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PREFACE TO THE SECOND EDITION



THE SOCIAL HISTORY of health care in the United States used to be a relatively esoteric subject. People who wanted to understand American society, the economy, or politics did not typically feel a need to learn much about the organization of health care and its development. But the growth of the health care system and the persistence of national discord over it have given the subject more prominence and urgency. The publication of this new edition of The Social Transformation of American Medicine, thirty-five years after the original, is a response to that interest.


In this edition, I have extended the analysis but not revised the original text. Consequently, the present tense in the body of the book, notably in Book Two, Chapter Five (“The Coming of the Corporation”), refers to the early 1980s. Readers can check what I wrote and expected then against what has happened since.


The Epilogue then provides an analysis of developments from 1982 to 2016. As before, I have tried to take a step back from particular events to highlight the broad patterns of change. An event of potentially enormous consequence intervened, however, between the time I completed a draft of the Epilogue in October and submitted final revisions: November 8, 2016, brought the election of Donald J. Trump as president, together with a Republican congressional majority. Much is likely to change in national policy as a result, but it is too early to know how deep the long-run institutional impact on health care will be. So, except for two brief references, I have kept the analysis in the Epilogue as it was before the election.


Two publishers of Basic Books have played a role in the making of this book. Martin Kessler backed the original book fully from its inception; Lara Heimert had the idea for this new edition. This volume would not now be in your hands or on your screen except for them.


Paul Starr
November 28, 2016













PREFACE



I HAVE DIVIDED this history into two books to emphasize two long movements in the development of American medicine: first, the rise of professional sovereignty; and second, the transformation of medicine into an industry and the growing, though still unsettled, role of corporations and the state. Within this framework I explore a variety of specific questions, such as:




why Americans, who were wary of medical authority in the early and mid-nineteenth century, became devoted to it in the twentieth;


how American doctors, who were bitterly divided and financially insecure in the nineteenth century, became a united and prosperous profession in the twentieth;


why hospitals, medical schools, clinics, and other organizations assumed distinctive institutional forms in the United States;


why public health did not;


why there is no national health insurance in the United States;


why Blue Cross and commercial indemnity insurance, rather than other types of health plans, dominated the private insurance market;


why the federal government in recent years shifted from policies that encouraged growth without changes in the organization of medical care to policies that encouraged reorganization to control growth;


why physicians long escaped from the control of the modern corporation, but are now witnessing and indeed taking part in the creation of corporate health care systems.




This last question became more salient while this book was in progress. When I began work in 1974, it was widely thought that medical schools, planners, and administrators were emerging as the chief counterweight to private physicians. Government seemed to be assuming a major, perhaps dominant role in the organization of medical care. Decisions that had formerly been private and professional were becoming public and political. Eight years later this is no longer clearly the direction of change, but neither is the status quo ante being restored. Private corporations are gaining a more powerful position in American medicine; if leading members of the Reagan administration have their way, the future may well belong to corporate medicine. However, the origins of this development precede the current administration; the force behind it is more powerful than the changing fashions in Washington. Precisely because of what is now taking place, it has become more necessary to understand medicine as a business as well as a cultural phenomenon—and perhaps most important, to understand the relation between the two.


Many of the chapters dealing with these and other problems can be read almost as self-contained studies. However, my primary intention in writing this volume has been to provide an integrated account of the social and economic development of medicine in America. I have tried to present an interpretation that makes sense in terms of the broader historical patterns in our culture, economy, and politics.


All the chapters refer back, moreover, to the arguments adumbrated in the Introduction about the relation of knowledge and power and the nature and uses of authority. The opening theoretical passages, I recognize, may be a barrier rather than an invitation to some readers. I ask their patience. My aim in the Introduction is to place the analysis in the context in which I think it belongs; to define my terms; and to provide an analytical map that may serve as a guide through the chief turns of the argument, at least in Book One. But should the reader find this map too sketchy and abstract, I suggest skipping to Chapter One, where the journey begins. The point of my concern with authority and economic power will, I hope, shortly become clear.


In writing this volume, I have not assumed the reader would necessarily be acquainted with the history, economics, or sociology of medicine. Therefore, I have tried to provide as much background as necessary to make the story clear and to enable the analysis to stand on its own, without leaving gaps that could only be filled by reading further in the literature. But should the reader wish to learn more, the notes provide references to additional sources. The notes also, of course, identify the extent of my debts to other scholars as well as some of my differences with them. In the interests of straightforward exposition, I have tried to leave the text relatively unencumbered with polemic.


The reader who expects to find a political program here will be disappointed. This omission is not a reflection of any indifference on my part, nor a pose of neutrality. I have written elsewhere on more immediate questions of policy, and it will scarcely require a cryptographer to decipher my sentiments, especially in some of the final chapters. But history does not provide any answers about what should be done. Were I to take up problems of political choice, it would require me to speak here in a different voice and, indeed, to write another book. My hope is that this historical analysis may help to illuminate our present predicament, even for people of divergent sympathies. I have sought to trace not only the origins of the institutions and policies that are with us today but also the fate of those that failed or were defeated or stunted in their development. I would not be sorry if these analyses of roads not taken served as a reminder that the past had other possibilities, and so do we today.


Cambridge, Mass.
August 1982
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BOOK ONE


A SOVEREIGN PROFESSION


The Rise of Medical Authority and the Shaping of the Medical System













INTRODUCTION


The Social Origins of Professional Sovereignty


THE DREAM of reason did not take power into account.


The dream was that reason, in the form of the arts and sciences, would liberate humanity from scarcity and the caprices of nature, ignorance and superstition, tyranny, and not least of all, the diseases of the body and the spirit. But reason is no abstract force pushing inexorably toward greater freedom at the end of history. Its forms and uses are determined by the narrower purposes of men and women; their interests and ideals shape even what counts as knowledge. Though the works of reason have lifted innumerable burdens of hunger and sorrow, they have also cast up a new world of power. In that world, some people stand above others in knowledge and authority and in control of the vast institutions that have arisen to manage and finance the rationalized forms of human labor.


Modern medicine is one of those extraordinary works of reason: an elaborate system of specialized knowledge, technical procedures, and rules of behavior. By no means are these all purely rational: Our conceptions of disease and responses to it unquestionably show the imprint of our particular culture, especially its individualist and activist therapeutic mentality. Yet, whatever its biases and probably because of them, modern science has succeeded in liberating humanity from much of the burden of disease. Few cultural relativists, suffering from a bad fever or a broken arm, would go so far to prove a point as to trade a modern physician for a traditional healer. They recognize, in behavior if not always in argument, that in medicine the dream of reason has partially come true.


But medicine is also, unmistakably, a world of power where some are more likely to receive the rewards of reason than are others. From a relatively weak, traditional profession of minor economic significance, medicine has become a sprawling system of hospitals, clinics, health plans, insurance companies, and myriad other organizations employing a vast labor force. This transformation has not been propelled solely by the advance of science and the satisfaction of human needs. The history of medicine has been written as an epic of progress, but it is also a tale of social and economic conflict over the emergence of new hierarchies of power and authority, new markets, and new conditions of belief and experience. In America, no one group has held so dominant a position in this new world of rationality and power as has the medical profession. Its rise to sovereignty in the late nineteenth and early twentieth centuries is the first part of the story I have to relate; the emergence in our own time of a bureaucratic and corporate regime is the second.


Power, at the most rudimentary personal level, originates in dependence, and the power of the professions primarily originates in dependence upon their knowledge and competence. In some cases, this dependence may be entirely subjective, but no matter: Psychological dependence is as real in its consequences as any other kind. Indeed, what makes dependence on the professions so distinctive today is that their interpretations often govern our understanding of the world and our own experience. To most of us, this power seems legitimate: When professionals claim to be authoritative about the nature of reality, whether it is the structure of the atom, the ego, or the universe, we generally defer to their judgment.


The medical profession has had an especially persuasive claim to authority. Unlike the law and the clergy, it enjoys close bonds with modern science, and at least for most of the last century, scientific knowledge has held a privileged status in the hierarchy of belief. Even among the sciences, medicine occupies a special position. Its practitioners come into direct and intimate contact with people in their daily lives; they are present at the critical transitional moments of existence. They serve as intermediaries between science and private experience, interpreting personal troubles in the abstract language of scientific knowledge. For many people, they are the only contact with a world that otherwise stands at a forbidding distance. Physicians offer a kind of individualized objectivity, a personal relationship as well as authoritative counsel. The very circumstances of sickness promote acceptance of their judgment. Often in pain, fearful of death, the sick have a special thirst for reassurance and vulnerability to belief. The therapeutic definition of the profession’s role also encourages its acceptance: Its power is avowedly enlisted solely in the interests of health—a value of usually unambiguous importance to its clients and society. On this basis, physicians exercise authority over patients, their fellow workers in health care, and even the public at large in matters within, and sometimes outside, their jurisdiction.


In clinical relations, this authority is often essential for the therapeutic process. The sick are ordinarily not the best judge of their own needs, nor are those who are emotionally close to them. Quite aside from specialized knowledge, professionals possess an advantage in judgment. Furthermore, effective therapeutic measures frequently require not only difficult and even repellent tasks, such as violating the integrity of the body, but also rechanneling the unconscious urges of some patients to be sick and to be cared for. Their families often cannot handle, indeed may be responsible for such urges—hence the need for some outside party to mediate recovery. Professionals are ideally suited for this role because they can refuse to indulge such tendencies in patients without threatening their relationships with them. And so professional authority facilitates cooperation in recovery besides compensating for the often impaired and inadequate judgment of the sick.


The dominance of the medical profession, however, goes considerably beyond this rational foundation. Its authority spills over its clinical boundaries into arenas of moral and political action for which medical judgment is only partially relevant and often incompletely equipped. Moreover, the profession has been able to turn its authority into social privilege, economic power, and political influence. In the distribution of rewards from medicine, the medical profession, as the highest-paid occupation in our society, receives a radically disproportionate share. Until recently, it has exercised dominant control over the markets and organizations in medicine that affect its interests. And over the politics, policies, and programs that govern the system, the profession’s interests have also tended to prevail. At all these levels, from individual relations to the state, the pattern has been one of professional sovereignty.


How the medical profession rose to this position of cultural authority, economic power, and political influence; how, together with other powerful social forces, it shaped the institutional structure of medical care; and how that system has now evolved, so as to put the profession’s autonomy and dominance in jeopardy—these are the questions that this book addresses.


Some may think the sources of professional sovereignty too obvious to be worth pursuing. For haven’t healers always been esteemed and powerful? And doesn’t the growth of science make inevitable the high value and position attached to medicine? And isn’t there something about American culture, particularly our preoccupation with health and well-being, that makes us especially inclined to give doctors a high status?


The answer to each of these questions is no.


It is simply not true, as some might have it, that physicians have always occupied positions of honor and comfort ever since the first medicine man had the good fortune to recite an incantation immediately before his patient’s spontaneous recovery. There are numerous historical counter-examples. Under the Romans, physicians were primarily slaves, freedmen, and foreigners, and medicine was considered a very low-grade occupation. In eighteenth-century England, while ranking above the lowlier surgeons and apothecaries, physicians stood only at the margins of the gentry class, struggling for the patronage of the rich in the hope of acquiring enough wealth to buy an estate and a title. In nineteenth- and early twentieth-century France, doctors were mostly impecunious, and the successful among them, conscious that medicine was an inadequate claim to status, pursued an ideal of general cultivation rather than mere professional accomplishment.1


In the world today, not all societies with scientifically advanced medical institutions have powerful medical professions. To take a conspicuous case, in the Soviet Union the average earnings of physicians are reported to be less than three-quarters of the average industrial wage. Not coincidently, 70 percent of the doctors are women.2 Even in a Western society quite similar to ours, Great Britain, most general practitioners are only moderately well paid, and they work within a national health service whose budget and overall policies they do not control. In Britain and other European countries, there is a powerful upper stratum of consultants within the medical profession, but such sharp internal differences also tend to distinguish their medical professions from ours. Hardly anywhere have doctors been as successful as American physicians in resisting national insurance and maintaining a predominantly private and voluntary financing system. The growth of science, while critically important in the development of professionalism, does not assure physicians broad cultural authority, economic power, or political influence, as they have achieved in the United States.


The explanation for professional sovereignty in medicine also cannot be found in any ingrained peculiarities of American culture. Doctors in America were not always the powerful and authoritative profession that they are today. A century ago they had much less influence, income, and prestige. “In all of our American colleges,” a professional journal commented bitterly in 1869, “medicine has ever been and is now, the most despised of all the professions which liberally-educated men are expected to enter.”3 Although a few eminent doctors made handsome fortunes, many before 1900 could hardly scrape together a respectable living.


To be sure, many observers, beginning with de Tocqueville, have remarked that Americans are singularly concerned with their individual well-being. Since the 1830s, when de Tocqueville visited America, the United States has been swept by a series of popular movements concerned with improving health variously through diet, exercise, moral purity, positive thinking, and religious faith. Today, were a revived de Tocqueville to observe Americans jogging in parks, shopping in health food stores, talking psychobabble, and reading endless guides to keeping fit, eating right, and staying healthy, he would probably conclude that, if anything, the obsession is now more pronounced.


But a concern with health has not always produced faith in doctors. On the contrary, many of those most disposed to take health “into their own hands” are skeptical of physicians. The advocates of popular health fashions, even when they are doctors, frequently see themselves at war with the medical profession. Intensified religious feeling does not always benefit established churches; similarly, a therapeutic awakening may lead to a proliferation of health sects rather than deference to professional authority.


These plausible, yet mistaken explanations for the high status and power of physicians have the same general problems. They cannot explain comparative and historical variations in the position of the profession, and they assume that popular attitudes—whether toward healing, science, or health—translate directly into status and power. The analysis here begins with several contrary premises.


