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Chapter 1 

Introduct ion: Ame ri can Medical Care Today 

Health Search 

1 

For ma ny years t he American people have sought t o ma ke t heir health 

care delivery system more responsive to their needs, and i t is likely 

that these efforts may accelerate in the years ahead. Thus, the 

Carter Administration has made a commitment to introduce some form of 

a national heal th insurance. Al so, the results of a recent Roper survey 

indicated that the public believes that despite the nation's rapidly 

expanding outlays for hea l th care, it should further increase them . 

Since government--federal , state and local--i s now the source of 

more than two of every five dollars expended for heal th care, the con

trol and reform of the health care i ndustry is, and will certain remain, 

in the political arena . An advanced technol ogical society such as the 

United States can no longer rely exclusi vely on the private sector to 

provide the goods and services, including health care, that it needs, 

wants and can afford (Social Security 40). 

The limits to what government can accomplish go beyond the number 

of dollars that it is able to appropriate. Ours is a representative 

democracy; those el ected must remain sensitive to the va lues , goals , 

interests and fear s of critical groups that helped to e lect them and 

that can, if suffi cientl y disturbed , defeat them at the next el ection. 

The scope for governmental initiat ive on any issue is always limited 

by the changing forces in the political arena. 
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The Ame rican people have clearly come to expect much from medicine, 

especiall y in recent years, but they have matched these rapidly rising 

expectations with rising anxieties over the cost, quality and accessi

bility of health services. 

Some of the proponents of a national health service argue that 

since al most every other modern}industrialized country has included 

health care within its system of social insurance, the United States 

should do likewise. These proponents feel that since our social 

legislation currently offers protection against other contingencies--for 

example, loss of income, permanent disability, old age, and death-- it 

should expand its scope to include health insurance. And they have 

allies among those who doubt that low income groups will ever have 

adequate access to health services unless our society "socializes" the 

costs of such care. Still others are convinced that the current "non

system," as they refer to the production and distribution of health 

care services, cannot be rationalized until a national system of 

financing medical care is established. 

Some of the antagonists believe that the shortcomings of our present 

health care system can be remedied without the disturbances that would 

accompany major reforms, by providing coverage for those not now 

covered or covered inadequately by private insurance or by governmental 

programs. 

This paper is an attempt to clarify and propose remedies for 

problems relating to the health care system of this country, by 
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examining the ex isting health care system of four other countries. I 

have chosen Sweden, Gr eat Britai n, the Soviet Union and the People's 

Republic of Ch ina. 

I pla n to focus on four specifi c areas of concern: hos pitals, 

site of practice of doctors , payment mechanism of doctors and 

equitab 1 e accessibility of hea 1th ca re . I believe these topics to be 

the most relevant and best sui ted to give the reader an insight into 

the overa ll health and medical care systems of the countries covered. 

Other t opics, such as social status of doctors, out-of-pocket 

expenses by the patient, training of physicians and infant and maternal 

mortality rates will not be addressed for two reasons: first of all, 

there was a need to limit the length of this pa per; and secondly, there 

was a lack of sufficient i nformation about these topics on at l east 

one of the four countries. 

Si nce equity is such an elusive term, I would l ike to qualify it 

by defining it as the establishment of an acceptable level of care for 

all persons, irrespective of the ir poverty or wealth. Th i s, of course, 

does not imply that the same level of care should be made available for 

everybody. An acceptable level of care for all is realistic and can be 

achieved; a single s tandard of care for all would be utopian . There are 

substantial differences in every other servi ce sector-- in education, in 

recreation, i n housing . There is no reason to believe that these 

differences could be eradicated in health. 

However, acceptable care fo r all shoul d include appropriate diag

nosi s, advice, reassurance, and , if necessary, treatment , together with 
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rehabilitation and an enpnasis on educating people in preventive care. 

This i s an essential goal of a soc iety's health and medical care 

systems . This care should simultaneously include appropriate technical 

knowledge and skil l; warm, humane personnel; and finally the use of 

techniques culturally acceptable to the specific population. 

The societies of the countries I have chosen range from the 

highl y urbanized t o the predominantly rural; from a country with a 

population only sli ghtl y larger than New York City, to the country 

with the world's largest population; from those with a system of govern

ment which places hi gh regard for personal freedom to those where the 

i ndividual citizen has essentially no personal lati tude, but must be 

responsive to group and state . What these four countries have in 

co1TJ11on, however, is that each has made a significant effort to develop 

its health care system in a highly planned and organized way. 

I will explore, for example, how the British syst em is based on 

that dying breed in American medicine--the general practitioner; how 

Sweden combines publi c planning and private enterprise; how the Soviet 

Union delivers the world's most highly planned and centralized 

cradle-to-grave coverage; and how China promotes mutual-aid programs 

and uses the health care system as an instrument for social change. 

In looking at these four other systems, I will al so briefly 

examine each individual system's historical roots and attempt to trace 

its evo lution. 

It is my hope t hat we can better analyze the current dilerrrnas in 

the United States through an examination of how other societi es have 
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handled theirs . The fact that I will be studyi ng soc ietal structures 

so different from our own does not prevent the poss ibility of learning 

by comparison, because what we are talking about is not obviously a 

si mple transplantation of systems, but the insi ght s provided by 

markedly diffe rent approaches to the solution of comparable problems . 

The inevitability of changes in the health care system st~ms from 

the fact that, in a dynamic society such as the United States, with a 

population that is both inc reasing and relocating, with gains in real 

income, changes in li festyles, and advances in science and technology, 

the health care system of 1985 must differ from that of 1965 . 

I plan to conclude thi s paper with relevant suggestions intended 

to he lp facilitate this change, keeping in mind the fo ur areas of 

concern I have stated above. 
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Sweden: The Case for a Universal, CompulsorJ , State-supported 

Insurance Syster.1 

Sweden is of particular interest to us because the health of the 

people , by almost any stat i stical measure, is equal to or bette r than 

the health of the people of any other country in the \•JOrld. 

The establishment of a comprehensive heal th care system in Sweden 

was facilitated by t hree historical factors. First, most hospital s 

were traditionally m-med and operated by the government . Second, the 

physicians who cared for the sick in the hospitals were largely 

sal aried and essentially limited in their practice t o the hospital . And 

third, 11 Provident Societies" (a way of dealing with the costs of medical 

care and with the loss of income during illness ) have existed in Sweden 

since the time of the medieval guilds. They were vol untary associations 

set up to help the indigent. 

As early as 1663, a royal charter establi shed the Col l egium Medi 

cum, the forerunner of the present National Board of Health and Welfare, 

and during the next century its sphere of respons i bi l ity was greatly 

extended . It was given the additional duty of providing for smal l pox 

innoculation, for the supervi sion of the general care of the sick, and 

for the investigation and prevention of venereal disease. 

In 1931, the government began to provide grants in aid to the 

voluntary sickness benefit societies, and a local voluntary health 
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insurance prograrr \·1as established. By 1954, al most 10 percent of the 

population wa s covered by sickness funds, and in 1955 , all health 

insurance funds were merged and a compulsory insurance system was 

founded under government contro l. 

According to Swede n's medical care system, every working person 

must pay into a social security fund, as does his employer. In return, 

al l the hospital bi ll s are paid in full , as well as three quarter s of 

all doctor's bills and hal f of all prescription drugs . except life

saving drugs li ke insulin, which are paid i n full. But the Swedish 

health package goes much fu rther than this: for i nstance, when a person 

is sick in Sweden, he is entitled to financial help after the fourth 

day of sickness, with the money comi ng directly out of the social 

security fund. Th is financial he l p can be received up to two years, 

after which a pension fund takes over. 

Maternal and child health care is provided totally free 
of charge. Every newborn baby is visited at its home by the 
district nurse within a few days of birth: the provisions 
for care of the baby are discussed with the parents and any 
problems are dealt with. Care for children, including 
periodic checkups, i 1T111unizations, functional tests and 
counseling, is totall y free and provided by pediatri c nurses 
and pediatricians, working in district chi ld-care centers. 
This is believed to be one of the primary factors in Sweden's 
extremel y lO\-.' infant and maternal mortality rates . Further 
medical services to children are provided upon entering 
school and periodicall y t hrough the school year (Sidel, 1977, 
p. 122). 

A central point of Sweden's experience with medical care is that 

perhaps more than any other non-socialist country, it has over the 

past fifteen years attempted to regionalize its medical care services. 
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Based on its historic governmental i nvolvement in medical services 

and on governmenta l decentrali zation to the county level . Sweden has 

sought to develop a system whi ch would include a graded hierarchy of 

services and an integrated structure for decision-ma i ng and fiscal 

ma nagement. Let us turn to an examination of Sweden' s system in 

terms of our four maj or areas of concern. 

Hospital s 

Seven health regions have been established, each encompassing 

between 650,000 and 1.6 mi l lion people. Each region includes up to 

six counties and, in turn, each county contains several health districts 

whose population ranges between 7,000 to 40,000 peopl e. Within regions, 

health services are provided at each of the three levels : the region, 

the county, the district. 

The first level of care is provided in district heal th centers 

which have from one to fifteen doctors, as well as other medical per

sonnel. It has been estimated that district health centers provide 

approximately 75 t o 80 percent of all outpatient care incl udi ng indi

vidual preventive health care . Most of the physici ans in district 

health centers are generalists, al though the l arger centers include 

specialists in, for example, pediatri cs, obstetrics-gynecol ogy, 

internal medicine and psychiatry. 

For the second level of care, most counties contain two or three 

district or "normal " hospitals \'Jhich serve several health districts 

encompassing 75.000 to 100,000 people . These are general hospital s, 
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with fewer than 600 beds whi ch provide care for emergenc ies, such 

as accidents, heart attacks and strokes, and also provide general 

hospital care . 

A third level of care is availabl e at the regional level. Seven 

regional hospi tal s have now been established , one in each of the seven 

health regions; si x of these centers serve simultaneousl y as medical 

college teaching hospitals. '1Superspeciality" services, such as 

neurosurgery , plastic surgery and radiation therapy, are available at 

this level . 

A fourth, even more specialized level of care is available in a 

few regional hospitals where relatively rare special services--such 

as open heart surgery and transplantation work--are performed (Navarro, 

1974). 

It i s evident that Sweden has tried to promote an extensive effort 

to avoid duplication of expensive services and to rationalize the most 

costly and prestigious sector of medical care hospitals through the 

provision of services at the least costly level at which they can be 

effectively provided. 

Site of Practice of Doctors 

Some 70 to 75 percent of Sweden's physicians work in hospitals, 

which will insure a continued emphas i s on hospital-based care in the 

future. They are salaried, and much debate over the past few years 

has been centered over the amount of salary they should receive. 
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Ge neral practiti oners do not have hospital appointments, but 

provide care out side the hospitals exclusively and make referrals to 

specialists on the hospital staff. 

Approximately 1,000 district med i cal officers, usually genera l 

pract itioners, work on salary outside of the hospita ls under the 

admi nistration of the county council. Their respons ibi lities are i n 

many \vays si milar to those of British general practitioners--to 

provide primary medical care and preventive care to patients--bc ~ the 

population covered is a geographically defined district rather than a 

specific number of people. District physicians often work in solo 

practice, particularly in the sparsely populated northern areas, 

although the current trend is toward establishing larger districts 

where possible, with two or more physicians working in a center. A 

nurse or a nurse's aide usually works with the doctor, but district 

nurses also work independently, and problems of isolation--from each 

other and from other parts of the medical-care system--exist for both 

the district medical officers and for district nurses. 

Even in the provision of ambulatory care, Sweden's health care 

system is heavily hospital-oriented. Approximately 50 percent of 

doctor visits are to hospital outpatient departments where many of 

the physicians are specialists. Of the remainder about half are to 

district physic ians and half to private practitioners . 

Serious problems exist i n the continuity of care between the 

ambulatory care system and the hospital sector. As in England, 

primary care physicians may not care for hospitalized patients except 
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under special circumstances; physicians on the staff of the hospitals 

take over the care once the pat ient is admitted . Despite efforts to 

provide the hospital physic ian with info rmation about the patient and 

his problems , and t o provide the pri mary care physi cian with informa

tion about the hospitalization and its aftermath, confusion and 

discontinuity frequentl y exist (Heath, 1975). 

Freedom of location and site of practice for doctors is indeed 

a fact in Sweden today for general practitioners; freedom of deciding 

on a chosen speciality is not. 

There are attempts to insure that a significant 
number of ne1•1 physicians will work in primary care and 
one method of insuring this lies in the power of the 
National Board of Health and Welfare to determine the 
number of training posit ions for each specialty as well 
as for general practice (Sidel, 1977, p. 120). 

Furthermore, Swedish health planning for specialties goes one step 

further . The leverage the central government exercises on the hospi

tals i s in its allocation of medical staff throughout the country. The 

National Medical Board determines staffing ratios and quality criteria. 

Hence, while a county can actuall y build or expand a hospital, i t had 

better not do so unless it is assured of medical staff by the National 

Board. 

Payment Mechanism of Doctors 

Almost two -thirds of phys icians in Sweden are called specialists 

and work in hospitals. The remaining one-third are autonomous entre

preneurs. 



