d )  f ro g s , v e g e ta t io n  a n d  
c h e m ic a ls  a ll in te r a c t  to  fo rm  a  re a so n a b ly  s ta b le  e q u il ib r iu m  o f  
p o p u la t io n s ,  so  in  so c ie ty  w e h a v e  r o u g h  e q u il ib r iu m  a t a n y  
o n e  m o m e n t  o f  in te r a c t in g  p o p u la t io n s  o f  c r im in a ls , p o lice , 
a u to m o b ile s ,  sc h o o ls , c h u rc h e s ,  s u p e r m a r k e ts ,  n a tio n s , a rm ie s , 
c o r p o ra t io n s ,  law s, u n iv e rs it ie s  a n d  id e a s .34

Values. T oday  science is u n d er attack because it has lusted 
afte r m eans and  been blind to ends. Science will survive the 
attack because it will ad just and  because we cannot do with
ou t it. But it will be forced to re trench , and  in doing so will 
be com pelled to en te r hum an values into its equations. It will 
be forced to subject the ends it pursues to the assent o f  those 
who a re  affected.

Medicine is p art o f  the  scientific com m unity. This accounts 
for its successes and  fo r som e o f the critique lodged against 
it as well. M edicine, along with the o ther sciences, has elabo
ra ted  its m eans and  forgotten  its ends. I f  health  had been 
the objective we would be healthier. B ut health  has not been 
the objective. T h e  objective has been technique. Jacques 
Ellul described this dichotom y in The Technological Society35 
when he pointed ou t that elaboration o f technique and
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m an’s inability to control the technology he has created  is 
due to o u r failure to und erstan d  how to change the underly
ing set o f  assum ptions from  which we work. T his is tru e  of 
m edicine as well.

We generally assum e that technology is, o r at least can be, 
value-free. But technology is not value-free. In  Guatem ala, 
the tourist who takes a p ho tog raph  o f a native has “cap
tu red ” the soul o f  his subject. At least that is what some 
nauves believe. T h e  subject re tu rns to his hut, desists from  
fu rth e r hum an interaction, and  refuses to eat and  care for 
himself. He may die shortly thereafter. T o  the technocrat 
this episode is indubitable evidence o f prim itive foolishness 
and  stupidity. T h e  cam era, he  asserts, is m erely a device for 
passively record ing  physical phenom ena and  can in no way 
harm  the subject. W hile this view may assuage any guilt the 
tourist may have, it is o f  little solace to the native. I t is, 
ra ther, an arrogance borne out o f benign assum ptions about 
tools and  technology that leads the technocrat to his in
terpretation . But the fact rem ains that since the cam era can 
cause the native’s death , it can hardly, u n d er these circum 
stances, be considered value-free. All technology carries the 
potenual for hum an harm . T h e  fact that the th rea t is 
“m erely” in the eyes o f the beholder is no t an  argum en t to 
the contrary.

Value ju d g m en ts  are com m on features o f  medical prac
tice. W hen m any o f us were born , typically, o u r m others 
were anesthetized, and  o u r fathers condem ned to dingy, 
magazine littered waiting rooms. We were born  blue and  
silent. Shortly afte r that, we and  o u r m others were confined 
to quarte rs  for roughly five days. O u r fathers were allowed 
to visit a few hours a day, sharing their time with friends and 
relatives who crowded in to app laud  the result. T oday  in 
some hospitals m others and  fathers are both in the delivery 
room  pardcipating in the b irth  o f a w rithing pink in fan t who 
rips the air with sound as soon as its chest cavity is free. T he 
health  o f the pardes to this scenario— the baby, the m other,
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and the fa ther—is no t adversely affected by the change in 
medical practice. T h e  practice o f m edicine is heavily laden 
with value judgm ents. T h e re  is nothing in the physician’s 
technical arm am entarium  that dictates one scenario over 
ano ther. T h e  presence o r absence o f a father, and the d ru g 
ging o f  the m other o r her sentiency are societal values that 
the physician m irrors in his pracuce.

A sense o f the values implicit in m edicine is ra re  am ong 
practitioners. In  p art this is due  to the insularity health 
practitioners have b red  fo r themselves. At the core of 
m edicine is the concept o f autonom y, which is a function of 
specialized knowledge and  m ethods. T h e  train ing  o f  a 
physician is the progressive ensh rinem en t o f specialized in
form ation. At the end  o f the educational process, licensing 
serves as the final rites o f  passage.

But train ing  and  initiation involve m ore than  that. T he 
medical student is m ade to feel quite d iffe ren t from  o ther 
students. T h e  student-w ould-be-professional is inculcated 
with the quaint notion that the knowledge he o r she gains 
can be transfo rm ed  into a service which is, by that fact, 
salable for a price. T his is distinguishable from  the view o f 
the nonprofessional. For exam ple, the sociologist seldom 
views his o r her knowledge as dangerous in the hands o f a 
nonsociologist, n o r readily convertible into a service that can 
be ren d ered  fo r a price.

An unarticulated  prem ise o f medical train ing  is that the 
knowledge im parted  in the process is un ique and nonfungi- 
ble; in short, a com m odity fo r m arket exchange. As such, a 
physician’s knowledge is neither an  end  in itself n o r a con
tribu to r to the fund  o f hum an knowledge; it is, ra ther, 
synonym ous with technique, because it is useful only when 
applied to a problem . It has its own technological im perative 
as well, which is largely the same as that o f o th er technology 
in that its existence compels its use, bu t som ewhat d ifferen t 
in that its use is strictly limited to those who are its p u r
veyors.
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T his apotheosis o f  technique has shorn  m edicine o f  a 
sense o f  values an d  s tripped  us o f  o u r capacity to take 
responsibility fo r o u r own health.

Reality. O u r  science an d  o u r  relig ion tell us w hat is real. 
B ut o f  course th e re  are  “u n re a l” things. In  The Teachings of 
Don Juan: A Yaqui Way o f Knowledge, C arlos C astaneda d e 
scribes the  “u n re a l” w hen he recoun ts  his first “flying” ex
perience:

Don Juan kept staring at me. I took a step toward him. My legs 
were rubbery and long, extremely long. I took another step. 
My knee joints felt springy, like a vault pole; they shook and 
vibrated and contracted elastically. I moved forward. The mo
tion o f my body was slow and shaky; it was more like a trem or 
forward and up. I looked down and saw don Juan  sitting below 
me, way below me. T he momentum carried me forward one 
more step, which was even more elastic and longer than the 
preceding one. And from there I soared. I rem em ber coming 
down once; then I pushed up with both feet, sprang backward, 
and glided on my back. I saw the dark sky above me, and the 
clouds going by me. I jerked  my body so I could look down. I 
saw the dark mass of the mountains. My speed was extraordi
nary. My arms were fixed, folded against my sides. . . .

T he same day, Friday, July 5, late in the afternoon, don Juan  
asked me to narrate the details o f my experience. As carefully 
as I could, I related the whole ep iso d e .. . .  Finally, before I left 
that evening, I had to ask him, “Did I really fly, don Juan?” 

“T hat is what you told me. Didn’t you?”
“I know, don Juan . I mean, did my body fly? Did I take off 

like a bird?”

“You always ask me questions 1 cannot answer. You flew 
. . . [T]he trouble with you is that you understand  things in 
only one way. You d on’t think a m an flies; and  yet a brujo can 
move a thousand miles in one second to see what is going on. 
He can deliver a blow to his enem ies long distances away. So, 
does he o r doesn’t he fly?”
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“You see, don Juan, you and I are differently oriented. 
Suppose, for the sake of argum ent, one of my fellow students 
had been here with me when I took the devil’s weed. Would he 
have been able to see me flying?”

“T here you go again with your questions about what would 
happen if. . . It is useless to talk that way. If your friend, or 
anybody else, takes the second portion o f the weed all he can 
do is fly. Now, if he had simply watched you, he might have 
seen you flying, or he might not. That depends on the man.” 

“But what I mean, don Juan, is that if you and I look at a 
bird and see it fly, we agree that it is flying. But if two of my 
friends had seen me flying as I did last night, would they have 
agreed that I was flying?”

“Well, they might have. You agree that birds fly because you 
have seen them flying. Flying is a common thing with birds. 
But you will not agree on other things birds do, because you 
have never seen birds do them. If your friends knew about 
men flying with the devil’s weed, then they would agree.” 

“Let’s put it another way, don Juan. What I meant to say is 
that if I had" tied myself to a rock with a heavy chain, I would 
have flown just the same, because my body had nothing to do 
with my flying.”

Don Juan looked at me incredulously. “If you tie yourself to 
a rock,” he said, “I’m afraid you will have to fly holding the 
rock with its heavy chain.”36

Slowly b u t steadily we a re  d iscovering the  flimsiness o f  o u r  
reality. In te re s t in  the  unconscious, the unknow n, an d  the 
occult is reaw akening, how ever long vitiated by o u r assum p
tion th a t the  m ind consisted only o f the intellect. T h e  bi
fu rcation  o f  m ind an d  body, and  o u r  belief th a t the 
unconscious m ind is the hom e o f  the  chaotic and  th e  irra 
tional a re  characteristics o f  this technological era. Yet b reak 
th ro u g h s occur. H igher consciousness is possible— diffe ren t 
an d  m ore p en e tra tin g  visions o f  reality are possible. Some 
a re  d rug -induced , bu t the  m ost lucid a re  not. Nevertheless, 
the paradigm s o f the past a re  firmly en trenched . T o  T h eo 
d o re  Roszak, in Where the Wasteland Ends,37 the prevailing 
parad igm  rests on  a “m yth o f  objective consciousness.” For
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Roszak the myth is not necessarily false, bu t ra th e r an  idiom 
o f explanation which filters ou t phenom ena that do no t fit. 
T his results in “reductionism ,” which Roszak sees as the 
desire to “reduce all things to term s that objective conscious
ness m ight m aster.”

T his reliance on m aterial reality and its accom panying 
reduction  o f  subject m atter to m anageable, quantifiable, and  
discrete parts characterizes medicine. M edicine focuses on 
the smallest bits o f m aterial reality— sym ptoms—and ignores 
a buzzing profusion o f phenom ena which may be re la ted  to 
health.

In  The Natural Mind, A ndrew  Weil characterizes 
m edicine’s preoccupation with m aterial reality this way:

M o d e rn  a llo p a th ic  m e d ic in e  is e s se n tia lly  m a te ria lis tic . F o r  e x 
a m p le ,  th e  w id e ly  a c c e p te d  g e rm  th e o r y  o f  d ise ase — a c o r n e r 
s to n e  o f  a llo p a th ic  th e o ry — sta te s  th a t  c e r ta in  m ic ro sc o p ic  
e n ti t ie s  (b a c te r ia  a n d  v iru se s  a r e  th e  m o s t im p o r ta n t)  w h o se  
a p p e a r a n c e  in  sp a c e  a n d  tim e  c o r re la te s  w ell w ith  o th e r  p h y s i
cal m a n ife s ta t io n s  o f  illn e ss  a r e  c a u sa tiv e  o f  illn e ss .3"

In  contrast, Weil stresses the im portance o f  the “uncon
scious” in achieving health. W hether Weil is righ t in his 
assum ptions about health , an  issue to which I re tu rn , his 
diagnosis o f  m odern  m edicine’s perceptions o f reality is ac
curate. But perceptions o f reality can change. As society 
shifts from  its m echanistic and  m aterialistic bases, it will strip 
medicine o f its premises.

Paranormal Phenomena. In  1909, when F reud  and Ju n g  
were in the spring o f  th e ir collaboration, Ju n g  engaged 
F reud  in a discussion o f  extrasensory perception. Ju n g  re 
counts one o f their talks:

W h ile  F r e u d  w as g o in g  o n  th is  w ay, I h a d  a  c u r io u s  s e n sa t io n . 
I t  w as as i f  m y d ia p h r a g m  w as m a d e  o f  i r o n  a n d  w as b e c o m in g
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r e d  h o t— a  g lo w in g  v a u lt. A t th a t  m o m e n t  t h e r e  w as su c h  a  
lo u d  r e p o r t  in  th e  b o o k c a se  w h ic h  s to o d  r ig h t  n e x t  to  u s  th a t  
w e b o th  s ta r te d  u p  in  a la r m  f e a r in g  th e  th in g  w as g o in g  to  
to p p le  o v e r  us. I sa id  to  F r e u d :  “T h e r e ,  th a t  is  a n  e x a m p le  o f  a  
so -c a lled  c a ta ly tic  e x te r io r iz a t io n  p h e n o m e n o n .”

“O h , c o m e !” “T h a t  is s h e e r  b o s h .”

“ I t  is n o t ,” I r e p l ie d .  “Y o u  a r e  m is ta k e n  H e r r  P ro fe s s o r .  B u t 
to  p ro v e  m y  p o in t  I n o w  p re d ic t  th a t  in  a  m o m e n t  t h e r e  will b e  
a n o th e r  lo u d  r e p o r t . ” S u r e  e n o u g h ,  n o  s o o n e r  h a d  I sa id  th e  
w o rd s  th a n  d e to n a t io n  w e n t o f f  in  th e  b o o k c a s e .39

O th er incidents o f exteriorization o r psychokinesis are  re 
po rted  by O stran d er and  Schroeder in Psychic Discoveries 
Behind the Iron Curtain.40 In  their book they narra te  episodes 
about Nelya Mikhailova, one o f the persons they observed in 
the Soviet Union. A m ong o ther things, Nelya was apparently  
able to move objects a ro u n d  on a table w ithout touching 
them . W hen doing  so, her pulse ra te  escalated rapidly to 
nearly 200 beats per m inute; and she o ften  lost th ree  to six 
pounds when she worked. Leaving aside the obvious impli
cations fo r weight control, h er perform ance is rem arkable. 
So rem arkable that some skeptics have pointed ou t that 
Nelya was given a ja il sentence in 1964 for some unspecified 
crime. O stran d er and  Schroeder claim it was for some u n re 
lated petty offense, bu t the skeptics argue that it was for 
chicanery.

Supporters, including Koestler, poin t ou t tha t Nelya is a 
high-spirited wom an who is often a p rankster in her 
work—a little like the brain surgeon who propositions the 
scrub nurse while gingerly separating brain  tissues. But 
some critics have been unsparing, and an au th o r o f 
Koestler’s caliber should not uncritically accept secondhand 
accounts. In  fairness, the weight o f the evidence is on 
Koestler’s side.

T h e re  have been enough  events like those rep o rted  by 
O strander and  Schroeder, m any verified by dubious schol
ars, to conclude that paranorm al events do occur. In  The
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Roots o f Coincidence, 41 Koestler tries to in troduce “respectabil
ity” to the parapsychological field.42 An exam ple o f  research 
recited by Koestler is a study conducted by scientists at the 
University o f  Hawaii. T h e  following is an  extract o f their 
project report:

T o make a fresh start (and perhaps to confuse the opposition) 
they [MacBain and his group] have abandoned the term ESP, 
with its rather negative connotations, and coined the new term 
quasi-sensory communications, or QSC for short. They also 
formulated a simple basic hypothesis: “If one individual has 
access to information not available to another, then under 
certain circumstances and with known sensory channels rigidly 
controlled, the second individual can demonstrate knowledge 
o f this information at a higher level than that compatible with 
the alternative explanation o f  chance guessing.” And then they 
set out to test it—with most intriguing results.
For their subjects they used 22 volunteer psychology students, 
who operated in pairs. . . The information to be communicated 
consisted o f  a set o f 23 concepts which seemed likely to evoke a 
wide range o f emotional reactions, and which could be sym
bolized by simple line drawings (including, for example, home, 
sleep, sorrow, sunshine, and the Pill). Each pair o f students 
used just five o f  these concepts. The sender in each pair sat at a 
row o f five display panels, one of which was illuminated for 25 
seconds. The receiver faced a similar row o f the five symbols, 
all illuminated, with a button below each. He used the appro
priate button to signal the concept he thought had been 
“transmitted” by the sender. The sender had to concentrate on  
the illuminated symbol for 25 seconds, and then relax for 5 
seconds while the receiver made a choice. Receiver and sender 
were in separate rooms over 30 feet apart. . . .
T he actual results . . . were significantly different from . . . 
random distribution. . . . This means that chance guessing 
alone is not enough to explain the results. . .43

Koestler also recounts an  experim ent conducted by W. 
Gray W alter, a leading neurophysiologist in England. 
W alter’s experim ental approach  can be described this way. 
Electrodes are attached to the scalp over the subject’s frontal
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cortex to transm it electrical bra in  activities th rough  an 
am plifier to a m achine. In  fron t o f  the subject th ere  is a 
bu tton which, if  pressed, causes an “in teresting scene” to 
ap p ear on a television screen. A bout one second before the 
subject presses the button  an  electrical charge occurs in a 
large area o f the subject’s cortex. T his is re ferred  to as the 
“readiness wave.” T h e  circuits o f  the apparatus can also be 
adjusted  so that the readiness wave can trigger a switch and 
m ake the T V  scene ap p ear a fraction o f a second before the 
subject actually presses the button.

Intelligent subjects soon realize that what they “in ten d ” 
“produces” the expected result before they have actually 
moved a finger. Soon they cease to press the button; the 
pictures appear when they want them . T o  sustain the effect, 
it is essential that subjects “w ant” the event to occur, and 
concentrate on it occurring. W hen subjects’ atten tion  wan
ders, as for exam ple with a m onotonous presentation, o r if 
they concentrate on concentration, they receive no pictures. 
A utostart can be com bined with autostop so tha t subjects can 
generate a picture by willing its appearance on the TV 
screen, and  then  can erase it as soon as they have com
pleted their review.44

T h ere  are  many o th er exam ples o f paranorm al phenom 
ena. A num ber o f them  are chronicled by A ndrija Puharich, 
a physician who has w orked extensively with psychics and 
healers. Puharich reports m uch o f his research in his book, 
Beyond Telepathy.45 But far m ore startling is his account o f  his 
experiences and  research with U ri Geller, a young Israeli, in 
his book Uri.*6 G eller’s feats have been widely rep o rted .47 
But Puharich  adds rich details. O f particular in terest are the 
findings o f the S tanford  Research Institute (SRI) repo rted  in 
Nature.48 A t P uharich’s urging, SRI, the largest private  ̂
nonprofit research cen ter in the U nited States, exam ined 
Geller in an a ttem pt to verify his paranorm al skills. U nfor
tunately, the m aterial released thus far by SRI is lim ited to 
telepathy and  clairvoyance.49 In  each case, however, the re-
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ports are confirm atory and  ex traord inary , a lthough some 
have questioned the research m ethods. Geller was able to 
identify which box contained a metal airplane at odds o f one 
million to one. He also rep roduced  instantaneously and  with 
great accuracy drawings done by others miles away.

In Uri, Puharich describes activities not yet rep o rted  by 
SRI. T hese include psychokinesis— bending m etal objects, 
moving objects, stopping and  starting  watches—and 
m aterialization and  dem aterialization. T his is strange stuff. 
But it is enjoying m ore acceptance than  ever, in p art because 
physics itself, the most sublime o f the sciences, is moving in 
strange directions.

Koestler stresses the convergence o f theoretical physics 
and parapsychological phenom enon. In a chap ter entitled 
“T h e  Perversity o f  Physics,” he assesses the em erg ing  body 
o f theory and  its trajectory into the mysterious. He quotes 
Sir A rth u r Eddington:

[I]n the world o f physics we watch a shadow graph perfor
mance o f familiar life. The shadow o f  my elbow rests on the 
shadow table as the shadow-ink flows over the shadow paper;
. . . the frank realization that physical science is concerned with 
a whole o f  a shadow is one o f the most significant in recent 
advances.50

This, then , is the key: a mechanistic science is too limited; 
too m any phenom ena do not “fit” its idioms o f explanation. 
Many scientists refuse to exam ine the shifting and  flimsy 
base up o n  which they stand. For centuries m an has used 
carefully constructed  filters to deflect certain  data that did 
not fit prevailing paradigm s. Inform ation  has been ignored 
because it th rea tened  the prem ises o f the existing scientific 
en terprise, o r  because it was generated  by suspect inves
tigators. But given the steady accum ulation o f evidence o f 
paranorm al phenom ena, the filters will have to be changed 
and  the paradigm s altered—and  this is as true  o f  m edicine 
as it is o f  physics.51
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Interconnectedness. For centuries we have assum ed that we 
were a species apart, creatures o f a d iffe ren t o rd e r and type, 
unrela ted  to o ther life forms. M odern medicine has built 
upon  this prem ise by isolating patients for trea tm ent, bu t 
worse, by isoladng patients from  their environm ents. We live 
in a com plex netw ork o f interactions—we are not a shielded, 
invulnerable species. T h e re  are m any examples.