First, the problem of professional sovereignty in American medicine is historical; there is no necessary and invariant relation to social structure of a function such as caring for the sick. Social structure is the outcome of historical processes. To understand a given structural arrangement, like professional sovereignty, one has to identify the ways in which people acted, pursuing their interests and ideals under definite conditions, to bring that structure into existence. In the nineteenth century, the medical profession was generally weak, divided, insecure in its status and its income, unable to control entry into practice or to raise the standards of medical education. In the twentieth century, not only did physicians become a powerful, prestigious, and wealthy profession, but they succeeded in shaping the basic organization and financial structure of American medicine. More recently, that system has begun to slip from their control, as power has moved away from the organized profession toward complexes of medical schools and hospitals, financing and regulatory agencies, health insurance companies, prepaid health plans, and health care chains, conglomerates, holding companies, and other corporations. Understanding these changes requires an analysis that is simultaneously structural and historical: structural in its identification of the underlying patterns of social and economic relations that explain observed events; historical in its tracing of those patterns to the human actions that brought them about. I do not want to deny the value of narrative history without structural analysis, nor even of structural analysis without history (though the former is certainly more entertaining). But the two, it seems to me, go further in each other’s company than either can go alone.


My second premise is that the organization of medical care cannot be understood with reference solely to medicine, the relations between doctors and patients, or even all the various forces internal to the health care sector. The development of medical care, like other institutions, takes place within larger fields of power and social structure. These external forces are particularly visible in conflicts over the politics and economics of health and medical care. In the twentieth century, the costs of illness and medicine have become critical concerns of governments and political parties because of their implications for social welfare, overall economic efficiency, and political conflict. In the United States, private foundations play a critical role in financing medical education and research. Employers, unions, and insurance companies are centrally involved as intermediaries in the financing of services. Some of these external agents are mainly interested in profit in the narrow sense. But often, by providing medical care or paying costs associated with it, governments, political parties, foundations, employers, unions, and voluntary agencies hope to derive a different sort of benefit: good will, gratitude, loyalty, solidarity, dependence. The prospect of advantages of this kind makes medical care an especially strategic arena of political and economic conflict.


My third premise is that the problem of professional sovereignty calls for an approach that encompasses both culture and institutions. Consequently, this study goes back and forth between consciousness and organization in attempting to understand both the growth of the cultural authority of the medical profession and the conversion of that authority into the control of markets, organizations, and governmental policy. This is not to put either cultural analysis or political economy ahead of the other. For it is not possible, as I see it, to understand the origins of the power of the medical profession, in the face of all the other political and economic forces at work in health care, without reference to its cultural authority. Nor is it possible to understand the rise of its cultural authority without reference to underlying changes in material life and social organization.*



THE ROOTS OF AUTHORITY



Dependence and Legitimacy


If, as I argue, the rise of the medical profession depended on the growth of its authority, we need to understand more precisely what authority is.


Authority, in its classical sense, signifies the possession of some status, quality, or claim that compels trust or obedience.4 As part of this ability to compel trust or obedience, authority signifies a potential to use force or persuasion, though paradoxically authority ends when either of these is openly employed. The use of force, as Hannah Arendt observes, signifies the failure of authority; so does resort to persuasion, which, she points out, “presupposes equality and works through a process of argumentation. Where arguments are used, authority is left in abeyance.”5 Authority calls for voluntary obedience, but holds in reserve powers to enforce it. Behind political authority ultimately stands the threat of violence or imprisonment; behind managerial authority, the threat of dismissal from work. These reserve powers make subordinates dependent upon such authorities for their life, liberty, and livelihood; they create a strong basis for compliance, apart from any belief that subordinates may hold about the authorities’ claim to obedience.


Authority, therefore, incorporates two sources of effective control: legitimacy and dependence. The former rests on the subordinates’ acceptance of the claim that they should obey; the latter on their estimate of the foul consequences that will befall them if they do not.


Authority relations are not fixed and untroubled. Often they go through periods of distress, as when children fight with their parents, students disagree with their teachers, or workers protest against their employers’ policies. In such periods, the legitimacy of authority may be in doubt, but the ongoing dependence of subordinates maintains authority. Conversely, when the governing authorities may, for one reason or another, be weak and incapable of carrying out their reserve threats, their legitimacy may assure continuity of control. Thus the twin supports of dependence and legitimacy introduce a stability into authority relations: When one is weak, the other may take over, and so authority, as a mode of control, is stronger and more reliable than either force or persuasion.6


Authority may also gain compliance from different people for different reasons. In a firm, for example, the authority of the owners and directors is likely to be followed at the highest levels because the managers accept the rights of ownership and share a commitment to the enterprise; often the workers do, too. However, in some countries with large Communist and Socialist parties, the workers may accord little legitimacy to the firm, but feel much dependence upon it for jobs. The probability of compliance with managerial authority may still be great. Similarly, the upper strata in a society may support the ruling political authority because they believe it to represent the highest values, whereas the basis of compliance among subordinate castes or classes, ethnic or religious groups may be adherence to legality or sheer dependence. From childhood they may have learned that resistance to authority brings swift reprisal. Once again, the twin supports of legitimacy and dependence add to the overall effectiveness of authority as a mode of control.


The acceptance of authority signifies “a surrender of private judgment.” However, even in surrendering private judgment, one may still believe that the words of authority can be persuasively elaborated.7 For authority usually has a reserve of reasons as well as powers. The advantage of authority, however, is that it makes it unnecessary to elaborate the reasons for the believing subject, just as it dispenses with the use of force on the recalcitrant. This is its essentially economic value. From the viewpoint of a client independently seeking out professional advice, authority may be “a shortcut to where reason is presumed to lead,”8 while for the professional using authority to control an involuntary inmate, authority may be a shortcut to where coercion would be presumed to lead.


If authority may be generally said to have reserves of both persuasion and force, the reserve strength of professional authority—when separate from bureaucratic office—consists primarily of persuasion. For it is almost always to argument, rather than coercion, that independent professionals turn when their authority fails. In the case of a voluntary client, they cannot draw on reserve powers that compare in coerciveness with the threats of violence or imprisonment and dismissal from work that rulers and bosses can employ. The chief basis of dependence upon professionals is their superior competence, but it would be a gross violation of their own ethical codes if in attempting to enforce compliance they threatened to use their skills to harm their clients. A professional can threaten to withdraw from a case, and under some conditions, such as in the midst of a trial or therapy, clients may find this prospect perfectly terrifying.9 Such threats are probably rare, but they suggest the importance of yet another, nonrational basis of power—psychological dependency.


Although independent professionals may lack the formal power of enforcement possessed by rulers and employers, they often derive power from the dependent emotional condition of their clients. Even when voluntary clients have the option of going to another professional, they may be unable to bear the disruption of long-standing relations. The deeply emotional crises that often lead people to consult professionals over prolonged, anxious periods of their lives create greater possibilities for emotional dependency than exist between many other authorities and their subordinates. This emotional dependency may not be entirely positive; dependency relations are often marked by ambivalence. But the formation of dependency, even when it gives rise occasionally to resentment, helps strengthen the hand of professional authority apart from its claims to superior competence.10


Dependence, moreover, plays a major role in strengthening authority in all those encounters between professionals and clients that are not voluntary. In the modern state, professionals often stand between people and benefits they desire or penalties they fear. Social workers, teachers, and doctors certify those who come before them as eligible or ineligible to receive welfare payments, graduate from school, or gain exemption from military service. As gatekeepers into and out of various institutions, professionals acquire means of ensuring compliance quite independent of any belief in the moral basis of their authority. However, in such situations, the basis of trust may be corroded by a silent mutual suspicion: Clients may wonder whether their welfare really comes first, and professionals may feel manipulated by clients who have reason not to be entirely honest with them. The more administrative uses the state and other institutions find for professionals, the more they may simultaneously expand and undermine their authority.11


Clients from different social classes tend to have contacts with professionals that vary in dependency, power, and trust. The wealthier and better educated see professionals under circumstances that are more often voluntary than coerced, and they are more likely to pay for sessions in private settings than receive them in public institutions paid for by the state. They are also more than likely to share the same cultural framework as the professionals they consult. Sharing the same assumptions, they can speak openly with them and will regard the competence that professionals claim as valid. On the other hand, when poor and working-class people encounter professionals, they often experience difficulties in communication because of differences in linguistic and cultural background. Not sharing the same assumptions, they are more likely to be guarded in their communication and to feel alien and hostile. Many of their contacts with professionals are involuntary or take place in public institutions, and they do not have the control that private financial means provide. Under these conditions in schools, hospitals, offices, and agencies, individuals from the lower and working classes may comply, if at all, more for reasons of dependence than for reasons of belief. They may simply have few alternatives.


The encounters of the poor with doctors are probably less marked by ambivalence than their contacts with social workers, teachers, lawyers, and judges. But there are still many alienated—and alienating—encounters with physicians, such as psychiatrists in institutional settings. The cultural differences, difficulties in communication, and sense of powerlessness and dependency may be even greater with physicians than with other professionals because of the doctors’ wealth and high social status. In some cases, this gulf may actually enhance the authority of physicians because of the association of therapeutic competence with a high and esoteric art. But these are not the grounds on which scientific medicine urges compliance.


Doctors and other professionals have a distinctive basis of legitimacy that lends strength to their authority. They claim authority, not as individuals, but as members of a community that has objectively validated their competence. The professional offers judgments and advice, not as a personal act based on privately revealed or idiosyncratic criteria, but as a representative of a community of shared standards. The basis of those standards in the modern professions is presumed to be rational inquiry and empirical evidence. Professional authority also presumes an orientation to specific, substantive values—in the case of medicine, the value of health. Insofar as a practitioner violates those values or the standards of practice upheld by the professional community, the exercise of authority is understood to be illegitimate—in the extreme case, malpractice.


The authority of the professions is distinctive in another regard. Professionals not only advise actions but also evaluate the nature of reality and experience, including the “needs” of those who consult them. Like the sovereign in Hobbes’ Leviathan, their authority extends to the meaning of things. This point requires that we rethink what authority regulates.


Cultural Authority and Occupational Control


Most conceptions of authority emphasize the regulation of action. In the classic definition of Max Weber, for example, Herrschaft (variously translated as authority or domination) is the probability that people will obey a command recognized as legitimate according to the prevailing rules in their society.12 But authority, as we commonly use the term in English, involves more than the giving of commands. A scientific treatise, a sacred text, and even a book of grammar embody authority. Institutions like the church make authoritative judgments about the nature of the world. In modern societies, such judgments become increasingly specialized, as different professional communities become sovereign over different aspects of reality. Authority, then, also refers to the probability that particular definitions of reality and judgments of meaning and value will prevail as valid and true. I will call this form of authority cultural authority to distinguish it from the social authority that Weber had in mind. This is in keeping with a familiar (though always troubling) distinction between culture, the realm of meaning and ideas, and society, the realm of relationships among social actors.13


Social and cultural authority differ in several basic ways. Social authority involves the control of action through the giving of commands, while cultural authority entails the construction of reality through definitions of fact and value. Whereas social authority belongs only to social actors, cultural authority may also reside in cultural objects, including products of past intellectual activity, such as religious texts (the Bible), recognized standards of reference (dictionaries, maps, mathematical tables), scholarly or scientific works, or the law. Authority, in this particular form, may be used without being exercised; typically, it is consulted (even by people in authoritative positions), often in the hope of resolving ambiguities.


Though they are often combined, social authority need not entail cultural authority. Subjects may obey a government while privately rejecting its claims as untrue or unjust. And cultural authority need not always entail authority over conduct. The priest or scientist may be authoritative about morals or nature, but may be restricted by convention from addressing, much less regulating, specific choices and actions.


The authority that physicians exercise over nurses, technicians, and other subordinates in the medical hierarchy is primarily social authority; physicians aim to regulate their actions. Insofar as doctors give patients instructions or advice, they are also exercising social authority. But prior to making any recommendations, physicians have to define and evaluate their patients’ condition. Patients consult physicians not just for advice, but first of all to find out whether they are “really” sick and what their symptoms mean. “What have I got, doc?” they ask. “Is it serious?” Cultural authority, in this context, is antecedent to action. The authority to interpret signs and symptoms, to diagnose health or illness, to name diseases, and to offer prognoses is the foundation of any social authority the physician can assume. By shaping the patients’ understanding of their own experience, physicians create the conditions under which their advice seems appropriate.


Of course, not all patients who accept doctors’ judgments as authoritative also take their advice. A doctor may tell a patient that if he does not stop smoking and lose weight, he will not have long to live. The patient may very well take this as an authoritative judgment of the facts but decline to follow the advice. Here the physician’s cultural authority exceeds his social authority; this is quite commonly the case. Physicians, insofar as they deal with voluntary patients, generally do not have the coercive powers of the state to enforce either their definitions of reality or their instructions. Judges rule; physicians usually advise. But the authority of the doctor is very much like the definition that the German historian Mommsen once gave of authority in general: “more than advice and less than a command, an advice which one may not safely ignore.”14 One may not safely ignore medical advice, not usually because of any threat of force by the physician, but because of the consequences that the doctor predicts will ensue if the advice is rejected. Insofar as one accepts the physician’s cultural authority, one takes those predictions seriously.


There is, however, an entire class of functions carried out by physicians in which patients are more or less forced to accept the doctors’ cultural authority. For purposes of certification, patients often have no choice but to submit to professional examination. In their capacity as cultural authorities, doctors make authoritative judgments of what constitutes illness or insanity, evaluate the fitness of persons for jobs, assess the disability of the injured, pronounce death, and even assess, after people have died, whether they were competent at the time they wrote their wills. These professional judgments carry implications for courts, employers, and other social authorities. In such situations, the physician is supposed to give the facts alone; others will decide what to do about them. This separation of cultural from social authority is quite common throughout modern society, and it is often encouraged as a means of protecting the mutual interest of potentially antagonistic parties in obtaining a fair and objective assessment of the “facts.” Thus the search for legitimation by other agencies in society often promotes dependence upon the cultural authority of medicine. In this regard, medical authority is a resource for social order as well as for the profession and its clients.