Health Search 

12 

Physicians in pri vate practice are paid from the sickness insura nce 

funds established by the hea lth insurance act. The central government 

collects payrol l deductions f rom employer and employees, cont r i butes a 

portion i tself, and distributes th is money to the sickness insurance 

funds, in accordance with the number of phys icians, would-be patient 

population, and past experience. These funds are responsible for their 

own so 1 vency. 

The physicians have no contractual arrangement with the sickness 

insurance funds. It is understood, but not neces sarily adhered to by 

the physicians, that they are paid around three-fourths of a fee 

schedule set by the fund, with the patient paying the remainder. 

Specialists are salaried employees, but they can maintain a private 

practice outside the hospital. Their patients are r~imbursed for 

approximately one-half of the fee set by the fund. In recent years, 

private physicians, under the aegis of a corporation sponsored by the 

Swedish Medical Association, have been establishing specialist medical 

groups in the larger cities (Rosenfeld, 1969) . 

The phys icians in Swedish group practice are on salaries , and the 

group collects fees from the patients in the same way as the general 

practitioners. 

Equitable Accessibility of Health Care 

When Sweden made medical care avai l able to all at a price they could 

afford, the result was a shortage of medical facilities, something fo r 

which Sweden had not prepared. When the supply is limited to begin with 
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(and it \·1as), condit ions are exacerbated whe n everybody suddenly has 

access t o t ota l care. 

To make the suppl y go as far as possibl e, Sweden has embarked on 

a crash hospital bui l ding program. The trouble is that waits in hos

pital s , except in an emergency, can be distressi~gly long . lf a 

patient, for example, wants to consult a dermatologist at a hospi tal , 

it is not unusua l for him to wait three months for an appointment . 

Those who can afford i t consul t privately, of course. And for 

'j umpi ng the queue ,' people are willing to pay more than the standard 

fee . 

There is a spec ial problem in the accessibility to medical care 

in rural areas to which it is difficul t to recruit district medical 

offi cers. Sweden i s attemp ting to deal with these problems by 

increas ing the number of physi cians and by encouragi ng them to practice 

in primary care ra t her than in specialities, but the problem of 

accessibility to care is far from solved. Opti ons exist in the Swedish 

system as to di rect access for patients to a range of physicians: a 

general practitioner, a spec ialist or a hospital polycl inic. 

Even though the resources and the structures of the Swedish medi 

cal system are under pressure from patients and the funding sources are 

being pressed for more mo ney, Sweden's underlying rationale in its 

medical care system is chiefly one of assuring access and less one of 

control ling cost, because of the decentralized nature of the financing. 

The national government sets the standards and contributes some monies , 

but it is up to the regi ons, the counties and the districts to provide 

the lion 's share of the funds . 
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[n concl usion, S\'.reden's rnedical care system, whi ch of course is 

only one of t he fa cts (and possib ly not t he most import ant one) for 

its excellent hea lth status, has features t hat can be of interest to 

us for a number of reasons. It is a pluralistic system, 1•1hich 

includes a mix of "public" and "private" m·mership, more comparable to 

that of the United States in a number of its features thar. the system 

of other countries where the government is completely i n control . It 

is an expensive system with more than 8 percent of the Gross National 

Product devoted to health services as in the United States. It is a 

decentralized system with a significant amount of local financ i ng and 

therefore of local control of services, through the country councils 

and publi c health boards in l ocal corrrnunities. 

Additional factors contributing to Sweden's remarkably good health 

are: a high standard of living, low unemployment and a high level of 

technology, together with a stable ethnic population. 

S1-.,eden has developed a medical system which is a 
strong and reasonably efficient and effective part of 
its health promotion and human service system. It 
contributes, though not as much as it could, to equity 
and corrrnunity, and is one model for attempting to deal 
with some of these probl ems in a pluralistic, hi ghly 
technol ogical and highly professionalized society 
(Sidel, 1977, p. 128). 

The very high tax rate in Sweden puts a very large price tag on its 

medical care. It makes a case against a National Health Insurance plan. 
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Great Br1tai n : Universal Eli gi bili t y Throuqh Taxati on 

Great Bri t ain is of special i nterest to us , because i t i s a 

soci ety whose basic economic structure , values, language and cul t ure are 

cl ose t o our own , and yet it i s a society that chose t o organize and 

pay for its medical care services in a way quite different from ours. 

The British :ational Health Service, initiated in 1948, is based 

on the services of t he general practitioner and emphas izes universal 

entitlement from the longest lived inhabitant to the newly arrived 

tourist. 

The features of the British National Health Servi ce that are most 

relevant to our discussion i nclude: the elimi nation of f inancial 

barriers to access to all medical care, including private care; the 

efforts to provi de medical care in a community context and to enable 

community members to participate more fully in the health care system; 

the continuing attempt to make the system and its i mpact more equitable; 

and, the preservati on of a community based, pri mary care physician who 

provides accessi ble, integrated and cont inuing care for t he ambulatory 

patient, us uall y on a family basis. 

The developirent of heal th care in Britain has a very long and im

portant history. International recognition has come to England over 

the centuri es, not only for its pursuit of medical sciences, but for its 

advancement on a broad medi cal and social fron t whi ch spread from 
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t he provid ing of hospital care for the "deservi ng poor -.o the protec

tion of tne chil d aga i nst the harshness of the industrial revol ut i on. 

From t he beginn i ng of the nineteenth century, t he voi ces of reformers 

spoke of the need for universal medical care, yet t he fi rs t scheme of 

na t i ona l health insurance was not introduced until 1911 . 

That an ultimate solution t o the problem of pro
viding medical care would be a pol itical one was clear 
to many from the beginning of the present century and 
the argument as to the form it should take went on con
tinuousl y until the beginning of the National Health 
Services in 1948. 

The service itself has been praised by many who have 
studied it from the outside: it has been praised by peo
ple of Britain in the way in which they have learned to 
use it. It stands at the head of those European systems 
that attempt to be comprehensive and universal (Hurray, 
1974, p. 28) . 

The enactment of leg i slation establishing a nati onal health service 

was assured by t he 1945 election of a Labor government. During t he 

initi al planning stage , the consultant physicians, or speciali sts, were 

more receptive than the general practitioners . s i nce they felt they had 

more pov1er and more room to ma neuver and since they were of fe red extra

ordinary fringe benefits, including the possibility of working part time 

on salary and part time for private fees. It i s facetiously said that 

"the mouths of the consul tan ts \-Jere stuffed with go 1 d. " The genera 1 

practitioners were very much afraid of being placed on a basic salary 

and of being therefore reduced to the status of ci vil servants. 

The general practitioners were persuaded to join the Nationa l Hea l th 

Services by allowing them to remain "independent contractor s " under a 

capitation system, rather than to have the status of salaried employees. 
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On the "appoint ed day," July 5, 1948 , t he Brit ish r:ationa l Health 

Service Act v1a s impl emented . It guaranteed health care for all without 

charge at the time of care , irrespective of income leve l . Eleven 

thousand specialists and 18,000 general practit ioners entered the 

National Hea lth Service that day, against the advice of the Br i tish 

r,1edical Association (Rosen, 1974). 

As far as its operation goes, the British system of national health 

care is unique. Unlike most other Western nations, it has jettisoned 

the insurance principle. The governw~nt simply pays for most of it, as 

one would for a postal system or a fire department . The way it works 

is as follows. 

Every able-bodied worker must pay a weekly fee toward a complete 

socia l security package, as must his employer. The only people exempt 

from this are children, housewives, and old people. Si nce this pays 

only about sixteen percent of the total bill, the rest is paid directly 

out of taxes on such things as cigarettes, liquor and income. In 

return, people get al most total medical care, free at the time of the 

servi ce. 

Individuals are free to register wi th a GP of their 
choosing, provided that the GP i s willing to accept them 
on his list. The GP provides first contact and long- tenn 
conti nuing care; it has been estimated that the GP is the 
only point of contact for 90 percent of the episodes of 
ill health for which physician help is sought in Britain. 
Patients with ' major' or complex illnesses are usually 
referred for consultation and possible treatment to a 
specialist at the hospital (Fry, 1976, p. 5) . 

Let us now turn our attention to major topics on which we are com

paring the four vari ous systems. 
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Hospitals in England are divided into 15 regions, wi th a populati on 

base ranging from t wo to f ive ni llion people. Each region has at least 

one teaching hospital as a referral facility for serious , relatively 

infrequent and complicated cases . The teaching hospital s are not part 

of the regional hospi tal governing body , but are a separate fiscal and 

administrative entity reporting directl y to the Minister of Health and 

Social Security . 

In each hospital region, the top governing body is the Regional 

Hospi tal Board. The members of the Board are appointed through j oint 

consultations with the Minister and the parties at interest in the 

region and represent the usual range of constituencies: medical . 

dental, pharmaceutical, and prominent citizens. They serve without pay 

and carry great respons ibilities , since they are in charge of reviewing 

the distribution, delivery and costs of hospital-based services and t he 

maintenance, improvement and construct ion of hospital fac ilities . 

There i s general agreement that this hospital organizational struc

ture ha s enormously improved the distribution of specialists. There is 

also general agreer.ient among the public that even though few hos-

pita l s have been built since 1946 , there has been an upg rading of 

hospitals so that the minimum standa rd i s now higher than it might have 

been withou t a regionalized hospital system, although the very top 

qual ity may have been inhibited. The foregoing shifts have been made 

possible by central control over finances and then, within each regional 

board, control over al locations within the region. 
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On the mi nus si de , hospital servi ces are said by many to be seri

ously under fu nded, wi t h insuffic ient resources t o rebuil d and renova t e 

buildings that in ~any cases are centuries old. Wi t hi n the hospi tal 

system, r egiona l inequities have also been permitted to persist. The 

London and Li ver pool health regi ons have many more hospital doctors, 

l onger lengths of stay and considerabl y hi gher hospital expenditures 

per person than do regions li ke Trent in t he industrial midl ands or 

more rural East Anglia and Wessex. In short, some of the inequities 

among regions which existed at the start of the National Health Ser

vice have continued over the twenty-fi ve years of its 1 ife. 

Patients are admitted to the hospital by consultants on referral 

from the general practitioners, usually from a waiting list, or 

directly from the hospital accident and emergency departments. In the 

hospital , the pateint becomes the responsibility of a "finn, " which is 

~ade up of a consultant and of a number of junior doctors, the latter 

comparable in many ways to "residents" in the United States. 

After discharge, the patient, in principl e, again becomes the 

responsibility of his General Practitioner , although in practice there 

is often cons iderabl e overlap and at times confusion about responsi

bility for specific aspects of continuing specialty care. Lack of 

corrmunication between GP and consulta nt is seen as a continuing 

pro bl em. 

Site of Practice of Doctors 

A double pattern of medical care exists today in Great Britain, 

with specialists practicing i n a hospital setting and general 
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practitioners conducting all of their practice on tne outs ide, without 

hospital privileges . 

General Practitioners provide primary medical care to those who 

are regi stered with them: they do not re£trict thei r work to any 

special age or sex, disease or system. The Genera l Practitioner pro

vides firs t contact and long-term conti nuing care. Patients suffering 

minor or chronic ill nesses will most likely be treated solely by the GP, 

while patients with major or complex illnesses are usually referred for 

consultation and possible treatment to a speci alist clinic at the 

hospital. 

The GP ' s office (or surgery as it is cal led) usually reflects the 

mi lieu in which it is situated and therefore va r ies markedly from area 

to area- -from dingy, meagerly furnished storefront offices in the 

poorest sections of town, to modern, bustling, technol ogically well

equipped health centers. 

British GPs have considerable leeway in organizing their work. 

They may provide their own premises, hire their own staff and equip 

their own offices. They may work singly, in two-person partnerships 

or in larger groups; the strong trend in recent years, however, has 

been toward working in groups. The GP may or may not work directly 

with non-physician personnel in the same premises, though the current 

trend, fostered by financial incentive, is to do so . More and more 

GPs are practicing in health centers, where the local public health 

workers join them in t he care of patients from a defined geographic 
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district . Approxi mate ly 45 percent of all general practi tioners today 

work in groups of three or more doctors. In groups, consu l tat ion with 

other GPs is readil y available and a team approach to medical care is 

facilitated by having representatives of several different hea lth 

disciplines under the same roof. 

An unresolved issue is the remaining inequi t y of distribution of 

physicians (what Dr . John Tudor Hart, a general practitioner and arti

culate participant-observer in the NHS, calls the "inverse care law: 

the availability of good medical care tends to vary inversel y ~,ith the 

need of the population served"). For example, while redistr ibution 'Jf 

general practitioners from overdoctored areas to underdoctored areas 

took place in the early years of the NHS, the redistribution had prac

tically ceased by 1956, had gone into reverse by 1961, and between 1961 

and 1967, the proportion of people in what are defined as "underdoctored" 

areas rose from 17 to 34 percent. Of the 169 new general practitioners 

who entered practice in underdoctored areas between October, 1968, and 

October, 1969, 164 came from other countries. 