It is possible to construct a pyram id with the p roportion  
base to sides o f  15.7 to 14.94, with a height o f  10 o f  the same 
units. I f  orien ted  so that base lines face magnetic north- 
south and  east-west, a used razor blade placed within and 
along the axis east-west can be resharpened  indefinitely.

Nelya M ikhailova52 and  Uri Geller have little in com m on 
except one thing: telepathic and  psychokinetic capabilities. 
Nelya is an  elderly Russian housewife; Geller, a young Is
raeli. Mikhailova can move small objects short distances at 
will w ithout touching them , although with great exertion. 
Geller can do that and  m ore.

Even the most recalcitrant physician is com ing to the real
ization that acupuncture works. W hat is known repudiates the 
“specific” theory o f  pain which is incorporated  into W estern 
medical practice. But beyond that o u r knowledge is slender. 
All that is clear is that acupuncturists trigger pain-blocking 
m echanisms in the body th rough  the isolation o f points for 
the insertion and  m anipulation o f needles. How these points 
were discovered is veiled in history. However, on the as
sum ption that trial and  e rro r would have been inefficient 
(and perhaps painful), it is possible tha t the body signals its 
vulnerabilities, that it can cause alterations in its energy field.

T he work o f  H arold  B u rr o f  the Yale School o f Medicine 
and Cleve Backster has dem onstrated  an “energy field” or 
au ra  that su rrounds the body. In  The Fields o f Life: Our Links 
With the Universe,53 B u rr reports fluctuations in the body’s 
energy field at ovulation, and  abnorm alities in the fields o f 
women with cancer o f the cervix. Backster’s work has been 
mainly with plants. He has dem onstrated  th e ir receptivity to
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stimuli m easured first with a polygraph and  m ore recently 
with an  electroencephalogram .54 H e has also recorded  plant 
responses to verbal threats, to the boiling o f  briny shrim p, 
and  in m ore recent experim ents, unfertilized egg “re 
sponses” to the im pending  and  actual boiling o f a fellow
egg-55

Astrology has never been fashionable am ong intellectuals. 
In  its rou tine application its claims are often  preposterous. 
But there is some evidence that its premises may be sound, 
however m uch it is inflated in practice. A handfu l o f  recent 
studies reveal statistically significant correlations between 
“cosmic” events and  hum an behavior. For exam ple, in a 
study o f  m ore than 500,000 births in New York hospitals 
between 1948 and  1957, there was a clear and  unm istakable 
trend  for m ore births to occur d u rin g  a waxing ra th e r than 
waning moon. T h e  sun may have even m ore impact. Data on 
traffic accidents in both Russia and  G erm any dem onstrate  
that m ore accidents, as m any as fo u r times m ore, occur on 
the day following solar flare eruptions as on o ther days. 
Psychiatric admissions show a similar tren d .56

T h e  m ost provocative evidence has been com piled by 
Michael G auquelin o f the psychophysiological laboratory at 
Strasbourg. In  The Cosmic Clocks,57 G auquelin sum m arizes 
m ore than 20 years o f research on sidereal phenom ena. His 
initial work focused on the relationship between the rise o f 
the planets Mars and  Saturn  at the time o f the b irth  o f 
children who subsequently becam e successful physicians. 
T h e  results were statistically significant; the chance odds are 
roughly 10 million to one. G auquelin’s subsequent work has 
added  to the record . C orrelations have been found  with the 
ascendancy o f Mars for soldiers, athletes, and  politicians. 
W riters, painters, and musicians a re  negatively correlated  
with the influence o f Mars and  Saturn  bu t positively with no 
o ther configuration.

G auquelin’s work may be a classic exam ple o f  misplaced 
concreteness. M oreover, research o f this sort should be chal
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lenged and  m ore should be done. T h e  point is that prevail
ing explanations do not and  cannot contain the results. As 
G u n th er Stent, a biologist at S tanford, po inted  out in 
Scientific American,58 telepathy, precognition, and  psycho
kinesis breach elem entary physical laws, and  hence do not 
“fit” the traditional m eans o f explaining things.

In  Supemature, 59 Lyall W atson, a biologist and  zoologist, 
discusses m ost the studies o f paranorm al phenom ena m en
tioned in this chapter. Supemature is a survey o f the litera
tu re  and  research focused on the interconnectedness o f  
hum anity and  the rest o f nature . As W atson says:

Too often we see only what we expect to see: our view o f  the 
world is restricted by the blinkers o f  our limited experience, 
but it need not be this way. Supernature is nature with all its 
flavors intact waiting to be tasted. I offer it as a logical exten
sion o f  the present state o f  science as a solution to some o f  the 
problems with which traditional science cannot cope and as an 
analgesic to modern man.

I hope that it will prove to be more than that. Few aspects o f  
human behavior are so persistent as our need to believe in 
things unseen—and as a biologist, I find it hard to accept that 
this is purely fortuitous. T he belief, or the strange things to 
which this belief is so stubbornly attached, must have real 
survival value, and I think that we are rapidly approaching a 
situation in which this value will become apparent. As man uses 
up the resources o f  the world, he is going to have to rely more 
and more on his own. Many o f  these are at the moment 
concealed in the occult— a word that simply means “secret 
knowledge” and is a very good description o f something that 
we have known all along but have been hiding from 
ourselves.60*

T h e  streng th  o f Supernature lies as m uch in its critical 
stance as in its com prehensiveness. As a prim er to the stu
d en t o f  the occult, in the sense o f secret o r unknow n science,

* From Supemature by Lyall Watson. Copyright ©  1973 by Lyall Watson.
Used by permission o f  Doubleday & Company, Inc.
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the book is unpreceden ted . But W atson is also a scientist 
—his agnosticism transform s the book into som ething m ore 
than  occult gossip. W atson continuously exposes the reader 
to his doubts and  reflections, while stopping short o f slam
m ing doors. An exam ple is his discussion o f ghosts and 
com m unications with the dead:

Communications with the dead are . . . suspect. 1 cannot help 
wondering why, out o f  the billions who once walked the earth, 
it should always be Napoleon, Shakespeare, Tolstoy, Chopin, 
Cleopatra, Robert Browning, and Alexander the Great who 
just happen to be on hand when a spirit medium summons up 
someone from the past. Rhine, the pioneer o f parapsychologi- 
cal research in the United States, sums up the problem by 
saying, “The outcome o f  the scientific investigation o f  medium- 
ship is best described as a draw'.” In seventy-five years of 
research no incontestable proof o f survival has been found, but 
neither has it been possible to prove that some sort o f survival 
after death could not occur.61*

His sum m ary o f psychokinesis is similar:

T he role o f  sympathetic magic and o f  superstition in 
psychokinetic phenomena is undoubtedly a large one, but I 
believe that, even without those props, we now have enough  
evidence to warrant the serious consideration o f  PK as a biolog
ical reality. There is a long way to go before we understand 
how it works, but we can already begin to think about its 
evolutionary implications. In man the ability seems to be man
ifest mainly in children, or essentially childlike personalities, 
and then most often as a casual, almost accidental effect. It is 
apparendy important to believe that the mind can influence 
matter, or at least not to disbelieve it can. This suggests that its 
origins lie in some more primitive condition, which is pre
served in the unconscious and later smothered by acquired 
cultural and intellectual pressures. But learning to produce PK 
effects on demand, by a conscious physical process, is probably 
a new developm ent altogether.62*

* From Supernature by Lyall Watson. Copyright ©  1973 by Lyall Watson.
Used by permission o f  Doubleday & Company, Inc.
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T h e  implications o f this research are fascinating. O ne area 
to which the research points is brain wave studies. T he rates 
and rhythm s o f  bra in  waves are well established. But to 
discover som ething m ore than  ra te  fluctuations due to n o r
mal stimuli such as drugs and  sleep, m ore penetrating  
experim ents were designed. Gray W alter, a British n eu ro 
physiologist, has explored the relationship between epilepsy 
and  brain  wave frequencies. He found  that spontaneous 
seizures could be induced in known epileptics by flashing 
light into the subject’s eyes at a lpha-rhythm  range— roughly 
8 to 12 cycles p er second. He then  found that about 1 o f 20 
persons who had never experienced  a seizure responded, 
some spasmodically, som e with nausea, to light flickers 
trained  on their eye surfaces.

T his research was ex tended  by others into analyses o f  the 
im pact o f o th er frequencies and  in particular “in fra
sounds”— frequencies at less th an  10 to 20 cycles per 
second—below the th reshold  o f  hum an hearing. As with 
many o ther recent discoveries, the initial revelation arose by 
chance. Professor G avraud from  Marseilles always felt ill at 
work, not an  unusual experience. But G avraud, a curious 
and  diligent w orker, decided to find ou t why he was always 
sick. A fter som e false starts he located the trouble— his office 
was vibrating at a low frequency as a result o f  the th rum  o f 
an air conditioner un it on top o f the build ing directly across 
the street. T h e  rhythm — 7 cycles per second— m ade him  ill.

T h e  cause o f G avraud’s nausea has been confirm ed by 
o th er studies. Low frequency sound waves do  affect the 
body, and  in some cases illness can result.63 B ut G avraud did 
not stop there. Perplexed by the phenom enon, he built a 
6-foot whistle, pow ered with com pressed air and  m odeled 
afte r the whistle carried  by French gendarm es. It is not 
known w hether G avraud had taken ou t the French equiva
lent o f  w orkm en’s com pensation coverage, bu t one can only 
hope so because the technician G avraud enlisted to aid him  
in the first trial with the superwhistle expired  on the spot
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when it was blown. In later, m ore carefully controlled work, 
G avraud only succeeded in shattering  windows.64

We take light for gran ted , but there  is m ore than  one kind 
o f light. Most o f  us, since we live and  work in artificial 
environm ents, are constantly exposed to artificial light. But 
the principal them e in Jo h n  O ttt’s Health and Light65 is that 
natu ral light is healthier. O tt gets to this conclusion th rough  
som e studies; unfortunately , few are rigorously em pirical. In 
one o f the m ore thorough  studies, O tt investigated the 
influence o f  wave lengths o f light on spontaneous tum or 
developm ent in C3H mice. F igure 13 is rep roduced  from  
Health and Light.

O tt has also looked at hum an responses to light. His work 
thus far is provocative. For exam ple, he reports on a po ten 
tial relationship between the use o f  full-spectrum  lighting 
— rarely used in com m erce today—and the contraction o f 
flu:

During the winter of 1968-1969 a serious outbreak o f  Hong 
Kong flu swept the country. Florida was no exception. The 
Health Department reported 5 percent o f  Sarasota County—or 
6,000 people—sick with the flu at one time. Employee illness 
caused the temporary closing o f  one supermarket, a social club, 
and the shutdown o f two areas o f the Sarasota Memorial Hos
pital because sixty-one nurses were out with the flu.
Obrig Laboratories, located just north o f  Sarasota, is one o f  the 
largest manufacturers o f  contact lenses and has approximately 
one hundred employees. During the entire flu epidemic not 
one em ployee was absent because o f any flu type ailment, 
according to Philip Salvatori, Chairman of the Board.
Obrig Laboratories was the first to design a new building using 
full-spectrum lighting and ultraviolet-transmitting plastic panes 
throughout the entire office and factory areas. The added 
ultraviolet seemed to tie in closely with the results noted at the 
“Well o f the Sea” restaurant in Chicago. Mr. Salvatori also 
mentioned that the Obrig employees had not been given any 
mass inoculation against the Hong Kong flu, although some 
individuals may have received shots from their private physi
cians. Mr. Salvatori also commented that everyone seemed
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happier and in better spirits under the new lighting, and that
work production had increased by at least 25 percent.66

O tt’s work may have established a link between the natu re  
and quality o f light exposure and health  status. U n fo rtu 
nately, he has yet to conduct sufficiently rigorous work. But, 
at a m inim um , his work should elicit m ore work.

I f  the preservation o f  perishables is possible in pyram ids 
and cyclical frequencies o f light and  sound affect m an, the 
implications for health  are enorm ous. Today, the physician’s 
arm am entarium  is lim ited to sharp  instrum ents, pills, and  
cryptic advice. Professor G avraud could have swallowed 
h u ndreds o f pills and  had a frontal lobotomy and  still felt ill. 
How m any infrasounds pulse th ro u g h  the average hospital 
stuffed with sophisticated apparatus? W hat do physicians do 
about light?

These questions are  rhetorical, and  perhaps unfair. Hos
pitals and  physicians do  not concern themselves with sound 
and light because they perceive d iffe ren t problem s and u n 
dertake d iffe ren t missions. But that is the point: T hey  p ro
vide medical care, and  only incidentally does that result in 
health.

Much o f the research on interconnectedness is inexplica
ble; we have done little work so far, and  we consequently 
know very little. But this m uch is clear: Explanations o f 
hum an life in parochial and  mechanistic term s will have to 
be m odified, if not abandoned. Man is inextricably a p art o f 
his world and  o f a cosmic o rder. T h e  signs are  becom ing 
abundant. Aside from  the mysticism that always dances at 
the edge o f accepted knowledge, we have generally con
structed explanations o f  how things work ou t o f  o u r m aterial 
and  social environm ent. W estern intellectual history is a can
vas with m an at the center. T h e  dem onology o f  H ieronym us 
Bosch was only a slice o f the hell below us. T h e  spirituality 
o f M ichelangelo is soaring, bu t at the same time earthbound , 
as if the gods were etched into an im perm eable um brella ju st
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a few miles above us. O u r dem onic and  spiritual imagery 
—o u r religious expressions— have been decidedly an- 
thropocentric. We assum ed that o u r world is o u r sandbox. I f  
there  are “gods” we assum e they have long since w ritten us 
off, and  we they. O u r sense o f oneness with the rest o f  o u r 
world and  beyond has been truncated ; and correspondingly, 
o u r sense o f reality has been tragically limited.

Overproduction o f Services. It is com m on in economic theory 
to re fe r to “externalities” in the production o f material 
goods. (An “externality” is though t o f as a by-product o f  the 
p roduction  process and  can be viewed as either a “good” or 
“bad” result, o r as external economy o r external dis
economy.) In  production  processes, externalities include 
water and air pollution, noise, and  in a m ore concrete sense, 
black-lung disease am ong coal m iners. But in the conven
tional view, while th ere  can be too m any products and u n 
fortunately byproducts in the form  o f  externalities as well, it 
is not generally though t that services generate externalities.

O ne o f the reasons the idea is novel derives from  the 
“politics” o f  services. Services— health care, legal advice, 
education, welfare, and  social aides—are designed to sup
port those whose lack o f m aterial o r  hum an resources ren 
ders them  vulnerable to the depredations o f a competitive 
culture. In  this sense services are society’s answer to the 
failure to ensu re  economic equality— equality o f  opportun ity  
is the catchword. Equality is possible only if services can be 
delivered to ensure that the “disadvantaged” have a fighting 
chance. Given this conceptualization o f services, it follows 
that as long as there  are those who rem ain in need, services 
cannot be overproduced.

T h ere  are  at least th ree  reasons why this view is in e rro r. 
First, it presupposes that the recipient benefits from  services. 
T his is a highly controversial issue and  one that deserves far 
m ore sophisticated trea tm ent than  I can give it here. T h ere
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are instances o f  “benefits”: the child who learns to read , the 
m other who “grows” when her children are  placed in a day 
care program , and the family that utilizes “well-baby” care. 
But in the aggregate and  in the long ru n  th ere  is doub t that 
services accomplish the purposes for which they were de
signed. In  education, for exam ple, a string o f  m ajor studies, 
including the Colem an rep o rt and Inequality by C hristopher 
Jencks and  o thers,67 dem onstrate that schooling fails to 
achieve one o f its m ajor purposes— the economic success o f 
its graduates. T h e  Colem an and  Jencks studies are sur
ro unded  by controversy, but their conclusions have yet to be 
refuted .

T h e  failure o f the  services strategy to rem edy poverty has 
been argued  by many. T h e re  are few who do not think that 
the cu rren t welfare services system is a shambles. T h e  failure 
o f welfare refo rm  is not testimony to the strength  o f  the 
cu rren t welfare system, but ra th e r to the political troglodytes 
who have opposed change.

T h e  point is that while som e may benefit, services are not 
always unm itigated blessings.

T h e  second reason is related to the first. T h e  original 
purpose o f services was to create a climate w here the vu lner
able could become self-sufficient. But the opposite has 
occurred—services have created  and  now m aintain millions 
in dependency. T h e  “vicious cycle o f poverty” has not been 
checked, m uch less broken. M ore than two million people 
a re  on welfare in New York City alone. While education has 
paved the way to m aterial rew ards for many, m any others 
lack the most basic survival skills. T hese include those who 
simply did not and  could not learn, as well as those whose 
need for skills did  not m atch what the schools were selling. 
Finally, we are all d ep en d en t on health  services and  therapy. 
We do not pursue health and  well-being—we try to avoid 
sickness. A nd tha t is precisely what medicine has taugh t us 
to do.

Supply and  dem and  lies at the root o f the th ird  point. In
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all service sectors, large, com plex, expensive, and unwieldy 
bureaucracies have p rospered  and  grow n at the expense of 
those in need. For this reason dependency and  need cannot 
d isappear— they are necessary functional attributes o f a ser
vice economy. I f  all o f  the crim inal statutes on the books in 
the U nited States were repealed tom orrow , save one, almost 
any one, the next day roughly the same num ber o f  people 
would be snared  for the one crim e as may otherw ise have 
been ap p reh en d ed  for the h u n d red s o f crimes now on the 
books. Services create their own dem and, and  if that de
m and is g rea ter than  it should be, then those services are 
overproduced.

M uch o f this analysis is indebted to Ivan Illich, who first 
in Deschooling Society,66 but m ore trenchantly  in Tools for  
Conviviality,69 develops the thesis o f overproduction. Illich 
uses health and  m edicine to illustrate the latter work. In 
simple form  his a rgum ent is that the institutions o f m edicine 
pursue their own objectives—security, grow th, stability, and 
incom e—and as such must create w idespread dependency on 
the p art o f  a consum ing public. This necessarily results in 
stripp ing  the tools for health  from  the people and  restricting 
their use to those who have been certified. Illich charac
terizes m edicine’s aggrandizem ent by alluding to two water
sheds: the first in 1913 when it first began to borrow  from  
the scientific m ethod, and  the second in 1955 when it first 
becam e clear that medicine created  new form s o f disease 
— iatrogenic d isorders—in its frenzied efforts to cure. But 
Illich does not single ou t medicine:

Other industrial institutions have passed through the same two 
watersheds. This is certainly true for the major social agencies 
that have been reorganized according to scientific criteria dur
ing the last 150 years. Education, the mails, social work, 
transportation, and even civil engineering have followed this 
evolution. At first, new knowledge is applied to the solution o f  a 
clearly stated problem and scientific measuring sticks are applied  
to account for the new efficiency. But at a second point, the 
progress demonstrated in a previous achievement is used as a
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rationale for the exploitation o f  society as a whole in the service of 
a value which is determined and constantly revised by an element 
o f society, by one o f  its self-certifying professional elites.70

Death. A long with taxes, death  is supposed to be inevitable, 
and it is; bu t in contem porary  society m edicine’s chief task has 
been the prolongation o f life. G rappling  with death  is no t an 
easy m atter—m edicine expends a staggering am ount o f re 
sources in doing so. Robert M. H utchins, C hairm an o f the 
C enter for the Study o f Democratic Institutions, re ferrin g  to 
his own treatm ent, pointed out that the resources lavished on 
him “could have wiped out cholera in South Asia.”