The kind of authority claimed by the professions, then, involves not only skill in performing a service, but also the capacity to judge the experience and needs of clients. Professional authority can be defined, in part, by a distinctive type of dependency condition—the dependence on the professional’s superior competence. Dependence also arises at times from the emotional needs of clients and the administrative functions of the professions, created especially by the welfare state. And, as I’ve indicated, the legitimation of professional authority involves three distinctive claims: first, that the knowledge and competence of the professional have been validated by a community of his or her peers; second, that this consensually validated knowledge and competence rest on rational, scientific grounds; and third, that the professional’s judgment and advice are oriented toward a set of substantive values, such as health. These aspects of legitimacy correspond to the kinds of attributes—collegial, cognitive, and moral—usually cited in definitions of the term “profession.” A profession, sociologists have suggested, is an occupation that regulates itself through systematic, required training and collegial discipline; that has a base in technical, specialized knowledge; and that has a service rather than profit orientation, enshrined in its code of ethics.15


Professional claims, of course, should not be taken simply at face value. The rewards of professional status encourage would-be and even established professions to invent or elaborate credentials, sciences, and codes of ethics in bids for recognition. Rather than as indicators of professional status, such features should be seen as the means of legitimating professional authority, achieving solidarity among practitioners, and gaining a grant of monopoly from the state. Occupations may or may not succeed, depending on their means of collective organization and the receptivity of the public and the government. In this sense, professionalism represents a form of occupational control rather than a quality that inheres in some kinds of work.16 But professionalism is also a kind of solidarity, a source of meaning in work, and a system of regulating belief in modern societies.


Part of the historical task here is to explain how this complex developed in the case of medicine—how the various forms of dependence and claims to legitimacy became established, how they took institutional form, how the boundaries of medical authority expanded, and how authority translated into economic power and political influence.


The rise of medical authority is so intimately related to general changes in the bases of belief in modern cultures and the growth of the welfare state that it would be misleading to suggest that doctors somehow created it out of whole cloth. Much recent writing on the medical profession portrays it as a cartel, which for a while it became. But this was only a secondary part of its success. Moreover, the problem is to explain how the profession’s power was generated in the first place; it does no good to explain the cause by one of its results.


Undoubtedly the most influential explanation for the structure of American medicine gives primary emphasis to scientific and technological change and specifically attributes the rise of medical authority to the improved therapeutic competence of physicians.17 The role of science is necessarily an element in any account. However, the advance of science and technology did not necessarily guarantee that physicians would remain in control. Quite the opposite result might have occurred: The growth of science might have reduced professional autonomy by making doctors dependent upon organizations. Modern medical practice requires access to hospitals and medical technology, and hence medicine, unlike many other professions, requires huge capital investments. Because medical technology demands such large investments, it makes the medical profession vulnerable to control by whoever supplies the capital. Often the demands of technology are cited as the reason other self-employed artisans lost their independence. Medicine offers a case in point for those who wish to argue that technology is far from imperative in its demands for submission to organizational control.


Another view, put forward by Marxists, suggests that the structure of medicine can be more adequately explained as a mirror of the development of the capitalism. In this account, physicians succeeded in realizing their professional ambitions because capitalists found it in their interest and congruent with their ideological needs to underwrite the transformation. The difficulty here is that capitalism is compatible with many diverse systems of medical care, and it is not entirely clear whether the development of American medicine followed the “objective” interests of the capitalist class or the capitalist system. Although foundations set up originally by capitalists have made repeated efforts to rationalize medical care, it is impressive how little these efforts have succeeded. So even Marxists need to account for the success of the profession in long maintaining its sovereignty.



STEPS IN A TRANSFORMATION



The Growth of Medical Authority


The rise of the professions was the outcome of a struggle for cultural authority as well as for social mobility. It needs to be understood not only in terms of the knowledge and ambitions of the medical profession, but also in the context of broader changes in culture and society that explain why Americans became willing to acknowledge and institutionalize their dependence on the professions. The acceptance of professional authority was, in a sense, America’s cultural revolution, and like other revolutions, it threw new groups to power—in this case, power over experience as much as power over work and institutions.


In a society where an established religion claims to have the final say on all aspects of human experience, the cultural authority of medicine clearly will be restricted. But this was no longer the principal barrier to medicine in the early nineteenth century. Many Americans who already had a rationalist, activist orientation to disease refused to accept physicians as authoritative. They believed that common sense and native intelligence could deal as effectively with most problems of health and illness. Moreover, the medical profession itself had little unity and was unable to assert any collective authority over its own members, who held diverse and incompatible views.


Authority, as I’ve indicated, involves a surrender of private judgment, and nineteenth-century Americans were not willing to make that surrender to physicians. Authority signifies the possession of a special status or claim that compels trust, and medicine lacked that compelling claim in nineteenth-century America. The esoteric learning, knowledge of Latin, and high culture and status of traditional English physicians were more compelling grounds for belief in a hierarchically ordered society than in a democratic one. The basis of modern professionalism had to be reconstructed around the claim to technical competence, gained through standardized training and evaluation. But this standardization of the profession was blocked by internal as well as external barriers—sectarianism among medical practitioners and a general resistance to privileged monopolies in the society at large.


The forces that transformed medicine into an authoritative profession involved both its internal development and broader changes in social and economic life. Internally, as a result of changes in social structure as well as scientific advance, the profession gained in cohesiveness toward the end of the nineteenth century and became more effective in asserting its claims. With the growth of hospitals and specialization, doctors became more dependent on one another for referrals and access to facilities. Consequently, they were encouraged to adjust their views to those of their peers, instead of advertising themselves as members of competing medical sects. Greater cohesiveness strengthened professional authority. Professional authority also benefited from the development of diagnostic technology, which strengthened the powers of the physician in physical examination of the patient and reduced reliance on the patient’s report of symptoms and superficial appearance.


At the same time, there were profound changes in Americans’ way of life and forms of consciousness that made them more dependent upon professional authority and more willing to accept it as legitimate. Different ways of life make different demands upon people and endow them with different types of competence. In preindustrial America, rural and small-town communities endowed their members with a wide range of skills and self-confidence in dealing with their own needs. The division of labor was not highly developed, and there was a strong orientation toward self-reliance, grounded in religious and political ideals. Under these conditions, professional authority could make few inroads. Americans were accustomed to dealing with most problems of illness within their own family or local community, with only occasional intervention by physicians. But toward the end of the nineteenth century, as their society became more urban, Americans became more accustomed to relying on the specialized skills of strangers. Professionals became less expensive to consult as telephones and mechanized transportation reduced the cost of time and travel. Bolstered by genuine advances in science and technology, the claims of the professions to competent authority became more plausible, even when they were not yet objectively true; for science worked even greater changes on the imagination than it worked on the processes of disease. Technological change was revolutionizing daily life; it seemed entirely plausible to believe that science would do the same for healing, and eventually it did. Besides, once people began to regard science as a superior and legitimately complex way of explaining and controlling reality, they wanted physicians’ interpretations of experience regardless of whether the doctors had remedies to offer.


At a time when traditional certainties were breaking down, professional authority offered a means of sorting out different conceptions of human needs and the nature and meaning of events. In the nineteenth century, many Americans, epitomized by the Populists, continued to believe in the adequacy of common sense and to resist the claims of the professions. On the other hand, there were those, like the Progressives, who believed that science provided the means of moral as well as political reform and who saw in the professions a new and more advanced basis of order. The Progressive view, always stated as a disinterested ideal, nevertheless happily coincided with the ambitions of the emerging professional class to cure and reform. The cultural triumph of Progressivism, which proved more lasting than its political victories, was inseparable from the rise in status and power of professionals in new occupations and organizational hierarchies. Yet this was no simple usurpation; the new authority of professionals reflected the instability of a new way of life and its challenge to traditional belief. The less one could believe “one’s own eyes”—and the new world of science continually prompted that feeling—the more receptive one became to seeing the world through the eyes of those who claimed specialized, technical knowledge, validated by communities of their peers.18


The growth of medical authority also needs to be understood as a change in institutions. In the nineteenth century, before the profession consolidated its position, some doctors had great personal authority and they pronounced on all manner of problems, by no means restricted to physical illness. Indeed, in the small communities of early American society, where the number of educated men was relatively small, some physicians may have possessed even broader personal authority than do most of their counterparts today. What I am talking about here, on the other hand, is authority that inheres in the status of physician because it has been institutionalized in a system of standardized education and licensing. The establishment of such a system reproduces authority from one generation to the next, and transmits it from the profession as a whole to all its individual members. Before the profession’s authority was institutionalized in the late nineteenth and early twentieth centuries, physicians might win personal authority by dint of their character and intimate knowledge of their patients. But once it was institutionalized, standardized programs of education and licensing conferred authority upon all who passed through them. The recognition of authority in a given doctor by laymen and colleagues became relatively unambiguous. Authority no longer depended on individual character and lay attitudes; instead, it was increasingly built into the structure of institutions.


“Built-in” dependence on professional authority increased with such developments as the rise of hospitals. I do not mean only the development of mental hospitals and procedures for involuntary commitment, though the asylum is obviously an important and radical form of institutionalized medical authority. Even the voluntary shift of seriously ill patients from their homes to general hospitals increases the dependent condition of the sick. At home, patients may quite easily choose to ignore the doctor’s instructions, and many do; this is much more difficult in a hospital. For the seriously ill, clinical personnel subordinate to the doctor have, in effect, replaced the family as the physician’s vicarious agent. They not only administer treatment in the doctor’s absence, but also maintain surveillance, keep records, and reinforce the message that the doctor’s instructions must be followed.


Other institutional changes have also made people dependent on medical authority regardless of whether they are receptive or hostile to doctors. As the various certifying and gatekeeping functions of doctors have grown, so has the dependence of people seeking benefits that require certification. Laws prohibiting laymen from obtaining certain classes of drugs without a doctor’s prescription increase dependence on physicians. “The more strategic the accessories controlled by the profession,” Eliot Freidson writes, “the stronger the sanctions supporting its authority.”19 In the twentieth century, health insurance has become an important mechanism for ensuring dependence on the profession. When insurance payments are made only for treatment given by physicians, the beneficiaries become dependent on doctors for reimbursable services. A doctor’s authorization for drugs and prosthetics has become necessary for a host of insurance and tax benefits. In all these ways, professional authority has become institutionally routine, and compliance has ceased to be a matter of voluntary choice. What people think about doctors’ judgments is still important, but it is much less important than it used to be.


In their combined effect, the mechanisms of legitimation (standardized education and licensing) and the mechanisms of dependency (hospitalization, gatekeeping, insurance) have given a definite structure to the relations of doctors and patients that transcends personalities and attitudes. This social structure is based, not purely on shared expectations about the roles of physicians and the sick, but on the institutionalized arrangements that often impose severe costs on people who wish to behave in some other way.*


The institutional reinforcement of professional authority also regulates the relations of physicians to each other. The doctor whose personal authority in the nineteenth century rested on his imposing character and relations with patients was in a fundamentally different situation from the doctor in the twentieth century whose authority depends on holding the necessary credentials and institutional affiliations. While laymen have become more dependent on professionals, professionals have become more dependent on each other. Both changes have contributed to the collective power of the profession and helped physicians to convert their clinical authority into social and economic privilege.


From Authority to Economic Power


The conversion of authority into high income, autonomy, and other rewards of privilege required the medical profession to gain control over both the market for its services and the various organizational hierarchies that govern medical practice, financing, and policy. The achievement of economic power involved more than the creation of a monopoly in medical practice through the exclusion of alternative practitioners and limits on the supply of physicians. It entailed shaping the structure of hospitals, insurance, and other private institutions that impinge on medical practice and defining the limits and proper forms of public health activities and other public investment in health care. In the last half century, these organizational and political arrangements have become more important as bases of economic power than the monopolization of medical practice.


The emergence of a market for medical services was originally inseparable from the emergence of professional authority. In the isolated communities of early American society, the sick were usually cared for as part of the obligations of kinship and mutual assistance. But as larger towns and cities grew, treatment increasingly shifted from the family and lay community to paid practitioners, druggists, hospitals, and other commercial and professional sources selling their services competitively on the market. Of course, the family continues even today to play an important role in health care, but its role has become distinctly secondary. The transition from the household to the market as the dominant institution in the care of the sick—that is, the conversion of health care into a commodity—has been one of the underlying movements in the transformation of medicine. It has simultaneously involved increased specialization of labor, greater emotional distance between the sick and those responsible for their care, and a shift from women to men as the dominant figures in the management of health and illness.


What sort of a commodity is medical care? Do doctors sell goods (such as drugs), advice, time, or availability? These questions had to be worked out as the market took form. To gain the trust that the practice of medicine requires, physicians had to assure the public of the reliability of their “product.” A standardized product, as Magali Sarfatti Larson points out about the professions, requires a standardized producer.23 Standardization of training and licensing became the means for realizing both the search for authority and control of the market.


Through most of the nineteenth century, the market in medical care continued to be competitive. Entry into practice was relatively easy for untrained practitioners as well as for medical school graduates; as a result, competition was intense and the economic position of physicians was often insecure. Toward the end of the century, although licensing laws began to restrict entry, many doctors felt increasingly threatened by the expansion of free dispensaries, company medical plans, and various other bureaucratically organized alternatives to independent solo practice. In the physicians’ view, the competitive market represented a threat not only to their incomes, but also to their status and autonomy because it drew no sharp boundary between the educated and uneducated, blurred the lines between commerce and professionalism, and threatened to turn them into mere employees.


The contradiction between professionalism and the rule of the market is long-standing and unavoidable. Medicine and other professions have historically distinguished themselves from business and trade by claiming to be above the market and pure commercialism. In justifying the public’s trust, professionals have set higher standards of conduct for themselves than the minimal rules governing the marketplace and maintained that they can be judged under those standards only by each other, not by laymen. The ideal of the market presumes the “sovereignty” of consumer choices; the ideal of a profession calls for the sovereignty of its members’ independent, authoritative judgment. A professional who yields too much to the demands of clients violates an essential article of the professional code: Quacks, as Everett Hughes once defined them, are practitioners who continue to please their customers but not their colleagues. This shift from clients to colleagues in the orientation of work, which professionalism demands, represents a clear departure from the normal rule of the market.