Furthermore, according to Hart: 

rn areas with most sickness and death, general 
practitioners have more work, larger lists, less hos
pital support and inherit more cl i nically ineffective 
traditions of consul t ation than in the healthiest areas; 
and hospital doctors shoulder heavier caseloads with 
less s taff and equipment, more obsolete buil di ngs and 
suffer recurrent cri sis in the ava ilability of beds 
and replacement staff (Hart, 1975, p. 189). 

Payment Mechanism of Doctors 

British GPs work basicall y for salaries paid by 
the health service. Only 20 percent of them earn 
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inco~e f rom private practice , too. Ei ght years ago, 
thousands of them protested bitterly over their salary 
l evels and threa t ened t o res i gn from the health service. 
But si nce then the rates have been changed. GPs now 
rank f i f th among Briti sh sal ari ed profes si onals , 
though t heir sa l ari es are still l ow by U. S. doctor 's 
standards (Lewin , 1971, p. 87) . 

The GP i s paid by the Nati onal Health Service (NHS) through an 

annual capitation fee for each patient on his li st; in 1975, the 

average list was approximately 2,300 patients. 

In addition to the basic capitation payment for each person on his 

list, the contract agreed upon in 1967 gave the GP a higher capitati on 

rate per patient i f he has between 2,500 and 3,500 pateints, extra 

remuneration for each person over 65, for taking night calls, for 

maternity care, for family planning services, for working in groups 

of three or more physicians from corrrnon premises and for working in 

areas that are understaffed by physicians. In short, the incentives 

are intended to strengthen preventive services for everyone, to expand 

medical services for those least well served in the past, and to facili

tate access to care. 

The s t atus of specialists under the National Health Service rose 

dramatically from their already high status prior to the implementation 

of the Act. Their fringe benefits--such as vacations, pensions, sick 

leave and, most important, the opportunity to earn distinction awards- 

significantl y increase their income. They simultaneously exerted 

great influence and retained flexibility; many worked short of full time 

for the NHS and were therefore free to earn as much as they could in 
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lucrat ive pr ivate practice on the ir own time ; they coul d even ~se Health 

Servi ce facilities in the hospitali zation of their private patients. 

Today the income gap between GPs and speciali sts has somewhat 

narrowed ,and G?' s lifetin~ earn i ngs can now exceed those of a fu ll time 

NHS special ist. Th is change \va s fostered by many events , i nc lud ing the 

creation of a Roya l College of General Practitioners \-1hi ch helped to 

increase the prest i ge of the GPs, the advent of hea lth centers and of 

group practice and better salaries negotiated during the National Health 

Service reorganization of 1974 . 

Equitable Accessibi l ity of Health Care 

Despite i ts problems , the creation of the National Health Servi ce 

represents a radical change in the relationship 
between the individual citizen and the State, and it 
established a firm government commitment to developing 
and i mprovi ng the country's system of health care 
(Levitt, 1976, p. 17). 

The major achievements of the Ac t are to provide medical care free of 

charge on the basis of need, rather than on the ability to pay, making 

medical care therefore accessib le to everyone . 

Community-based primary care and preventive services are an impor

tant part of the system. In addition to the general practitioner, a 

wide varie ty of health workers provides care in the community. Much 

of the work is done by medical and nursing staff who see patients at 

preventive clinics on a cyclic basis. Home health care i s provided 

by home nurses to patients who need nursing care. Hea l th visitors, 

\IJho are nurses with additi onal specialized training in social aspects 
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of health educat ion, al so play a s i gn ifi cant role i n the provision of 

primary and preventive care. They are requi ;'ed t o vis it every mother 

after the birth of a baby and continue to observe the baby 's develop

ment until it is fi ve years of age. They also visit families to give 

advice on a \'1 i de varie ty of health matters and serve as a vital link 

between ind ividual s and the health and social service departments. 

Medical diagnosis and treatment are in the hands of the GP, most 

of whose work is concerned with cor;mon and mi nor illnesses, with 

little or no risk of loss of life or of permanent disability . A small 

percentage involves major illnesses, and these patients are usually 

refe rred for treatment to a specialist at the hospi tal. Al t hough 

access to the GP i s usua lly quite easy one study showed that 75 per

cent of symptoms are treated by the patients themselves without going 

to see any doctor ( 1ariner, 1975). The average patient consul ts the 

GP four times a year; those who consult him more frequent ly tend to 

be the ol d, the youn9, people who live alone, and members of particular 

risky occupations, such as miners. If we add to the fou r vis its to the 

GP the two visits per pe rson per year to a specialist, i t i s clear that 

the fact that care is free at the time of use has not, as many had 

predicted, vastly escalated the demand for care. Quite the contrary , 

it appears that the ra te of ambulatory physician visits in Britain i s 

very close to the rate in the United States, where most of the visits 

involve direct payment on the part of the pat i ent (Mariner, 1975) . 
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In conclusion, the current Bri t i sh medical system has made health 

care accessible both fron a financial and from a geogra phical point of 

view. 

The fact that inequity of distribution still persists, with the 

poorest areas still remaining underdoctored , raises the questi on of 

whether health care in a society can be altered significantly without 

other radical political and soc ial changes taking place as well (Hart, 

1975). 

In conclusion, public satisfaction with the system is seen, not 

only in the public opinion pol ls, but in the relatively small reliance 

on the private sector in medicine by those who could pay for it. Pri

vate health insurance plans and direct payment to private doctors 

indeed exist. In fact, there has been some increase in membership in 

private insurance plans in the last f.ew years. But these are largely 

the results of industry offering this as a tax shelter and as a fringe 

benefit to managerial employees and not necessarily reflective of dis

satisfaction with the NHS. Private practice is used largely for 

convenience- -extra privacy or extra privileges--such as jumping the 

waiting list for minor medicine and surgery. 

However, despite the great advance in equity and the preservation 

of a viable system of pr i vate care, serious problems continue to exist. 

One is that of the utilization and cost of drugs. At present in Britain, 

the doctor is free to prescribe any drug--except for hard drugs of 

addiction- -at any dose level, for whatever period he chooses. Part of 
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the ori ginal assurance given in the format i on of the NHS was that 

doctors would be free to exercise their clinical j ud gment . The only 

check on this freedom is that the number and cost t o the NHS of all 

prescriptions wr itten by GPs are monitored, and the practice of those 

who prescribe at a level considerably higher than the majority of other 

GPs is reviewed. 

One problem, of course, lies in determining the cost of the drug. 

The pharmaceutica l industry, totally in the private sector as in the 

United States and Sweden--but in contrast, of course, to the situation 

in the U.S.S . R. and China-- includes the high cost of research and 

advertising in the price of its drugs. Another critical issue is the 

distribution of resources within the system. The total expenditures in 

the hospital sector account for 65 percent of the NHS budget, while 

general practitioner services account for under 8 percent. There are 

nine times as many employees in the hospital service as in the community 

service. There is, of course, no doubt that even a brief inpatient 

episode i s, by its nature , considerably more expensive than a vis·t to 

a GP, and that an outpatient visit also on the average requires more 

expensive technol c~y and probably more personnel ti me t han a GP visit. 

Nonetheless, the apparent imbalance between the investment and the 

number of people affected by the services suggests that there are 

powerful influences --based on the drama and the power of technology and 

of the consultants--which shift allocations toward the hospital sector. 

Another of the critical problems which remain unsolved by the 

British health system is the continuing di ssatisfact i on of many of its 
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physicians. Now that a number of complaints of the general practitioners 

have been met , the situation of a few years ago has reversed itself and 

general practice is increasingly seen by students and doctors as a 

satisfying career. But among the junior hospital doctors, who are 

training to become consultants, there is dissatisfaction and considerable 

emigration. Many of them will have to \'•lait for years, if not forever, 

for one of the limited number of consultant positions, particularly in 

surgery. Even among the prestigious consultants, there is, at times, 

the pull of extraordinary income or research grants in the United States 

or other countries wealthier than Britain. 

Perhaps the best tribute to the National Health Service was made 

by an American, Don Cook, the London correspondent of one of America's 

leading conservative newspapers, who lived in England for some time 

and also received treatment under the health service. When he left, 

he wrote: 

An American cannot live in Britain today and see the 
Health Service at work without coming to a simple realiza
tion: what has been done here by democratic processes in 
a free society is a great step forward and an object lesson 
for democracy throughout the world (Cook, 1965). 

In contrast to the United States, the British National Health Ser

vice is highly structured. Since it is almost entirely financed by the 

central government, the costs of the services are in direct competition 

with other obligations of the treasury. "Its Gross National Product 

was $3,800 per capita in 1975, compared to $7 ,900 in Sweden for the 

same period and $7,100 in the United States" (Oatman, 1978). Due to 
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limited funds, Great Britain has not been abl e to do mo re with its 

National Health Service , but has st ill been able to del iver compara

tively equitable health care. It is my content ion that Great Brita in 

provides medical care of high techni cal quality di stri buted much more 

equitabl y than in t he Britain of 1948 or i n the United States today. 

It i s an example for the United States to consider. 



► 

Chapter 4 

Hea 1th Search 

29 

Soviet Union: Maintaining the Productivity of the Working Class 

The Soviet Union covers one-sixth of the earth' s surface and 

extends over almost three times the land area of the contiguous 48 

United States. I t\i s in land area the largest nation on earth . Its 

population of 255 mi l lion i s approximatel y sixty percent urban and is 

extremely unevenl y di stri buted . Vast areas whi ch are very sparsely 

populated are counterbalanced by heavi ly populated areas which have 

urban and rural popul ation densities as great or greater t han those 

of the United States. The ethnic breakdown of the Soviet Union is 

al so highl y diversifi ed: just over 50 percent are "Russians , " while 

the other 50 percent is composed of over 100 nati onal i ty groups such 

as Ukrainians, the Uzbeks, t he Bel orussians , t he Tartars and t he Kazaks. 

The Soviet Union's i ndustr ial productivity has r isen 
rarid ly over the past 60 years . The Gross National Pro
duct per capita i n 1975 was $2 , 600 ; despite its rapid 
r ise, however , it is sti l l considerably l ower per capita 
than that of the Uni ted States , Sweden or Britain. 
Because i ts means of i ndust r i al product i on are al most 
ent irely government -owned and admini stered, the Soviet 
Uni on has far greater control over al l of the elements 
of its economy than does any of the societies we have 
discussed so far . Also, its planning and management 
are considerably more centra l ized than are those of 
the other countr ies (Sidel , 1977, p. 158). 

The Soviet Union ' s health care system i s of interest for several 

·easons. It provides heal th care totally free of charge at the time 

of need to its entire population. It is al so a government-operated, 
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centrall y pl anned systen which f unctions as an integral part of a 

planned economy . In addition. it trained vast numbers of physician 

workers, and consequently has the hi ghest ratio of health workers t o 

population of any country in the world. It has also given hi gh 

priority to services for spec ial groups such as mothers and children 

and industrial workers , servi ces which in the United States are parti

cularly fragmented and weak. 

The historical background of Soviet medical care is as fascinating, 

poignant and tragic as the rest of its history. Until the middle of the 

eighteenth century , the practice of medicine and medical research 

remai ned large ly in the hands of foreigners, most of whom did not spea k 

Russian. As diplo~atic and commercial contacts between Russia and the 

West intensified in the sixteenth and seventeenth centuries, more 

western European physicians (from England, Holl and, Ger many and France ) 

came to Moscow, there to serve the court and the Tsar. They were well 

remunerated and, provided they did not dabble in poli tics, could expect 

to return home as men of considerable wealth . The demand for physicians, 

and particularl y military surgeons, increased during the seventeenth 

century because of the growth of the army, warfare in southern Russia, 

and the drive toward the Baltic Sea. 

Many of the foreign regiments that served in Russia 
would not fight \'Ii thout surgeons . These surgeons were, 
however, no longer the personal servants of the Tsar or 
the court , but rather the servants of the state, hired 
to provide medical and surgical services to a designated 
group of individuals. Employment of physicians as st ate 
empl oyees became firmly establi shed as a result of the 



growing need of the state, and particularly of the 
armed forces , and has remained the predominant pattern 
to this day . This ~ay be contrasted with the devel op
ment of medical practice in North America, where the 
predominant and culturally approved pattern has tended 
to be that of private practice (Field, 1967, p. 16) . 
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Peter the Great (1696-1 725) laid the foundation for scientific work 

by importing scientists, books and scientific collections from Europe, 

including many re l ating to medicine, and by suggesting the foundation of 

an Academy of Sciences. 

Another important milestone was the founding of Moscow University 

in 1755; a medical faculty began functioning in 1764, and in the years 

that followed many dist i ngui shed medical men were among its members. 

Russian medicine became t herefore, f i na l ly, part of the mai nstream of 

European medicine . But it was not until the nineteenth century that 

Russian medi cine truly came of age, as a result of the general flowering 

of culture and scientific l ife and increased contact with the West 

which followed the Napol eonic Wars. 

From the social point of view, it also was not until the nineteenth 

century that the vast majority of Russian peopl e- -the poor who l i ved in 

towns and the entire rura l population--had anything in the way of medical 

care aside from folk medicine. There were , of course, earlier hostel s 

and asylums for the indigent sick which were maintained by churches, 

particularly by monasteries. 