C ultural views o f  death  have changed radically over the 
centuries. T o  greatly oversimplify, o u r contem porary  concep
tion o f  death  has become m ore fearfu l and  m ore d read  as the 
cushions o f religion, family, and  ritual have failed. In the past, 
death  was simply a featu re o f life—it was frequent, inevitable, 
and  could not be postponed. Socioreligious beliefs fostered the 
notion that death  was certain and arrived at a fixed time for 
everyone. But soon some slippage occurred. Because o f im
proved living conditions, a few people survived the subsistence 
economy and  en tered  old age w ithout having succum bed to 
the rigors o f work. Having m ade it tha t far, and  occasionally 
possessing the resources to buy the help to survive longer, they 
sought life-prolonging aid. A nd thus a new social role was 
created—the physician whose task it was to pro long  life and  
frustrate  d ea th .71 In  this way the physician’s role was distin
guishable from  that o f  the sham an. In  most early cultures the 
sham an’s task was not to defeat death , bu t to  ease the passage 
from  life to death. T h e  rituals distracted the patien t’s attention 
from  the disease affecting him. I f  remissions occurred, it was 
more than likely due to the patient’s will to live abetted by the 
m ind-set achieved with the help o f the sham an .72

Life is less dangerous today. W ith the im provem ent in living 
conditions death  is no t as swift and  certain  as it once was. 
Correspondingly, the physician’s role has enlarged. T h e re  is
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no longer such a th ing as a “natu ra l” death. D eath m ust be 
clinically categorized—it m ust be “caused” by som e clinical 
condition for which trea tm ent can o r could have been p re 
scribed. M edicine’s purveyance o f  health  as a good is then  
m atched by its “contro l” over d ea th —its “sale” o f life. So the 
paradox deepens: Medicine deals in disease by selling units o f 
health, and  deals with death  by selling life. But in neither case 
is the patien t given responsibility fo r the result.

Elisabeth Kiibler-Ross, M.D., in On Death and Dying, 73 de
picts the struggle between the dying patient and  death. She 
indicts the  medical profession for its trea tm ent o f  the dying. 
T h e  physician is as uncom fortable a ro u n d  death  as anyone 
and m ost often deals with it callously, but it is the physician 
who has arrogated  the position o f death-defier. But death  is 
a natu ral condition, as well as a date that can be pu t off. T o 
the ex ten t medicine does som ething o th er than  delay the 
inevitable with drugs and  machines, it has a p ro p er role. But 
it sells life by prom ising miracles; in fact, it does little m ore 
than  delay death. Most o f  the dying are in degenerating  
states due  to the ravages o f disease caused by poor health 
habits, age, and  occasionally traum a. Medicine cannot cure 
these conditions; bu t in its m arketing o f life, it sim ultane
ously invades the province o f “natu ra l” death. T h e  thing 
most dying people w ant is to be in a familiar place with 
loving people. But because o f m edicine’s control over death, 
the patient is wired, doped, and  incarcerated in a sterile 
hospital room  su rro u n d ed  by indifference.

T h e  “righ t to d ie” is slowly gaining force. T h e  recognition 
will dawn that m edicine cannot cure death  and  that spon
taneous remissions o f term inal illness are the product o f  the 
patien t’s will to live.

Two tasks rem ain. First, since so m uch time has been 
spent saying what health  is not, som ething should be said 
about what health  is. And then , as a second task, building 
upon  these concepts, a new medicine can be constructed.
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What Then Is Health?

My father . . . went to Paris and became solicitor to the British 
Embassy. . . . After my mother’s death, her maid became my 
nurse. . . .  I think my father had a romantic mind. He took it into 
his head to build a house to live in during the summer. He bought 
a piece o f  land on top o f a hill at Suresnes. . . .  It was to be like a 
villa on the Bosphorus and on the top floor it was surrounded by 
loggias. . . .  It was a white house and the shutters were painted 
red. The garden was laid out. The rooms were furnished, and 
then my father died.

Somerset Maugham, The Summing Up

T h u s far I have tried  to dem onstrate tha t m edicine has little to 
do with health. But then  what does? U nfortunately , we do not 
know much. O u r preoccupation with the provision o f services 
has precluded analysis o f  the factors conducive to health. We 
have spent so m uch time defining and  classifying the sick and  
sicknesses that we have learned  very little about health  and  the 
healthy. Nevertheless, we do know a few things, and  we can 
build upon  them  while we try  to find ou t m ore.

H ealth, like disease, is the result o f m any factors. This is a 
deceptively simple statem ent. Perhaps the greatest deb t we 
owe to Rene Dubos lies in his recognition that the cause o f  
disease is m ultiple. For decades (and in some backwaters 
today) it was assum ed tha t disease was caused by a “single 
bullet,” a single cause. T his is the prem ise o f the germ  theory  o f 
disease, patiently constructed  by such pioneers as Pasteur, 
Koch, and  L ister.1

179
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Dubos acknowledges that th ere  is a physiological basis to 
disease, bu t he convincingly accounts for the g reater im pact o f 
environm ental and  social factors. At times he comes close to 
attribu ting  disease solely to extraphysiological factors, but 
stopping short, ultim ately he provides the foundation  for o u r 
em erging understand ing  o f  disease. In  simple term s, every 
person carries the potential for every disease at all times. But 
th ro u g h  circum stances that vary with every individual, some 
people get sick while others, similarly situated, do not. This is 
not the same th ing as saying that disease has no physical base. 
R ather, the physical base fo r disease, which probably varies 
with the na tu re  o f  the disease, m ust be triggered  by events 
ex ternal to the individual.

A logical extension o f this theory  is tha t some people “select” 
diseases (or injuries) because they find illness preferable to 
stress.2 T his is exem plified by the work o f  some sociologists, 
m ost notably Talcott Parsons, on sick roles. T o  Parsons and 
others, some individuals choose o r a re  forced to choose to play 
a sick role in given social settings.3

But Dubos’s theory only accounts for disease. W hat are the 
implications fo r a d iffe ren t understand ing  o f health? T o  
Dubos they are clear: Because a h um an  being is the subject o f 
m any changing and  inevitable dem ands and  stresses, medicine 
can never p roduce health  th ro u g h  its focus on  specific disease 
conditions. T h e re  is no ultim ate cure fo r disease. A disease- 
free world is impossible:

The concept of perfect and positive health is a utopian creation 
of the mind. It cannot become reality because man will never 
be so perfectly adapted to his environment that his life will not 
involve struggles, failures, and sufferings. . . . The less pleasant 
reality is that in an ever-changing world each period and each 
type of civilization will continue to have its burden of disease 
created by the unavoidable failures of adaptation to the new 
environment.4

T h e hum an is a com plex o f physiological and  social roles 
and is continuously subject to social and  environm ental
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stresses. Consequently, to Dubos a healthy society is one in 
which the natu ra l adaptability o f the species is enhanced, not 
one in which disease does not exist. H ealth  then  is m axim um  
adaptability to the inevitability o f disease.

T he limitation o f Dubos’s analysis lies in its stress on  dis
ease. This is tru e  o f most definitions o f  health. H ealth  is 
m ore than  the absence o f  disease—in fact, it often  cohabits 
with disease. A person  with diabetes o r with a heart m u rm u r 
is not sick bu t m erely a d iffe ren t person—one with certain 
constraints. But such a person can be as healthy within those 
limits as anyone else. H ealth  is a positive state. For decades 
attem pts have been m ade to generate a positive definition o f 
health. T h e  W orld Health O rganization definition is gener
ally considered to be the m ost com prehensive: “A state o f 
com plete physical and  m ental well-being and  no t m erely the 
absence o f disease or infirm ity.” But the definition does not 
go far enough. Most definitions o f  health  which seek to 
go beyond the absence o f disease focus on functional 
capacity— health  is said to be that state in which the indi
vidual can function. Functional capacity is im portan t and  
basic to health, bu t it too is insufficient.

T h ere  are two deficiencies underly ing most definitions o f  
health, including W H O ’s. First, health  is too frequendy 
m easured against some objective and  extrinsic standard  such 
as the absence o f  pathology, the capacity to function in a 
given social role, o r the freedom  from  disability. Second, 
health  is erroneously conceived o f  as a state o r p roperty  o f  
an  organism  ra th e r th an  as a dynam ic condition, a constantly 
evolving source o f energy.

Because o f these deficiencies, cu rren t conceptualizations 
o f  health have inculcated a deep  dependence on the p art o f 
the public: a dependence on the social setting for definitions 
o f  health  synonym ous with functioning in that setting, and 
an even m ore p ro found  dependence on services to produce 
states o f health. T his dependency, which feeds the growth o f 
the medical care system, also frustrates the conceptualization
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o f new approaches to health. H ealth is a dynam ic state, one 
the individual can actively pursue. But even this is not all 
there  is to it. C ertain conditions lie beyond the  reach o f  the 
individual. So health  then  is a mix o f social and  environm en
tal contexts conducive to health  and  individual behavior and 
choice consistent with those contexts. How does all o f  this fit 
together?

FOUR CONDITIONS OF HEALTH

Any new approach  to o r reconceptualization o f health  m ust 
be based on four attributes o r conditions: a harm onious 
socioenvironm ent, readily obtainable resources to aid in be
com ing and  staying healthy, som eone to care, and  individual 
responsibility.

The Social and Environmental Context. T h ere  is abundan t 
evidence that social and  environm ental factors singly and  in 
com bination frustra te  and  even prevent individuals from  
m aintaining their health. People are not bo rn  ill; even those 
with congenital defects can be healthy. But as interactions 
with a degraded  physical environm ent and  a perverted  social 
o rd e r multiply, disease is often the result. T rees and shrubs 
that flourish in o ther settings become ragged and  thin and 
often  die when they b o rd e r a heavily traveled road. T he 
natural condition o f life is to thrive— to fulfill a phenotypical 
ideal. But the m aturation  o f an organism  can be stunted 
and w arped by a debilitating environm ent. T h e  cigarette 
sm oker, the coal m iner, the alcoholic, and  angry and hostile 
businessm en all have one th ing  in com m on: T hey  are stead
ily broken by their environm ent. Each loses m easurable 
am ounts o f  life and  vitality each day. But it is no t the physi
cal environm ent alone that can be unhealthy; the social 
o rd e r contains pathology as well. T h e  child who is re 
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peatedly told th a t genitalia a re  “d irty” may fulfill th e  p aren 
tal prophecy by contracting a venereal disease.

Man and  the rest o f na tu re  are inextricably in tercon
nected. For centuries h um an  beings have tried  to subjugate 
the environm ent to  their will. But, as G regory Bateson 
rem arks, “the creatu re  th a t wins against its environm ent 
destroys itself.”5 O u r approach  to health  m irrors this d istor
tion. We have failed to th ink about disease and  health  in 
symbiotic term s. We view disease as a th ing ap art—not 
ano ther constituent o f  na tu re  bu t an  im placable enem y. O u r 
approach  has been  warfare. We seek to suppress disease, to 
crush  it with drugs, to b u rn  it with lasers, and  to  cut it out 
with surgical tools.

But, as Dubos has argued , most o f  us carry most diseases 
most o f  the time, in  the  sense tha t we carry the ingredients 
o f  disease with us. Some diseases a re  com m unicated, bu t 
m any diseases o r illnesses, possibly including the com m uni
cable ills, occur only w hen o u r susceptibility increases. Dis
ease reflects imbalances within us, as well as betw een us and 
the ex ternal world. T o  deal only with the sym ptoms o f  the 
imbalance, the disharm ony, is like re tread ing  a tire, or 
d rink ing  alcohol to “cure” a hangover. T h e  trea tm en t o f 
sym ptoms alone is u n adu ltera ted  expediency. Unless the 
context is trea ted—unless the environm ent is m ade safe for 
us to live in and o u r social o rd e r transfo rm ed  to foster 
health—we shall rem ain sick.

Resources. In  The Well Body Book,6 a treatise on  self-care, 
the au tho rs entitle one chap ter “Y our D octor as a Re
source.” Until their apotheosis this was what doctors were; 
they did no t have m uch knowledge and  their tools were 
limited, bu t they came w hen they were asked and  they 
helped as m uch by their presence as by their skill. Today, 
we, the patients, have becom e the resource—w ithout us the 
doctors cannot function. So we do  what we are told, and  we
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insistently re tu rn  for m ore o f the same. But even assum ing a 
happy social o rd e r and  an optim al environm ent, and  even 
assum ing that individuals understood  their bodies, help 
would still be needed. N ot all people can set a bone as ably as 
som eone trained  to do it. Som eone else m ight know m ore 
about medications; a th ird  m ight possess diagnostic skills. 
M oreover, for certain  afflictions a place o f  peace and quiet, 
like a hospital, m ight be instrum ental in restoring  health. So 
even with the best o f air and  water, reductions o f  stress, and 
w ider and  d eep er knowledge o f the initiatives necessary to 
m aintain health, resources m ust be available. Not everyone 
can o r should care for them selves and  m any m ight be unable 
to care for others. H ealth  care resources will be needed but 
they should be ju s t that— resources available to those who 
need them .

“Caring.” T h e re  is a d an g er in forcing m edicine to m eet 
too rigorous a test. I f  m edicine is m easured only by its 
clinical effectiveness, that is, w hether the processes used by 
physicians have anything to do with the  outcom e to the 
patient, m uch o f what is done now may be discarded. Al
though m uch should be discarded while the house is being 
cleaned and  the rum m age sale held, care m ust be taken not 
to throw ou t too m uch. As I have pointed out, m any office 
visits are ju s t that—visits. In  an  age o f alienation and  isola
tion, many need som eone to  tu rn  to fo r care and for help. 
H om e care may com pare favorably with hospital care, even 
for some acute conditions, precisely because caring is m ax
imized in the  home.

But to retain  caring in the medicine o f the  fu tu re  does not 
require  us to m ortgage ourselves today. A smaller, leaner 
medical care system can still care. In  addition, health  science 
students could be selected for their capacity to  care and  heal, 
ra th e r than  fo r their quantitative skills, dexterity, and



F our C onditions o f  H ealth 185

efficiency. C aring should be a p art o f  the m edicine o f to
morrow.

The Individual. T h e  most im portan t factor in health  is the 
individual who desires to be healthy. T h e  role o f the in
dividual in the cu rren t system is negligible. But despite al
most palpable dependency th ere  a re  some whose will to be 
healthy overcom es both  their pathology and the attem pts to 
heal them . T h ere  are som e who un d erstan d  their bodies. 
T heodore  Roszak refers to this kind o f knowledge as “that 
[which] m ust come th rough  the body and  be accepted on the 
body’s own term s as a lesson no t to be learned  elsewhere o r 
otherwise: an organic message, organically in tegrated .”7

It is surprising how m uch health  is an  intuitional m atter. I 
recendy traveled to Mexico. Like many o th er N orth  Am eri
cans, I became a victim o f “M ontezum a’s revenge.” For a 
stretch o f about 48 hours, I was genuinely ill, bu t the experi
ence also revealed that acute perception o f the body’s workings 
is possible. Almost as a diversion, I m onitored the battle within 
me; I tried  to sense and  get in touch with what my body was 
doing to deal with the im balance. I took some pills and  d rank  
some herbal tea p ro ffered  to m e by a sym pathetic native. And 
it worked tem porarily. But I knew the im balance would re 
main and  would take weeks to redress, even though  the most 
severe sym ptom s would d isappear in a few days. Since that 
time I have paid m ore atten tion  to the m any signals I get from  
my body. T h e  body signals as surely as an onrush ing  train. All 
o f us have felt cravings fo r certain kinds o f  foods at certain 
times. P regnant wom en often  change their diets because their 
bodies signal for d iffe ren t nutrients. But we have to listen. In  a 
small and  simple way it is one o f the m ethods to be healthy.

T h ere  are o th er signals, often  less detectable. T ransconti
nental and  in tercontinental travelers a re  ou t o f phase with 
their norm al environm ents on  arrival. T his o ften  accounts for
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th e  e x tra o rd in a ry  fa tig u e  a n d  p o o r  p e rfo rm a n c e  th a t  affec t 
m any  trav e lers , m ost o f  w hom  try  to  resist. T h e  body  is a 
c re a tu re  o f  p a tte rn s  a n d  cycles. C e rta in  fixed  rh y th m s an d  
cycles a re  ro o te d  in  o u r  h isto ry  a n d  biology. G ay G aer L uce in  
Body Tim e8 review s th e  re sea rch  th a t has b een  d o n e  on  th e  
sensitivity o f  th e  body  to  tim e— how  m ood , p e rfo rm an c e , activ
ity, a n d  tactility all fluctua te  in an  e lab o ra te  d an ce  w ith tim e:

Tim e is the most intimate and pervasive aspect o f our lives, yet 
the language of our self-expectations is static. We traverse the life 
cycle from birth to maturity, aging, and death. We observe the 
round of seasons, the ceaseless alternation of day and night. We 
are touched by inner cycles of sleepiness and hunger, yet our 
self-image is as fixed as a photograph. We expect consistent 
feeling and behavior in family and friends. We aspire to unde- 
viating performance at work, and measure our state of health 
against some static norm. O ur habitual language imposes the 
expectations of a steady state. All of this hinders us from feeling 
our rhythmic nature.9

T h e re  is a rich  m ine o f  lite ra tu re  on  this subject. T h e  h u m an  
o rgan ism  exists in  a pu lsa ting  web o f  in teractions with o th e r 
an im ate  life, with te rrestria l an d  solar waves an d  rad ia tions, 
an d  with m an-m ade m achines and  equ ip m en t. M ost in terac
tions take place at subconscious levels. T h e  h u m an  anim al 
th robs at its ow n rates, an d  projects, as well as receives, im
pulses. T h e  hea lth  o f an  individual d ep en d s  on  the calibration 
o f  ex terna l im pulses an d  signals with in tern a l rhy thm s and  
messages.

In  all developed  coun tries m ale dea th  rates a re  substan
tially h ig h er th an  those o f  fem ales o f  com parable ages. At all 
ages, the u n m arried  have considerably h ig h er d ea th  rates 
than  the m arried . A nd in Nevada, in fan t m ortality is 40 
percen t h ig h er th an  in U tah an d  contiguous states.10 T h ere  
a re  m any partia l explanations: M orm ons ne ith er consum e 
the alcohol n o r inhale the cigarette sm oke that hovers over 
the  popu lated  parts o f  Nevada, h ea rt disease selectively af
fects males in developed countries, and  so on. But why do
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the unm arried  die earlier? O ne im portan t factor is that the 
m arried  want to live m ore.11 T he individual will to be well is 
critical. Diet, nu trition , exercise, rest, and  calm all m ake a 
difference, as do  doctors, bu t the healthy individual m ust 
m ake choices and  m ust be in form ed in o rd e r to do  so.

T h ere  are two kinds o f  knowledge. T h ere  is a need for 
inform ation— what to do  about one signal or ano ther, when 
to ask fo r help, what kind o f food to eat to ensure a 
sufficient am ount o f  energy, and  so on. But o f equal im por
tance is experiential knowledge—body consciousness— the 
capacity to read the  topography o f feelings and  sensations. 
T h e  first can be tau g h t to some extent; the second can only 
be experienced. T h e  second takes nothing less than  the 
assum ption by the individual o f  the responsibility for health, 
and  concom itantly an  escape from  a dependency  on others. 
A healer can only help to restore health  and  m aintain it. T h e  
individual is chiefly responsible.

In  Fear and Trembling,12 Soren K ierkegaard describes the 
“m an o f faith .” T h e  m an o f  faith, far from  being a m an o f 
heroic proportions, is indistinguishable from  anyone else. 
H e walks hom e from  work puffing on his pipe, pauses to 
watch a construction project, arrives at hom e, rests, and  eats 
his lam b chops for d in n er and retires soon thereafter. Simi
larly, the healthy person is not distinctive o r  readily distin
guishable. T he pursu it o f health  is not lim ited to heroes. 
A lthough we know little about health, what we do know is 
easy to execute and  is largely d ep en d en t on the individual.