When fully competitive, markets do not obey the organized judgment of any group of sellers. A market is a system of exchange in which goods and services are bought and sold at going prices. In the ideal case cherished by economists, each buyer and seller acts independently of every other, so that prices are set impersonally by levels of supply and demand. There are no relations of dependency in the ideal market: Any individual buyer is supposed to have a free choice of sellers, any seller a free choice of buyers, and no group of buyers or sellers is supposed to be able to force acceptance of its terms. Nor are there supposed to be any relations of authority in the market, except those necessary to provide rules of exchange and the enforcement of contracts. Whereas the household and the state both allocate resources according to decisions made by governing authorities, the distinctive feature of a market is the absence of any such authoritative direction. The absence of power is, paradoxically, the basis of order in a competitive market. Collectively, sellers might wish to keep the prices of commodities higher than their marginal cost, but so long as they act individually, they are driven to bring them down into equilibrium to secure as large as possible a share of the market for themselves.


This is not a prospect that sellers usually enjoy and, whenever the means are available, it is one they quickly subvert. Power abhors competition about as intensely as nature abhors a vacuum. Professional organization is one form resistance to the market may take. Similarly, concentrations of ownership and labor unions are other bases of market power. These cases are parallel. Just as property, manual labor, and professional competence are all means of generating income and other rewards, so they can be used by a monopolistic firm, a strong guild or union, or a powerful, licensed profession to establish market power. This was what the medical profession set about accomplishing at the end of the nineteenth century when corporations were forming trusts and workers were attempting to organize unions—each attempting, with varying success, to control market forces rather than be controlled by them.


Doctors’ increasing authority had the twin effects of stimulating and restricting the market. On the one hand, their growing cultural authority helped draw the care of the sick out of the family and lay community into the sphere of professional service. On the other, it also brought political support for the imposition of limits, like restrictive licensing laws, on the uncontrolled supply of medical services. By augmenting demand and controlling supply, greater professional authority helped physicians secure higher returns for their work.


The market power of the profession originated only in part from the state’s protection. It also arose from the increasing dependence of patients on physicians. In the ideal market no buyer depends upon any seller, but patients are often dependent on their personal physicians, and they have become more so as the disparity in knowledge between them has grown. The sick cannot easily disengage themselves from relations with their doctors, nor even know when it is in their interests to do so. Consequently, once they have begun treatment, they cannot exercise that unfettered choice of sellers which characterizes free markets.


One reason that the profession could develop market power of this kind was that it sold its services primarily to individual patients rather than organizations. Such organizations, had they been more numerous, could have exercised greater discrimination in evaluating clinical performance and might have lobbied against cartel restrictions of the physician supply. The medical profession, of course, insisted that salaried arrangements violated the integrity of the private doctor-patient relationship, and in the early decades of the twentieth century, doctors were able to use their growing market power to escape the threat of bureaucratic control and to preserve their own autonomy.


Strategic Position and the Defense of Autonomy


When we speak of the “health care system” today, we usually have in mind a great array of organizations: hospitals and medical centers, public health and planning agencies, professional associations, health insurance and pharmaceutical companies, and so on. Although some of these organizations have distant historical antecedents, they did not really constitute an interdependent system, even in a loose sense, before the late nineteenth century. While there were precursors of organized medical services and health insurance, they were of minor importance. A few hundred hospitals had been built as of 1870, but until the 1880s and 1890s they had closer connections to charity than to medicine and played a small part in medical practice. Similarly, public health had originated in concerns that were not medical so much as sanitary and statistical. Only at the end of the nineteenth century, as hospitals and public health activities expanded and became more directly related to medical care, did an interconnected system begin to take form.


The rise of bureaucratic organizations represented two types of threats to the medical profession. First, organizations employing physicians and providing medical services might enter into competition with independent practitioners. And, second, organizations that provided facilities or financing for medical care, such as hospitals and insurance companies, might subject physicians to unfavorable terms of exchange and reduce their autonomy in fee setting and decision making. Doctors sought to eliminate entirely the first kind of organization—the free dispensary, the company or fraternal medical program, later the prepaid group practice plan—on the grounds that such arrangements were an unconscionable violation of their professional ethics. The second kind of organization—the hospitals and insurance companies—physicians attempted to shape to their own interests, particularly their interests in controlling their own work and setting their own prices.


In both these efforts, physicians were, at least until recently, eminently successful. They have been one of the few occupational groups in the twentieth century able to resist the current that has drawn self-employed artisans and craftsmen of all kinds into the orbit of industrial and bureaucratic organization. In fact, in the late nineteenth and early twentieth centuries, doctors were able to reverse the history that other occupations experienced. While many skilled crafts were losing monopoly power, the physicians were establishing theirs. In the same period as the crafts were being subordinated to large corporations, the medical profession was institutionalizing its autonomy. The doctors escaped becoming victims of capitalism and became small capitalists instead.


The profession’s success in maintaining autonomy has had both material and psychological dimensions. Had doctors been subject to the hierarchical control and monopsonistic power of insurance companies, hospitals, and large medical practice organizations, their income would probably have suffered. They would have lost freedom in choosing their hours, their clients, their fields of specialization—all the advantages that come with “being one’s own boss.” For many physicians, these concerns about autonomy have outweighed strictly financial considerations. Even though universal health insurance, for example, would have boosted many physicians’ incomes by covering unpaid bills, private doctors have generally resisted the idea for fear that their independence might eventually be compromised.


Yet the same forces that have led industrial firms to draw in the self-employed might well have led medical care organizations to draw in physicians. By employing workers directly, an organization generally gains greater control over their behavior as well as the whole system of production. It can monitor worker performance more closely and exact greater compliance with its own goals. It can reorganize the process of production, de-emphasizing highly paid skilled crafts in favor of less skilled and lower-paid labor.24


The organizations that developed as part of the health system had to resolve whether to integrate physicians into their hierarchies. Hospitals, for example, could have hired physicians on salary to perform necessary medical work. Insurance companies might have hired doctors to perform the services for which beneficiaries were covered. Some health plans of this type did develop. But it was not the approach typically followed.


Hospitals and insurers generally allowed physicians to remain independent entrepreneurs, though there can be little doubt that leaving doctors outside of the organizational structure of these institutions increased the costs of medical care. The difficulties in monitoring physicians are enormous; insurance companies, in particular, face severe information problems. As independent entrepreneurs, doctors are unlikely to be sensitive to any organizational interest in conserving resources. Hence, for the same reasons that firms incorporated independent artisans, the insurance companies and hospitals had clear incentives to seek control over physicians. But doctors were able to block this type of control, and the hospitals and insurers instead developed financial arrangements that allowed them to pass through the higher costs that professional autonomy produces.


The collective political organization of the profession was vital in defeating private health plans that incorporated physicians as employees. But perhaps most important in the defense of autonomy was the role of authority in creating economic power. The gatekeeping authority of doctors gives them a strategic position in relation to organizations. In effect, the profession’s authority puts at its disposal the purchasing power of its patients. From the standpoint of the solvency of a health insurance company, the authority to prescribe is the power to destroy. So, too, the physicians’ authority to decide whether and where to hospitalize patients gives doctors great leverage over hospital policy. And, similarly, the authority to prescribe drugs and other supplies obliges pharmaceutical companies and other producers to court the profession’s good will, to finance its journals, and thereby to subsidize its professional associations and political activities.


By the mid-twentieth century, the strategic position of the medical profession in relation to hospitals, health insurance, and the pharmaceutical industry became pivotal in sustaining the profession’s economic position, superseding the earlier role played by their monopolization of practice. If licensing laws were completely eliminated today, the effect on physicians’ incomes would probably be small. Their cultural authority would enable them to keep their patients, and the structure of the insurance system would enable them to maintain their fees.


Throughout the medical system, the profession was able by 1920—and for the next half century—to establish organizational structures that preserved a distinct sphere of professional dominance and autonomy. To critics, the lack of unified organization in hospitals, medical practice, and insurance, along with the separation of public health from medical care, has seemed irrational. But even disorganization is sometimes systematic. Hospitals, public health, and medical practice were only partially integrated; no powerful coordinating authority was permitted to emerge because it would have threatened professional autonomy and control of the market. This loose structure has set the stage for the struggle in recent decades in which the profession has been trying to defend its prerogatives against the drive to rationalize the organization of medical care. The organizations that the profession once defeated or restricted have re-emerged as threats to its sovereignty. Again, the threats are of two related kinds—competition and control. Prepaid health plans, now called “health maintenance organizations,” represent a competitive form of bureaucratic organization in medical care. Insurance companies, under pressure to control medical costs, search for methods to regulate medical decisions. Hospitals and other organizations merge into larger and more powerful corporate systems. And beyond private bureaucratic organizations looms the regulatory power of the state and federal governments.


Professionalism serves, among other functions, as a basis of solidarity for resisting forces that threaten the social and economic position of an occupational group. In the nineteenth century, professionalism served physicians as a basis for resisting competition from other practitioners. Late in the nineteenth century, it began to serve doctors and others as a means of resisting corporate competition and control. And in the twentieth century, in addition to these two earlier functions, it has become the ground for resistance to government.


The medical profession has not, of course, opposed all government intervention. It actively sought licensing protection. Most doctors have advocated at least some public health programs. Nor have they strenuously objected to public investment in hospitals and medical research. Few have questioned the use of state power to support the role of medicine in the control of deviant behavior, as in involuntary confinement of the insane. In the nineteenth century, physicians were prominent advocates of legislation penalizing various kinds of sexual behavior. The medical reform of moral behavior went hand in hand with the extension of state power into private life.25 So professional opposition to government intervention does not exactly follow the lines of a philosophically pure libertarianism.


The profession’s chief concerns about government parallel its concerns about corporate and bureaucratic organizations. It has been worried about both competition and control. Private physicians have sought to keep government from competing with them, regulating their practice, or, worst of all, incorporating medical care into the state as a public service like education. Their struggle to limit the boundaries of public health, to confine public medical services to the poor, and to prevent the passage of compulsory health insurance all exemplify these concerns.


Thus, from the standpoint of the profession, the challenge was initially to establish its authority and control of the market, then to keep it as large organizations and government threatened to intervene. In the next three chapters, I trace the rise of professional authority and the decline of a competitive market from the early nineteenth to the early twentieth centuries. In the last three chapters of Book One, I turn to the institutions—hospitals, public health, and private corporations—whose development, especially toward the end of this period, potentially threatened professional autonomy. Book Two takes up the defense of autonomy in relation to health insurance and the struggles over the politics and business of health care in the twentieth century.


The modern economy is dominated everywhere by large corporations or by the state. Most professionals today, like other people, derive their income and much of their self-regard from organizations where they went to school and where they work. Doctors also depend on large organizations, such as hospitals, but they have held out against the usual organizational demands for control. Among the professions, medicine is both the paradigmatic and the exceptional case: paradigmatic in the sense that other professions emulate its example; exceptional in that none have been able to achieve its singular degree of economic power and cultural authority. But if medicine is an exceptional case, it is also an instructive one for understanding why American society—once distrustful of guilds and claims of expertise—has become so hospitable to professionalism in the organization of work and belief.















CHAPTER ONE



Medicine in a Democratic Culture 1760–1850


BEFORE the twentieth century, American physicians found the path to professional status blocked by popular resistance, internal division, and an inhospitable economic environment. Their quest for special recognition as a profession began in the late colonial period. Beginning in the 1760s, some educated doctors took the initial steps to reproduce in America the professional institutions that in England gave physicians a distinct and exclusive status. They succeeded in organizing medical schools, and in some fields of work, such as obstetrics, doctors gained ground against rival practitioners. But they failed in their larger effort to establish themselves as an exclusive and privileged profession. The licensing authority doctors secured had little more than honorific value, and during the Jacksonian period in the 1830s and 1840s, their claims to privileged competence evoked a sharp backlash that crippled their ambitions for the next half century. State legislatures voted to do away with medical licensure entirely. No profession was being allowed, Oliver Wendell Holmes told the graduating class at Harvard in 1844, “to be the best judge of its own men and doctrines.”1 Lay practitioners, using native herbs and folk remedies, flourished in the countryside and towns, scorning the therapies and arcane learning of regular physicians and claiming the right to practice medicine as an inalienable liberty, comparable to religious freedom.


This tension between the aspirations of physicians to privileged status and popular resistance to their claims reflected a more general conflict in American life between a democratic culture and a stratified society. Between the colonial period and the early nineteenth century, America became, it now seems correct to say, more egalitarian and less equal. Democratic ideas, manners, and institutions became more widely and firmly established, while in the towns and cities, the distribution of wealth and power grew more highly concentrated.2 The second tendency does not disprove the first. Democracy, de Tocqueville observed, did not eliminate differences between rich and poor or master and servant; it changed their mutual relations. Traditional distinctions of rank broke down; men no longer considered their status in society preordained and permanent. Deference to age declined. In new settlements and on the frontier, the conditions of material life made special demands for self-direction; forced to improvise, Americans developed a stubborn confidence in their own common sense. As a corollary of their political and religious convictions, they believed that in their private affairs, as in those of the community, men had free and equal rights to judgment. It was in this sense that American culture was democratic. At the same time, a nascent capitalist economy was creating new concentrations of wealth and power. In the Jacksonian era, partly in response to fears that privilege would be monopolized, the rhetoric of political and cultural life became more emphatically egalitarian. And not only the rhetoric: The franchise, public education, and the popular press expanded, and the contrast between a democratic culture and class inequality grew sharper.3


Medicine shared these contrary tendencies. While some physicians were seeking to make themselves into an elite profession with a monopoly of practice, much of the public refused to grant them any such privileges and asserted their own rights to judgment in managing sickness. Furthermore, the profession also faced challenges within its own ranks. Some leading physicians called into question whether medicine had any effective therapies to offer; many thought that the best doctors could do was to assist the healing powers of nature. The failure of self-confidence and growth of therapeutic dissension within the profession further contributed to its weakness; by 1850 the disaffection from the profession, which was initially concentrated among the less educated, had spread to the higher levels of society as well.