Health conditions among the urban workers and the peasants were 

depl orab le; the high illness rates prevalent in ''normal times" were 

compounded by intermit tent epidemics and famines which swept through 
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the country. In the development of medical care, as vie have seen, 

Russia trai l ed long behi nd Western Europe. Most physicians practiced 

in the cities , trea t ing the middle and upper class urban popul ation 

and l eavi ng the care of the peasants and worker s to fol k heal ers and 

to health workers wi th very l i mited training. 

An important feature of the development of Russian 
medicine and medical organi zation in the nineteenth cen
tury were the Zemstvos created in 1864 , as part of the 
reforms introduced after the Emancipation Proclamation 
wh i ch freed the serfs . The reforms aimed at a par tia l 
decentral i zation of governmental operations , reducti on 
of the power of t he bureaucracy and the devel opment of 
limited local sel f-government i n the countryside . 
Simi lar sel f-government uni ts were establ ished fo r t he 
towns. Zemstvo functions were broad and diversified, 
embracing such l ocal act i viti es as road bui l ding , 
supervisi ng prisons , education, public wel fare, socia l 
assistance and medical care and publi c heal t h (Fiel d, 
1967, p . 20) . 

Zemstvo medici ne was t he fi rst attempt to meet Russia ' s enormous 

heal th probl ems, to provide organi zed medical servi ces to the rural 

population and to regional ize medical care through the use of defined 

geographic districts . A significant factor in the nobility ' s wil l i ngness 

at this particul ar time to provide medical care to the urban poor and 

to the rural populati on was a belief, imported from Wes t ern Europe, in 

the theory of i nfectious di sease and the effect iveness of hygiene and 

medici ne in controlling disease. The nobi l ity came to realize that 

they coul d not be insul ated from the disease around them, that t he i r 

heal th was, in part at l east, dependent upon the health of al l (Hyde, 

1974). 
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The Zemst vos developed two types of health care systems : a 

11 touring system" in ,..1hich health personnel traveled around the 

district from village to village seeing patients, usually on market 

days; and a "stationary system" through a network of dispensaries, or 

outpatient clinics which were supposed to provide basic primary care. 

In principl e , the dispensaries were to be staffed by district doctors, 

but in practice they were too poor to afford doctors and most of them 

turned instead to "feldshers" and mi dwives. 

The "feldsher," a kind of assistant doctor introduced into the 

army by Peter the Great, was given usually little mo re than brief, 

on-the-job training, but was required, in the absence of more formally 

trained physicians or other personnel, to deal with the entire range 

of medical care problems. 

Health insurance , which had developed in Germany in 1883 under 

Bismarck, was spreadi ng to the other European countries. In 1905, a 

petition that the St. Petersburg workers tried to bring to Tsar 

Nicholas the Second ' s Winter Palace, carrying icons and portraits of the 

Tsar, their "Little Father," as they marched--had included a demand 

for socia l insurance. The Tsar's troops fired on them, and 130 were 

killed. "Bloody Sunday," as it was called, led to the establishment 

of a legislative assembly, the Duma. 

In 191 2, under the influence of the Health Insurance Act intro

duced in Britai n in 1911, the Duma passed a social security law 

establishing a factory hospital fund financed from contributions from 
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employees and employers. The fund would provide hospital and outpatient 

care for workers who suffered work-related accidents or illness, and 

also pay some other expenses for theffi and their families. The provi

s ions, however, covered only one-fifth of the total number of workers, 

and there was no provision at all for invalids, the elderly or orphans. 

Furthermore, in practice the law really only covered outpatient services, 

and even this coverage was discontinued at the time of the outbreak of 

World War I in 1914 . 

As Russia entered the war, medical care by fully trained physicians 

was stil l a privilege largely confined to the rich and powerful; rura l 

medicine was still ina rudi mentary state; the central medical authority 

barely functioned and elements of public health were admini stered by no 

fewer than eleven government departments. 

The infant mortaility rate for the period 1900-1914 
was about 250 deaths in the first year of life per 1000 
children born alive; in other words, one child in four 
failed to survive to its first birthday. Both these 
figures were approximately double the rates for England 
and Wales for the same period. 

Thus, in 1917 the Bolsheviks inherited a corrupt, 
economically bank rupt country with major health probl ems 
and indadequate medical care resources. It wa s a country 
on the verge of mi litary coll apse, weakened by epidemics 
and by lack of food (Sidel , 1977, p. 168). 

On November 13, 1917, a few days after the Revolution, the Soviet 

governrrent i ssued a decree calling for comprehensive health, disability 

and unempl oyment insurance . Because of the Civi l War and the disorgani

zation which resulted from it, it was not until 1922 that it was 

poss ible to establish social insurance in such a large-scale, uniform 

way. During this organization period, there was considerable confli ct 
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between the med i cal profession and the Bolshevik leadership . One e le

ment of the conflict centered around the Bolshevik 's belief in the 

importance of maki ng medi ca l service available on a priority basis to 

those who had received the least medical care prior to the Revolution. 

This policy conflicted, according to the physicians, with the ethical 

universalism of medicine. Another critical i ssue was that of reduci ng 

the status of physicians to that of workers, who with their authority 

considerabl y decreased, would be considered the equal of all other 

medical workers. 

The period from 1928 to 1941 was one of extraordinari ly rapid 

indust r ialization, col l ectivi zati on and urbanization. Massive invest

ments in health service, especially in cl inical medici ne, accompanied 

and aided this transformation of Soviet soc iety . 

During this period of intense, rapid industrialization, the 

"productive" sectors of the economy were given far higher priority than 

the "non-productive" service sector; and women, the last to enter the 

labor force, became predominant in the "non-productive" sector, such as 

the health field. In other words, by recruiting women into ~edicine, 

the Soviets were freeing men for heavy i ndustri al labor. By the way, the 

trend has cont inued and, whereas in 1940 si xty percent of all physicians 

were women, by 1974 t he number had risen t o seventy percent. 

During World War II, the Soviet Union suffered i r.TI1ense losses of 

medical manpower, facil iti es and equipment and yet , because the training 

of medical per sonnel was i ncreased during t he war, there were more 

physicians in the Soviet Union i n 1946 than before t he war. Primary 
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emphas i s wa s given to the care and treatment of sick and wounded sol

diers, but special attention was also given to the health of women and 

the care of their children since, with the annihilation of vast numbers 

of working age males, women now comprised a large part of the civilian 

labor force. 

Today the USSR has the highest number of physicians 
per unit of population of all countries . Medical care 
is available to all the 230 million citizens of the USSR 
free of charge and great efforts have been made to dis 
tribute care even to the most rural areas. Essentia ll y 
doctors are trained as specialists, so that the primary 
care physician is a specialist in that field and has 
selected that field quite early in his training. Every 
doctor is trained in prevention and indeed the greatest 
emphasis in health propaganda is on prevention. When 
one recalls the great epidemics from which Russia once 
suffered, one can accept that to reach health statistics 
comparable with other parts of the advanced world, as 
she has done, great preventive campaigns have had to be 
carried through (Murray, 1974, p. 41). 

We shall now turn to our four major areas of concern on which we 

are comparing the various systems. 

Hosnitals 

In 1974, the Soviet Union reported almost three million hospital 

beds or 12 per 1,000 people. Hospitals are regionalized and range in 

size and service from small inpatient units attached to outpatient 

clinics, to large district, municipal, regional and specialty hospitals. 

The specialty hospitals include those for maternal and child care, for 

cardiovascular diseases, tuberculosis, cancer and venereal disease. 

Urban primary care services are provided in district polyclinics. 

In general, the adults of the district go to an adult polyclinic and 

the children to a pediatric polyclinic. No specific method for 
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coordi nating the care of a single famil y i s built i nto the system, 

except in cases of certai n types of infecti ous disease. 

Polyclinics deal wi th 80-85 percent of all episodes of illness 

from beginning to end. The adult patient may 2ither first see the 

primary care doctor or refer himself to a specialist in the polyclini c ; 

both are considered first contact physi ci ans . The primary care doctor 

may, of course, refer the patient t o a polyclinic specialist or , 

when necessary, directly to a hospital-based specialist . Chi ldren 's 

polyclinics are similarly staffed by primary care pediatricians and 

pediatric speciali sts (Fiel d, 1967). 

Hospital faci l ities in the rural areas are regionalized and are of 

three types: intercollective fa rm hospitals, district hospitals and 

regional hospitals . For more isolated rural areas , primary care i s 

provided by feldsher-midwife stations. The health care provided by them 

includes epidemic control measures, reduction of ch ildhood morbidity and 

mortality, early case finding, observation and medi cal services for 

tuberculosis , malignant tumors and other di seases, sanitary measures to 

improve the living and working conditions of the people engaged in farm 

production, and health education . While in the cities, the feldsher 

generally works under the supervision of a physician, in the rural areas 

he practices relatively independently of the physician except for 

regul ar supervisory visits. 

The organization and prov i s ion of primary care i n the rur~l areas 

of t he Soviet Union have been hampered by the large differences i n 

population density among the fifteen republics, with the Republi c of 



Hea 1th Searc h 

38 

Moldavis , for example, having a popul ation density of 103 per square 

kilometer, while the Republic of Turkmenia on t he Caspian Sea having 

a popul ation density of four persons per square kilometer, which ma kes 

i t t he most spa rsely populated republic in the USSR. Significant dif

ferences in resources and wealth also exist among the republics , the 

least industrialized being the poorest. 

An interesting item is the so-ca lled "closed system of paying 

polyclinics" which provides speciali st serv ices for a small fee to 

members of the Soviet political and cultural elite and to their families. 

This blatant departure from equity appears to be an exception to 

a system which strives to be just and equitable to all citizens . 

Site of Practice of Doctors 

With 700,000 physicians, the USSR has more physicians than any 

other country, both absolutely and--with one for every 350 people--rela

tive to population size. The doctors are not, however, evenly 

distributed according to the numbers of the population. They range 

from one for every 500 people in the Tadzhik Soviet Socialist Republic 

to one for every 250 people in the Georgian S.S.R. Many young physicians 

are sent to underdoctored areas for three years after the end of their 

training, but there is considerable resistance on their part to remain 

in the rural areas. Rural medi cal schools are being established as part 

of the attempt to increase the number of doctors in rural areas (Sidel, 

1977). 

The Soviet Union, however, has not managed to solve the problem of 

persuading medical personnel, part icularl y physicians, to work i n the 



Health Search 

39 

rural areas , and consequen: ly there is both a shorta ge of doctors ln 

the countryside and a rapid turnover of those who do go t o work there. 

Si nce the beginni ng of the industri al revo lution , there has been 

J heavy emphasis in the Soviet Union on t he maintenance of the worki ng 

capacity of its industrial v1orkers . In factors with 4,000 or more 

workers, industrial medi ca l departments provide a wide range of servi ces 

including specialist, outpat ient and inpatient treatment, as well as 

industrial hygiene . ln addition, al l coal mining, oil refining, oil 

extracting, ore mini ng and chemical plants with 2,000 or more workers 

are eligible fo r a department. In addition to providing treatment, 

industrial medical departr.ients are responsible fo r occupational acci

dents and diseases, mass screening for tuberculosis and cancer, and the 

containment of infectious diseases. 

Workshop doctors , often assisted by volunteers called 
'health activists, ' are crucial pivots in the Soviet in
dustrial health systen . The doctors have an intima te 
knowledge of their workshops and are responsible for such 
occupationa l health el ements as protective cl othing, 
workshop ventilation , dust content and noise levels. 

Another signi ficant aspect of Soviet industrial health 
services are health resorts and sanatoriums, which have 
been an importa nt element of health care in Russia si nce 
the early 18th century . 

Finally, of particular interest are the special 
institutes and hospitals for occupational illnesses in 
each republic. These institutions concentrate patients 
with occupational disea ses together with physicians and 
researchers who have special competence in the field, 
thereby providing a focus for continued emphasis on 
occupational health ( fie ld, 1967 , p. 135) . 

As mentioned earlier, urban primary care services are provided in 

district polyclinics. However , there is a great emphasis on see ing 

the patient in the home. The microdistr i ct covered by a polycli ni c 
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physician is usually geographi cally quite small, so that pa tients are 

all located either within walking distance or a relati vely short auto

mobile ride from the polyclinic . Generally, all of the adul ts l iving 

within a given apartment building or wi t hin an area of a few blocks are 

patients of the same physician; in fact, records in the polyclinic are 

filed by address rather than by patient's name . The physician usually 

spends from one to two hours a day visiting the apartments of patients 

in the microdistrict. 

The hope, of course, i s that one doctor will provide continuous 

medical supervision of the same group of people over a prol onged period 

of time and that the doctors will become familiar with the area, the 

patient and the social conditions. However, reports of overworked 

medical personnel, high staff turnover and the difficulty of retaining 

doctors in primary care continue to persist. In some polycl inics , not 

all of the positions are filled and some doctors work one and a half 

shifts. 