B IO M E D IC A L  R E S O U R C E S  F O R  H E A L T H

In  this book I have discussed factors and  behaviors that 
evidence indicates are related  to health. T hey  include exer
cise, nu trition , and  food contam inants, clear air and  water, 
noise levels, d irt, waste m aterial, stress and  congestion, light 
and  sound, housing, rest, choices and  opportunities, recre
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ation, m otivation, attitude and  assum ption o f responsibility, 
healing and  the symbols o f healing, and  medical care re
sources. In  each case there  is some evidence o f  a relationship 
to health; and  in some cases m ore th an  others. But with rare  
exceptions we have no  inform ation  about their relative im
portance. Nevertheless, we have lavished alm ost all o f  the 
health dollar on  m edical care and  starved the  rest. A better 
balance m ust be struck.

It costs about $2800 to install an artificial plastic and  steel 
ball-and-socket h ip  jo in t in an  arthritic  patien t.13 Since a r
thritis is a com m on ailm ent o f old age, it follows that many 
will desire the im plantation o f artificial jo in ts and  sockets. 
B ut who will get new hips o r new knuckles; only the rich? 
Will M edicare pay for new hips for thousands at the cost of 
millions? I do  not know the answers, but the questions are 
forced by the availability o f technology—services cannot be 
withheld from  those who can affo rd  them . But the availabil
ity o f technology also results in consum ption o f funds 
otherw ise available to attack o th er problem s in o th er ways. 
T he choices are hard  to make, bu t today no choices are  
offered . As long as the technology is available, it will be 
im plem ented— who can deny re lief to  the sick? As a result 
we continue in o u r ignorance o f the potential benefits o f 
program s that are nonm edical in n a tu re  and  o f  the  relative 
im portance o f  various program s, including medical care.

T h e  solution is not simple. People cannot be b ludgeoned 
into positive health  habits. But if it is true  that biom edical 
technology drives the system, then  a shift in biomedical 
research priorities may be a key. I f  we want to know m ore 
about light, nu trition , and  recreation and less about artificial 
knuckle jo in ts we should pay for the fo rm er and  not the 
latter. N utrition  is a good exam ple. We know next to no th 
ing about it—we know that a papaya is probably better for us 
than  a Hostess Twinky, bu t that is about it. Physicians do  not 
know m uch about it e ither and  consequently do no t th ink  it 
im portant. And because they th ink it un im portan t, few re-
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search m onies a re  available. T o  quote Roger J . Williams, the 
discoverer o f a key B vitamin, “T h e re  is no t a shadow o f a 
d o u b t . . . tha t medical science has neglected nu trition  to the 
po int o f  disaster.”14

So it is a question o f  em phasis— em phasis on m edical care 
to the exclusion o f o th er factors. T h e  em phasis has been on 
the trea tm ent o f  disease, not on the prom otion o f  health.

T H E  P R O M O T IO N  O F  H E A L T H

It is m isleading to define “hea lth” as a state, o r  as a p roduct 
o f  an terio r activities and  services. H ealth  is a dynam ic p ro 
cess. T o  th ink o f  health  in this way is to reflect the knowl
edge implicit in an ecological world view. T h e  passing 
view—derived "largely from  a m echanistic world view 
—assum es that h um an  beings and  na tu re  are  com petitors 
and  hence that hum an  survival is d ep en d en t on control and ^  
m anipulation o f natu re . This is also the prem ise o f  m odern  
medicine. Disease and  sickness are losses to natu re ; they 
occur when the body has been invaded by agents o f  disease. 
A nd correspondingly, the fight against disease incorporates 
m ilitary m etaphors: T h e  surgeon  “attacks” the body and 
“rem oves” the disease; d rugs a re  adm inistered to b lu n t the 
disease agent and  “vanquish” it. But given the com plexity o f 
m an’s relationship to n a tu re—the ecology o f life—it is in
creasingly clear tha t health  does not result from  winning a 
war. T h e  radical view o f the world that ecology com pels 
also compels a radical view o f health since health is neither a 
cause nor an effect, but a dynam ic condition, one that both 
acts and is acted u p o n .15

In  a pow erful paper, “H ealth  and  H ealthing: Beyond Dis
ease and  Dysfunctional Environm ents,”16 Bob H oke, a m edi
cal corpsm an at the Naval Medical Research Institu te o f the 
National Naval Medical C enter, has begun the jo b  o f re
thinking health. In  striving fo r new th inking about health,
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Hoke relies on  Jo h n  Dewey, particularly on his book, Know
ing and the Known, 17 w here Dewey stresses a “transactional” 
view. T his view em phasizes in terdependence an d  com
plem entarity, even synchronicity, as opposed to causal rela
tions. In  term s o f health , to quote Hoke, “the transactional 
im agination suggests a shift from  viewing individuals as the 
only units fo r diagnosis, trea tm ent an d  prevention o f disease 
to observing the specific situations o f  a m an-environm ent 
transaction” (emphasis in  original). Following this concep
tualization, disease is a sym ptom  o r signal o f  a dysfunc
tional “m an-environm ent transaction,” and  the “situation” 
for trea ting  the disease and prom oting  health. It is for this 
reason that H oke rejects the use o f  the w ord “hea lth” as a 
noun, and  p refers  a verb, “health ing.” Fredrick Sargent puts 
it this way:

It is unreasonable to think o f  health as a characteristic o f  the 
man per se. Because man and environment constitute a system, 
health is a process o f man-environment interaction within a 
particular ecological context.18

T o th ink o f health  this way does not entail dividing the 
sick and the well into separate camps. H ealth  and disease are 
not separate states o r qualities. We do not move from  one 
state to an o th er as if  changing clothes. R ather, health  and 
disease are p art o f a process o r continuum , “m utually in
te rd ep en d en t aspects o f  a situation.” As I have said, the sick 
can be healthy, o r  as H oke puts it, “T h ere  is a healthy way to 
live a disease.”19 

B ut to  view health  this way does com pel us to devote at 
least equal atten tion  to the characteristics o f  health and  the 
healthy; and  probably m ore attention, since the clas
sifications o f  disease have been the exclusive preoccupation 
o f medicine. A nd it leads as well to viewing “health ing” in 
behavioral term s. I f  this is so, treating  sickness and  p rom ot
ing health  both  requ ire  a th o rough  exam ination o f the en
vironm ental and  social constraints to healthy behavior. This
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is m ore than  “population” m edicine; it is m ore than  garbage 
pickup and  potable water. T h e  prom otion o f  health  includes 
these m easures, bu t also requires reconstruction o f  the be
havioral environm ent in  which a person lives in o rd e r to 
facilitate healthing. T his may include the trea tm ent o f  ill
ness, bu t it also em braces changes in  personal, social, and  
environm ental contexts. People m ust choose to  be healthy by 
acting healthy. A nd we m ust also rearrange  o u r social and 
environm ental o rders to foster health.

Many o f these ideas seem commonsensical, bu t it is su r
prising how little recognition they are given. Recently, how
ever, the C anadian governm ent has addressed the issues 
head-on. In  A New Perspective on the Health o f Canadians, a 
publication o f the G overnm ent o f  C anada, the limits o f  m ed
ical care to p roduce health  are expressly acknow ledged, and 
the role o f social, environm ental, and personal factors is 
recognized. T h e  rep o rt does not equivocate.

The health care system, however, is only one o f  many ways of 
maintaining and improving health. O f equal or greater impor
tance in increasing the number o f  illness-free days in the lives 
o f Canadians have been the raising o f  the general standard of 
living, important sanitary measures for protecting public 
health, and advances in medical science.

At the same time as improvements have been made in health 
care, in the general standard o f  living, in public health protec
tion and in medical science, ominous counter-forces have been 
at work to undo progress in raising the health status o f  Cana
dians. These counter-forces constitute the dark side o f  
economic progress. They include environmental pollution, city 
living, habits o f  indolence, the abuse o f  alcohol, tobacco and 
drugs, and eating patterns which put the pleasing o f  the senses 
above the needs o f  the human body.

For these environmental and behavioural threats to health, the 
organized health care system can do little more than serve as a 
catchment net for the victims. Physicians, surgeons, nurses and 
hospitals together spend much of their time in treating ills 
caused by adverse environmental factors and behavioural risks.
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It is evident now that further improvements in the environ
ment, reductions in self-imposed risks, and a greater knowl
edge o f  human biology are necessary if  more Canadians are to 
live a full, happy, long and illness-free life.20

T his is new language, bu t the concepts are not new. 
R udolf Virchow, the “fa ther o f pathology” and  a seminal 
figure in m edicine, said in 1849:

In reality, if  medicine is the science o f  the healthy as well as of 
the ill human being (which is what it ought to be), what other 
science is better suited to prepare laws as the basis o f  the social 
structure, in order to make effective those which are inherent 
in man himself? . . . Medicine is a social science in its very bone 
and marrow . . .2l

Virchow also said, m ore trenchandy, “M edicine is nothing 
bu t a social science. Politics is no thing bu t m edicine on  a 
large scale.”



7
T he Transformations 
of Medicine

Politics and econom ics are concerned with power and wealth, 
neither o f  which should be the primary, still less the exclusive, 
concern o f  full-grown m en.

Arthur C. Clarke, Profiles o f the Future

M edicine has a h istory  o f  scientific a n d  social relations with 
society; it has always been  practiced  as an  in teg ra l p a r t o f  
society.1 B ut today  m edicine is insu lar. T o d ay  its politics a re  
self-protective, its social p o stu re  defensive an d  conservative, 
an d  its m odes o f  practice m icroscopic. T od ay  m edicine ap 
plies som e theory , som e em pirics, an d  som e h ard w are  to 
increasingly sm aller parts  o f  the  h u m an  m achine. T oday, 
even m ore th an  in  the  past, it focuses on the  ana tom y o f  the 
anim al whose sickness has been  inflicted by the env iro n m en t 
in which he  o r she lives. B ut desp ite  this, th ro u g h  profes
sional dom inance it has p reserved  and  even ex p an d ed  its 
ju risd ic tion  over all th ings tha t it defines as “hea lth .” As Eliot 
F reidson says, “T h e  m edical profession has first claim to 
ju risd ic tion  over the label o f  illness and  anything to which it C 
m ay be a ttached .”2

T om orrow , as society evolves, m edicine will be even m ore 
myopic an d  m ore m icroscopic th an  it is now. Unless 
m edicine is reexam ined , the allocation o f  lim ited resources
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will be m ade to p erp etu a te  it, when a m ore ra tional alloca
tion would contribute to the  achievem ent o f be tte r health.

“TH E TRAGEDY OF THE COMMONS”

T h e  subtitle to the fam ous essay by G arrett H ard in , “T he 
T ragedy  o f  the  C om m ons” is, “T h e  population problem  has 
no technical solution; it requires a fundam ental extension in 
m orality.”3 T o  H ard in , the “tragedy o f  the  com m ons” stems 
from  the incom patibility o f  individual choice and  g ro u p  su r
vival. Each fa rm er with access to the com m ons gains by 
increasing his use o f  it. I f  each individual increases his use o f 
it, the inevitable consequence is im poverishm ent fo r all as 
the resources o f  the com m ons are depleted . W ithout a “new” 
m orality, the despoilation o f the com m ons was inevitable.

T he relationship o f  the consum er o f  m edical care to the 
medical care system is com parable to that o f  the farm er and 
the com m ons, and  the need fo r a new morality is equally 
clear. T h e re  a re  finite limits to  m edical care, despite the 
capacity o f  providers to stimulate dem and  and  inflate supply 
to staggering proportions.4

H ealth  is no longer a condition. It is a com m odity, a 
unique and  nonfungible good. Its transm ogrification to a 
com m odity has been an  inexorable process, b u t has acceler
a ted  in the last th ree  o r four decades. It has been a con
com itant o f  the professionalization o f providers, who are no 
longer healers bu t sellers o f goods chopped  into units o f  
health. But there  is a limit even to health  “goods.” T h e  
dem ands o f those with purchasing pow er and  access cannot 
be satisfied forever. A nd as the franchise has been ex tended  
th rough  M edicare and  M edicaid, the seams o f  the system are 
beginning to bulge. It now costs about $90 billion annually 
to deliver the goods; in an o th er few years it will cost m ore 
than  $100 billion, w ithout a national health  insurance p ro 
gram . W ith national hea lth  insurance, costs will soar h igher.5

U nder these circum stances, how is the com m ons p re 
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served? T h ere  are only two ways. T h e  first—the rou te  we 
are traveling—is to increase the  num ber o f  suppliers, while 
fixing the “package” o f  “goods” which will be paid fo r by the 
governm ent. (In  this sense, the health  com m ons is distin
guishable to a degree from  H ard in ’s com m ons— it is som e
what expandable, but not infinitely so.) In  the sim plest term s 
this solution, however appealing, will not lead to m ore 
health , no m atter how m any goods are ultim ately delivered. 
T his is because medical care—the goods to be delivered 
—does no t p roduce m uch health, and , with the passage o f 
time, will p roduce even less.

I f  the com m ons is though t o f as the  health  o f the  popula
tion and  not as a pool o f  goods to be parceled  o u t by 
physicians, there is a second way to preserve it. T his ap 
proach depends on  a reconceptualization o f health  as som e
th ing o th er th an  a com m odity. W hen this is accom plished, a 
second step is possible: derivation o f  a p rog ram  fo r the 
pursu it o f health  com bining m easures o f individual respon
sibility, efficacious curative m easures, and  in terventions into 
the environm ent. This is no t an  easy task; in fact because we 
know so little it is highly problem atic. But if  it is health  we 
care about, ra th e r th an  m edical care, we m ust start. Before 
we start, however, we should briefly look at w here we have 
been.

THE ERAS OF MEDICINE

M edicine began in mystery. B ut gradually m easures were 
developed that w orked, even i f  they were frequently  bizarre. 
Blood was let in  sacrifice, dances were danced, incantations 
were offered , an d  occasionally m edicinals were used. A nd 
occasionally, the m edicine o f  the  past w orked, o ften  as not 
because the practitioner was perceptive and  sensitive. But 
m edicine still lacked a theoretical base—its successes were 
random .

Along the way, som e galvanizing events occurred. T h e
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first was the  discovery tha t cleansing the environm ent 
— developing sanitary sewage systems and  im proving the 
potability o f  w ater—ap p eared  to  reduce m ortality and m or
bidity. T hus, the sanitary services were slowly installed.

T hese services were significantly d iffe ren t from  most 
m edicine; they were systemic and  ecological in nature . T hey 
were prem ised on  interventions in the socioenvironm ent 
ra th e r than  the  h um an  body. As such they were not m ea
sures that could be reduced  to com m odities ren d e red  for 
a price by healers to patients. Eventually, they were not 
though t o f  as m edical m atters at all— they were decisions to 
be m ade by the polity. Medical care, concomitantly, consisted 
o f healing those who were sick—why they were sick, o r what 
cu red  them  if  they were cured, was not necessarily relevant. 
T hus, causes— the conditions and  circum stances o f life 
—became divorced from  effects. T h e  effect—the sickness 
and  its sym ptoms—was what requ ired  treatm ent. Sickness 
and  its symptoms have been trea ted  ever since, and  causes 
have been neglected.

A second pivotal event was the application o f the scientific 
m ethod to medicine. Scientific m ethodology is a tool o f great 
utility, and  scientific problem -solving found a congenial 
hom e in medicine. Unlike o ther branches o f science, 
m edicine possessed a captive supply o f experim ental sub
jects, and  generally found revenue sources for biomedical 
research easy marks.

It cannot be overem phasized that the application o f 
scientific m ethodology to healing p roduced  substantial 
benefits. It m oved medicine o u t o f the M iddle Ages. But it 
also dem anded  that medicine prove its effectiveness em piri
cally. M edicine carried  the b u rd en  o f evidence for a few 
decades. But the case is less convincing today, and  will be 
m uch h a rd e r to m ake in the fu ture. T h e  reason lies in 
m edicine’s equation o f reality with m aterial reality. T h e  em 
phasis in m edicine on m aterial reality—only what can be 
perceived can be trea ted  and  only “sym ptom s” can be 
perceived—has driven m edicine to extrem es.
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In  m edicine, as well as in o ther disciplines, the pursu it o f 
scientific purity results in reductionism  o f the subject m atter. 
In  part, the environm ental crisis we face today stems from  
o u r inability to understand  o u r w orld as an organism —as 
the spaceship Earth. In  chem istry, in biology, and  in 
m edicine, increasingly investigators cannot com m unicate 
with one ano th er because they have draw n rigid and  narrow  
boundaries a ro u n d  their subjects. In  medicine this has re 
sulted in m icroscopism and  specialization— with elegant em 
pirical fireworks—on sm aller and  sm aller parts o f the 
hum an  organism . W hen a physician let blood in the  seven
teen th  century, he  may not have benefited the patien t m uch, 
bu t at least he perceived his patient as a single organism  
u n d e r the spell o f some “h u m o u r.” T oday the physician 
removes a portion o f the deterio ra ted  stom ach o f an  al
coholic patien t and  discharges the patient a few days later. 
T h e  excised organ goes to the  pathologist, the physician gets 
his or h e r fee, and  the patien t goes to the tavern.

A th ird  transform ation  now faces medicine. Precisely at a 
tim e when it has achieved a feudal, even sovereign status—a 
state at great variance with its capacity to heal—shifts and  
ru p tu res  in the larger society expose medicine to changes 
that will powerfully alter it.

M odern m edicine shares a certain  perception o r view o f 
the world and  m an’s place in it with the o ther sciences. This 
view stresses the separation o f hum an beings from  their 
world and  their environm ent. Perhaps this world view had 
survival value when the environm ent was decidedly hostile. 
But times have changed. We have largely subjugated Na
ture, although we are beginning to witness its resilience. 
Sustained assaults on o u r environm ent can be shown to be 
counterproductive. Slowly the realization is em erging  that a 
new balance m ust be struck with n a tu re  if m an is to survive. 
W hether a new balance can be struck today o r w hether m an 
m ust fu r th e r evolve in o rd e r to strike a new bargain  is 
unanswerable.

Nevertheless, contem porary  m edicine is clearly and
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squarely prem ised on the prevailing world view that sepa
rates hum an beings from  their world. M edicine first seeks to 
insulate the patien t from  a supposedly hostile environm ent, 
and  if that protection fails, th en  deploys its firepow er to 
destroy the hostile agent. But as we begin to discover the 
interconnectedness o f all o f nature , and as we discover the 
latent b u t u n tap p ed  powers o f  hum an  beings, we will need a 
new m edicine th a t is calibrated with what we know and can 
learn. T h e  new wisdom will stress in terdependence, a m erg
ing o f  hum an  beings into their environm ent. T h e  new 
medicine, therefore, m ust and  will reflect new tru ths.

T he em ergence o f new th inking  will be slow, perhaps too 
slow. B ut as concepts change, m edicine can and  m ust 
change. M edicine was designed to deal with health, b u t in
stead it deals with disease. H ealth  is an  effect o f m ultiple 
causes, bu t m edicine finesses nearly all the causes and  treats 
only the effects— the symptoms. T h e  causes are presum ably 
som eone else’s problem . A nd as a result o f fidelity to the 
scientific model, m edicine has becom e both  microscopic and  
reductionistic. It deals only with acute disease conditions and  
leaves the problem  o f health  to the patient and  to the polity. 
But at the same time, th ro u g h  professionalization and  p ro
tectionism, the  medical care en terprise  has systematically 
stripped  both patien t and  polity o f the  understand ing  and 
knowledge essential to the task.