Medical care is never solely a matter of professional practice. Even today, much treatment of the sick takes place outside of the doctor’s sphere in the home or under alternative practitioners. Before the late nineteenth century, the conditions of agrarian life did not permit dependence on medical authority, and popular skepticism about professional claims did not encourage it. There were three spheres of practice relatively equal in importance—the medicine of the domestic household, the medicine of the physicians, and the medicine of lay healers. And each sphere exhibited, in a distinctive way, the continuing conflict in American life between the democratic respect for common sense and professional claims of special knowledge.


DOMESTIC MEDICINE


The family, as the center of social and economic life in early American society, was the natural locus of most care of the sick. Women were expected to deal with illness in the home and to keep a stock of remedies on hand; in the fall, they put away medicinal herbs as they stored preserves. Care of the sick was part of the domestic economy for which the wife assumed responsibility. She would call on networks of kin and community for advice and assistance when illness struck, in worrisome cases perhaps bringing in an older woman who had a reputation for skill with the sick.


Although colonial newspapers and almanacs offered medical advice, their circulation was limited, and domestic practice was informed mostly by oral tradition. But the distance of domestic from professional medicine began to narrow in the late eighteenth and nineteenth centuries, as physicians published guides to domestic practice. The most widely read of these domestic medical manuals had a remarkably self-conscious political as well as practical character. The two aspects were inseparable. Written in lucid, everyday language, avoiding Latin or technical terms, the books set forth current knowledge on disease and attacked, at times explicitly, the conception of medicine as a high mystery.


The best known of these works was William Buchan’s Domestic Medicine, described in its subtitle as “an attempt to render the Medical Art more generally useful, by showing people what is in their own power both with respect to the Prevention and Cure of Diseases.” Published originally in 1769 in Edinburgh and two years later in Philadelphia, Buchan’s Domestic Medicine remained popular throughout the mid-1800s, going through at least thirty editions (reprintings) in America, where it was probably the most influential book of its kind. It had numerous American imitators, who borrowed Buchan’s format and occasionally his prose. The book had two sections: a general exposition of the causes and prevention of disease, and a detailed description of the symptoms and treatment of specific disorders. Buchan himself was a member of the Royal College of Physicians of Edinburgh, though he was highly critical of the medical profession of his day. “No discovery can ever be of general utility while the practice of it is kept in the hands of a few,” he wrote in his discussion of smallpox inoculation, which he argued never became widespread in England until “men not bred to physic” took it up. “The fears, the jealousies, the prejudices, and the opposite interests of the faculty [that is, the elite physicians], are, and ever will be, the most effectual obstacles to the progress of any salutary discovery.”4


Though Buchan did not dismiss the value of physicians when they were available, he upheld the view that professional knowledge and training were unneeded in treating most diseases. It would not be difficult to prove, he asserted, “that every thing valuable in the practical part of medicine is within reach of common sense, and that the Art would lose nothing by being stripped of all that any person embued with ordinary abilities cannot comprehend.” Most people, he assured his readers, “trust too little to their own endeavors.” Physicians should be consulted when needed, but they should be needed very rarely.5


This belief that ordinary people were fully competent to treat illness had been expounded before by John Wesley, the founder of English Methodism, in a book of medical advice called Primitive Physic, originally published in 1747 and widely reprinted in the eighteenth century. Bernard Semmel has argued that the rise of Methodism was part of a shift in English society toward an emphasis on greater personal autonomy and self-direction.6 As that interpretation suggests, Wesley compiled his book of remedies expressly to encourage greater autonomy in caring for illness. Unlike Buchan, however, he did not provide a reasoned explanation of the symptoms and causes of disease, only an inventory of what he thought to be ancient cures; and he denounced doctors much more vehemently than did Buchan. In former times, thought Wesley, people had treated themselves, but the physicians then concocted complicated theories to confuse ordinary people. “Physicians,” he wrote, “now began to be had in admiration, as persons who were something more than human. And profit attended their employ as well as honour: so that they had now two weighty reasons for keeping the bulk of mankind at a distance, that they might not pry into the mysteries of the profession. To this end… [t]hey filled their writings with abundance of technical terms, utterly unintelligible to plain men.…”7


The guides to domestic medicine usually emphasized an intention to simplify the language of medicine. They argued that medicine was filled with unnecessary obscurity and complexity, and should be made intelligible and practicable. John C. Gunn’s Domestic Medicine, which appeared in 1830 and by mid-century replaced Buchan’s work as the popular favorite, was described on the title page as written “In Plain Language, Free from Doctor’s Terms… Intended Expressly for the Benefit of Families… Arranged on a New Simple Plan, By Which the Practice of Medicine is Reduced to Principles of Common Sense.” Gunn maintained that Latin names for common medicines and diseases were “originally made use of to astonish the people” and aid the learned in deception and fraud. “The more nearly we can place men on a level in point of knowledge, the happier we would become in society with each other, and the less danger there would be of tyranny.…”8


In their advice, the books also generally emphasized the virtues of simplicity. Elaborate and unnecessarily complex prescriptions, Wesley argued, were one of the principal forms of mystification in medicine. Buchan, too, recommended only simple medicines, usually made with readily available ingredients. But more important, unlike many of the other popular medical advisors, he offered a general skepticism about the value of drugs altogether. “No doubt,” Buchan wrote, “[this book] would have been more acceptable to many, had it abounded with pompous prescriptions, and promised great cures in consequence of their use; but this was not my plan: I think the administration of medicines always doubtful, and often dangerous, and would much rather teach men how to avoid the necessity of using them, than how they should be used.”9


This skepticism about the effectiveness and safety of medicine, which pervades Buchan’s work, led him to emphasize diet and simple preventive measures. He counseled repeatedly that exercise, fresh air, a simple regimen, and cleanliness were of more value in maintaining health than anything medicine could do. “Proper attention to AIR and CLEANLINESS would do more to preserve the health of mankind than all the endeavors of the faculty.” However, bloodletting occupied a central place in his therapeutics, and many of the later books, like Gunn’s, despite an antiprofessional tone, recommended still more of the “heroic” measures that entailed copious bleeding, purging, and blistering. In these respects, they reflected the professional practice of their day.10


The importance of guides to domestic medicine, however, consists not in any originality of ideas, but in their popularity and what that discloses about the culture that embraced them. Buchan and those who imitated him treated disease in a fundamentally naturalistic and secular fashion. There was no suggestion of magic or witchcraft; incantations and charms did not figure among their remedies. They were materialistic in their conception of the universe. Buchan’s description of epilepsy had no moral or superstitious overtones. “This disease,” he noted, “from the difficulty of investigating its causes, and its strange symptoms, was formerly attributed to the wrath of the gods, or the agency of evil spirits. In modern times it has often, by the vulgar, been imputed to witchcraft or fascination. It depends however as much upon natural causes as any other malady.…”11 A naturalistic view of disease perfectly complemented Buchan’s desire to democratize medical knowledge: In neither diseases nor therapies did he see anything that common sense could not firmly grasp. In neither the causes nor treatment of sickness was there anything supernatural or occult.


Although this naturalistic outlook was widespread, it was often joined to a moral interpretation of the causes and incidence of disease. Protestant culture had firmly rejected the use of magic in healing the sick. However, clerics frequently warned and many of the laity believed that immorality and sin were a “predisposing” cause of illness and that prayer was an appropriate, although not sufficient response. These attitudes had their origins in the Reformation. As the English historian Keith Thomas has shown, Protestantism repudiated the magical practices permitted by the medieval Church, such as the invocation of saints and images, visits to sacred shrines, and the use of holy water and holy relics. At a time when science had not yet provided adequate explanations of disease, much less means of preventing it, Protestantism nonetheless promoted “the disenchantment of the world” by recognizing only one supernatural force, divine providence. And so, contrary to common opinion, it was the development of religious thought, rather than medical progress, that first brought about the decline of magic in healing and other spheres of life.12


Yet while Protestantism banished magical practices from religion and the supernatural from healing, it initially encouraged a moral view of misfortune. In sixteenth- and seventeenth-century England, according to Thomas, the proper reaction to an accident or illness was to search one’s soul for moral error. “The incidence of sickness was particularly liable to be viewed theologically. The Elizabethan Prayer Book required the clergy when visiting a sick parishioner to begin by reminding him that whatever form the sickness might take he must realize that it was God’s visitation. Of course a doctor should try to cure the patient by natural means. But such remedies were to be employed cautiously, with the recognition that they could only work if God permitted. It was lawful to take physic, but unlawful to trust in it too much.… Health came from God, not from Doctors.”13


Even though, by the late eighteenth and early nineteenth centuries, naturalistic conceptions of disease had become more prevalent, they still coexisted uneasily with moral views of misfortune. Most Americans thought the world was governed by natural forces, but they also often took illness to be a sign of God’s displeasure and a warning to the dissolute. Charles Rosenberg has traced the complex interplay of these ideas in American responses to three nineteenth-century cholera epidemics. In 1832 clergymen, like most of the laity, believed that although cholera obeyed natural laws, it was sent by God to punish sin. One editor warned Sunday school students, “The cholera is not caused by intemperance and filth, in themselves, but it is a scourge, a rod in the hand of God.…” But when those who saw God’s hand in the epidemic called for officially sponsored prayer, President Andrew Jackson rejected the proposal as unconstitutional. During a second epidemic in 1849, clerical attacks on science were more common, but religious authority no longer figured prominently in the response to a third cholera epidemic in 1866. By then, public health methods and organizations were assuming more effective authority.14


It is difficult to know what meaning individuals privately attributed to disease in the early nineteenth century. But if the domestic medical advisors are any indication, the naturalistic conception was already widely current. This is not to say scientific in the sense we might understand science today. The means of distinguishing different diseases were not yet available; physicians no less than the public were prey to what may seem outlandish theories. The “natural” properties that were attributed to plants and other objects were often derived from ancient symbolic doctrines that had little to do with their physical properties. But an orientation was being established that regarded illness as a natural phenomenon not subject to magical or moral forces. The domestic medical guides, together with popular lectures on health and physiology, were one of many ways that rationalist ideas about disease and medicine were transmitted to the public and converted into attitudes and practices.


So while the domestic medical guides were challenging professional authority and asserting that families could care for themselves, they were also helping to lay the cultural foundations of modern medical practice—a predominantly secular view of sickness. They were altering domestic care even as they flattered it. In seeking to spread medical knowledge, Buchan and his imitators were also extending the perimeters of medical authority. The American guides often announced they were for farmers and their families, planters and their slaves, or men at sea who could not secure a physician’s advice. Previously confined to those who could consult a physician, the authority of medicine now reached the far larger number who could consult a physician’s book. Increasing the autonomous competence of the public helped prepare the ground for its later acceptance of professional authority.



PROFESSIONAL MEDICINE



From England to America


Like domestic medicine, professional medicine felt the effects of America’s democratic culture. A profession, by its nature, is an inegalitarian institution; it claims to enjoy a dignity not shared by ordinary occupations and a right to set its own rules and standards. These claims go against the democratic grain. They are also exceptionally hard to establish and enforce in a fluid, rapidly expanding society with little centralized government and no effective gatekeepers of status, such as an aristocratic elite. Nineteenth-century America did not readily provide the political and institutional means to guard entry to professional status. Minimally, the members of an aspiring profession need to fix boundaries to separate them from other practitioners. In the first half of the nineteenth century, American physicians could not gain the power or legitimacy to accomplish even this minimal task. The boundaries they tried to erect by means of education, licensing laws, and professional societies were rapidly eroded by competition, dissension, and contempt.


In eighteenth-century England, which doctors in colonial America took as a model, the social structure of medicine reflected the hierarchical character of the society. Physicians, members of a learned profession, formed a small elite, distinct from the lower orders of surgeons, who practiced a craft, and apothecaries, who followed a trade. Each of these “medical estates” had its own guild organization and its defined functions and privileges, though the boundaries were not always religiously observed. As gentlemen, physicians declined to work with their hands and only observed, speculated, and prescribed. Surgeons, who until 1745 were members of the same guild as barbers, engaged in manual tasks, though in many cases they, too, prescribed. After 1703 apothecaries, the most numerous of the three, had the right to attend patients and prescribe as well as compound medicine, but they could charge only for drugs, not for advice. Beneath these three orders were diverse empirics and lay healers.


The English physicians represented what has been called a “status profession” rather than an “occupational profession,” which is to say, the profession was defined by its privileged rank rather than its role in the division of labor. It consisted only of the small number of men concentrated in London who held membership in the Royal College of Physicians. Between 1771 and 1833 the college admitted only 168 fellows; it included about the same number of licentiates, its lower rank. No doctor could gain admission to the college as a fellow unless he had graduated from Oxford or Cambridge, even though neither university provided a medical education. At Oxbridge physicians studied the classics; at the London hospitals they acquired more practical experience. This system, poorly adapted for advancing science, was well adapted for advancing careers, for professional success depended on acquiring the proper social graces and connections.15


Though more prestigious than surgeons and apothecaries, English physicians were less powerful than the aristocratic patients whose patronage they courted. The physicians emulated the style and bearing of the upper class, sought entry to “society,” and made every effort to attract attention to themselves by cultivating distinctive manners and fashionable dress. The English sociologist N. D. Jewson points out that just as fashion allowed them to advertise themselves while demonstrating membership in “society,” so they continually devised new theoretical systems of medicine that varied in particulars while sharing the same conceptual foundations. These theories, derived from the classical Hippocratic texts, had been modified by Newtonian influences and the special demands of their social situation. In the classical view, illness had no local origin in the body; it was a general disturbance caused by an imbalance of the four humors (blood, phlegm, yellow and black bile). After the Newtonian revolution in physics, new medical theories attributed disease to disturbances of solid entities in the body, such as the blood vessels, but the basic model remained the same. Disease was the result of a single, underlying condition that affected the entire constitution; however, in any given patient, the factors that brought on this condition were individual. The entire focus of treatment was on the patient’s symptoms, which were regarded, not as signs of the disease, but as the disease itself. This orientation to symptoms, suggests Jewson, reflected a consultative relationship in which the patient was the more powerful figure.16


The American medical profession, though influenced by the same monistic theories of disease, did not develop along the same lines as the English. The elite English physicians had no reason to migrate to America. In the seventeenth and eighteenth centuries, the trained practitioners in the colonies were the equivalent of surgeons and apothecaries. However, since American doctors did not serve a society as highly and rigidly stratified, the guild titles, like the guilds themselves, had no force in the colonies. Americans came to regard all those who practiced medicine as doctors, abandoning the linguistic forms that reflected traditional class distinctions in medical practice.17 As in the books of domestic medicine, ordinary language was the most immediate expression of democratic conditions.