As I just mentioned, the Soviet UnioR is having difficulty keeping 

physicians in primary care. The lure of specialization, and its greater 

s tatus and material rewards, frustrates Soviet attempts to provide com

prehensive, continuous primary care to the entire population , both 

urban and rural. 

Payment Mechanism of Doctors 

Physicians are salaried, as are all health personnel, and there is 

a distinct hierarchy with large differential increments in pay for 
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length of service and for more speci alized or higher administrative 

posi tions . 

In 1974, seventy percent of al l Soviet physicians were women. This 

is an outstandingly hi gh percentage compared to other countri es. How

ever, a large number of women physicians are in relatively low-status 

pos itions. Polyclinics, the site of primary care in the cities, have 

six and a half hour work shifts, which combine ~-.€11 with the homemaking 

role most Soviet women sti ll play . Male physicians often work one and 

a half or even two shifts , with concomitant higher pay, but such long 

hours are fre ~.J.Jently impossible for women. 

Middle medical workers incl ude feldshers, nurses, midwives and 

pharmacists . Soviet health authorities have had varying views of the 

feldsher over the years. At first, the Soviet Government decided that 

the institution of the feldsher should be abandoned, s ince "feldsherism" 

was considered second class rural medicine and the government wanted to 

equalize care between urban and rural areas. But the need for health 

personnel became so great and the problem of recruiting physicians for 

the rural areas so difficult, that by the late 1920s and early 1930s, 

the schools for tra ini ng mi ddle medical workers were increased in number, 

expanded and reorganized and resumed their training of feldshers . 

Today the feldsher holds the place in society of one 
who graduated from a 'technicum'--a secondary vocational 
school - -rather than an institute or univers ity. He is in 
the position of the technician as compared to the engineer, 
or the draftsman as compared to the architect. Reports 
vary, but the beginning feldsher appears to earn between 
70 and 90 percent of the salary of the beginning physician. 
The salary is higher, as it al so is for the physicians, if 
the feldsher is in a rural area and in a position of greater 
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responsibility (for example, head of a feldsher-midv1ife 
station). The feldsher's salary increases with yea rs of 
experi ence and, after a few years , he is earning more 
than the ini tia l salary of the physician. 

Unlike the Ch i nese barefoot doctor, who is considered 
a peasant and works as a med ical worker part time and as 
an agricultural worker part time, the feldsher is a full 
time medical worker who does not consider nonmed ical 
work part of his job (Publ ic Health Paper , 1974, no. 56). 

The new revolutionary government may have hoped in 1917 to change 

the status of doctors so that they would be considered and would consider 

themselves another group of workers, but they have not succeeeded. The 

hierarchy among doctors and among all health personnel from financial 

and other points of view remains sharp and clear, and there is no evi 

dence of change at the present time (Kaiser, 1976) . 

Equitable Accessiblity of Health Care 

As mentioned before , there has been a heavy emphasis in the Soviet 

Union on industrial hea l th services. It was clear to the Soviet leaders 

that high productivity would depend on the good health of industrial 

workers. Today, approximately thirty percent of the people of working 

age receive their health care and medical care through a special network 

of health services in the industries in which they work. In hazardous 

industries, such as the oi l and mining industries, a physician 's health 

station is set up if there are over 500 workers. In non-hazardous 

industries of modest size, there is usually a health station staffed 

by non-physician personnel. The doctors ma ke routine tours of the work

shops and, if stationed in isola.ted areas, they may provide care for 

the surrounding population as well. 



Heal th Search 

43 

Al ong wi th the extensive medical network serving the industrial 

workers , hea l th care servi ces for the community a~d for the individual 

appear to be highl y accessible and range from primary care to super

specialized services , from tiny rural health stations to huge city 

hospitals. 

However, problems of extreme overcrowding in polyclinics and 

hospitals, of doctors spending their time doing paper work rather than 

seeing and treating patients , and of vast variation in qual ity are 

reported both by some Soviet sources and by Western reporters. Because 

of long waiting periods, reports of black market payments to workers in 

the medical care system come to the surface repeatedly (Navarro, 1977) . 

We mi ght add to this the severe shortage of doctors wi lling to 

work in rural areas, as mentioned earlier . 

The Soviets have stressed the importance of devel oping 
a nationwi de health system, yet their coverage of rural 
areas is far from optimal (Gi nzberg, 1977, p. 71). 

Care for patients with chronic illness is provided through special 

facilities i n a process called "dispensarization. 11 There are , for 

example, dispensaries for cardiovascular disease which serve several 

polyclinic districts and more specialized ones at the city level. 

Patients are encouraged to see the specialist regularly, in addition to 

the general medical care provided at the polyclinic . 

Primary care in cities can al so be obtained by going directly to 

the emergency room in a hospital or by telephoning "03" from pay t el e

phones at no charge for the ca l l, and no coins are needed. 
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A criti cal examination and assessment of the Soviet experiment 

will yie ld important lessons to be learned by those concerned with 

health and the planning of medical services in other countries. The 

Soviet Union remains to this day the world's only maj or power to ha ve 

made health care and medical care completely free and largel y accessible 

and equitable to its people at the time of need. A vast commitment of 

manpower and other resources was needed to accomplish this herculean 

task: it should be recognized by the rest of the world as one of the 

~ore impressive and positive achievements of the Soviet regime . 

In conclusion, the Soviet Union has no doubt created a comprehensive 

national system of health protection and medical services that might 

well serve as a blueprint for any modernizing nation. Starting wi th 

very limited resources in facilities and personnel at the time of the 

Revolution, the regime proceeded to expand these resources at a rapid 

rate. There is no doubt that, overall , the health system has fulfilled 

its mission satisfactorily at l east on a quantitative basis. The choice 

for quantity as opposed to quality was a wise one, since a quality 

approach under the circumsta nces would have not only been too costly but 

also unrealistic. 

Despite many problems (which the regime cleverly attributes not to 

itself or to its system of socialized medicine , but to the personal 

negl igence of some health personnel ) , the Soviet citizen finds in 

socialized medicine at least some evidence of the regime's concern for 

his health, hi s well-being and the welfare of those who are dear and 

close to him. 
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Despite its shortcoNi ngs, the challenge posed by 
Soviet socialized medicine to the West and partic ularly 
to the United States is inposing. There is, firs t, the 
obvious challenge of the contribution medicine and public 
health make to Soviet power and potentia'f by raising 
the health level, the vi tality and the l ongevity of the 
population. Further, at the political and ideol ogical 
l evel the challenge might be formulated as follows: 
In the world situat ion t oday , because of the absolute 
nature of contemporary weaponry and the assurance of 
mutual suicide in the use of these weapons, the struggle 
for men's minds, loyalty and allegiance between East and 
West takes more and more the form of what each system 
can offer to the people. It is in this respect that the 
Sov iet blueprint of socialized medicine dispensed as 
a public service has broader ideological appeal, parti
cularly to the underdeveloped countries of the world, 
than the more sophisticated, mixed private and public 
American model (Kimbrough, 1975, p. 230). 

There is no doubt that the countries of the Third World are impatient 

to solve their health problems (which slow down their economic and social 

development) and that, if asked, the Soviets will be glad to assist and 

advise in these matters. 

Equally disturbing i s the rate at which physicians 
are being trained in the Soviet Union, compared with the 
United States, and the fact that from 20 to 25 percent of 
all the world 1 s doctors today are Soviet doctors. The 
USSR. if it so chooses, soon will be ab 1 e to export phys i -
cians to the underdoctored areas of the world; it has 
already done so on a limited scale. In the second half 
of the twentieth century, the medical missionary appears 
likely to replace his religious colleague of yesterday 
as a means of peaceful penetration. It may be noted that 
the United States finds itself in the embarrassing position 
of having to import large numbers of physicians trained 
abroad to staff its hospitals, thereby further depleting 
the already meager medical contingents of some developing 
countries, such as India (Kimbrough, 1975, p. 231 ) . 

Despite the books and articles publ ished on the subject of Russian 

health and medical care today, it is very difficult for anybody to truly 

assess its overall merits. This i s due ma inly to the lack of candor 
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.,.,hi ch charactcri zes the rapport between Communist countries and our own. 

It seems apparent though that in the area of mental health, the Russian 

government often uses its system of medical care as a politi cal tool of 

the state to suppress and constrain its di ssidents (Thorne , 1977 ) . This 

casts a disappointing shadow i n an othen-Jise very positive achievement 

of the Soviet regime. 
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The People's Republic of China: How to Turn Med ica l Care 

Into a Political Issue 

In order to understand and assess China's medical and heal th care 

today, we must first examine the nation i tself , f rom t he poi nt of vi ew 

of its geography , the development of i t s technology, its history and the 

life of its peopl e. 

Chi na's mainland territory, an area al most exactly the same size as 

the United States, is the home of what is by far the world ' s largest 

population , an estimated 850 mil l ion peopl e. Of its l and area, however, 

only a r el atively small part i s arable. Therefore , China must feed 

approximately 20 percent of the world's popul ation with only 8 percent 

of the world 's cul t i vated l and . 

China's population i s, furthennore, most unevenly distri buted. The 

vast majority of the people live in eastern China, with its three great 

river basins; western China, with i ts mountains and deserts, is ex

ceedi ngly sparsely populated. The four least densely popul ated sections-

Inner Mongolia, Sinkiang, Tsinghai and Tibet--comprise just over half of 

the area of the country, but contain l ess than 4 percent of the popul a

tion. In addition, some 80 percent of the Chinese people l ive i n rural 

areas, an almost exact reverse of the population distr i bution in Sweden, 

Britain and the United States , and a far l arger proportion of rural 

popul ation t han that of the Soviet Union. 

China is a poor country by the standards of the countries examined 

previousl y . China ' s Gross Nati onal Product per capita i s one- thirt ieth 
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that of t he United States. More specificall y , China, with al most four 

times as many people, produced one-thirtieth the electri c power and one

seventh the crude steel produced by the United States. In agriculture, 

labor-i tensive rather than mechanized methods are used (Sidel, 1973). 

China's health services have thus had to deal with the needs of 

a vast country and an even greater population, predominantly rural, 

unevenly distributed, and extremely poor in material goods compared to 

the people of the technologicall y developed countries. 

While statistics are j ust not available on the 
current health status of all of China's population, 
visitors in the 1970s report a nation of healthy-looki ng, 
vigorous people . There does not seem to be evidence of 
the malnutrition, ubiquitous infectious disease and other 
ill health that accompanies poverty in most other coun
tries of the world and was so prevalent in China up to 
30 years ago. 

The reports from visitors seem uniform to confinn 
the success of the Chinese health system in terms of 
problems which could be labelled "public health." The 
cleaning up of canals, irrigation ditches, gutters, 
ponds, rivers, courtyards and houses is not exactly 
medical care as we think of it in the West, but such 
measures were an essential step in getting vennin, lice 
and di sease spreading pests under control. The use of 
boiled water and the mass assault on veneral disease, 
leprosy, ringwonn, malaria and tuberculosis have either 
eliminated these diseases or contained them. Adequate 
food has wiped out one of the greatest scourges of old 
China, famine and starvation. Good nourishment has 
stopped rickets, good midwifery has stopped high infant 
and mother mortality (Dimond, 1975). 

These changes in health status are certainly not only the result of 

changes in medical care or even in health care; improvements in nutri

tion, sanitation and living standards are at least as important. But 

changes in medical care have undoubtedly also played an important role. 

Among the elements of the hea lth and medical care system in China 

which are of special interest to the Uni ted States are: 1) t he society's 
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f undamental red istribution of wealth and power, which males pos sible 

many of t he el ements in the systan ; 2) the system' s emphasis on pre

ventive medicine; 3) its ut ilization of traditional Chinese medicine 

in combination with 11 \~estern " medicine; 4) its training of part time 

health workers who remain integral members of the co!TiTlunity ; and 5) its 

attempts to mobilize the mass of people to protect their own health and 

the health of their neighbors. 

In Shanghai and Peking, China's largest cities, 
health statistics are now becoming available to 
Westerners. Data for Shanghai City proper show an 
infant mortality rate of 12.6 per 1000 live births 
(comparable to Stockholm and far lower than New York 
City's 18.l per 1000 for white babies and 12.6 per 
100 for 'non-white' babies.) The li fe expectancy in 
Shanghai City now appears to be about 70 years and 
the leading causes of death to be cancer, stroke and 
heart disease. While Shanghai is not representative of 
the rest of China, or even of its other l arge cities, 
the remarkable changes over the past two decades in 
Shanghai--the infant mortality rate in 1948 was 
estimated at 150 per 1000--are probably indicative of 
rapid changes in heal th status throughout China (Sidel, 
1977, p. 188) . 

There are two distinct streams of medicine in China: Chinese and 

Western. Chinese traditional med i cine is probably the world's oldest 

body of medical knowledge, having a history of several thousand years of 

empiri cal observations and compl ex theory. Diagnostic methods include 

observation and questioning of the patient and detailed and prol onged 

palpation of the pulse ; therapy makes use of medical herbs, breathing 

and gymnastic exercises and acupuncture . 