T h e  approach  we have taken  to health  is lim ited by the 
borders o f  o u r concepts; o u r th inking about health  is lim ited 
by the quality o f  o u r ideas. M oreover, ideas have a life span 
o f  th e ir own. T h e  ideas we have about health  have reached 
senility. U nfortunately , the  systems we fashion from  ou r 
ideas often  live on long afte r the ideas themselves a re  extin
guished. We are  at that point in medicine. W here are  we 
going, then? Will we ju s t play ou t o u r cu rren t ideas until o u r 
e rro rs  a re  patent? O r a re  th ere  some new ideas tha t m ight 
anim ate the  medicine o f  the future?

We are  at the point o f  a parad igm  shift in medicine. O u r
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perceptions o f health  and  the systems we construct ou t o f 
those perceptions are consonant with o u r perceptions o f  the 
world a ro u n d  us. I f  this is so, a reconstruction o f w here we 
have been and  w here we are  should aid us in speculating 
abou t the  fu tu re—a new paradigm  and  a new medicine.

M edicine can be said to have passed th ro u g h  five eras to 
the present. Each o f  these eras can be assessed in three 
steps: first, by characterizing the dom inan t world view relat
ing to health; second, by identifying the m ost utilized m edi
cal technologies; and  finally, by adducing the prevailing 
health paradigm , which can be seen as an  am algam  o f the 
world view and  the technology. A n analysis o f  these eras will 
generate some o f the elem ents o f a new paradigm  fo r health  
in the fu ture.

Era One: The Ages of Magic.6 P rior to the em ergence o f 
“m o d ern ” m edicine in the e ighteenth  cen tury  (according to 
some historians), medicine reflected the vicissitudes o f  m an ’s 
relationships to the gods and  to nature . U ntow ard events, 
including sickness and  disease, resulted  from  disharm onies 
in these relationships. D isharm onies m ight arise from  many 
causes, bu t ch ief am ong them  was behavior offensive to  the 
gods. T hese ideas ap p ear simple, b u t they are rudim entary . 
Sickness was no t an  abnorm al condition requ iring  spe
cialized care, b u t was a featu re o f a h ard  existence. It re
sulted from  imbalances in hum an  beings’ relationship to 
their environm ent.

T h e  technology m atched the rudeness o f the ideas. T h ree  
elem ents were central. T h e  first was the oral record . This 
ostensibly mythical body o f trad ition  contained “lessons” 
about the healthy life. T h e  second—rituals—sprang  from  
the first, although rep u g n an t curative practices (some o f 
which were discussed earlier) were frequently  incorporated . 
T h e  rituals were no t always arbitrary; m ost o f  them  were 
based on  em pirical observations. Sacrifice was the th ird . This
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occasionally entailed hum an  o r anim al sacrifice as a m eans o f 
p ropitiating the gods, as, for exam ple, in the trad ition  o f 
som e C entral A m erican cultures, bu t m ore im portantly  
stressed self-sacrifice. Individuals o r groups, presum ably re
sponsible fo r the affliction, subjected them selves to regim ens 
designed to please o r pacify the authorities.

T h e  com poser, arran g er, and  conductor o f these practices 
was the sham an. T h e  sham an is a generic historical figure in 
most p rem o d ern  cultures. Most sham ans—again I am  using 
the term  generically to em brace early healers from  many 
cultures— played two m ajor roles. T h e  first was to heal a 
patient, and  the second to heal the com m unity. In  their 
healing role with patients, sham ans em phasized the symbolic 
aspects o f  healing, including the use o f  colorful regalia, 
sacrifices, spitting o f blood, and  the use o f  fire. But since 
sickness was an event that could be used to instruct the 
larger com m unity, sham ans also organized cultural experi
ences fo r the com m unity, often  around  the sickness o f a 
m em ber. T hese “g roup  healing cerem onies,” as Jerom e 
Frank calls them , m ixed curative acts, such as pulse read 
ings, with culturally significant rituals.7

T oo m uch em phasis on magic and  ritual is misplaced. 
Prescientific medicine, as bizarre as it often appears, was also 
doggedly pragm atic. In  many cases elegant rituals were 
prem ised on sound em pirical observations. Ritchie-Calder, 
quoting Oliver W endell Holmes, Sr., points ou t that early 
m edicine ap p ro p ria ted  “everything from  every source that 
can be o f the slightest use to anybody who is ailing in any 
way.”8

At its root, the paradigm  o f early medicine—the shamanis- 
tic trad ition—was based on balance. Man and na tu re  co
existed in an  uneasy equilibrium  that had to be restored 
before individual cures and  com m unity consensus could be 
achieved. C laude Levi-Strauss characterizes the paradigm  
this way:
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That the mythology o f  the shaman does not correspond to 
objective reality does not matter. The patient believes in it and 
belongs to a society that believes in it. The protecting spirits, 
the evil spirits, the supernatural monsters and magical mon
sters are elements o f a coherent system which are the basis of 
the natives’ concept o f  the universe. The patient accepts them, 
or rather she has never doubted them. What she does not 
accept are the incomprehensible and arbitrary pains which 
represent an element foreign to her system but which the 
shaman, by invoking the myth, will replace in a whole in which 
everything has its proper place.9

Era Two: From Shaman to Doctor. T o  the  sham an the body 
was a m ysterious, almost sacred vessel. As such it was in 
violate. It was also a whole. T he sham an did  not approach  
the body by breaking it into its constituent parts. But this is 
precisely what the doctor does; it is one o f  the dom inant 
features o f m odern  medicine. Many factors have contributed 
to the rise o f  today’s m edicine; the parceling o f  the body into 
pieces is only one. But it was a very im portan t one.

T h e  Cartesian thesis that m ind an d  m atter were divisible 
drove a wedge between the m ind and  the  body tha t persists 
in medicine today despite its repudiation  everyw here else. 
Descartes’s assertion shattered  the notion that m an could be 
viewed holistically. T h e  Cartesian division o f m ind and  body 
is an  overw orked shibboleth. But in the intellectual history 
o f the West it is a sharp  tu rn in g  point. A nd as a way o f 
looking at the world, it was seized by m edicine as a way o f 
organizing its endeavor.

Prior to Descartes, m edicine was a com pound o f magic 
and empirics. It relied on  magical form ulations, b u t also on 
techniques consistent with observations o f  m an and  natu re  
indigenous to a given tribe o r culture. But with the body 
freed  o f the larger m an and  conceptualized as a machine, 
m edicine at least had  a m anageable subject—the m etaphor 
o f the body as a m achine. T h e  sham an was a pivotal cultural
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figure who utilized both healing techniques and  com m unal 
cerem ony. B ut a sham an was no t needed  to tinker with a 
m achine; what was needed was a m echanic. T h e  class o f 
sham ans could now be replaced by a class o f mechanics.

A lthough the m etaphor o f  m an as a m achine is over
worked, it is nonetheless central to  an  understand ing  o f this 
period. As T hom as McKeown, an  expert on the period, has 
said:

The approach to biology and medicine established during the 
seventeenth century was an engineering one based on a physi
cal model. Nature was conceived in mechanistic terms, which 
lead in biology to the idea that a living organism could be 
regarded as a machine which might be taken apart and reas
sembled if its structure and function were fully understood. In 
medicine, the same concept lead further to the belief that an 
understanding o f  disease processes and o f the body’s response 
to them would make it possible to intervene therapeutically, 
mainly by physical (surgical), chemical, or electrical m ethods.10

T h e  idea o f  the body as a m achine is elegant to the 
biologist and  highly explanatory. However, in m edicine’s 
hands it was perverted  in practice. T o  think o f  m an as a 
m achine does aid us in understand ing  som ething about bod
ily function and  about m an’s role in the universe, bu t it does 
not follow that trea ting  the body as a machine will heal it. 
But m edicine ap p ro p ria ted  the idea as the prem ise for its 
practice.

Ju s t as early m achines were crude, so were the early m edi
cal technologies. Medicine had  largely passed beyond p re
scriptions based on bodily hum ors, bu t its techniques were 
still unsophisticated in today’s term s. B loodletting persisted, 
cauterization was used, and  the use o f purgatives was also 
com m on. But m edicine rem ained outside the body, at least 
until it was clear that the body could not be understood  
w ithout an  exam ination o f  its inner workings any m ore than, 
today, an  autom obile engine can be repaired  without rem ov
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ing the hood. T h e  study o f  anatom y was about to become 
respectable. T h e  first anatom y textbook was published by 
Vesalius in 1543. His rew ard  was nearly universal denuncia
tion by the church  and  by the academ ic world. I t took 
approxim ately an o th er 200 years before the investigation o f 
what went on inside the skin was widely tolerated. A nd this 
did  not occur until the m etaphor o f  the body as a m achine 
was firmly planted.

B ut despite the  power o f the  m achine im age, the  era  was 
transitional. T h e  parad igm  was in flux. A ntiquarian  notions 
such as the bodily hum ours coexisted with observations o f 
actual function. T his was the “age o f  the  eye,” as the Renais
sance has often been called. It was now expected that 
knowledge would be a fund  o f observations ra th e r than  an 
elaboration o f theological propositions. But until V irchow’s 
Cellular Pathology was published in 1858,11 m edicine re 
m ained a tentative art moving alternatively th ro u g h  old wis
dom  and  new findings. T h e  doctor had  em erged, b u t a 
cohesive theoretical fram ew ork fo r m edicine had not.

Era Three: Public Health. T h e  first public health  practitioner 
was the sham an, whose initiatives were crude, bu t pragm atic 
and  probably effective. As an illustration, the sham an m ight 
direct that a residence contam inated by the illness o f  a resi
d en t be bu rned . Q uaran tine  was also occasionally im posed. 
But these m easures, while conceptually consistent with pu b 
lic health, were m odest com pared  to the m easures launched 
in the n ineteen th  century. As early as 1853 a physician in 
L ondon, Jo h n  Snow, linked a cholera epidem ic to contam i
nated  water in a public w ater pum p. But it took the genius 
o f  Pasteur, Koch, and others, later in the century, to firmly 
tie infectious disease to environm ental sources.12

Today it is com m on wisdom that air, w ater, and solid 
waste contain disease agents. B ut in the late n ineteen th  cen
tury  the idea was startling, and  ushered  in an  entirely new
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way o f  perceiving the environm ent. T h e  m edicine o f the 
seventeenth, e ighteenth , and  n ineteen th  centuries persisted. 
Physicians battered  patients with the old rem edies; health 
was o ften  the loser. T h e  perception o f m an as a m achine 
also persisted, bu t the b reakthroughs o f Pasteur and  others 
modified the m etaphor. M an was still a m achine, and  disease 
a functional d isorder, bu t with the rise o f  public health  it was 
now conceivable that defects in the m achinery could be in
troduced  by a v iru lent environm ent.

B ut even m ore im portant, the results were far better. 
Medicine had  slowly im proved its wares, bu t the  health  of 
the population had not dem onstrably im proved. M aternal 
m ortality rem ained  roughly constant, and  longevity did not 
seem to be affected. T h e  in troduction o f  public health  p ro 
gram s radically im proved the health  o f  the population. For 
exam ple, Pettenkofer dem onstrated  that the installation o f 
sanitary sewage systems in M unich led to im m ediate im
provem ents in health  status.13 T hese clear and  unm istakable 
results inevitably influenced the public’s conception o f 
health. No longer was health  the resu lt o f  caprice, aided by 
the occasionally perceptive physician. Now it was possible to 
engineer environm ental conditions that dem onstrably en 
hanced the opportun ities fo r health.

T h e  technologies o f public health  were m ore com plex 
than  those that p receded  it. T h e  physician simply needed 
the tools o f the trade. T h e  im plem entation o f  public health 
program s requ ired  larger and  m ore com plex tools. Im 
provem ents in w ater quality were d ep en d en t on  biochemical 
com petence, b u t also requ ired  political negotiations to im
plem ent, and  public education to work. Nevertheless, the 
case was clear. H ealth  was unquestionably im proved and  so 
public health, o r population medicine, jo ined  the physician 
in the pursu it o f health.

T h e  paten t successes o f  public health  forced a reconcep
tualization o f health:
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Concern for the quality o f  the environm ent achieved a rational 
and coherent expression during the second half o f  the 
nineteenth century. In Western Europe and then in the United 
States, the early phases o f  the Industrial Revolution had re
sulted in crowding, misery, accumulation o f filth, horrible 
working and living conditions, ugliness in all the mushrooming  
industrial areas, and high rates o f  sickness and mortality 
everywhere. The physical and mental decadence o f  the work
ing classes became intolerable to the social conscience and in 
addition constituted a threat to the future o f  industrial civiliza
tion. . . .
Our nineteenth-century forebears approached their problems 
through a creative philosophy o f man in his environm ent.14

In  o ther words, in the n ineteenth  century, a sense o f  health  
as an  ecological concept em erged. T o  achieve health , m an 
had  to un d erstan d  the delicate balance between the species 
and  the environm ent. T his concept was not wholly new, o f  
course. It is a fundam ental proposition o f  Christian theology 
that the earth  is to serve hum an ends. T h e  theories o f public 
health  fit that dom inant view. In  fact, we have only recently 
learned  that as beneficial as environm ental engineering  has 
been, there  can be adverse consequences. In  the sum m er o f 
1974, it was discovered that an tipo llu tan t treatm ents of 
smoke an d  particulate m atter p roduced  th ro u g h  industrial 
activity increased the acidity level in the air on the Eastern 
Seaboard to potentially lethal levels. But in the n ineteen th  
century, alm ost any im provem ent in the environm ent en 
gendered  an im provem ent in the health  o f the affected 
population. It was late in that century  that m an “conquered” 
disease. T h e  physician had very little to contribute. T h e  
result was a paradigm  o f health that was nicely balanced. 
T h e  environm ent was as am enable to engineering  as the 
hum an  body was to doctoring. T h e  activities were com 
plem entary. Both the body and  the environm ent could be 
trea ted  by mechanics. T h e re  could be both  patient medicine
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and population m edicine. T h e  m arriage lasted until the 
early tw entieth century.

Era Four: The Rise o f the Sciences o f Services. O ne o f the most 
problem atic o f  recent phenom ena is Philippine psychic 
surgery. As I recounted  in C hap ter 3, observers o f this form  
o f practice rep o rt surgical incisions w ithout the aid o f  scalpel 
and  the expression o f  blood and  tissue w ithout tools.15 Skep
tical observers have also rep o rted  that seldom  is the tissue 
and  blood tha t o f  the patient undergo ing  treatm ent. This 
leaves one o f two explanations (for practical purposes). 
E ither the healer uses sleight o f  han d  to express the tissue 
and  blood, or, th rough  m eans we do  not understand , he 
“m aterializes” the substances. T h e  skeptic, no t accepting the 
possibility o f  m aterialization, then  suggests that the case is 
one o f  paten t fraud . This is a reasonable question, bu t there  
is a far m ore pertinen t one: W hat difference does it make to 
the patient? O bservers o f psychic surgery rep o rt that it does 
not ap p ear to m ake any d ifference—the outcom e for the 
patient does not ap p ear to depend  on the transparency o f 
the fraud.

T h e  principal objection o f m odern  m edicine to unconven
tional healing is that it is fraudu len t, that it fails to utilize 
accepted tools and  techniques, in short tha t it is “unsci
entific.” T h e  result is that the battle between m odern  
m edicine and  o th er healing therapies is jo in ed  on the wrong 
question. T h e  question o f the im pact on the patien t is not 
raised— but it is the crucial question. O ne of the reasons that 
the question is not asked is that the answer is potentially 
em barrassing. Few procedures and processes used in m odern 
medicine can be correlated  with a beneficial outcom e to the 
patien t.16 T o  repeat, patients can be cured  by contem porary  
allopathic m edicine and by practices like psychic surgery, bu t 
there  is little m ore hard  evidence that the technologies used 
in contem porary  m edicine have anything m ore to do  with
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the outcom e to the patien t th an  those utilized in  psychic 
surgery. T his is no t to say that frau d  is w idespread in today’s 
m edicine, bu t ra th e r to say that the question o f  frau d  is 
irrelevant, if a healthy outcom e to a patien t is the concern.

T h e  rejection o f  nonallopathic healing is prem ised on 
its lack o f  a sciendfic base.17 B ut medicine, in rejecting 
unscientific practices, acts like the re fo rm ed  alcoholic: it has 
not had  a sciendfic base for m ore than  a few decades.

D uring the flowering o f  public health  in the n ineteen th  
century, the pracdce o f medicine was also undergo ing  a 
transform ation. In  1856 C laude B ernard  published A n In 
troduction to the Study of Experimental Medicine. 18 B ern a rd ’s 
book was an  attack on  the concept o f  “vitalism” in 
m edicine—that th e re  was a vital force which, although not 
understood , was responsible fo r health  an d  well-being.19 
B ernard  believed that events had  causes, and  that phe
nom ena occurred  as the result o f  discernible “laws.”

T h e  pursu it o f  laws that govern h um an  functioning p e r
sists today. But medicine did  no t fully adop t a scientific 
approach  until early this century; and  even here, th ere  is 
continuity. T h e  image o f m an as a m achine was not lost, the 
m achine was simply recognized as a m ore com plex instru 
m ent. T h e  idea that contribu ted  to the view o f the w orld 
which guided  m edicine was repeatability, the notion that a 
given m edical intervention would p roduce the  sam e resu lt in 
every patient, controlling, o f  course, fo r som e individual 
d ifferences, including age and  fitness. T h e  results o f  medical 
care then  were not idiosyncratic. T h ere  were patterns that 
could be predicted  because the results o f  care followed logi
cally from  the choice o f intervention. T h e  hypothesis was the 
diagnosis, the  experim ent was the intervention, and the 
confirm ation was the cure. Medicine had  finally left the 
world o f magic; what was now im portan t was the refinem ent 
o f technique. I f  the results o f  care were d ep en d en t on 
specified interventions, th en  what was im portan t was the 
precision o f  the techniques— the m ore precision, the m ore
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accurate the prediction, and  the m ore the results were re 
peatable.

T h e  technologies o f  scientific medicine were aim ed at re
ducing the tolerance fo r e rro r. T h e  patien t was a machine 
and  would necessarily respond to carefully p rog ram m ed  in
terventions. Hence, the hospital was necessary to immobilize 
the patien t in need o f  the m ore radical interventions, featu r
ing surgery and  chem otherapy. I f  patients in need o f 
specified techniques could be placed into a hom ogenous 
environm ent, fewer variables could influence the result. But 
the physician could also influence the result if he m odified 
the rules o f  the gam e. Technicians were needed because fine 
tooling was needed; artists were unwelcome. In  1910, as a 
result o f  the F lexner rep o rt,20 the supply o f m edical schools 
was reduced  to those most capable o f  tu rn in g  ou t finely 
trained  clinicians— the first o f  a technical class o f healers. 
This, then , is the period when m edicine indisputably shifted 
its focus from  the anthropological to the technical.

A related  technology was the m easurem ent o f  health. 
Even the eighteenth  century physicians were fascinated with 
the taxonom y o f disease. In  the n ineteen th  century  it be
came an obsession. M easurem ent was integral to technical 
medicine. I f  m achine tooling was the task, m achine to ler
ances requ ired  com putation. T h e  classification o f disease was 
equally im portant. Disease conditions had  to  be placed into 
categories so th a t app ro p ria te  techniques could be utilized 
according to the category into which the patient was placed.

B ut the flowering o f  the technology was the service sys
tem. P rio r to the tw entieth century, patients p u rsued  cures. 
But at the tu rn  o f  the century  m ore was needed. Health 
could now be conceptualized as a com m odity, a p roduct 
that could be delivered over and  over again if enough  vari
ables could be controlled. H ence, a delivery system was 
needed to facilitate the sm ooth delivery o f the product. A 
need was perceived— patients with specific diseases. A p ro d 
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uct was conceptualized to m eet the need— medical care 
services. P roduct d ifferen tiation  p roduced  an array  o f ser
vices, including surgery, drugs, and  diagnostic tools. Dis
tribution could be hand led  th ro u g h  hospitals and  physicians’ 
offices, which would be linked together by the physician 
gaining the privileges o f  hospital practice. A nd finally, m ar
keting and  prom otion would be en tru sted  to insurance com
panies, largely controlled by physicians and  ultim ately by 
governm ental underw riting.