All manner of people took up medicine in the colonies and appropriated the title of doctor. The physician’s role did not exist in a completely separate and independent form. In the seventeenth and eighteenth centuries, it was common for the clergy to combine medical and religious services to their congregations (an “angelical conjunction” Cotton Mather called it). Men and women of lower rank also served as doctors. The boundaries between profession and trade, so assiduously preserved in Britain, became blurred in America. In eighteenth-century Virginia, one historian records a Dr. John Payras, “who besides drugs, sold tea, sugar, olives, grapes, anchovies, raisins and prunes”; another, Jean Pasteur, described as a surgeon in a newspaper obituary but only as a wig-maker in his will; and a Mrs. Hughes, who advertised in 1773 that besides practicing midwifery, she cured “ringworms, scald heads, piles, worms” and also made ladies’ dresses and bonnets in the newest fashion. A traveler passing through Fredericksburg in 1732 wrote, “I must not forget Mrs. Levistone, who Acts here in the Double Capacity of a Doctoress and Coffee Woman.”18


In such circumstances, medicine could have little collective consciousness or organization. But gradually those who practiced medicine began to practice it as a primary role (if not always full-time), and by the mid-eighteenth century, they had emerged as a corporate group. Increasingly, Americans who had served an apprenticeship with a colonial practitioner sought a medical education in Europe in such cities as Leyden, London, and Edinburgh, The ones who returned home brought back with them the ambition to create in America a profession with the standards and dignity that physicians in Europe possessed. A similar process occurred in law. America’s “first wave of professionalization” began around 1750 as the usages and forms of the British professions were adopted by Americans of lower rank. The movement toward professionalism in medicine found expression in the creation of the first medical schools and medical societies and agitation for protective medical legislation. These developments all began to occur at the same time. The first medical school was chartered in Philadelphia in 1765; the first provincial medical society was organized in New Jersey in 1766; and the first licensure law calling for prospective examination of doctors was passed in New York City in 1760. At the time of the Revolution, there appear to have been about 3,500 or 4,000 physicians; 400 of them had formal medical training, perhaps half as many held medical degrees.19 This professional elite was concentrated almost entirely in the larger cities.


One aspect of these first steps toward the formation of a profession was the growing separation of medicine from religion. The early medical society in New Jersey provides some evidence on this point. Its first president in 1766 was a clergyman; similarly, the first president of the College of New Jersey was both a physician and minister. In the society’s first ten years, six of its thirty-six members were “pastor-physicians.” Objections to this dual role came from some parishioners who believed the two functions of doctor and pastor were incompatible. By 1796 the medical society had ninety-one members, but only seven were clergymen, and out of the last fifty-five to join, only one had been a minister.20 Pastoral practice continued into the nineteenth century, but clerical practitioners (that is, clergymen primarily involved in medicine) became increasingly rare.


Professional Education on an Open Market


By establishing medical schools on American soil, physicians hoped to create a profession in the European image. Apprenticeship served as the principal form of medical training in the colonial period, however, and it remained central even after the advent of medical schools, which were at first only supplemental. Successful practitioners took in young men to serve as their assistants, read their medical books, and take care of household chores. They were fed, clothed, and at the end of their term, typically three years, given a certificate of proficiency and good character. An apprentice’s education might be as good as his preceptor’s library and personal commitment; there were expectations as to what had to be learned but no firm standards. From the perspective of physicians, apprenticeship had definite cultural limitations. It could not provide a basis for professional status, which in European society belonged only to men with an education in the liberal arts, nor could it instill the proper demeanor and bearing that physicians required if they were to receive the respect due professional men. From apprenticeship, a young man might get a certificate of proficiency, but from a school of medicine he could get a warrant of authority. If physic was to be a learned profession, it had to have a seat of professional learning.


The University of Pennsylvania, then called the College of Philadelphia, opened the first medical school in the colonies in 1765 on the initiative of a young physician, John Morgan, who had recently returned from Europe. In an introductory lecture, Morgan called for the separation of physic from surgery and pharmacy and the establishment of the proper professional hierarchy in medicine. The proposal aroused opposition, and so in a preface to the published version of the speech, Morgan defended the hierarchy that existed in every “wise and polished” country. “The general of an army,” he noted, “should be acquainted with every part of military science, and understand the whole detail of military duty, from that of colonel down to a private sentinel. But there is no need that he should act as a pioneer and dig in a trench.… No more then is a physician obliged, from his office, to handle a knife with a surgeon.…” Morgan himself tried to confine his work to physic, refusing all “manual operation,” and it reduced his practice accordingly.21 Few other doctors were able to practice in such purity. Many continued to make their own drugs and almost all practiced both medicine and surgery. To have supported an aristocracy of physicians would have required aristocratic patronage and legal protection; the social and political basis of the British professional system did not exist in America.


Nor was there the cultural basis for adopting the manners of an aristocratic profession. The aristocratic personality invests the sense of rank and authority in every detail of dress, speech, and carriage. We have a good picture of the traditional physician in a description by a contemporary of Adam Kuhn, one of the leading practitioners of colonial Philadelphia:


He was, by far, the most highly and minutely furnished specimen of old-school medical production I have ever beheld.… His hand and bosom-ruffles were full and flowing, his breeches were black, his long-skirted waist-coat white or buff, and his coat snuff-colored. In his hand he carried a gold-headed cane, in his waistcoat pocket a gold snuff-box, and his knee and shoe-buckles were of the same metal. When moving from house to house, in his professional business, so sternly and stubbornly regular were his steps, in both extent and repetition, that he could scarcely be induced to quicken or lengthen them… [even] to save the life of the most meritorious of his patients.22


On the other hand, the revolutionary leader and physician Benjamin Rush—a republican in manners as well as politics, who greatly influenced future generations of physicians at the University of Pennsylvania—counseled his students to shun all aristocratic affectation as “incompatible with the simplicity of science, and the real dignity of physic.”23


Yet while shunning aristocratic manners, Rush devised a therapeutic system that reflected the same quest for novelty and bondage to tradition that characterized English medical thought. “I have formerly said that there was but one fever in this world,” he told his students in 1796. “Be not startled, gentlemen; follow me and I will say there is but one disease in the world.”24 The one disease was a “morbid excitement induced by capillary tension,” and it had one remedy. This was to deplete the body by letting blood with the lancet and emptying out the stomach and bowels with the use of powerful emetics and cathartics. These stringent therapies were to be used with courage. Patients could be bled until unconscious and given heavy doses of the cathartic calomel (mercurous chloride) until they salivated. Heroic therapy of this kind dominated American medical practice in the first decades of the nineteenth century.


After the War of 1812, medical schools began to proliferate through the country. The new institutions had only tenuous connections, if any, with universities. Between 1810 and 1820 new schools were established in Baltimore, Lexington, and Cincinnati, and even in rural communities in Vermont and western New York. Over the next three decades the growth continued, until by 1850 there were forty-two schools in the United States at a time when there were three in all of France. Most of the growth after 1820 occurred in the West, and many schools were founded in rural areas, where costs could be kept low, although there were no hospitals or other clinical facilities.


The initiative for new medical schools came from their professors. Typically, a group of physicians approached a local college with a proposal for a school. From the doctors’ perspective, the college would lend their enterprise legitimacy and the legal authority to grant degrees. From the college’s perspective, a medical school meant added prestige without any investment, since the schools were all self-financed out of students’ tuition. Sometimes, the physical facilities consisted of as few as two rooms, one for lectures and one for dissections. There were no laboratories and in many only limited libraries. Clinical instruction in hospitals was spotty even in urban schools.25


A faculty usually consisted of five to seven professors, all unsalaried. They received compensation directly from student fees for classes and private tutorials, and indirectly from the advantages that professorial appointments gave them in private practice. The term of study for a year of medical school lasted only three to four months, generally from the end of November to the beginning of March. Two years were required for a degree, and the second year consisted in repeating the courses of the first. The “graded curriculum,” in which distinct courses were offered in the first and second years, was introduced after 1850 and considered a great reform.


Originally, in the eighteenth century, medical schools offered both a bachelor’s and a doctoral degree in medicine. It was soon learned that students who took a bachelor’s degree after one year rarely came back for the doctorate; a certificate of any sort sufficed for them to be considered graduates and thereby competent physicians. So in 1789 the medical school at the College of Philadelphia, which then set the standard, eliminated the bachelor’s and required as the only prerequisite for the M.D. one course in natural and experimental philosophy, or the equivalent. As the designation of the degree went up, the requirements came down. The inflation of the medical degree, from bachelor’s to doctorate, paralleled the earlier inflation of occupational titles from surgeon-apothecary to physician. It might be supposed that this was evidence of the profession’s rising status. But quite a different cause was responsible. The inflation of titles and degrees in medicine was a result of the inability of its elite to prevent the diffusion and degradation of emblems of status.


Nominally, the requirements for an M.D. in the eighteenth century were a knowledge of Latin and natural and experimental philosophy; three years of tutelage as an apprentice; the attendance of two terms of lectures and passing of all examinations; and a thesis. To graduate a student also had to be at least twenty-one years of age. These requirements were not well enforced. Latin was neglected; many schools failed to require certificates for the three years’ apprenticeship; the theses were generally unoriginal and occasionally barely literate. The examinations were less rigorous in part because professors were paid by a student only if he passed. Periodically, reformers made attempts to stiffen requirements, but these failed for want of cooperation among medical schools. An institution that raised its standards stood the risk of losing its students and its income.


Medical schools were originally conceived by physicians who wanted to raise the American profession to the dignity and privileges that medical men had in Europe. But they had no means of preventing other doctors elsewhere in the country from creating medical schools for their own advantage, too. The result was unrestrained competition in which the length of the term was kept at a minimal level, requirements were sacrificed, and student fees were driven down. In seeking to raise their status individually, physicians undermined it collectively.


The Frustration of Professionalism


Medical societies and medical licensure could also serve to draw boundaries around the profession and enhance its status and authority. In England the two were combined: Professional societies had the power to license. The aspiration of some leading American physicians was to achieve the same. When John Morgan proposed founding a medical school at Philadelphia, he also suggested chartering a medical society with licensing authority. In 1763 physicians in Norwich, Connecticut, requested their colonial legislature “to Distinguish between the Honest and Ingenious Physician and the Quack or Empirical Pretender” by allowing doctors to found societies with licensing power. Both these bids for authority were rejected.26


Some licensing did take place, but it was primarily honorific. It conferred approval on the recipient without excluding anyone else from practicing medicine, too. In the 1600s, legislatures would now and then bestow licenses on worthy doctors, but the acts themselves indicate that these men had already been in practice for years. The clear assumption was that not all medical care would come from licensed physicians; most would necessarily remain in the hands of domestic and lay practitioners. An early Massachusetts law, reflecting those realities, stated that no one ought to engage in healing “without the advice and consent of such as are skillful in the same Art, (if such may be had) or at least some of the wisest and gravest then present.”27


When, in 1760, New York City passed the first law that called for examining and licensing prospective doctors and placing a fine on the unlicensed, it vested authority in city officials. The law exempted anyone already practicing medicine. There is no evidence that the statute was ever enforced against unlicensed practitioners, who seem, in fact, to have increased over the next few decades.28


After independence, as medical societies were organized in many states, legislatures began to extend licensing authority to them. Yet these licensure powers also turned out to be ineffective. Typically, no standard was set for education or achievement, no power was given to rescind a license once awarded, no provision was made for enforcement against unlicensed practitioners, and no serious penalties were imposed for violating the law. The only restriction usually placed on the unlicensed was that they were blocked from using the courts to recover debts. It was sometimes said that this only supplied the unlicensed practitioners with a good argument for demanding payment in advance. If the law included a fine for unlicensed practice, its imposition required a jury trial, and juries would not convict. The laws usually exempted apothecaries, midwives, and botanics; unlicensed practitioners who identified themselves as one of these avoided legal sanctions. Licensing boards also suffered from the same structural problems that plagued medical schools. Just as schools were reluctant to flunk students and lose their graduation fees, so boards of censors hesitated to turn down applicants and lose their licensing fees.29


The reasons why licensing persisted, in spite of its ineffectiveness, were the same as the reasons why medical schools multiplied: They were both in the immediate interests of the parties to the transaction. The doctors who received the licenses could use them as a form of official certification that was perhaps more convincing than a preceptor’s letter of commendation. The collective interest of practicing physicians was to keep entry into the profession restricted, but the particular interests of the doctors involved in medical education and licensing conspired to keep the field open. The profession had as yet no means of asserting its collective interests over more narrow ones.


The weakness of the medical societies, moreover, was aggravated by the proliferation of the medical schools, for their diplomas were considered licenses to practice in and of themselves. The two institutions were in competition with each other, offering alternative means of certification. Neither held definitive authority, since it was possible to enter medical practice without the approval of one or the other, or both. The medical societies occasionally expressed dismay at the spread of medical schools; the medical schools’ professors occasionally expressed dismay at the laxness of licensing. But neither was in a position to alter the other’s behavior.


The medical societies were unable to maintain effective boundaries for the profession in other ways besides licensing. Through their codes of ethics, the societies sought to isolate “quacks” by denying them all consultations with regular physicians; anyone who conferred with them was supposed to be subject to penalties, such as expulsion. The societies also tried to develop uniform fee schedules to discourage price competition. Yet it appears that they failed in both of these efforts: Their rivals were not isolated, nor were the fee schedules observed.