The Chinese traditional medical system, simi lar in many ways to 

the thinking of the ancient Greeks and Arabs, is based on a beli ef in 

the relationship between macrocosm and microcosm and in the o 

97325 
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and classi fi cati on of the properties of natural products. The t radi

tional medic ine that flourished in China throughout the centuries l ed 

to a wealth of empirical observat ions ; among them, the discovery of the 

circulati on of the blood, almost 2,000 year s before its discovery in 

t he West. Chinese traditional medicine discovered the fu ndamentals of 

smallpox inoculation in the middle of the sixteenth cent ury, and it was 

not until 1798 , over a hundred years later, that Jenner published his 

observations on cowpox inoculation for the prevention of smal l pox in the 

West. 

Physicians were first appointed to the courts of the grandees 

during the fourth century B.C. The primary responsibility of government 

physicians attached to the courts was the exami nati on of the numerous 

personnel of the palace and the early detection of disease; they were 

also responsible for food control and general hygiene. Thus, t he 

Chinese emphasis on prevention is not purely a contemporary phenomenon , 

for traditionally the physician who knew how to prevent disease was 

more highl y respected than one who waited until the patient was sick. 

Schools of Western medicine were established in China during the 

late nineteenth century and the early decades of the twentieth century 

but , while in the cities the status and prestige of Western doctors 

increased relative to that of traditional doctors, there were far too 

few of them to meet the needs of the people, especially of the poor 

(Palos, 1972) . 

There is common agreement that prior to 1949 , the date of the 

forma l assumption of state power by Mao Tse-Tung and the Chinese 

Communist party (an event the Chi nese peopl e refer to as the 
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"Liberation"), the state of health of the vast majority of the Chinese 

people was extremely poor, and the health services provided for them 

were grossly inadequate. 

The people of China in the 1930's and 1940's suffered 
the consequences of widespread poverty, poor sanitation, 
continuing war and rampant disease. The crude death rate 
was estimated at about 25 deaths per 1000, one of the 
world's highest. The infant mortality rate was about 200 
per 1000 live births; in other words, 1 out of every 5 
babies born died in its first year of life (Quinn, 1974, 
p. 75). 

Most deaths in China were due to infectious diseases, usually com

plicated by some form of malnutrition. Veneral disease was widespread. 

Nutritional i 11 nesses inc 1 uded most known forms of tota 1 ca 1 ori e, pro

tein and specific vitamin deficiencies, including beriberi, pellagra 

and scurvy. Ma 1 nutrition was often a euphemism for starvation. 

The bulk of the medical care available to the people of China 

was provided by the roughly half million practitioners of traditional 

medicine who ranged from poorly educated pill peddlers to well-trained 

and widely-experienced practitioners of the medicine the Chinese had 

developed over two millennium. These practitioners, and those who 

practiced Western medicine remained deeply mistrustful of each other 

and blocked each other's efforts in many ways. Probably most important 

of all, three-fourths of the Chinese people were said to be illiterate. 

Feelings of powerlessness and hopelessness were widespread; individual 

efforts were of little avail,and community efforts were almost impossible 

to organize. 

Following Mao's takeover in 1949, all efforts to provide health 

services were expanded into a new national policy. According to this 
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policy, medicine was supposed to serve the needs of the workers, the 

peasants and the soldiers, those who had previously had the least 

services rendered. Preventive medicine was to be put first--that is, 

where resources were limited, preventive medicine was to take precedence 

over therapeutic medicine. Chinese traditional medicine was to be 

integrated with Western scientific medicine: instead of competing, 

the practitioners of the two types of medical care should learn from 

each other. Health work was to be conducted with mass participation. 

Everyone in the society was encouraged to play an organized role in the 

protection of his own health and that of his neighbors. 

A number of new medical schools were established, some of the older 

ones were moved from the cities of the east coast to areas of even 

greater need further west, and class sizes were greatly expanded. It 

has been estimated that more than 100,000 doctors were trained over 

fifteen years, an increase of some 5QO percent. 

At the same time, large numbers of middle medical schools were 

established to train assistant doctors (nurses, midwives, technicians 

and pharmacists). In addition to these efforts to rapidly produce many 

more professional health workers, people in the community were mobilized 

to perform health-related tasks themselves. 

The Chinese approach to these massive health drives has been to 

politicize the issue. Instead of delegating the specific health problem 

to the health departments or to the individual doctor or community hos

pital, as we have done for example with alcoholism, the Chinese 

government made the problem a national issue related to patriotism, 

citizenship and duty to the country. The elimination of venereal 
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disease, for example, was declared policy of the Communist Party and, 

therefore, there was no debate or individual latitude. The straight

forward message was that good citizens do not have venereal disease. 

The same approach has been used for the elimination 
of narcotic addiction. The clear public policy of abso
lutely not tolerating the further use of narcotics within 
China was given a specific cut-off date and was reinforced 
by constant newspaper and radio coverage. In February 1950, 
Chou En-lai issued a directive forbiding growing, manufac
turing, selling and using opium. Anyone selling 
narcotics would be arrested. If, after such persuasion, 
the offender continued to sell narcotics, he was subject 
to being shot. Anyone addicted to narcotics would be 
helped to free himself and would have employment. 

The same sequence was followed in the elimination of 
prostitution. A date was declared, all houses were 
closed and rehabilitation programs were begun, frequently 
on the premises. Education for new careers was immediately 
begun. Many prostitutes were resettled into new jobs and 
factories or returned to their families in the countryside 
(Dimond, 1975, p. 131). 

Using the techniques of mobilizing the entire country to wipe out 

venereal disease and narcotics, as well as diseases such as smallpox, 

cholera and typhus over the span of only one generation, was a truly 

monumental feat. 

However, in spite of Mao's urgings and the efforts of propaganda, 

there was still considerable resistance on the part of higher medical 

graduates to practice in rural areas where there was the greatest need 

for them. As a result, by the mid-l960s, much of the large rural popula

tion still lacked adequate access to medical care. 

With the help of editorial writers, especially in Shanghai, Mao 

began hammering at his own Party, and by instigating the Chinese youths, 

launched his Great Proletarian Cultural Revolution and was able essen

tially to close down the Party, purge it and rebuild it. 
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The actual violence of the entire three year purge is beyond any 

measuring stick which we Americans can apply. Ninety percent of the 

cadres were removed and retrained or replaced. All universities :,nd 

colleges were closed. All Foreign Office representative but one were 

ca 11 ed home. 

Medicine, one of the large units of any society, was a prime target 

of the Cultural Revolution. Every medical, pharmacy, and dental school 

was closed. All students in school were declared "graduated" and sent 

to the countryside to practice indefinitely. The message was summarized 

in three words: "Serve the People." Persuasion had been tried from 

1949 to 1966,and the medical teaching institutions and specialty hospi

tals had misunderstood the message. The big special hospitals in the 

cities were equal to any in the world. By their standards, they had 

"served the people" and served them well. 

However, most of the Chinese people were not living in these cities, 

and most would never be served by these special skills, excellent though 

they might be. 

China was not cities, and big city medicine was not useful to a 

land-tied peasant. Serving the people meant that medical care had to 

be produced in the countryside--now. Through coercion, through demand, 

programs were initiated at once which kept one-third of the hospital's 

personnel, from doctor to janitor, in the countryside at any one time 

(Gibson, 1972). 

A new health care professional was created who was a working peasant 

with only three to six months of training as a first aid worker and the 
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colorful title, "barefoot doctor." There are now said to be two million 

of them in China. He is neither barefoot nor a doctor, but is the 

in-residence neighborhood first aid man or woman, ready to give and 

equally ready to carry out the national rules. 

As a result of the Cultural Revolution of 1966-69, much in medicine 

was markedly reorganized. Higher medical schools began to admit students 

who had less previous schooling but had the experience of working in 

factories and in communes. The curri c•1l um was restructured to pl ace 

greater emphasis on practical rather than theoretical aspects, with 

much more training in traditional Chinese medicine and was reduced to 

three and a half years instead of six as previously. 

We will now briefly explore the Chinese system of medical care, 

according to the four areas of concern: hospitals, site of practice of 

doctors, payment mechanism of doctors and equitable accessibility of 

health care. 

Hospitals 

Marked advances have been made in the area of hospital care since 

the Revolution. Hospital facilities in China in 1949 were extraordinar

ily inadequate; the maximum estimate of the number of hospital beds in 

1949 was 90,000, less than one bed per 500 people. Furthermore, hospi

tal beds were concentrated, as were the doctors, in the cities. It has 

been estimated that some 860 new hospitals averaging 350 beds were 

built between 1949 and 1957. This amounts to one new hospital completed 

somewhere in China every three and a half days--a total some 300,000 

beds in eight years (Wilenski, 1976). 
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Hospitals in the cities range from small neighborhood hospitals, 

similar to American neighborhood health care centers, which care only 

for ambulatory patients, to technologically sophisticated research 

and teaching hospitals. In Peking, for example, above the neighborhood 

level there are four research-oriented and specialized hospitals operated 

under the aegis of the Academy of Medical Services; 23 municipal hospi

tals, 10 of which have over 500 beds, under the jurisdiction of the 

Peking Bureau of Public Health; and 20 district hospitals. 

The Shoutu (Capital) Hospital, formerly the hospital of the Peking 

University Medical College, was called the Fanti (Anti-imperalist) Hospi

tal from the onset of the Cultural Revolution until early 1972 when it 

was renamed again. 

Municipal hospitals have jurisdiction over the health service in a 

given geographical area, including those provided by factories, schools, 

local health stations and district hospitals. They also have responsi

bility for a segment of the surrounding rural area and send mobile 

medical teams to the countryside to provide services and to train local 

health workers. 

In the rural areas, many large communes have their own hospital 

facilities to which patients are referred from the production brigade 

health station. In the ten rural counties that are part of the Shanghai 

municipality, for example, there are 212 commune hospitals, with an 

average of 30 beds each (Sidel, 1974). Commune hospitals are locally 

administered and financed. County hospitals, which are generally loca

ted in the towns and serve the people of the surrounding areas as 
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well as those referred from the communes, are larcer and far better 

equipped than commune hospitals. 

There is no doubt that, by our standards, the "surroundings" of 

hospital care in China today would be totally unacceptable. But if 

we look beneath the trappings and consider the qualities of avail

ability, relative cost and effectiveness, the Chinese have produced a 

model solution to their problem. 

Although the equipment in the neighborhood hospital 
is sparse and primitive, it seems adequate for the level 
of health work performed there. The institution appears 
to function at a level not unlike that of many neighbor
hood centers in the United States, one difference of 
course being the great use of traditional Chinese medical 
techniques (Sidel, 1974, p. 51 ). 

Site of Practice of Doctors 

The Cultural Revolution brought about great changes in medical 

practice. Previously, some mobile health teams had traveled the 

countryside providing services and training, but now mobile medical 

teams were organized on a massive scale. 

Part of their responsibility was the training of large numbers of 

barefoot doctors, peasants who provide elements of sanitation, health 

education, first aid and primary medical care, while continuing their 

farm work. The term "barefoot doctor" stems from the fact that much of 

the work in rice paddies is done barefoot. 

The barefoot doctors usually work in health stations at the produc

tion brigade level, but do much of their work, both medical and 

agricultural, with their fellow members of the production team. 
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Health ,1orkers called "worker doctors" are analogous to the bare

foot doctor and work in urban factories. They provide preventive 

medicine, health education, first aid, occupational health services on 

the factory floor and the factory health center. ,Jerker doctors, like 

barefoot doctors, perform health work part time, while continuing their 

other duties. 

The cities of China are divided into districts of several thousand 

people; the districts are divided into smaller neighborhoods and 

neighborhoods are divided into "residents' committees" and "residents' 

groups." Residents' corrmittees usually have health stations which are 

staffed by "street doctors," another urban counterpart to the barefoot 

doctor. 

Perhaps the clearest example of the work of the street doctors and 

their personal and intense involvement with their communities is their 

work in reducing China's birth rate. Birth control, like other facets 

of human behavior, is intimately tied to one's living conditions and 

one's level of political consciousness. 

Therefore, it is recognized that family plannin'.: is 
based upon the emancipation of the woman, her equality, 
her right to study and participate in all political 
decisions and her heightened social consciousness 
(Piotrow, 1971). 

In the urban areas, street doctors are responsible for the dis

semination of birth control information. They go from door to door, 

talking with the women about the number of children they want and the 

birth control methods they are using. By means of monthly visits to the 

home of each woman of childbearing age, street doctors keep careful 
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track of the types of contraceptives used. Most of these workers are 

housewives, often with two or three children: many have had tubal li

gations themselves, so they serve as models for the women they visit. 

It is said that while no one is "forced" to limit the family to two or 

three children, great stress is put on educating people or. the impor

tance of population control--not necessarily for themselves, but 

rather for the neighborhood, the city and the nation (Orleans, 7972). 

It appears that all the health workers who deal with women around 

the issue of birth control are women. Indeed, women have assumed a 

large role at all levels of China's medical care system. It is esti

mated that approximately 50 percent of the barefoot doctors and the 

overwhelming majority of street doctors and nurses are women. Some 30 

to 40 percent of China's physicians are women, and the percentage is 

rising since, it is said, approximately 50 percent of medical students 

are females. Indeed, women seem to be attaining higher positions in 

medicine than in many other fields. 