T h e  delivery system was born  in this era bu t its m aturation  
was a few decades away. T h e  concept o f  a delivery system 
—an am algam  o f  em erg ing  technologies— was consistent 
with the health  paradigm  o f the period. Disease was a m al
function in the hum an machine, caused either by an  in ternal 
d isorder, o r by the  activity o f  an  ex ternal agent. T h e  m ost 
effective way to treat disease was first to accurately classify it, 
then  to apply to it a set o f techniques designed to p roduce a 
like cure  in like patients. Since what was to be done was 
deliver a service, increasingly tho u g h t o f as a com m odity, a 
delivery system was created. It was in this period  that 
m edicine became alm ost entirely disease-oriented. A nd it 
was also this period that witnessed the rise o f technical 
m edicine, and  the attrition  o f  the arts o f  medicine. Medicine 
was close to being synonym ous with health.

Era Five: The Medicine o f Today. M uch o f this book is d e 
voted to the description and  analysis o f  m odern  medicine. 
C hapter 3, for exam ple, contains a fairly detailed trea tm ent 
o f the delivery system. Most o f  these points do no t need to 
be repeated. T h e  purpose o f  this section is to isolate those 
characteristics o f  m odern  m edicine that underp in  the cu r
ren t medical paradigm .

O u r view o f health  is about the same as it was in the early 
p art o f  this century. Disease is still p resum ed to be the result
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o f  faulty m achinery. A nd because all machines are roughly 
the same, trea tm ents are  finely tuned  to fit discrete diag
noses.

But things have become m ore refined. Specialization is 
inexorable, and the delivery system has become so highly 
elaborated that the average patient is often  greatly confused. 
But most significant has been the fu rth e r conceptualization 
o f the patien t as a machine o f great complexity. In  the past 
physicians may have th ough t o f their patients as machines, 
bu t nevertheless had to trea t them  as whole machines. 
Today, with the exception o f  a few hardy ru ral practitioners 
and  family physicians, medicine has com partm entalized the 
body into finer and  finer m achine parts. It is one thing to 
trea t a patient as a m achine, ignoring a rich store o f infor
m ation that is related to health and  functioning, and  yet 
ano ther to fu r th e r subdivide the m achine into its constituent 
parts. In  the forp ier medicine, at least the possibility existed 
fo r holistic treatm ent. In  today’s m edicine the task is nearly 
impossible.

T h e  technologies o f  today’s medicine reflect its im pervi
ousness to factors conducive to health. Surgery has become 
m ore prevalent and  m ore pro found . D rugs flow nearly u n 
im peded from  doctor to patient, and  are often  prescribed 
for conditions like viral disorders, for which there  is no 
chemical cure. T h e  delivery system has become large, u n 
wieldy, and  com plex—an industry  in search o f newer and 
refined products. Some o f the m ore elaborate technologies 
illustrate the preoccupation o f  th e  system with technical en
gineering. T h e  coronary care un it and  the kidney dialysis 
m achine link the patient, the m achine, into a fixed feedback 
loop with ano th er m achine.

M odern medicine is only one approach to health—a 
wholly disease-oriented approach. Its paradigm  o f healing 
assumes that highly refined techniques and  p ro found  in ter
ventions into the body can p roduce health  by elim inating the
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sym ptoms o f  disease. T his has led to the neglect o f  popula
tion m edicine because th ere  is no paying consum er; the 
neglect o f  social and  environm ental conditions, because 
physicians a re  only trained  to intervene at the individual 
level; the neglect o f a blizzard o f phenom ena about the 
hum an being, because it does not fit the paradigm ; and 
finally neglect o f  the role o f  the individual in achieving 
health, because if health  is a com m odity it m ust be delivered 
to a m anipulable public.

T h e  conclusion that m odern  m edicine is disease-oriented 
is easy to reach. T ake the  hospital. T h e  purpose o f  a hospital 
is to classify, confine, and  immobilize. Admission is contin
gent on appropria te  classification o f a disease condition. T he 
patient is then  confined in quarters that are m uch the same 
everywhere. This is because to the physician the hum an 
being is simply a m achine with interchangeable parts. A 
given disease can be trea ted  identically in Peoria o r in 
Phoenix; it is the disease that is being treated , no t the p e r
son. T his also accounts for the immobilization o f the patient. 
Aside from  its convenience to  the harried  doctor, im mobi
lization is the same as tu rn in g  o ff  the engine in a car and 
leaving it in a stall at the m echanic’s shop. T h e  car and the 
hum an are both m achines in need  o f repair.

B ut there  is m ore to it. While we do not know enough 
about what produces health  we know some things—com- 
m onsense things. For exam ple, we know that a nutritious 
diet, recreation, fresh  air, and  sunlight a re  related  to health. 
B ut because the hospital is a factory for the repa ir o f  disease, 
none o f  these things are readily available. Hospital food is 
not only tasteless, it is not nu tritious— nothing  is fresh, 
everything is frozen, white bread and  b u tte r are served, and 
so on. T h ere  is no opportun ity  for recreation and  exercise in 
a hospital. T h e re  could be gyms and  exercise room s, bu t a 
person doing  yoga or any o th er bodily exercise faces d eri
sion, even prohibition. And there  is little opportun ity  to  be
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outdoors; hospitals a re  herm etically sealed cham bers. T he 
only way a patien t can get ou tdoors (if th ere  are any 
grounds) is to g rope his o r h e r way to the fron t door and 
then  face the  possibility o f  alarm  from  the m atrons at the 
admissions desk.

T h e  m odern  hospital is one o f the unhealth iest places 
around.

T oday’s medicine has succeeded w here the medicines o f 
the past have failed: it has succeeded in equating  medical 
care with health. But the borders o f  the paradigm  are  b lu r
ring. It is becom ing increasingly clear that health  is not the 
same as medicine. T h e  w rong questions have deservedly 
received the w rong answers. A new paradigm  for health  is 
slowly em erging.

A  N E W  P A R A D IG M

T h e history o f  health has been the history o f adaptadon. 
T h ro u g h  biological adaptation  m an has survived; and 
through  adapta tion , not medical care, m an has achieved 
im proved health. Today, postindustrial m an faces a new set 
o f challenges to adaptation. T h e  environm ental insults o f 
the industrial age—contam inated w ater and  lack o f  sanita
tion, the unavailability o f basic nutrien ts, uncontrolled 
epidem ics and an inadequate understand ing  o f infectious 
transm ission— have been mostly m anaged. But the insults o f 
today have not. T hese include air quality, chemical trea t
m ents o f  foodstuffs and  o ther products, overindulgence in 
food and  drugs, stress, the pace o f life, congestion, noise, 
and  the  lack o f recreation and  exercise. T h e  contribution o f 
medical care was m inor in the adapta tion  o f  m an to the 
industrial th reats to  health; and  similarly, it has only a m inor 
role to play in the adaptations that now face us. T h e  reason 
lies in the paradigm  o f  health  that medicine has con
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ceived— the “science o f the organized individual,” to use 
A. C. C rom bie’s term . Crom bie elaborates:

The biology of the individual is more like engineering than 
physics, in that each type of living organism is a solution to a 
specific set of engineering problems—problems of intake and 
conversion of fuel, locomotion, communication, replication 
and so on which it has to solve to survive. This subject matter 
has imposed on physiology its characteristic program: to find 
out how an organism works by taking it to pieces and trying to 
put it together again from knowledge of the parts.21

M edicine has ignored  the understand ing  o f m an tha t is 
implicit in evolutionary theory, historical dem ography, and  
medical ecology. As a result it has sought to engineer hum an 
health th ro u g h  the m anipulation o f  h um an  parts. Jo h n  
Powles has exam ined this question in som e detail in his 
p ap er “O n the Lim itations o f M odern M edicine”:

The engineering approach to the improvement of health has 
been dominant over an alternative approach which would em
phasize the importance of way of life factors in disease—an 
approach which could be described as “ecological.” While it is 
to changes with which the latter is concerned that industrial 
man largely owes his current standard of health, it is in the 
engineering approach that he has placed his faith. Curative 
medicine has not been very successful in reducing the impact 
of diseases of maladaptation.22

T o  Powles, as to me, the problem  is that,

Enthusiasm for the system has outpaced its concrete achieve
ments and its indirect costs tend to be underplayed. Despite 
the evidence to the contrary, it is widely believed by both 
patients and their doctors that industrial populations owe their 
high health standards to “scientific medicine,” that such medi
cal technology as currently exists is largely effective in coping 
with the tasks it faces and that it offers great promise for the 
future.23
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Tolstoy, in a quote used by Powles, captures the mood of 
medicine perfectly in “The Death of Ivan Illyich”:

T he doctor said: this-and-that indicates that this-and-that is 
wrong with you, but if an analysis of this-and-that does not 
confirm our diagnosis, we must suspect you o f having this- 
and-that. If  we assume that you have this-and-that, then . . . 
and so on. T here was only one question Ivan Illyich wanted 
answered: was his condition dangerous or not? But the doctor 
ignored that question as irrelevant. From the doctor’s point of 
view, such a question was unworthy of consideration. One had 
only to weigh possibilities: floating kidneys, chronic catarrh, or 
an ailment o f the caecum. T here was no question o f the life of 
Ivan Illyich—nothing but a contest between floating kidneys 
and the caecum. In the presence of Ivan Illyich the doctor gave 
a brilliant solution to the problem in favour o f the caecum, 
with the reservation that the analysis of his water might supply 
new information necessitating a reconsideration of the case.24

S om eth ing  d iffe re n t is n eed ed . T h e  m edicine o f  today pits 
m an against a hostile world. B ut it is in the relationship  be
tw een h u m an  beings an d  th e ir en v iro n m en t th a t th e  key to 
hea lth  lies. H ealth  th en  is n o t ju s t  the  well-oiled function ing  
o f  the  body— it is ach ieved  th ro u g h  the strategic collabora
tion  o f  h u m an  beings with th e ir  w orld exp ressed  th ro u g h  a 
series o f  “re la tionsh ips.” T h ese  include the  re la tionsh ip  be
tw een m ind  an d  m atter; hum ans an d  n a tu re ; h um ans and  
the  social ro les they  play; an d  hum ans an d  h ig h er con
sciousness, even spirituality. T h e  physician can  help , b u t the 
individual m ust be responsible fo r those relationships. It is 
individuals who m ust “lea rn ” to contro l bodily processes, 
including  those here to fo re  considered  involuntary. It is in 
dividuals who m ust re lea rn  th e ir in terconnectedness with 
natu re . A nd it is individuals who m ust discover th e ir h igher, 
m ore spiritual, capacities by ex p an d in g  their consciousness 
and  self-awareness.

T his may sound  u top ian  but it is, in m ost respects, w here 
we started .
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THE OBSTACLES

T h ere  will be resistance to sweeping change. W hen even 
m odest re fo rm  is difficult, revolution may ap p ear to be 
rom antic escapism. But though  a revolution is necessary, it 
need not be bloody. I f  the  m oral and  conceptual u n d e rp in 
ning u n d er m edicine erodes, as I have suggested it will, the 
revolution in m edicine will be bloodless because it will take 
place at the level o f  concepts. But since shifts in values and 
attitudes often  occur slowly, som ething dram atic is needed  
now. M edicine is failing us now. M oreover, inescapable pres
sures are m ounting  for re fo rm  o f  the system within conven
tional bounds. C onsequently, unless revolutionary concepts 
can be form ulated out o f which new approaches grow, the 
changes that will occur will streng then  the existing delivery 
system. W hat is needed  is a shift in paradigm s, no t organiza
tional and  financing reform s. H ealth  is no t a com m odity for 
packaging, seller to buyer, bu t a rich web o f  causes, effects, 
and  interactions. Resources play a part, as does social and  
environm ental engineering; bu t individuals m ust also in te
grate their own knowledge with the use o f  healers.

U nderlying these reform s is the need fo r a radical recon
ceptualization o f  health  and  behavior related  to health . T h e  
m ost fundam ental message o f  this book is tha t no am oun t o f 
social and  systems engineering  will replace the need  to think 
differently  about health.

Even given fresh, lively ideas, the pursu it o f  health  will not 
be an easy task. Institutional reform s and  attitudinal changes 
a re  hard  to accomplish. T h e re  are m any obstacles. C hief 
am ong them  is the institutional pressures o f m edicine in the 
U nited States. It is the largest social service system in the 
world, and  it employs m ore people than  any o th er sector o f 
the economy, with the exception o f education. Any proposal 
to reduce the size o f the system will necessarily m eet strong 
resistance. O th er problem s include the  lack o f  a coheren t 
policy for the  aged, the value preferences o f  an  indulged
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public tha t chooses chewing gum , sugar, fatty foods, high
speed cars, and  spectator sports; and  the pow er o f industries 
that m arket the products tha t a com placent, ignoran t public 
consum es.

T hese constraints are form idable; they deserve m ore at
tention. Since resistance will be fierce, some o f the specific 
objections can be anticipated.

The Radical Critique. N ot unlike the boy who cried wolf, the 
conventional assaults on  profits and  exploitation o f the con
sum er in the medical establishm ent are wearing thin. T hey 
are accurate, bu t shortsighted. T h e  w rong targets have been 
chosen, and  the clam or has excited a backlash. Medicine 
continues to  be beleaguered from  m any sides, bu t some 
apologists are  showing up. In  The Case fo r  American Med
icine,,25 H arry  Schwartz typifies the response to the radical 
assault. H e reluctantly acknowledges the infirm ities such as 
m aldistribution, high costs, and  barriers to access, bu t argues 
that the solution lies neither in re fo rm  n o r in revolution, but 
ra th e r in the installation o f incentives to stim ulate structural 
refinem ents within the system.

Schwartz is shrill in his own fashion— particularly when 
railing against health  m aintenance organizations (HM O ’s), 
the newly established p repaid  m edical care outfits.26 B ut his 
analysis is systemic— he proposes changes within the existing 
system. H e differs little in analytic term s from  the radical 
refo rm ers who also desire systemic change, albeit m ore 
sweeping. For exam ple, Schwartz pines fo r the bygone days 
o f the dedicated  practitioner, dispensing hom ely wisdom 
along with an  occasional swift and  sudden  cure. Even the 
AMA has abandoned  this barricade.

In  The American Health Empire: Power, Profits and Politics, 27 
the authors, m em bers o f  the  H ealth  Policy Advisory C enter 
(Health-PAC), seem  to share Schwartz’s sym pathy for the 
ru d e  past:
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T h e  h e a l th  in d u s t r y  h a s  c o m e  a  lo n g  w ay f ro m  th e  d ay s  o f  
th e  o n e - h o rs e  p a te n t  m e d ic in e  p e d d le r  w ith  h is  l in e  o f  liv e r  
p ills  a n d  e lix irs . R e p la c in g  h im  a r e  th e  m a m m o th  in te r 
n a tio n a lis t  d r u g  c o m p a n ie s ,  w h o se  c o r p o ra te  m e d ic in e  c h e s ts  
a r e  in c re a s in g ly  like ly  to  in c lu d e  h o s p ita l  su p p lie s ,  c o m p u te rs ,  
a n d  c o sm e tic s  a lo n g  w ith  a  g ro w in g  p r o f u s io n  o f  p ills . H e a l th  
in s u ra n c e ,  w h ic h  c a n  t ra c e  its o r ig in s  to  p r e t r a d e  u n io n  w o rk 
e r s ’ w e lfa re  fu n d s ,  is n o w  a  key  e le m e n t  o f  th e  n a t io n ’s v ast 
in s u ra n c e  in d u s try .  T h e  h o sp ita l  s u p p ly  in d u s t r y  h as  o u tg ro w n  
its b a n d a id  d a y s  a n d  is b r a n c h in g  in to  c a th e te r s ,  c o m p u te rs ,  
a n d  a r tif ic ia l  o rg a n s .  P ro p r ie ta r ie s ,  w h ic h  u s e d  to  be  th e  d a r k  
h o r s e  o f  th e  d e liv e ry  sy s te m , a r e  fo r g in g  m u lt is ta te  c h a in s  a n d  
m o v in g  in to  m o re  a n d  m o re  in v e s to rs ’ p o r t fo l io s .28

W here Schwartz (and o ther apologists) and  the radicals 
p art is on politics. Schwartz wants society to stay w here it is. 
Conversely, the radicals desire to powerfully transfo rm  soci
ety along equalitarian lines. Medicine is a p art o f  this strug 
gle. I f  the analyst does not want society to  change, then  it 
follows that m edicine cannot roil the waters. But if society is 
to move, then  medicine m ust also move, because it is inti
mately linked with the social structure.

This book parts com pany from  both  camps. In  C hap ter 3, 
the “system” was explored, bu t in hoary cliches, because the 
ground  has been so tram pled  that little original can be said. 
I agree with the radical critique, as far as it goes, except for 
one thing. It insists on  w idening and  deepen ing  access to 
care w hen the counterin tuitive n a tu re  o f  that step can be 
dem onstrated . I am  not saying that there  are not unm et 
health needs, especially am ong the poor, which m ust first be 
met in any transform ation  o f the system. But that fact 
should not be used as an  arg u m en t to d e te r the needed 
transform ation.

I have little sym pathy fo r the apologist. T h e  system is a 
perversion, an  alm ost ridiculous exam ple o f the penchan t o f 
governm ents, particularly in the U nited  States, to trade o ff 
hum an lives for “im m utable” principles. B ut both  arm ies 
— the radicals and  the apologists—are skirm ishing in the
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wrong field. T h e  war will be fough t elsewhere, w here trans
form ations in society take place that transcend politics, and 
clearly transcend “health  politics.”

The Scientific Critique. N ext are objections to my central 
thesis. W hat abou t argum ents that medicine is m ore highly 
related  to health than  I have argued  and  that, contrary  to 
my expectations, m edicine’s role will and  m ust grow ra th e r 
than  dim inish?

In a recent Los Angeles Times article, Dr. Alex G erber, a 
clinical p rofessor o f  medicine at the University o f Southern  
California, advanced the stock argum ent. T h e  crisis in m edi
cal care, he argued , is a crisis o f  dem and and  supply. In 
brief, o u r  health  care problem s can be solved only with a 
massive infusion o f  new physicians. Dr. G erber asserts that 
“evidence o f  physician shortages is all a round  us. . . . [D]e- 
spite m edical advances, the th ru st for m edical personnel and 
facilities rem ains unabated  and  often  increases.”29

T h e  proposal o ffered  by Dr. G erber, which is consistent 
with the AMA’s position, is prem ised on two points. First, 
that the solution to the crisis in medical care is m ore o f the 
same. This is the antithesis o f my argum ent. N ot only will 
m ore o f  the same fail to im prove health, the costs will be 
staggering, and  th e  net im pact may even be a loss o f  health. 
As Dr. G erber points out, with cu rren t dollars it costs about 
$100,000 to train  a physician. A nd 22,000 new physicians 
will be needed each year on the basis of his projections. T hat 
am ounts to an outlay o f  m ore than  $2 billion per year in new 
costs ju s t for physician m anpow er. T he fact that the avail
ability o f  physicians has not been shown to correlate with 
health does not seem to d istu rb  him.

Recent experience in the U nited K ingdom  is also perti
nent. W hen the N ational H ealth  Service was founded  the 
assum ption was that costs would be b rough t u n d er control. 
T h e  reasoning was that unm et health needs would be met
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and  expected im provem ents in health  status would dam pen  
dem and. But costs have not been controlled; on the  con
trary, they have sharply and  steadily risen. A nd the m ajor 
reason is that health  status has not im proved, nor will it if 
health  is though t o f  as the consequent o f m edical care ser
vices.