The societies faced a fundamental problem. If they insisted on high standards, their membership would be small, and they would be unable either to isolate quacks or control price cutting by competitors. If, on the other hand, they admitted the larger number of practitioners to help isolate quacks and impose fees, they would be unable to insist on high standards for professional status. Neither alternative could greatly elevate the profession’s social and economic condition; there were no means to induce compliance and participation. So membership was low, dues were often unpaid, rules were ignored, and some early societies lapsed completely into inactivity for long periods.30


Even in a relatively successful organization, the difficulties in maintaining exclusiveness and authority were evident. The Massachusetts Medical Society, incorporated in 1781, was established, according to its founders, so “that a just discrimination should be made between such as are duly educated, and properly qualified for the duties of their profession, and those who may ignorantly and wickedly administer medicine.…” The society tried to reproduce the structure of the Royal College of Physicians by maintaining two separate ranks, fellows and licentiates, and by limiting to seventy the number of fellows. This closed corporate structure proved impossible to maintain. Though the society could give “letters testimonial” to those passing an examination, doctors could practice without its endorsement, and any graduate of Harvard had as official a license by virtue of his medical degree. Limited in its power, the society found it difficult to induce many physicians to seek its approval or accept its authority. In 1803 it ceased to be a closed corporation. The limit on the number of fellows was removed, and anyone who passed an examination and practiced for three years in good repute was admitted. The society became less exclusive in much the same way that medical education became more accessible.31


The boundaries defining the medical profession might have been drawn on any of three lines: graduates versus nongraduates of medical schools; members versus nonmembers of medical societies; licensed versus unlicensed practitioners. None of these worked. The preferred statuses—medical school graduate, society member, licensed practitioner—were continually invaded by the lower ranks of the profession as schools multiplied, societies became less exclusive, and licenses became easier to acquire. Eventually, the boundaries would be drawn so that education and licensure coincided: Only graduates could be licensed and only the licensed could practice. All licensed physicians, therefore, would have strong inducements to join their local medical society. But these developments were decades away. The attempt to set boundaries in the early nineteenth century only blurred them further. Daniel Drake, one of the early notable physicians of the Midwest, wrote of licensing: “Laws which admit to the practice of medicine, those who have not graduated, give many young men a passport to the confidence of the public, who do not deserve that confidence, and could not easily have acquired it without a license. Those, moreover, who are rejected by boards of censors are, in most cases, sustained by the society on that very account.” It is difficult, Drake continued, for these bodies to establish an authority “that society or even the profession will recognize.” The state, Drake believed, should only license graduates, but he opposed penalties against those without a diploma. “Such laws are never carried into effect.”32



THE MEDICAL COUNTERCULTURE



Popular Medicine


Democratic ideology received its sharpest expression in lay medicine. Lay, or popular, medicine was not merely an improvised substitute for professional medicine; it became an active rival with a coherent structure of its own. Lay healers in the early nineteenth century saw the medical profession as a bulwark of privilege, and they adopted a position hostile to both its therapeutic tenets and its social aspirations.


Beneath this antagonism, however, was hidden a deeper resemblance. Folk medicine and lay healing typically include ideas and practices taken over from professional and authoritative sources. Popular culture develops partly by a process of “cultural sedimentation.” Like a residue of the past, the theories and remedies of learned traditions filter down to the lower classes, where they remain even after the learned have abandoned them.33 Moreover, not every rebellion in thought implies a radical change in its structure; often the elements of the old theories are only rearranged. The major popular medical movement in the early nineteenth century, Thomsonian medicine, showed precisely this pattern; so, too, did another popular heresy, homeopathy. But the filtering down and rearrangement of received ideas is only half the story. The transfers between professional and lay medicine went in both directions. Some important remedies used by regular physicians, such as smallpox inoculation and cinchona (quinine), were borrowed from folk cultures. In the nineteenth century, lay competition created much of the pressure against the medical profession to abandon “heroic” practices. So while professional and lay medicine often regarded each other with hostility and contempt, they bore one another a considerable though little acknowledged debt.


Lay medical practice may be imagined as occupying the ground between domestic and professional medicine. In its simplest form, informal practice is an extension of domestic care into the community; somewhat more developed is the adoption of lay healing as an occupation, but still without any standardized training or group organization. Conducted as part of a movement, lay medical practice may become an organized and self-conscious alternative to the dominant profession. In American history, several movements of lay practitioners have developed this kind of organization and then been either absorbed into the medical profession, like botanic medicine, or kept on its margins, like osteopathy and chiropractic.


The autobiography of one lay doctor suggests how easily medical practice might be entered. In 1844 James Still, a free Negro in New Jersey, bought a book of “medical botany” and began preparing remedies for his family. One day, in return for some sassafras roots, he agreed to cure a neighbor of the “piles” (hemorrhoids) and borrowed a little wooden mortar and a long stone to pound the herbs. “Having prepared the remedy, I took it to him, and it had the desired effect. In a few days he was well. I was pleased, and so was he. It did not occur to me at this time, however, that I was practicing medicine. I thought I was but doing a friendly service to a fellow-being.”34 Self-taught, Still eventually took up healing as a practical vocation.


Botanic practitioners and midwives were probably the most numerous of the lay therapists, but there were also uncounted cancer doctors, bonesetters, inoculators, abortionists, and sellers of nostrums. Many were itinerant and moved freely into and out of various trades. Though the categories are not neat, two classes may be distinguished: those like midwives, bonesetters, and inoculators who claimed a specific skill, and those like botanics and nostrum venders who claimed as generalized a competence as physicians.


In early pioneer communities, Indian doctors were one source of popular medical treatment. Some were “held in quite as high repute as regular white doctors.”35 From the period of the first settlements in America, many colonists took a strong interest in the medicine of the Indians. The natives initially seemed free of all the dread diseases that afflicted Europeans, and their good health was understandably thought to be a product of their special knowledge of indigenous medicinal herbs. An early historian of North Carolina reported in 1714 that cures performed by the Indians were “too many to repeat”; he even advocated intermarriage with the natives partly to obtain “a true Knowledge of all the Indian’s Skill in Medicine and Surgery.” Cotton Mather also thought the Indians did “cures many times which are truly stupendous.” God, he believed, had carefully placed remedies around the earth wherever they were needed; the Indians had been in America a long time, and so might well have already discovered them. After visiting America in the 1730s, John Wesley wrote of the natives that their diseases were “exceedingly few” and their medicines “quick, as well as generally infallible.”36 The popular image of the Indian as a healer led to the appearance of white or mulatto “Indian doctors.” These were men who claimed to have been tutored by the natives in their herbal lore, or who ostensibly used the same methods. Many of their medicines were actually of their own devising, but the adoption of Indian identity is suggestive of the reputation the natives enjoyed.


Among the most remarkable of the various lay practitioners were the natural bonesetters, who specialized in treating fractures and dislocations. Basically artisans without formal education, they represented a kind of mechanical craftsmanship applied to medicine. The most famous were the Sweet family of Rhode Island, whose members were bonesetters from the seventeenth to the early twentieth centuries. Practicing only part-time, they were, according to a local historian, “for the most part industrious farmers, mechanics, laborers, and fishermen, all in humble circumstances, but none in poverty.” Their skill was legendary. While popular belief ascribed to them a “natural gift” for repairing injuries, they were actually trained in the craft from early childhood, according to the account of one of several descendants who became physicians. Though accused of ignorance by some doctors, they were widely respected and even received occasional referrals from regular practitioners.37


In colonial America, as I indicated earlier, most medical care was routinely provided by women in the home. Women were also prominent as lay practitioners. According to Joseph Kett, medical practice in New Jersey as late as 1818 belonged almost entirely to women.38 But by the Jacksonian period, women no longer held as dominant a position as they had earlier. The decline of midwives began in the late 1700s. Until then, pregnant women had called in a circle of female relatives and friends, sometimes even returning to their mothers’ homes during their confinement. The midwife offered emotional and practical support in the management of childbirth. However, in the eighteenth century, medical knowledge of anatomy and professional skill in using forceps to shorten labor were developing rapidly. When Dr. William Shippen took up obstetric practice in 1763, he was the first physician in the colonies to do so. The shift from midwives to doctors, Catherine Scholten has found, started among women in the urban middle classes. While the Philadelphia city directory in 1815 listed twenty-one women and twenty-three men as practicing midwifery, four years later the numbers had changed to thirteen women and forty-two men, and by 1824 only six women remained. No licensing laws compelled the shift, and though physicians had economic motives to take over midwifery, they were in no position to force women to accept them. There was, in fact, some moral opposition to male physicians attending childbirth. Not the least probable explanation is that well-to-do women had come to accept the physicians’ claims of superior skill. No protests were registered at the time physicians took over obstetrical practice. “American midwives,” Scholten notes, “ceased practice among women of social rank with few words uttered in their defense.”39


The more general decline of women as lay practitioners paralleled developments in other fields. Women had been shopkeepers during the colonial period, but public opinion in the early nineteenth century assigned them, once married, a more strictly domestic role. (School teaching, however, was a major exception.) Gerda Lerner argues that while the Revolution and its aftermath overturned the hierarchical ideology of colonial life, the new democracy did not include women, whose role became more narrow. She singles out medical practice as a case in point and suggests that the rise of medical colleges and licensing requirements were the reasons for women’s exclusion.40 But, as Mary Walsh has pointed out, this reflects a misunderstanding of licensure, which was only honorific, and of the earlier role of women in healing, which was never the equivalent of male physicians’. Women practiced primarily where male doctors were absent. As the number of male doctors increased, the women practitioners were displaced. In fact, Walsh argues, the rise of professionalism offered women the first real chance to practice medicine on an equal basis with men. As a result of popular prejudice against women physicians, they especially needed the credentials of medical education. In the 1840s, encouraged by the women’s rights movement, the first women secured formal medical training in America; the New England Medical College, founded in Boston in 1848, was the first medical school exclusively for women in the world.41


Nearly all regular physicians, however, were decidedly opposed to the admission of women into the profession. The policy of medical societies was strict ostracism. Women found more sympathy among the irregulars who practiced with roots and herbs. In the 1830s, women also became prominently involved in the popular movement stirred by the health reformer Sylvester Graham. (Now best remembered for the crackers that were part of his dietary regimen, Graham advocated a lighter, vegetarian diet, regular bathing, abstention from alcohol and coffee and the popularization of knowledge about physiology and hygiene.42) As a result, there was a broad alliance linking women’s rights and protests against the regular profession and its stringent remedies. But within this “popular health movement” was another movement that reflected the problems of the medical profession in its protests against it.


The Thomsonians and the Frustration of Anti-Professionalism


The major organized alternative to the medical profession in the early nineteenth century emerged in the radical movement of botanic medicine led by the New Englander Samuel Thomson. Thomson, who had no formal education, began practicing in the years after 1800, arousing jealousy, according to his own account, from regular physicians because of his success. In 1809, after a patient died, he was accused of murder by a doctor, but was tried and acquitted. The trial attracted public attention to his ideas. Four years later, he managed to obtain a patent from the federal government for his system of botanic medicine, enabling him both to sell rights for use of his methods and to claim official endorsement. His followers, mostly rural, spread from New England through the Mohawk Valley to western New York, following the same route as a wave of religious enthusiasm. The Thomsonians had all the appurtenances of a movement: They were organized into “friendly botanic societies,” held conventions, and published journals. Their bible was Thomson’s New Guide to Health, published in 1822. By 1839 Thomson claimed to have sold 100,000 family rights to his system; presumably others made use of it as well, since control was impossible. Thomson boasted half of Ohio’s population were adherents; his critics said only a third.43


Thomson’s system revolved around a few simple principles. All disease was the effect of one general cause and could be removed by one general remedy. Cold was the cause; heat, the remedy. All “animal bodies” were composed of four elements: earth, air, fire and water. Earth and water were the solids; air and fire, or heat, the cause of all life and motion. The way to produce health was to restore heat, either directly by clearing the system of all obstructions, so the stomach could digest food and generate heat, or else indirectly by causing perspiration.44 Hence Thomson’s principal medications: a violent emetic known as Indian tobacco, or lobelia inflata; red pepper; and steam and hot baths. Thomson vigorously opposed all the “mineral” remedies of the medical profession: Since minerals came from the ground, they were deadly; herbs grew toward the sun and were, therefore, life-giving.


Political ideology formed an integral part of Thomson’s thought. Like the books of domestic medicine, his writing contrasted common sense with arcane, professional learning and evinced a supreme faith in the simplicity and accessibility of valid knowledge. Thomson believed that the study of medicine was “no more necessary to mankind at large, to qualify them to administer relief from pain and sickness, than to a cook in preparing food to satisfy hunger.”45 Medicine, like religion and government, had been shrouded in unnecessary obscurity, but was easily understood. “Let mystery be stripped of all pretence [sic],” ran an epigraph over the Thomsonian Recorder, “And practice be combined with common sense.” In an article in the journal in 1832, one writer commented, “Learning and property are the elements of political power. These elements combined, and put in operation, are the most efficient means for the elevation of the few and the subjugation of the many.” There was in all countries “a literary aristocracy, a privileged order” hostile to ordinary men, and it was the aim of the Thomsonians, whose declared sympathies were with the laboring classes, to overthrow this tyranny of priests, lawyers, and doctors.46


These ideas, medical and political, must be seen not only as related but as homologous. What they lack in originality, they make up in consistency. Thomson’s system was largely borrowed from the dominant authorities. Pathology was systemic rather than local. Like Rush, he claimed there was but one disease and one remedy, which was to deplete the body. The substitution of botanic for “mineral” drugs only rearranged one element in an otherwise familiar structure. To that extent, his system contained the “sediment” of a culture molded by learned traditions. But this peculiar mixture of ideas had its own structural unity, built around simple and parallel binary oppositions. The therapeutic system can be expressed as follows: Disease is to life, as cold is to heat, as minerals are to herbs. The political ideology shares the same pattern: Learning is to common sense, as aristocracy is to democratic government, as physicians are to popular healers. The genius of the Thomsonian system was to express a protest against the dominant order in its therapeutic as well as its political ideas.