Urban personnel, including doctors and superspecial ists, are 

assigned to the countryside, on a rotating basis. As many as one-third 

of the staff of an urban hospital may be away at any given time, 

spending from six months to a year in a rural area assigned to a 

specific location, such as a commune or a county hospital, for the 

purpose of bringing health care to the countryside and being themselves 

reeducated in all aspects of rural life. 

As part of their attempt to equalize the quality of life in the 

cities and in the countryside, the Chinese are also building great 
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numbers of medical facilities in the rural areas. There is still, 

however, a relative shorta£e of medical resources in remote areas, 

even though the urban-rural distribution of medical resources can be 

considered a considerable success. 

Payment Mechanism of Doctors 

With the exception of the "barefoot doctors" who participate in 

the income and food production system of the communes, all medical per

sonnel in the cities and the rural areas are now on salary--a change 

from the prevailing methods of some private practices into the early 

1960s. Salary and status differences among medical personnel with dif

ferent levels of expertise are apparently being reduced. Prior to the 

Cultural Revolution, following the Soviet pattern, great salary differ

entials had developed. Doctors who were particularly senior in 

specialization or in academic status often earned four to five times as 

much as a beginning doctor, and experienced doctors earned considerably 

more than experienced nurses or other health workers. One result of the 

Cultural Revolution has been a decision that wages at the upper end of 

the range wi 11 be frozen until wages at the lower end rise to meet ti,em. 

This is a relatively new policy and its pattern of application, its 

consistency and its effects are not yet clear. 

The income of "barefoot doctors" is generally determined in the 

same way as that of the other peasants in the commune; each peasant's 

earnings depend on the total income of the brigade and the number of 

"work points" that the individual collects. Barefoot doctors 
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receive work points for ~ealth work just as they would for agricultural 

work. 

As far as "worker doctors" are concerned, they are paid a salary 

similar to that of the other workers in the factory. 

Salaries for hospital doctors range from 46 to 155 
yuan per month; traditional and vlestern-trained doctors 
have the same sa 1 a ry sea 1 e. Nurses begin at 4 yuan per 
month; the highest paid nurse at the hospital in the 
fall of 1972 earned 69 yuan a month. Administrative 
personnel earn fro~ 40 to 70 yuan a month (Sidel, 1973, 
p. 51). 

It is very difficult to attempt to assess what is happening in 

China today as a result of the new Sino-American rapport. A change 

toward more emphasis on intellectual endeavor seems likely, as well as 

a shift toward values held prior to the Cultural Revolution. This would 

probably translate in a differentiation in pay as well as in status for 

doctors with more education and more experience. 

Equitable Accessibility of Health Care 

As far as the financing of medical care, methods vary widely both 

in the cities and in the rural areas. Workers in most industries have 

their medical care paid for by their factories; their families are 

subsidized for half the cost of the services and must pay the balances 

themse 1 ves. 

Peasants in many coITTnunes may participate in a collective medical 

care system, each family paying into the fund an annual premium for each 

of its members. The entire family is then covered for all medical expen

ses except for payment of a nominal registration fee. 
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The Chinese hope to see the elimination of all 
medical care payments when t!1ere are sufficient resources 
to make this possible. Apparently this, too, will be 
done on a decentralized basis. Meanwhile, the cost of 
individual services and of prepayment premiums are quite 
low, even when calculated as a percentage of a Chinese 
worker's income, and the payments are therefore felt to 
be little or no barrier to access to care. On the other 
hand, they do make it clear that the resources for 
medical care are not unlimited, and that responsibility 
should be exercised to use them appropriately. The time 
will come, the Chinese say, when people's socialist 
consciousness will be raised to the point where such 
reminders will no longer be necessary; that time, despite 
all the changes, has not yet come (Hu, 1976, p. 239). 

The results of these changes in the medical system are readily 

apparent in China today. There is truly an availability of health care. 

It is available where the patient is and the necessary steps to more 

sophisticated care are functioning effectively. 

Acupuncture and herbs, barefoot doctors and traditional doctors act 

as the first line to absorb the majority of problems. Regular doctors 

have been resettled in the commune hospitals and good second stage care, 

including obstetrics, general surgery, simple fractures, pediatrics 

and dentistry is handled there. 

Roving health care teams bring on-the-job training to the rural 

areas; barefoot doctors and commune doctors have regular required periods 

in the backup city hospital. 

Nevertheless, despite the vast changes that have taken place in the 

health of the Chinese people, problems of accessibility still remain to 

be solved. More than one decade after Mao's severe criticism of the 

health establishment for focusin9 on the urban rather than the rural 

areas, medical care remains considerably more accessible and of higher 
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technical quality in the cities than in the countryside. Buildings, 

equipment, resources of all kinds are more available in the urban areas. 

In addition, despite massive training efforts since 1949, a shortage of 

trained medical personnel still exists, and this shortage is almost 

surely more pronounced in the countryside than in the cities. 

Furthermore, the changes that are taking place in China today 

because of the events of the past few months will probably result in a 

decrease in accessibility to health care, since it will no doubt increase 

the flow of medical personnel back to the cities, if the past is any 

i ndi ca tor. 

In summary, the health of the Chinese people has been transformed in 

just over one generation. This transformation, while due in large part 

to the basic changes in the society brought about by the Revolution, is 

also due to the transfonnation of the Chinese health and medical care 

system. 

There are, of course, some major problems which remain to be solved. 

Barefoot doctors, who have provided a great deal of the medical care in 

the countryside, have also been criticized for occasionally attempting 

to perform more complex tasks than those for which they were trained. 

This is also a consequence of a continuing shorta9e of trained personnel 

both to perform complex medical procedures and to supervise lesser

trained workers. 

Conversely, there are said to be patients who d~mand a more skilled 

health worker when one with lesser technical skills could adequately 
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perform the task. In other words, the problem of appropriately matching 

the health worker to the task has still to be fully solved in China, 

as in all countries. 

In addition, the integration of traditional and Western medicine is 

by no means complete, and thus doctors of traditional medicine probably 

continue to have less status than "Western type" doctors. 

Another issue which cannot be omitted from even a cursory study 

of the Republic of China is the question of whether their new "moral" 

man, who has accepted the rigor and demands of hard work, lack of 

individual freedom, puritanical behavior and bombardment of propaganda, 

can be maintained at this level of commitment. Initial excesses plus 

initial asceticism are characteristic of successful revolution. How

ever, how much of the present Chinese model behavior can be maintained 

at such a level? Evidence that a change toward a more materialistic 

trend is already in the making is indicated by the new Sino-American 

relationship. 

An entirely new approach to training a health care team has been 

launched by the Chinese. It is not a variant of the Russian or of 

any other system. It is Chinese, and if the Chinese are successful, 

one can only anticipate that many of the developing, so-called Third 

World countries will follow suit. 

The American concept of prolonged special training has dominated 

much of the world. Many nations have either copied us or their young 

doctors have elected to come to us. The Doctor of Medicine degree, 

followed by several years of special training and final certification 
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has become the rule, not only in the United States, bt in the Philip

pines, Taiwan, Hong Kong, Singapore, Indonesia, Suma, India, Turkey, 

t•:exico, Colombia, Erazil--to name only a few countries. Many of these 

countries are poor and not all of their population has '"edical care. 

The painful end result of the American "professional ization" in many 

of these countries has been to produce intelligent, 1~el l-prepared 

specialists who cannot be afforded by their country and are useless to 

the majority of its population. 

The new Chinese policy has eliminated boards, 
certificates and barriers to movement up the health 
ladder. ~/hat they are doing may be a more exportable 
package to developing countries than our formal, 
nationwide, professional standards approach (Dimond, 
1973, p. 167). 

While the remaining problems of the Chinese medical system should 

not be minimized, they are small compared to the magnitude of the 

achievements of the past 25 years and small compared to the demonstrated 

successes of some of the radical departures from standard methods which 

the Chinese have introduced. 

As far as what the future holds, it is extremely difficult for even 

the most astute "China watcher" to truly evaluate what will be happening 

in China: this gray area includes the health and medical systems as well. 

Therefore, it is impossible to draw conclusions based on the Chinese 

model, since recently it is in such a high state of flux. 
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U.S. Medical Care System: _lhe Free Enterprise, Laissez-faire Approach 

Before turning to recommendations for the future of our own system, 

it seems well advised to briefly examine its historical background as 

well as the problems existing today in the health and medical care 

fields. 

Medical care among the Puritans held few, if any, prospects of care 

as we know it, but was based rather on a special kind of preventive 

approach. It was widely felt that if a person adhered to the "Protes

tant Ethic"--leading a life compliant with fundamental law, replete ,1ith 

productive work for one's family and community--he would achieve health 

and satisfaction. There were, of course, many remedies for relief of 

pain and some other symptoms of illness, but many of the early Puritan 

colonists made few major attempts to interfere with what was seen as 

God's will (Weber, 1958). 

By the time of the Great Awakening in the colonies, around 1740, 

the universe came to be seen as one in which "all men were created 

equal," in which there were natural rights, in which people could help 

one another through formal services including medical care. 

The growth of the cities also forced the movement of charity, 

which had been largely a private matter, into the public sector. In 

1736, New York City built an almshouse and the city council frequently 

appropriated funds to employ physicians to care for the destitute ill. 
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Folk medicine and self-care ren~ined extr~mely important, especially 

in small, isolated settlements on the frontier, which could not support 

a doctor. 

During the seventeenth and eighteenth centuries, most people healed 

or died at home--and were by all accounts much safer there than in the 

almshouse/hospitals where infectious diseases ran rampant. Despite their 

generally poor image during the second half of the eighteenth century, 

hospitals were established in some of the larger cities and began a 

tradition of training physicians, surgeons and, much later, nurses with

in the confines of the institution. 

The current role of the hospital in therapeutic medicine did not 

fully develop, however, until the late nineteenth century, after the 

development of anesthesia, improved surgical techniques and the value 

of antisepsis and asepsis. 

While the academic medical school and the hospital became the 

dominant sites for medical education and for specialized practice on 

the East Coast, further west the situation was different. During the 

westward expansion, opportunities for individuals to function in a 

variety of roles increased with the formation of new communities, and 

there was a growing demand for doctors to provide medical services. 

Much of this demand was met by lay practitioners, frequently women, who 

usually preferred herbs, diet and caring to the more dangerous and 

probably less efficient ministrations of many of the ''regular'' doctors. 

"Regular" doctors followed the instructions of Benjamin Rush, the most 

famous physician of the revolutionary period, who relied very heavily 
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on massive bloodletting and large doses of laxatives. 8; 1830, thirteen 

states passed rredical licensing lav1s, outlawing "irregu,ar" practice and 

establishing the "regulars" as the only legal healers. 

The establishment of the American Medical Association in 1847 

rekindled the flames. The battle against "quackery" continued in full 

force until the beginning of the twentieth century, when a combination 

of state medical societies and the AMA finally drove out much "irregular" 

practice and with it--until almost the present day--did away with much 

of the role of women in medicine in the United States. 

With the advent of the Industrial Revolution in the mid-nineteenth 

century, the immigrants became prime candidates for the diseases of 

poverty. Devastating epidemics would affect the rich and the poor 

alike, and therefore aroused much concern. A large part of the drive 

for public health measures arose, not out of altruism or because the 

people afflicted were powerful enough to demand such measures, but 

because the people in power felt themselves endagered by the epidemics 

of communicable diseases. Thus, the public health movement began as a 

reaction of the powerful to the spread of disease, and the recognition 

that it could be controlled through sanitation. This trend of govern

ment involvement in health care, as a separate entity from medical care, 

has continued up to the present time through enforcement of sanitation 

laws, water supply regulations and control of communicable diseases. 

By 1910, the AMA became concerned with the issue of financing 

national health insurance for the purpose of coordination and equitable 

distribution of medical services within society. In this and by 
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recommending a national health insurance, organized medicine in the 

days of pre-World War I •.;as the advocate of liberal reforr1 in the areas 

of health care and medical care in the country (Shyrock, 1962). 

The profound changes in attitude which followed World War !--the 

shift in United States public opinion toward isolationisr1, protection

ism and other forms of escapism--were reflected within organized 

medicine. In the early 1920s, the AMA was taken over by a group of 

private practitioners with a very different philosophy from that of 

their colleagues who had espoused national health insurance a decade 

before, and the organization began to function as a much more clearly 

defined "special interest" group. 

The federal government did enter the field of medical care in a 

number of ways. The Social Security Act of 1935, along with its better 

known function of provision of income for the elderly, authorized 

grants to states for maternal and child health and welfare programs. 

In addition, workmen's compensation insurance for 1~ork-related injuries 

was federally mandated. 