T h e  second arg u m en t Dr. G erber raises (and only by 
implication) is m uch less tractable. Most apologists for the 
cu rren t system argue that m ore supply— m ore doctors and  
hospital beds—is needed  because the dem and  is so intense; 
m any towns have no doctors, and  so on. T h ere  is a double- 
edged irony here. First, it is tru e  that there  is dem and , 
occasionally shrill. But m uch o f that dem and  has been stim u
lated by providers. It is the provider who decides w hether 
there  is a health  problem , how m uch it will cost to fix it, and 
how long it will last. Second, it is that very dem and, trig 
gered and  nourished by the provider, that results in p ro 
found deperidency on  services. T h e  provider points to 
dem and  as the excuse fo r augm enting  supply. But this is 
disingenuous. A large portion  o f the dem and fo r health 
services is an artifact. A nd because the dem and  is pressed by 
helpless consum ers, its existence is testim ony to the failure 
o f m edicine to en g en d er health  habits. I t is the m ost feudal 
aspect o f  medicine.

But the fact rem ains that people dem and  m edical care, 
not health. Rashi Fein, a H arvard-based economist, p ercep 
tively characterizes consum er dem and  as a, if  not the, m ajor 
obstacle to reform . Fein acknowledges the validity o f  my 
central thesis, bu t th en  points out that:

I n  th e  case  o f  h e a l th  a n d  m e d ic a l c a re ,  w e a r e  d e a l in g  w ith  a 
s e c to r  in  w h ic h , b e c a u se  o f  c u s to m s  a n d  fo lk w ay s, im a g e  m ay  
b e  e v e n  m o re  im p o r ta n t  th a n  re a lity . B e c a u se  so m e  (e v e n  i f  
re la tiv e ly  little )  m e d ic a l c a re  d e a ls  w ith  m a t te r s  o f  life  a n d  
d e a th ,  b e c a u se  o f  f e a r ,  b e c a u se  o f  in f a tu a t io n  w ith  sc ien c e  a n d  
te c h n o lo g y — as w ell as b e c a u se  m e d ic in e  o f te n t im e s  d o e s  h e lp  
so m e  in d iv id u a ls  a n d ,  th e r e f o r e ,  e ac h  in d iv id u a l  c a n  h o p e  th a t
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j  it will h e lp  h im — p e rs o n s  h a v e  c o m e  to  b e lie v e  th a t  m e d ic a l 
c a re  se rv ice s  a n d  in te r v e n t io n  by th e  p h y s ic ia n  m a k e  s ig n if ic a n t 
c o n tr ib u t io n s  to  h e a l th .  T h is  v iew  is n o t  lik e ly  to  c h a n g e .30

It is a h a rd  point. I agree tha t consum er dem and  fo r ind i
vidual trea tm en t frustrates new approaches. But I have 
not a rgued  that the revolution can be accom plished in six 
days with a day o f  rest. It will take a long time. And the 
hardest task will be education. A nd m edicine will oppose the 
changes I propose. C orrectional personnel often  oppose 
prison reform , and  m any lawyers oppose no-fault au to 
mobile com pensation.

O thers will a rgue tha t I have overstated the case. Perhaps 
I have. M edicine can and  does cure. All I have said is that it 
cures fa r less th an  is generally understood  and  that its m o
dalities o f  trea tm ent, w hether effective o r not, can cause 
m ore ill health  than  is cured. M oreover, I have argued  that 
m edicine m ust be placed in  a b ro ad er context so tha t com 
parisons can be m ade between its im pact on health  with 
o th er factors, social, environm ental, and  personal. In  es
sence, then, aside from  the need fo r new ideas, all that I 
have argued , peeled to its core, is that the  size, scope, and 
cost o f  m edicine be reduced  and  calibrated with its relative 
influence on the ultim ate goal— healthy individuals and a 
healthy population.

A nd finally, to those who argue that, even if  what I have 
said about m edicine’s im pact on health  is accurate, the “end 
o f  m edicine” is unlikely because it is too deeply a p art o f o u r 
culture, and  that the argum ents I have o ffered  about a 
w idespread sociocultural transform ation  are unconvincing, 
all I can say is to look a ro u n d  you again, and  if you still are 
not convinced, wait a year and  then  look again.

The “People Won't Change” Critique. A nother serious charge 
is that people do  not w ant to be healthy. T his is probably
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true. We do not know m uch about healthy behaviors, and  
m ost o f  us ignore what we do know. In  a m ajor study o f 6^, 
sm oking control program s, Je ro m e Schwartz concluded that 
m ost failed because o f  d ro p o u t.31 B ut even fo r those who 
desire to live healthy lives, the task is hard . We are  exposed 
to smoke w herever we go; air quality is beyond o u r control 
except in the m ost indirect way; hours and  style o f work are 
often  inflexible; traffic congestion and  associated stress is 
inescapable for most; an d  m any do no t know enough  to eat 
well, even if they can affo rd  to do so.

But th ere  is some hope. People cannot be com pelled to be 
healthy, b u t opportun ities can be enhanced—health  educa
tion, expanded  recreation, staggered w orking days, and  so 
on, are possibilities. A ttitudinal change is also possible; 
sm oking has decreased, presum ably as the result o f in form a
tion. It takes time, bu t gradually the im plications should 
seep in. Finally, interventions into the environm ent can be 
m ade that benefit everyone w ithout the need fo r indi
vidual com pliance. For exam ple, if the safeguards on  n u 
clear power p lan t emissions are  effective, the health  o f  
everyone potentially exposed is assured, even though no 
individual act is requ ired  by those who benefit.

T h e re  is a d an g er here  though—individual freedom s m ust 
be preserved. Im prisonm ent for political sabotage is not 
significantly d ifferen t from  im prisonm ent fo r failure to jog  
six miles a week. A health czar is no t what we need. But 
some prohibitions m ight be acceptable— for exam ple, on 
sm oking in public places—if m ade th ro u g h  dem ocratic and 
participatory means.

T he danger is a serious one. T he m edicine I have argued  
for in this book presupposes that society place a high value 
on health. I f  the threshold  conditions for health  a re  to  be 
raised, and if people are  to be encouraged  to alter th e ir life 
styles, health  m ust be m ore highly prized. In part this will 
only happen  if people experience the difference in their 
lives tha t full health  brings. A nd in part it can only hap p en  if
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the public can be persuaded  to limit their use o f medical 
care to liberate the resources needed to pursue health. But 
there  is still the th rea t to individual freedom s. If  people wish 
to destroy their health, should they no t be allowed to do so? 
Incentives to health m ight be offered. I f  people want to ride 
m otorcycles w ithout w earing helm ets and  so bust their heads 
open, th a t’s OK, bu t society need not necessarily subsidize 
such adventures by paying for the medical care costs to 
patch them  up. But even if  this were a plausible policy, it is 
still doub tfu l tha t people can be forced to be healthy. Conse- 

^  quently, until and  unless society places a h igher value on 
health, we will be less healthy than  we could be and  we will 
be stuck with the m edicine we have because we neither can 
affo rd  a new m edicine, n o r tolerate a m edicine that p ro 
motes health  ra th e r than  repairs the sick.32 T his may seem 
an unlikely developm ent, bu t m uch o f what I have offered  
in this book is an  a rg u m en t that it can happen . We are on a 
high-technology-low -hum anism  trajectory in health , bu t a 
shift is possible—a shift to a m edicine with low technology 
and  high hum anism .

The “Practical” Critique. Finally, there  is the a rg u m en t that 
the proposals a re  hopelessly u topian; they are overstated, 
and  they fail to reflect an  understand ing  o f  how change 
occurs. T h e  argum en t can be broken into fo u r parts: first, 
allegations that there  is too m uch stress on individual re 
sponsibility, particularly since we know so little about dis
ease; second, that the elim ination o f barriers to practice will 
result in charlatanism  and  quackery; th ird , that change will 
no t occur w ithout an  app ropria te  strategy o r gam e plan 
featuring  increm ental steps and the use o f  incentives; and  
fou rth  and  Anally, that the changes proposed  are impossible 
because they are too expensive.

I have stressed the role o f  the individual; I have even 
argued  that it is param ount. I have done so for two reasons.
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First, m odern  medicine has em asculated the patient. T h e  
patien t is given little opportun ity  to participate in his o r h er 
illness. Most o f  us panic at the onset o f illness; o u r invariable 
reaction is to sum m on a physician and  then  give up. This 
places far too m uch stress on  the healer and  the therapy. I 
have stressed the  individual’s role in an  effo rt to restore the 
individual’s p ro p e r role in health and  “health ing.” A lthough 
there  a re  instances when the individual truly heals w ithout 
help, unquestionably there are o th e r instances when help is 
needed and  should be sought. I have not argued  that the 
individual m ust lie on a procrustean  bed o f illness and  fight 
on alone. Medical care should be available, and  th ere  should 
be people who care, especially for those who have no rela
tives and  friends. But a balance m ust be struck, and  in my 
view the scale is far too heavily w eighted on the side o f the 
healer. T h e  healer should do what is possible when aid is 
sought, bu t the individual m ust assum e the  ultim ate respon
sibility for his o r her health. T o  do otherw ise is to expect too 
m uch o f  the  healer.

T h e  second reason can be m ore simply stated, and  
perhaps is m ore im portant. I have stressed the individual 
role because, based on everything I have come across in the 
p repara tion  o f  this book, the  responsible individual is clearly 
the most im portan t factor in achieving health. T his is a bold 
assertion. However, my conclusion has some support. C er
tainly Jero m e F rank’s work, to which I have repeatedly  re 
ferred , is essentially in support. B ut ano th er exam ple can be 
found  in the work o f Lester Breslow and  his colleagues, who 
surveyed the  health  behavior o f about 7000 Californians for 
five and  a half years. A lthough it is tru e  that Californians 
may not be a representative sam ple (for health  habits or 
anything else), the investigators established strong links be
tween health  habits, including regu la r sleep, weight m ainte
nance, sm oking and  alcohol consum ption, and  exercise and  
health. N one o f this is very shocking, bu t the im portance o f 
the research is that adherence to health  habits are  the re 
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sponsibility o f the individual. As Breslow concludes, “We are 
reaching the point w here individual responsibility is a highly 
im portan t factor in determ in ing  good health .”33

T h e second “practical” objection arises from  a concern 
that quackery is sure to result if the system is deprofes
sionalized. I have suggested that the professional s tran 
glehold on the provision o f services and health  inform ation  
be b roken .34 T h e re  are some dangers. B ut since so m any of 
the o th er reform s will founder unless professionalism  is 
e roded , it is necessary to do  so. T h e re  will be some quack
ery; it is unavoidable w here m oney is to be m ade o u t o f  
hum an suffering. B ut there  a re  two serious argum ents. 
First, as I have said, we do  no t know m uch about what heals 
and  what does not. As conventional research is conducted, 
we discover w hat conventionally works. But we also know 
that th ere  are less conventional factors a t work, factors 
that a re  unlikely to be assessed, o r in som e cases allowed 
into the healing equation in the first place. Some o f 
these are  the  scale o f  the facility in which care is rendered ; 
the n a tu re  and  behavior o f  health  personnel; the setting for 
care— hom e, ou tpatien t, hospital; the powers o f healing o f 
those who claim to be healers; and  the role o f  the family and  
o f the  patient. Unless the barriers to practice a re  lowered to 
allow the interplay o f new m ixtures o f personnel and  
facilities and in terpersonal interactions, these factors are u n 
likely to be fully assessed.

T h e  second arg u m en t is closely re la ted  to the first. T h e  
theories and  practices on  which contem porary  medicine is 
prem ised are  not the only ones. T h ere  are  o ther theories 
and  o th er m edical practices. A nd th ere  is evidence, some of 
which has been discussed, that these systems o f medicine 
a re  effective. T h e  rigorous professionalization o f  m odern  
m edicine has succeeded in barring , o r at least constraining 
practitioners em ploying alternative therapies and  tech
niques, such as acupunctu re  an d  chiropractic. T h e  o p p o rtu 
nity to learn  from  alternative practices should not be lost,
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b u t will be if the prevailing barriers to practice rem ain. O ne 
exam ple: Sister Ju sta  Smith, a biochemist, has isolated a 
factor that may be associated with healing. Since her 
hypothesis is that enzym e activity is related  to the  healing 
process, she exam ined persons who claim ed to be healers to 
determ ine w hether they could accelerate enzyme activity. 
H er research thus far is confirm atory. Some o f those who 
claim to be healers and  ap p ear to have had  success in heal
ing can dram atically elevate enzym e activity in controlled 
experim ents.35 I f  this is so, a lthough  m uch m ore research 
needs to be done, why should the natu ra l healer be a hun ted  
species?

Quackery will occur but can be dealt with in th ree  ways. 
First, as in form ation becomes available linking the processes 
o f  care with patien t outcom es, in form ation will be available 
to aid people in m aking choices abou t healers. Second, that 
same inform ation  will m ake it possible to bar som e prac
titioners from  practice at regional health  centers, when it is 
clear that harm  is being done to patients. T h ird , com 
m unities may also choose to bar some practitioners from  
association with neighborhood hospitals.

T h e  rapidity  and  scale o f change is the focus o f the  th ird  
objection. T h e  arg u m en t is that the reform s I p ropose are 
hopelessly unrealistic because they are  inconsistent with p re 
vailing social, political, and  economic realities. In  addition, it 
is argued  that since som e o f  the proposals have m erit, they 
m ight be achieved step by step, particularly if  app ropria te  
incentives to change are  utilized. It is tru e  tha t change oc
curs in this gradualist way, and  some proposals, such as the 
regionalization o f costly medical care equ ipm ent and  ser
vices, could be im plem ented  w ithout a titanic struggle. B ut if 
the reform s I p ropose are  viewed as a whole, the conclusion 
is inescapable—a revolution is needed. As I have said, the 
revolution m ust occur at the level o f  concepts. I f  we start to 
think d ifferently  abou t health , the reform s will follow in due 
course.
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In a brilliant paper, “H ierarchical R estructuring,” Jo h n  
Platt, a fu turologist and  biophysicist, characterizes the 
natu re  o f  rapid change in the structu re o f systems.36 T h e  
exam ples include the Industrial Revolution, the French 
Revolution, and  the design and  construction o f the U.S. 
C onstitution. Platt points to five characteristics o f rap id  sys
tem  change:

1. T h e  accum ulation o f “bits” o f  data that do not fit the 
old predictions, o r  old explanations.

2. T h e  fact that the change is preceded by w idespread 
dissonance and  is followed, w hen the transform ation  takes 
place, by w idespread change.

3. T h e  change is very sudden  an d  is consum m ated in a 
relatively short period  o f  time, contrasted  with the “life” o f 
the system which is replaced.

4. T he change is often in the direction o f “simpli
fication”; m ore simple explanations and practices.

5. Finally, and  m ore subtle, is the occurrence o f interac
tions “leaping” across the system level between the old sys
tem  and the new system in the process o f  form ation, which 
precede the transform ation.

T his analysis fits my analysis. It is far from  self-evident that 
m edicine will change dram atically in the next few years, but 
there  are  enough  signs and  signals to m ake it a possibility.

Finally, it will be a rgued  that insufficient resources would 
be saved from  the truncation o f the existing medical care 
system to establish the program s that a re  proposed. This 
may be tru e  in the initial conversion o f  the system because o f 
pend ing  com m itm ents and  sunk costs, and because existing 
needs m ust be met before the long-range benefits o f the new 
program s are experienced. But we m ust bite the bullet 
sometime. I f  prevention works, the dem ands on a frozen 
and  partially re tread ed  personal health care system will
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gradually lessen, perm itting  reallocation o f resources to new 
program s until some reasonable equilibrium  is reached.

It will also be a rgued  that we will have enough  revenue to 
preserve medicine and  launch new program s as well. I do 
not agree. T h e  press o f  existing social and  dom estic needs is 
so great that substantially m ore m oney will be dem anded. 
M edicare is no t the only claim ant. T h e re  are limits to public 
expenditures. H ealth  care resources for the aged population 
alone in 2000 will be enorm ous. T h e  cu rren t system is likely 
to consum e 10 percen t o r m ore o f  the gross national p ro d 
uct by the year 2000. But even assum ing that sufficient 
monies could be com m andeered, why should  the existing 
system be preserved  at the expense o f am elioration o f  o ther 
problem s? As Ivan Illich has said:

E a c h  c a r  w h ich  B ra z il p u ts  o n  th e  r o a d  d e n ie s  fifty  p e o p le  
g o o d  t r a n s p o r ta t io n  by  b u s . E ach  m e r c h a n d iz e d  r e f r i g e r a to r  
r e d u c e s  th e  c h a n c e  o f  b u ild in g  a c o m m u n ity  f r e e z e r .  E v ery  
d o l la r  s p e n t  in  L a tin  A m e ric a  o n  d o c to r s  a n d  h o sp ita ls  co sts  a 
h u n d r e d  lives. . . . H a d  e a c h  d o l la r  b e e n  s p e n t  o n  p ro v id in g  
sa fe  d r in k in g  w a te r , a  h u n d r e d  lives c o u ld  h a v e  b e e n  s a v e d .37

T hings are not so d iffe ren t here.

Health and National Health Insurance: The Counter-Intuitive 
Program. In  the face o f  sharp  criticism o f  m edical care, a 
solution to the ills o f  the system is now being sought th rough  
the enactm ent o f  a national health  insurance program . Bills 
have been in troduced  by the A m erican Medical Association, 
Senators Long and  Ribicoff, the National H ealth  Insurance 
Association o f  Am erica, the N ixon A dm inistration, Senator 
Edw ard K ennedy on behalf o f  the Com m ittee o f O ne 
H u n d red  and  the  AFL-CIO, UAW, and  o th er labor groups, 
and th e  A m erican H ospital Association. Enactm ent o f  a na
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tional health  insurance plan in the U nited States can proba
bly be expected within the next few years.

A lthough the  plans d iffer in  their approaches to the 
m eans o f financing care, the total num ber o f  federal and 
state dollars to be app ropria ted , and  the na tu re  and degree 
o f  public regulation, they all have th ree  things in com m on. 
First, all tend  to build upon  the existing delivery system, 
a lthough m any o f  the plans propose fu rth e r industrializa
tion o f  the system. Second, they share a failure to address a 
m ajor alternative to the  existing delivery system—a national 
health  service—along the lines o f  the medical care systems in 
G reat B ritain and  Sweden and  some o ther W estern nations. 
A nd th ird , th ere  is no recognition o f the limitations o f m edi
cal care to  en g en d er health.

Fidelity to the existing system is expected. T h e  existing 
system has an  effective lobby. B ut alternatives have not been 
cogently and  forcefully offered . A nd, irrespective o f the 
argum ents for and  against a national health  service— the 
second o f  the points—its viability in the U nited States is 
doubtful.

T h e  reason why th ere  has been no debate about the th ird  
point—the limits o f medicine— m ust be sought outside the 
policy-making process. O bservers and  practitioners o f  m edi
cal care have failed to grasp the im plications o f  the evidence. 
It is difficult to acknowledge that what we are  do ing  is not 
working. A nd it is extrem ely difficult to pose alternatives. As 
a result, the burn ing  issue o f the day is national health  
insurance, no t the  end  o f  medicine.

O ne virtue we have been consistently willing to com 
prom ise is egalitarianism . We have tolerated tiers o f  medical 
practice paralleling class s tructu re and  even have created 
classes o f  m edical untouchables. M edicare and  M edicaid 
have reduced  some o f these distinctions. T h e ir logical exten
sion has always been some form  o f  com prehensive national 
health  insurance that would greatly expand  public support 
o f m edical care while leaving the delivery system intact.
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National health  insurance was a m ajor issue in the 1972 
presidential election, and  the debate has continued  in  C on
gress since then . T hus, the assault proposed against inequi
table access to care in this country  will be m ade with dollars 
ra th e r than  with structural reform . T h e  solution being ad
vanced, despite differences in details, is to increase purchas
ing pow er to a level that presum ably would be relatively 
uniform  th ro u g h o u t the population. But those with ex
panded  purchasing power will be buying m ore o f  th e  same. 
T his indictm ent applies to all o f the m ajor national health  
insurance proposals, including the polar approaches es
poused by Senator K ennedy and  the AMA. T o  be sure, 
there  are differences o f  real substance in the pend ing  p ro
posals. But w hen m easured against the argum ents m ade 
here, the plans are all o f  a piece. T h e  cu rren t debate is 
proceeding along a narrow  track. N ow here does one hear 
discussion o f  the issues I have raised. A nd failure to engage 
these issues will have two p ro fo u n d  and  irreversible conse
quences.