This protest was directed, however, not at science, but at a particular way in which knowledge was controlled. The theme echoes through Thomsonian writings. Many doctors, said Thomson, “have learned just enough to know how to deceive people, and keep them in ignorance, by covering their doings under a language unknown to their patients.”47 The Thomsonians spurned “superstition” and denounced “quackery” as vigorously as regular physicians; they thought of themselves as belonging to the tradition of reason. The “natural” remedies of botanic medicine stood at the system’s heart; there were no supernatural powers, no laying on of hands. One must not mistake Thomsonianism to be a vestige of magical belief; it was a creative misreading of the Enlightenment. In a regular column on quackery, one writer inveighed against secret nostrums, noting, “There can be no good reason for keeping us ignorant of the medicines we are compelled to swallow.”48 The Thomsonians adapted rationalism to their own situation. The defenders of knowledge have always treated it as an interest of society; the Thomsonians viewed knowledge as an element in class conflict.


Despite its wide appeal, the Thomsonian movement suffered from a series of contradictions. It professed to have nothing but the interests of the people at heart, yet it was conducted by its founder for his own profit and under the protection of a patent. Thomson sold rights to his system at $20 apiece. The instruction booklet omitted key ingredients from the recipes, which agents filled in only after the buyers swore themselves to secrecy. When one of his disciples betrayed him and offered the system at only $5, Thomson accused him of trying to take the “whole business” for himself.49


A second and related contradiction pitted the social aspirations of botanic doctors against the democratic ideology of the movement. Probably for the same reasons that motivated physicians, some botanics wanted to separate themselves from the ill qualified by raising requirements and standards. In November 1835, the Philadelphia branch of the Thomsonian society urged “greater restrictions… on the qualifications of practitioners, so as to secure not only the better success of the practice, but the respect and confidence of the public at large.” They suggested at least one year of study with an authorized practitioner, followed by a qualifying examination. Others drew up plans to found a Thomsonian medical school, but Thomson himself repudiated the idea and was ready only to consider establishing a hospital and infirmary, where instruction would be practical, as in a carpenter’s shop.50


The conflict brought into the open the internal weaknesses of his position. “You seem to think, Doctor,” answered one of his followers, “that all the owners of family rights ought to understand your book as well as you do. But, if you could travel through the country and see what bungling work many make of your practice, you would cheerfully subscribe to the establishment of schools to teach the application of that practice.…”51


The Thomsonian movement divided over this issue. Medical schools represented a way for Thomson’s followers to solidify their own social position. The disciples of a charismatic leader need mechanisms to stabilize their situation. The leader himself may fail to recognize that need; his role and thought may even be incompatible with its satisfaction. This was the case with the Thomsonian movement. When Samuel Thomson died in 1843, his faction of the movement went into decline. The independent Thomsonians, who founded a medical college at Cincinnati, prevailed among his followers for a while, before being absorbed into another botanic sect, the Eclectics.52 The medical counterculture gradually underwent its own professionalization. In the second half of the nineteenth century, the opposition between popular and professional medicine was less central; the major conflict became the struggle among rival schools of physicians, each contending for public favor.



THE ECLIPSE OF LEGITIMATE COMPLEXITY



Nineteenth-century medicine took its unique character in America from the dialectic between professionalism and the nation’s democratic culture. Physicians tried to raise their standards, dignity, and privileges through medical schools, societies, and licensing, but the openness of the society and the ambitions of their fellows subverted their efforts. Standards for degrees and licenses were soon compromised rather than strengthened; distinctions between qualified and unqualified practitioners became blurred rather than clarified; entry into practice was opened up rather than tightened. The position of doctors arguably became less secure.53 Yet just as professional medicine was unable to resist democratizing influences, so popular medicine, in the form of the Thomsonian movement, proved susceptible to the temptations of professionalism. Neither the ideals of John Morgan nor those of Samuel Thomson governed the movements they initiated; in both cases, the results were nearly antithetical to their aims. By the mid-1800s, the ambitions of professionalizers and democratizers were equally frustrated.


The deepening of therapeutic confusion in the first half of the nineteenth century came, paradoxically, at a time of great progress in medical science. In France after the Revolution, the conservative order had been swept aside in medicine; reformers of medical education and practice called for an end to metaphysical abstractions and an emphasis on clinical observation. In the large hospitals that arose in Paris, physicians were placed in closer contact with surgeons, and the surgical viewpoint began to influence their views, encouraging an emphasis on localized rather than systemic pathology. The decades between 1800 and 1830 mark the decisive break with the vague “systems” of classical medicine and the formation of modern clinical methods. Combining clinical observation with pathological anatomy, the French physicians correlated the signs and symptoms of patients with the internal lesions disclosed at autopsy. In 1816 Laennac introduced the first crude stethoscope; auscultation allowed the physician to penetrate behind the externally visible to “see” into the living. As is often said, doctors previously observed patients; now they examined them. And, in a further critical step, the Paris school began to evaluate the effectiveness of therapeutic techniques statistically.54


This new orientation was not simply a rearrangement of the elements within the traditional structure of medical thought; it transformed the structure itself. The nature of debate also changed. Empirical evidence rather than dogmatic assertions of personal or traditional authority became the grounds for assessing truth. The early empirical investigations showed that accepted techniques had no therapeutic value, yet there were no effective alternatives available to replace them. Medicine had reached that difficult point in its history when leading scientists knew its limitations, but as yet lacked the means to advance beyond them. Ironically, as Richard Shryock writes, “the most hopeful period in the history of medicine was the one in which the public looked to medicine with least hope.”55


These developments led in two directions. On the one hand, the emphasis on localized pathology called attention to specific organs; this aroused interest in medical instrumentation and provided foci for the development of medical specialties.56 On the other hand, the growth of therapeutic skepticism directed attention to the value of preventive hygiene. During the middle decades of the century, before the rise of bacteriology, some European and American physicians began to stress the importance of social conditions in the causation of disease.57 The French revolution in medicine was, to use the phrase that Marx borrowed from Hegel, “a labor of the negative” that released two kinds of possibilities. One became modern clinical medicine; the other, social medicine. Their relative priority was ultimately to become a political question.


In the 1820s and 1830s, Americans who went to Europe to study medicine increasingly went to Paris and brought back with them the therapeutic skepticism of the French. In an influential address in 1835 on “self-limited diseases,” Jacob Bigelow of Harvard acknowledged the therapeutic poverty of contemporary medicine. It was, Bigelow maintained, “the unbiased opinion of most medical men of sound judgment and long experience” that “the amount of death and disaster in the world would be less, if all disease were left to itself.” Bigelow called upon physicians to recognize nature as “the great agent of cure” and to use art only as an auxiliary. This, for him, was “rational medicine.” Others called it “therapeutic nihilism,” but a complete rejection of medical intervention was rare. However, by the 1850s many regular physicians had subscribed to what Oliver Wendell Holmes referred to as the “nature-trusting heresy.” Bloodletting and other practices of heroic medicine were in decline, and Rush was repudiated. Sectarian challenges to medical orthodoxy may have encouraged the shift toward less violent remedies. Doctors themselves preferred to explain the change on the basis of scientific advance or a decline in their patients’ constitutions that made them less able to withstand the rigors of heroic treatment.58


Popular resistance to professional medicine has sometimes been portrayed as hostility to science and modernity. But given what we now know about the objective ineffectiveness of early nineteenth-century therapeutics, popular skepticism was hardly unreasonable. Moreover, by the nineteenth century in America, popular belief reflected an extreme form of rationalism that demanded science be democratic. The democratic ideal in the sphere of knowledge, Karl Mannheim has argued, calls for the greatest possible accessibility and communicability. “Democratic cultures,” Mannheim notes, “have a deep suspicion of all kinds of ‘occult’ knowledge cultivated in sects and secret coteries.”59 We have seen how pervasive an influence this was in medicine. It had become an article of faith in America that every sphere of social life—law, government, religion, science, industry—obeyed principles of natural reason that were intelligible to ordinary men of common sense. Insofar as medicine was valid and useful, it also ought to be plain and simple. The appearance of complexity was an imposition by a self-interested class; it was the result of mystification and deception, not of any intrinsic difficulty. There was this much to be said for the Thomsonians’ doctrine, declared a writer in the New York Evening Star in 1833: “That medicine, like every useful science, should be thrown open to the observation and study of all. It should, in fact, like law and every important practical science, be made a part of the primary education of the people.… We should at once explode the whole machinery of mystification and concealment—wigs, gold canes, and the gibberish of prescriptions—which serves but as a cloak to ignorance and legalized murder!”60


These are standard sentiments of the period. Perry Miller has written that a majority of the people in early American society “simply hated the law as an artificial imposition on their native intelligence” and believed it was “a gigantic conspiracy of the learned against their helpless integrity.”61 Andrew Jackson said of the duties of public office that they “are, or at least admit of being made, so plain and simple that men of intelligence may readily qualify themselves for their performance,”62 and this was almost exactly what people said of medicine.


The Thomsonian movement and other developments in medicine were a relatively minor expression of a much larger cultural and political upheaval. As old state constitutions in New York, Massachusetts, and Virginia were set aside, property and religious qualifications for suffrage and office holding were reduced or eliminated. The nation’s political life was convulsed by attacks on the power of monopolies and the central bank. At a local level, the Masons were accused of being a monopolistic clique that won unjust advantages and influence for its members through secret organization.63


But while antagonistic to traditional forms of privilege, the democratic impulse was not necessarily anticapitalist. Much of the early resentment of lawyers and courts in America came from the commercial and middle classes because of the cost and length of litigation and vestiges of preindustrial rules that businessmen felt were obstructing enterprise. In education, there were attacks on classical learning, but at the same time demands for universal public education, public control of the schools, and training in practical skills. In politics, the special privileges of monopolies were denounced, but reformers replaced special corporate charters with general incorporation statutes, which facilitated economic development. The response to corruption in government was to increase bureaucratic regulation: formal rules replaced personal organization. So the desire to remove mystery, personal control, and special privileges resulted not in disorder or a leveling of inequalities, but in the development of a new order that was simultaneously capitalist, bureaucratic, and culturally and politically a democracy.64


The professions offended Jacksonian ideology primarily because of their attempts to establish exclusive privileges. In the demands of insurgent parties, the abolition of “licensed monopolies” had a high priority, and though this referred mainly to business corporations with special privileges, the professions were included. The number of states and territories requiring professional study to practice law fell from three quarters in 1800 to a third in 1830 and then to one quarter by 1860.65 The decline of licensing in medicine was even more dramatic.


While medical licensure had never been strictly enforced, it caused sufficient discomfort to irregular practitioners to encourage them to organize for its repeal. The Thomsonian botanic societies led this effort. Just as physicians had formed societies to distinguish themselves from irregular practitioners, so the irregulars organized to resist that distinction. The issue was defined by the regular physicians as science versus quackery; by the irregulars, as free competition versus monopoly. It is a measure of the profession’s meager authority that its terms did not prevail. The physicians said they feared the danger quacks and pretenders posed to the innocent public; the irregulars said they trusted the good sense of the public, which ought to be free to make its own choice. At a later date, regulation would be thought of as a “progressive” measure, protecting the public interest; not so in the 1830s and 1840s. “A people accustomed to govern themselves and boasting of their intelligence are impatient of restraint,” declared a New York legislator introducing a bill for repeal of licensure. “They want no protection but freedom of inquiry and freedom of action.”66


State legislatures were still enacting licensing laws in the 1820s; then they began rescinding them in quick succession. Illinois empowered medical societies to issue licenses in 1817, modified the law in 1825, and abolished licensing the next year. In Ohio, licensing was introduced in 1811 and repealed in 1833. Licensing laws, or penalties for the unlicensed, were dropped in Alabama in 1832, Mississippi in 1836, South Carolina, Maryland, and Vermont in 1838, Georgia in 1839, New York in 1844, and Louisiana in 1852. Several states, including Pennsylvania, never had any licensing.67 In some, like New York, the battle was prolonged, but by mid-century, the legislative verdict was unmistakable.


Yet public opinion had never allowed licensing to become exclusive, and repeal only ratified a judgment passed by society at large. In 1837 the president of the New York State Medical Society noted that in trials for unlicensed practice, the testimony of physicians as prosecution witnesses was “received with suspicion and disfavor by juries,” making laws against irregular practitioners “almost a dead letter.” He confessed that the accused almost always had the public’s sympathy, “while nothing but odium has fallen to the share of the medical profession, for aiding the prosecution.”68


What fundamentally destroyed licensure was the suspicion that it was an expression of favor rather than competence. A license was useful as a means of establishing authority only if it was accepted as evidence of objective skill. But the belief that medical societies and boards of censors were merely closed corporations, like the banks and monopolies, utterly subverted their value as agencies of legitimation.


The spirit of rationalism had only encouraged this suspicion, for it brought into question all the traditional forms of mystification that medicine and other professions had relied upon. Yet the same spirit would also help reestablish professional authority. From the perspective of democratic thought in the early nineteenth century, the seeming complexity of medicine was artificial; if properly understood, medicine could be brought within reach of “common sense.” The development of science broke that confidence. It helped establish the cultural authority of medicine by restoring a sense of its legitimate complexity. The attempts by physicians to recreate English institutions in America were futile efforts to restore outdated bases of legitimacy. Science would provide a much more stable foundation.


Science shares with the democratic temper an antagonism to all that is obscure, vague, occult, and inaccessible, but it also gives rise to complexity and specialization, which then remove knowledge from the reach of lay understanding. For a time in the first half of the nineteenth century, the democratic claim of accessibility and universality prevailed in medicine. But the public, through its legislators and its own private decisions, gradually relinquished that claim as it became convinced of the growing complexity of medical science and the limits of lay competence. Every man, it became clear, could not be his own physician. The democratic interregnum of the nineteenth century was a period of transition, when the traditional forms of mystification had broken down and the modern fortress of objectivity had not yet been built.
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