T h e  first is tha t m ajor expansion in the  financing system 
will lock in the cu rren t system for delivery o f care fo r the 
indefinite fu tu re . T his is the pitfall o f  the  otherw ise salutary 
m eans being taken  to assault inequities in m edical care 
th ro u g h  an  expansion o f purchasing power. T h e  issue m ust 
be so stated as to  make it possible fo r those who wish to limit 
the scope o f  the  existing system to fix on  tha t goal and  not 
be deflected by the benefits that com prehensive health  in
surance will ostensibly provide.

T h e  second is that underw riting  the costs o f  m edical care 
th ro u g h  a com prehensive health  insurance plan will inevita
bly resu lt in even steeper escalations in the  cost o f  care and  a 
m ore d isproportionate consum ption o f the gross national 
p roduct by medical care. Enoch Powell, based on his years o f 
experience in adm inistering E ngland’s health  service (and 
leaving aside his anim adversions on o th er subjects), has 
m arveled at the capacity o f  patients to consum e large doses
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o f care. T h e  passage o f a national health insurance plan will 
dissolve the last consum ption constrain t—the lack o f un i
form  purchasing power. As a nation we will have then  de
cided to fu rth e r feed an  already bloated system and  in so 
do ing  divert m onies that could otherw ise be spent to 
am eliorate social and  environm ental conditions that have a 
dem onstrably g reater im pact on health , such as poor hous
ing and  m alnutrition. And, most tragically, we will deepen  
the dependency o f consum ers on services and  providers.

Because we are on  the verge o f pu tting  public monies to 
the task that private m oney and  health  care professionals 
have not accom plished, the prospects fo r a new m edicine are 
dim. T hus, passage o f  a national health  insurance plan poses 
a real and  poignant conflict to those who wish to devise and 
im plem ent a system o f m edical care that will deal with 
causes, not cures, and with health ra th e r than  disease. T h e  
failure to  prom ote a new m edicine m eans that “the fu tu re  
belongs to illness,” to use Peter Sedgewick’s phrase:

w e j u s t  a r e  g o in g  to  g e t  m o re  a n d  m o re  d ise a ses , s in ce  o u r  
e x p e c ta t io n s  o f  h e a l th  a re  g o in g  to  b e c o m e  m o re  e x p a n s iv e  
a n d  so p h is t ic a te d . M ay b e  o n e  d a y  t h e r e  w ill b e  a  b a ck la sh , 
p e r h a p s  a t th e  p o in t  w h e re  e v e ry b o d y  h a s  b e c o m e  so  lu x 
u r ia n t ly  ill. . . . [B ]u t fo r  th e  m o m e n t ,  i t  se e m s th a t  illn ess  is 
g o in g  to  b e  “in ” ; a  r is in g  tid e  o f  re a lly  c h ro n ic  s ic k n ess .38

Health and Well-Being. T h e  end  o f medicine is no t the end  
o f health  b u t the beginning. T o  achieve health, we m ust 
enlarge freedom  from  m aterial want. O f course, the o ppor
tunity to seek well-being is not w idespread, b u t the resources 
are available and  could be tapped  if they were not harnessed 
to the causes o f  war, com petition, and  exploitation. A nd 
those uses and  misuses o f  o u r resources m ust com e to an 
end  as well, if  not th ro u g h  revolution then  at least th rough 
natu ra l attrition  and decay.
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We m ust also achieve a change at the conceptual level. We 
have neither sought health  n o r revered the healthy 
individual. We have failed to  do so because we have not 
understood  what health is—we have been confused by an 
assum ption that it was an  alloy o f  good luck and  medical 
care. But in the next few decades o u r understand ing  will 
deepen. T h e  pursu it o f  health  and  o f  well-being will th en  be 
possible, bu t only if o u r environm ent is m ade safe for us to 
live in and  o u r social o rd e r is transform ed to foster health, 
ra th e r than  suppress joy. I f  not, we shall rem ain  a sick and 
d ep en d en t people. In  this sense, Virchow was profoundly  
right: M edicine is simply a form  o f politics.



Epilogue

A Design for 
the Future

This epilogue contains some o f my personal views about the 
m edicine o f the fu ture . S tarting over, even conceptually, is 
an extrem ely difficult task. We do know, in broad  term s, 
what is likely to be m ore effective, bu t we do not know 
enough. But there  are  some basic points:

1. We m ust vastly expand program s o f  health  education. 
People m ust be given the opportun ity  to gain a g reater 
understand ing  o f their bodies, o f  the signals they receive. 
We m ust also teach people to help one another. As simple 
and  even conventional as this sounds, it is unquestionably 
the m ost im portan t step. But it should also be understood  
that I am  not proposing th ird -g rade classes in personal 
hygiene. H ealth  education should be fa r m ore sophisticated 
than  that; th ere  is m ore to health  than  brush ing  one’s teeth 
every day. H ealth  education should be a m ajor com ponent 
in any curriculum , particularly d u rin g  the adolescent years 
when health  habits are developed. T he task is a large one; 
the knowledge deficit is great and  will take time to over
come.

H ealth  education should also be available in hospitals. 
Almost every hospital has some space that could be m ade 
available fo r com m unity health education program s. A m ong 
o ther things, films, sem inars, lectures, and m eetings could be 
sponsored. Both w ritten and  graphic materials could be

232
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m ade available. A nd som e o f  the tools o f  care, such as 
bandages, splints, and  som e m edications, could be explained 
and distributed. T o  fund  these program s initially, all hospi
tals in receip t o f  federal assistance could be requ ired  to 
m ake space an d  resources available.

2. We need substantially m ore inform ation about health  
behaviors. O u r science focuses on what agents cause disease, 
not on  what interactions in troduce and  m aintain health. We 
recognize the influence o f  diet and  nu trition  and  the benefits 
o f  exercise, even if we do not know exactly how they benefit 
us. But we have not learned  how to m otivate people to take 
m ore responsibility for themselves and  to adop t healthy be
haviors. In  short, we need research trained  on the healthy 
and their behaviors. T h e  only evidence we have now is the 
occasional anecdote about the 136-year-old Bolivian peasant 
who attributes his longevity to liquor and loose women.

3. T h e  existing system should be rigorously deprofes
sionalized. Certification should be substituted for cu rren t 
licensure schemes. T h e  system would requ ire  that the healer 
give full notification to prospective patients o f  his o r her 
training, if any, and  trea tm ent m odalities utilized, costs, and  
so on. T his certification system should be coupled with pub
lication o f the outcom es o f therapy  by individual healers and 
health  care institutions.1

4. We will still need services, treatm ents, and  cures. M ed
ical care can cure; what works should be preserved. 
Nonetheless, the cu rren t system m ust be dim inished to 
about half its cu rren t size. In  countries that have medical 
care systems m uch sm aller than  ours, health  is not m easura
bly worse than in the  U nited States.

5. O ne elem ent that should be preserved, because it 
works, is the care and  trea tm ent o f the acutely ill. Physicians 
should practice directly with and  in acute care facilities, 
which in most cases will be existing hospitals, when the 
hospital has the capacity to provide such care. Acute care 
facilities should also develop greatly im proved em ergency
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care facilities. E xpenditures fo r acute care should be d e ter
m ined on a cost-effective basis. B udgetary requests should 
com pete for the available dollars with o th er program s.

6. Physicians, o th er than  those involved in acute and 
em ergency care, should be redeployed and  re trained , if 
necessary, to design and  staff the prevention program s o u t
lined below. T hey  should be allowed to trea t patients with 
conditions not requiring  hospitalization in acute care 
facilities only th ro u g h  o r in connection with prevention 
program s, o r  in residential com plexes for the aged. For 
those practitioners who cannot be retrained , o r  who cannot 
find positions, jobs should be offered  in any areas that con
tinue to be underserved . T h e  rem ainder will have to jo in  the 
ranks o f the technologically unem ployed.

7. New o r re tra ined  health  personnel will be needed. For 
exam ple, persons m ight be trained  to provide initial detec
tion and  diagnostic services and  some limited trea tm ent for 
am bulatory patients. Also, persons should be trained to p ro 
vide initial screening and  nonacute rem edial services to p e r
sons resid ing in areas currently  without such services. Such 
new personnel should be trained  in medical schools until 
such tim e as the faculty and  adm inistrative staff o f such 
schools can be pared  to the size appropria te  to train  the 
lesser num ber o f fully-trained physicians required , o r red e
ployed to tra in  an  array  o f  healers. Over the next 10 years or 
so, health sciences program s should be totally redesigned to 
train  health  personnel along a continuum  o f need, with the 
acute care physician at one pole.

8. Drugs, once checked for efficacy, should be m ade 
available fo r purchase by patients w ithout a prescription, 
along with a com plete and  intelligible description o f the 
d ru g , its ap p ro p ria te  use, and  potential side effects. Simi
larly, m any o f the simple tools o f  medical care—bandages, 
splints, clamps, and  some simple surgical tools— should be 
m ade available for general use.

^  9. A special need will exist fo r the train ing o f persons in
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health  ecology with an  understand ing  o f  system interactions. 
Such persons m ust develop the  skills to design, im plem ent, 
and  adm inister health  care prevention and  environm ental 
protection program s, a few o f which are described below.

10. Residential com plexes should be established for 
those aged who cannot m aintain a residence, although every 
attem pt should be m ade to allow the elderly to care for 
themselves. For those who require  institutionalization, a 
range o f  facilities should be m ade available to  fit the needs 
o f individuals along a housing-health  continuum . Medical 
care should be in tegrated  into such com plexes (or th rough  
hom e care if  the aged p re fe r to live at home).

11. Public and  private health  care financing program s 
should perm it paym ent to the healer o f the patien t’s choice, 
in a setting o f  m utual choice by the  healer and  the patient, 
irrespective o f the  trea tm ent modality o f  benefit sought and  
offered. Accordingly, such plans, w hether public o r private, 
should elim inate restrictive definitions o f “provider,” and  o f 
a “health  benefit” and  should fu r th e r provide ready access 
w ithout o r with m inim al deterren ts such as “deductibles” 
and  “co-insurance.” (This is potentially a problem  area be
cause o f  the  lack o f cost controls. However, if  there  are 
fewer healers an d  hospital beds, dem and  can be controlled 
to some degree. M oreover, if health education works at all, 
dem and  should be far m ore closely calibrated with need 
then  is now the case.)

12. An intensive effo rt m ust be m ade to fu r th e r concep
tualize o u r understand ing  o f  what health  is, what new ap
proaches should be tried , and  what new concepts will u n d e r
lie a new paradigm  fo r the m edicine o f  the fu ture .

13. Investm ent in biomedical research o rien ted  to tech
niques o f  prevention in individual cases should be expanded 
to ensu re  early detection o f  cancer, for exam ple. A m ajor 
focus o f the p rogram  should be on detection and  cure o f 
degenerative diseases o f  old age, an d  alleviation, if not the 
cure, o f  chronic conditions.2
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14. W ith the savings from  decreased investm ents in the 
medical care system an d  in the train ing  o f physicians, and  
with such additional m onies as are necessary (and will need 
to be provided  initially), a substantial effo rt should be m ade 
to elim inate an d  m itigate the social and  environm ental 
causes o f  m ortality and  m orbidity th rough  the developm ent 
o f a wide range o f aggregate prevention program s. A few 
exam ples w ould be:

•  I f  funds spent on  mass transit reduced the num ber o f 
m otor vehicles by one-half by 2000, perhaps as many 
as 100,000 lives m ight be saved and  coundess days o f 
disability avoided (as well as ill health  from  inhalation 
o f  gasoline exhaust vapors).

•  Accident prevention program s (including such simple 
expedients as im posing ceilings on the num ber o f vehi
cles allowed on  the road) would greatly reduce acciden
tal traum a.

•  I f  the projections o f Lave and  Seskin (and others) are 
reasonably accurate, reductions in air pollution alone 
would have a substantial im pact on health  status by the 
year 2000.

•  Vastly expanded  nu trition  and  food decontam ination 
program s. We m ust first reo rien t biom edical research 
priorities to foster research on  nutrition , and  o ther 
factors such as noise, housing, biofeedback, and  then, 
with the new inform ation available, s treng then  educa
tional program s and  heighten  controls over food p ro 
duction and  distribution.

•  A “new towns” p rogram  to create sm aller com m unities 
with presum ably less stress and  congestion may reduce 
levels o r  m orbidity associated with e ither o r both  phys
ical and  m ental conditions.

•  O u r approach  to com m erce and  industry in term s o f 
the  physical an d  psychic dem ands m ade upon  person
nel should be transform ed  to create m ore congenial,
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less stress-inducing conditions. This will be m ore easily 
facilitated when people begin to u n d ers tan d  how to 
achieve and  m aintain their health. T h e  efforts o f  Saab 
an d  Volvo in Sweden to expand the  responsibility o f 
each w orker are  examples. C om panies in the U nited 
States, including G eneral Foods, Procter and  Gamble, 
and  Scott Paper Com pany, have also begun to do  the 
same. M ore should  follow suit, and  m uch m ore ex
perim entation m ust take place.

•  C om prehensive fluoridation program s have dem on
strated, a t little cost, that the incidence o f  tooth decay 
and  oral diseases can be reduced.

•  Research and  developm ent program s in biomedical 
fields should be forced to focus on the causes o f  disease 
ra th e r than  on  the elaboration o f curative weaponry. 
An exam ple was given earlier—a shift in biom edical 
research  priorities to nutritional research at the ex
pense o f artificial knuckle joints.

15. Finally, we m ust have sweeping institutional change. 
At the m ost fundam ental level, health  will always be u n 
equally d istribu ted  if  o th er resources are unequally d istrib
uted. Poverty n o t only creates disease, it constricts and  even 
strangles the opportun ity  to pursue health . Unquestionably, 
economic inequality is unhealthy. B ut even w ithin the con
straints o f an  existing economic o rd er, th ere  a re  m easures 
that could be taken to redeploy o u r institutions to aid in  the 
search fo r health. For example:

•  T h e  working day could be staggered so that traffic and  
o ther congestion could be m inim ized and  persons 
given options to work at times m ore congenial to  them .

•  Schools, hospitals, and  o th er public buildings, and  even 
m ultiple dwellings could be redesigned to maximize 
healthfu l interactions and  conditions. Exam ples in
clude redesigning living spaces to prom ote interactions
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am ong people th ro u g h  the use o f  com m on areas and 
facilities, the m axim ization o f natura l light, and  the 
reduction o r elim ination o f  stress-producing noise.

•  T h ro u g h  reconceptualization o f land use priorities, the 
means could be found to create m ore open  recrea
tional spaces, including bike and  hiking paths, tennis 
courts, and  so on.

•  T h e  productive capacities o f  the aging, who will in
crease in num bers, could be used if  the elderly were 
perm itted  to continue to work if they wished. O ne way 
to facilitate this would be to open  up  the jo b  m arket so 
that younger w orkers could leave their jobs for one o r 
two years and  then  re tu rn .

T his is ju s t a start; m uch m ore is required .

A SCENARIO FOR A NEW MEDICINE

In  the year 2000 th ere  will still be a m edical care system, but 
it will be sm aller th an  at p resen t an d  will consum e far fewer 
resources, relatively. T h e  system will be organized around  
th ree types o f  facilities. T h e  first is the neighborhood hospi
tal and  learn ing  center, with fully staffed and  equipped  
em ergency care facilities. T h e  hospital will have em ergency 
facilities, a large ou tpatien t d ep a rtm en t fo r am bulatory care, 
and  a learn ing  cen ter fo r general use by providers and 
consum ers alike. T h e  learn ing  cen ter will o ffer classes and 
sem inars in health  and  provide outreach  services as well. 
U p-to-date health  in form ation will be available, as well as 
free consultations with tra ined  personnel on health  and 
trea tm ent problem s.

All neighborhood hospitals will be com m unity owned and 
m anaged. Beyond the em ergency facilities, no o ther spe
cifications will be im posed. F urther, admissions to the hospi
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tal will be m ade only on a voluntary basis and  hospital 
privileges will not be lim ited to trained  personnel.

T h e  second key facility is the regional health  center. 
Costly and  sophisticated trea tm ent will be provided here, 
only on  an  inpatient basis. R eferrals will be m ade to the 
regional cen ter from  the neighborhood facilities.

Residential complexes for the elderly, incorporating  care, 
will be the th ird  type o f  facility. T hese facilities will stress 
self-care and  responsibility bu t will provide all necessary 
medical care on  site.

H ealth  care personnel in 2000 will no longer be rigidly 
stratified by train ing levels. R ather, health  care team s will 
replace the solo physician, followed by his o r h e r faithful 
assistants. All teams will be hospital-based, although they will 
be deployed in em ergency situations. T h ere  will be no inde
penden t office practice; all practitioners, however tra ined  o r 
with w hatever skills, will practice in hospital o r hom e set
tings. T h e re  will be no licensure restrictions, although a 
system o f certification will requ ire  that all persons proposing 
to provide care furnish  all pertinen t inform ation to patients, 
including train ing  and  experience, costs, trea tm en t philos
ophy, and  techniques to be used.

T he personnel engaged in health  will d iffe r greatly in 
social, education, and  dem ographic term s from  those cur
rently dom inating the profession. Most will be tra ined  in 
health  o r hum an ecology; few will be tra ined  as physicians 
a re  now trained. Most train ing  will be experiential, although 
the need for some didactic teaching will rem ain. No 
qualifications for train ing  will be im posed, bu t the  com ple
tion o f  train ing  will no t ensure placem ent with a hospital.

Astride the system will be the D epartm ent o f  H ealth  Af
fairs. T h e  mission o f this d ep artm en t will be to  m aintain the 
environm ent in a m anner as conducive to health  as possible. 
Naturally, there  will be conflicts betw een the D epartm ent 
and  o th er agencies, institutions, and  organizations desiring
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to engage in activities that pose dangers to the environm ent. 
But the d ep a rtm en t will possess the pow er to abate activities 
until a full assessm ent o f  the health  im pact o f  the activity can 
be made.

T h e  d ep a rtm en t will work closely with agencies providing 
biom edical research  support. Biomedical research  will ac
cordingly be refocused on social and  environm ental factors 
related  to health. At the local level, citizens will control their 
own health  care systems, featuring  the neighborhood hospi
tal and  learn ing  center. Each com m unity will be given the 
necessary resources to design and im plem ent health  p ro 
grams, subject only to broad  specifications. Each citizen will 
have access to those d rugs and  tools o f  care necessary for 
treatm ent. Tools too costly to deploy at the local level o r 
d rugs fo r which citizens have not been given sufficient in
form ation will be available only at the regional health  center. 
Health care will be federally underw ritten  bu t largely on a 
bloc g ran t basis. In  addition  to grants to neighborhoods and 
regions, g ran ts will also be m ade available fo r experim ental 
projects on e ither a local o r regional basis. Participation by 
healers an d  patients will be voluntary.

T his may no t sound very d ifferen t, bu t given w here 
m edicine is today and  the trajectory it is on, to accomplish 
this m uch by the year 2000 will be rem arkable, even if it is 
only the first step tow ard health.
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ford , E ngland: Pergam on Press, Ltd. Used by perm ission o f Pergam on 
Press, Ltd.
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1973 (em phasis added). Som e earlier findings can be fo u n d  in Lester 
Breslow and Bonnie Klein, “H ealth  an d  Race in C alifornia,” American 

Journal o f  Public Health, 61, 4 (April 1971).
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E P IL O G U E

1. As C h ap ter 2 indicates, the  technology o f outcom es assessm ent m ust be 
rapidly im proved if  this is to be accomplished.

2. For a fascinating article on  the relationship  betw een disease and  old 
age, see A lexander Leaf, M.D., “T h re e  Score and  Forty,” Hospital Prac
tice, O ctober 1973, re p rin ted  in Intellectual Digest, M arch 1974.
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