The opportunity for massive growth of federal involvement in 

medical care came with the election of the Johnson landslide Democratic 

Congress of 1964, which resulted in the enactment of two specific pro

grams. One, Medicare, was an expansion of the social security system 

to provide coverage for everyone over the age of 65. The other, Medic

aid, was a form of welfare for the "medically indigent" and was 

administered on a state basis with matching federal funds. 
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Over the past decade, not only has the United States health and 

medical care system not been mobilized to meet social needs, but it 

has in many ways been seriously weakened. In particular, the Nixon

Ford years saw a partial dismantling of public medical care in favor 

of private medical care and a reduction in federal funding for services 

for the poor and for minority groups. 

In the 1960s, there had been some attempt to provide health ser

vices to those who most needed them. Programs for specific categorical 

health care needs had been developed, such as the federal government's 

newly established Office of Economic Opportunity, which funded neigh

borhood medical care demonstration projects in poor urban and rural 

areas. Health centers were started by the Children's Bureau of the 

Department of Health, Education and Welfare; additionally, the 

Regional Medical Program (R.M.P., Public Law 89-239) and the Compre

hensive Health Planning Legislation (C.P.L., Public Law 89-749). Some 

funds for initial training of health workers had been made available. 

Under the Nixon administration, however, some of the best efforts of 

the past were cancelled in the name of economy, efficiency and local 

initiative (Gartner, 1973). 

Over the last quarter century, United States society has been 

characterized by rapid changes: urbanization and suburbanization, which 

has left the inner city predominantly populated by the elderly, the 

economically deprived and by ethnic minorities. We should add to this 

a high degree of mobility of a great segment of the population, and 

the increasing number and proportion of older people in the population. 
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The change in proportion is due in part to the survival of more people 

in the older age group, but it is rainly due to a decreasing birth 

rate and, therefore, fewer numbers of younger people being added to the 

population. 

Furthermore, while ours is aroong the most affluent of the world's 

societies, there are large numbers of people who do not share in its 

affluence. In 1976, 10 percent of all families in the United States--25 

million people--had income below the "poverty" line. Inadequate housing 

and nutrition, inadequate education and job opportunities lead to an 

endless cycle of poverty and illness. 

There has been a shift from a preponderance of acute infectious 

diseases as the leading cause of death to a preponderance of chronic, 

degenerative diseases which require community support far beyond that 

usually needed for infectious diseases. It is co11111on knowledge that 

diseases such as smallpox, cholera, yellow fever, typus fever and 

polio--which ran rampant years ago--have almost completely disappeared 

in the United States. At the same time, the advent of sulfa drugs 

and then of penicillin have helped to deal in a very speedy and effi

cient way with many other infectious diseases, such as influenza and 

have been lifesaving and life sustaining for untold millions. 

At the same time, there has been an increase in the proportion of 

older people in the population. Those aged 65 and over in the United 

States have increased from approximately six percent of the population 

thirty years ago to approximately ten percent of the population now. 

It is evident that this large segment of Americans are more prone to 

chronic illnesses, such as heart disease, arthritis and hyptertension. 
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If we add to this the drastic change in the structure of the family, 

with less accommodation and acceptance for older people, we are faced 

with an increased number of chronically ill elderly patients, who are 

puttin~ an ever-increasing strain on community-based health facilities 

(Berry, 1973). 

In conclusion, medical care in the United States has grown 

increasingly dysfunctional and somewhat incapable of meeting the 

changing needs brought about by changes in societal patterns and illness 

trends. We can now direct our attention to the four main areas of 

concern. 

Hospitals 

During the first half of the twentieth century, the hospital 

changed from a custodial institution to a complex workshop. Our hospi

tals have been proud, self-centered institutions. "Their growth and 

excellent depend mostly upon the breadth of vision of their trustees, ti;e 

drive of their medical staff and the generosity of their private and 

governmental donors" (Rutstein, 1974, p. 7). 

The word "hospital" generally conjures a picture of private, 

non-profit facilities established to provide short term care for rather 

acute illnesses. It is frequently forgotten that more than half of the 

l .7 million hospital beds in this country are occupied by patients with 

chronic illnesses and disabilities. One-tenth of the beds are operated 

by the federal government for its special charges: military, veterans 

or public health hospitals. 
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Proprietary hospitals, operated for profit, are generally rare, 

but their nur,ber is increasing rapidly in a few metropolitan areas 

such as Los Angeles and suburban New York City. Most patients, however, 

receive short term care in voluntary (non-profit) hospitals containing 

70 percent of the short term beds and admitting three-fourths of the 

patients for brief periods (Rushmer, 1975). 

The board of trustees of the hospital is commonly composed of 

businessmen and community leaders with authority over both the hospital 

administration and the medical board, but with neither the background 

nor the technical knowledge to exercise its power. They are legally 

responsible for medical care, but in reality they have limited influence. 

The ultimate responsibility for t~e quality of care is actually 

shared between the medical staff and the governing board of the hospital, 

acting on behalf of the conmunity. 

Since 1946, with the passage of the Hill-Burton Act, hospital 

construction has skyrocketed. ''As of 1971, a total of 10,748 projects 

had been approved for the construction of health facilities, particularly 

hospitals and nursing homes'' (Rushmer, 1975, p. 126). 

By the late 1960s, so,"e observers had come to realize that, 

however measured, the earlier bed shortage was clearly a part of history. 

In many communities, many of the beds in use were in obsolete buildings 

and sooner or later would have to be replaced, but the further expansion 

of short term hospital beds was no longer an issue. Indeed, a recent 

report by a committee of the Institute of Medicine concluded that the 

United States has too many hospital beds and that the early closure of 
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30,000 beds--about three oercent of the total supply of short term beds 

--could be effected without any risk of reducing needed services and 

would offer other considerable cost savings, approximating one 

billion dollars annually (Institute of Medicine, 1976). 

Interestingly, the distribution of hospital beds in the United 

States is much more equitable than that of physicians. In some ways, 

hospital bed distribution is used to make up for shortages of physi

cians. States, like South Dakota, which have low physician to population 

ratios, have relatively high hospital bed-population ratios. 

There is indeed some maldistribution and misuse of hospital 

resources, but it takes a different form than that of physicians and 

other health workers. It occurs in the competition among hospitals, 

particularly in urban areas, for prestige enhancing equipment and for 

patients to keep the beds full. 

As mentioned above, the leading hospitals compete for staff and 

patients with a variety of duplicated facilities including those for 

open heart surgery, cardiac catheterization, coronary care, intensive 

radiation therapy, isotope diagnostic labs, etc. Meanwhile, several 

groups of patients have little access to any health care providers, 

primarily the rural poor and the inner city disadvantaged, many of 

whom are racial minorities with low income. 

Expanded numbers of health care personnel, coupled with recent 

trends toward rising wages, are key elements in the soaring costs of 

hospitalization. This is compounded by the fact that substantial 

numbers of beds 1 ie er1pty. 
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On the average day last year about 318,000 hospital 
beds, one out of five, were empty across the United States. 
Obviously some hospitals are full and have waiting lists, 
but there are several thousand empty hospital beds in 
New York City alone, and six cities are reported to have 
4,000 beds more than they need. The costs of hospitaliza
tion are greatly increased when the occupancy rates 
diminish (Rushmer, 1975, p. 29). 

Site of Practice of Doctors 

Contrary to popular belief, the shortage of physicians in this 

country results more from excessive specialization and maldistribution 

than from insufficient numbers of health professionals. The number of 

family physicians is inadequate for current needs, while certain cate

gories of specialists have been trained in excess of actual requirements. 

These surplus physicians concentrate in metropolitan and suburban 

areas, while remote and rural areas suffer deficiencies of health care, 

many of which cannot be realistically offset merely by dispersing 

physicians into these areas. 

Physicians living in wealthy suburban areas near large cities find 

life extremely pleasant, professional contacts and facilities convenient 

and patients relatively healthy, well nourished and able to pay. For 

these reasons, physicians tend to congregate in and near large urban 

centers in numbers amounting to a major surplus. 

For example, New York City contains about four percent 
of the population of the United States, but nine percent of 
the physicians are located there. Imagine, nearly one doctor 
in every ten in this country lives in a very small area in 
and around Manhattan Island, yet its ghettos contain thou
sands of people lacking even minimal care (Rushmer, 1975, 
p. 24). 

The reason the number of physicians is totally inadequate in both 

the centers of major cities and the riore rural areas is simple: the 
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depression of living conditions and of incomes in these areas are 

powerful incentives to physicians. 

Incentives that might encourage physicians to settle in such 

locations have proved largely ineffectual. After a prolonged standoff 

because of differences betwee~ key committees in the House and the 

Senate on the principles of effecting physician redistribution, a 

new health manpower act was passed in October, 1976 (PL 94-484). The 

act makes future federal aid to medical schools dependent upon student 

corrrnitments to practice in underserved areas upon the completion of 

their training. The results of this act have yet to be felt in any 

measurable degree. 

Our current alternative would be to train paraprofessionals to 

help relieve the heavy loads of rural and inner city physicians. Some 

smaller towns contain adequate medical care, but in many parts of the 

Midwest and of the Southwest and in the Rocky Mountain area, thousands 

of counties have no physician at all (Rushmer, 1975). Many of the more 

prosperous corrmunities in these areas have unsuccessfully attempted to 

attract physicians by building hospitals or clinics and by guaranteeing 

income. 

There are various reasons for the failure of such incentives. Rural 

physicians are often solely responsible for large population spread over 

vast areas, so they tend to be overburdened and under unremitting 

pressure. Their remuneration is small compared with that of their 

urban colleagues, and they must function without the convenience and the 

support of modern hospitals and sophisticated health facilities and 
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services. They deal with a very large number of routine, mundane, and 

even trivial problems that are neither intellectually stirc"lating nor 

professionally satisfying. Isolated from medical centers, they quickly 

fall behind the rapid surges of scientific progress. They have diffi

culty finding substitutes to allov; for vacations or for periods of 

study and rarely ilave time to enjoy the financial fruits of their efforts. 

Since freedom of location is, but for few exceptions, the case in the 

United States, it is no wonder that free choice commonly favors subur-

ban practice. 

A variety of experiments are being explored in an attempt to 

encourage health professionals to choose rural or reroote areas after 

graduation. In the Medex program, for example, physicians' assistants 

are chosen from among highly experienced medical corpsmen after their 

discharge from the military. After intense work in ,,edical centers, 

they complete their training by working with rural physicians who have 

agreed to employ them. These men have demonstrated an ability to assume 

a great deal of responsibility and have received acceptance from both 

physicians and patients (Smith, 1970). 

It appears evident that there is no prospect of providing health 

care personnel and facilities in the quantity and quality required to 

cover all the needs of residents of rural areas and of inner cities. 

Even the alternative of training paraprofessionals is not going to be 

sufficient. The only solution will probably lie in utilizing more 

effectively our sophisticated communication,network and transportation 

capabilities to transmit information from patients to medical centers 
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and to convey patients to the appropriate facilities for the treatment 

of their illnesses. 

Payment Mechanism of Doctors 

In the United States, the physician is compensated through a fee

for-service system in which he bills the patient, the insurance company 

or the government for each individual service provided to the patient. 

In 1950, the per capita expenditure for physician's services was 

less than $18 a year; in 1975, this figure had risen to over $105, or 

sixfold. In the beginning of the period, 85 percent of all spending 

for physicians' services was in the form of direct payment from 

patients; by 1975, the share of direct payments had declined to just 

under 40 percent (Gibson, 1976). Two developments were responsible for 

this shift. The first was the accelerated growth of private insurance. 

The second was a parallel increase in payments to physicians from 

public funds--from 5 percent to 25 percent during the period (Gibson, 

1976). Insurance and government, which together had accounted for only 

about one-sixth of all payments at the beginning of the period, were 

responsible for three-fifths at its end. 

The growth of health insurance introduced a new factor in the pur

chase of physicians' services. Since many consumers no longer pay 

their physicians directly, they are less likely to economize in the 

use of physicians' services. At the same time, the services that a 

patient obtains from his physician have not remained the same over the 

past three decades, since they involve more complex equipment, more 
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tests and more staff assistants, which contribute to rising physician 

costs. 

The availability and quality of medical care are affected by the 

way physicians are paid in our health care system. While a significant 

proportion of their work is perforn~d in hospitals, most physicians are 

not paid by these health institutions, but by their patients, on a fee 

for service basis. 

Physicians earn more if they perform more fee 
generating services and they typically work long 
hours: non-federal physicians in office practice 
worked an average of 49.9 hours per week in 1974 
(Bishop, 1977, p. 208) 

That physician incomes are high is to be expected for workers who 

make such a large time and money investment in their training. "The 

average net income for non-federal physicians in office based practice 

was $51,224 in 1974" (Bishop, 1977, p. 208). 

High incomes mean that subsidies to induce physicians to practice 

in areas or specialities where they are most needed are unlikely to be 

effective, since physicians can apparently do well in most of the loca

tions or specialities they might choose. 

Plans to improve the availability and quality of health care in this 

country and to control its total cost may involve changes in the way in 

which physicians are paid. Under a prepaid group practice arrangement, 

for example, individuals pay the group practice organization a premium 

or capitation, which covers all health care for a year. If physicians 

choose less costly modes of care and avoid tests and procedures that 

have only marginal value for patient health, savings can then be 
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returned to the organization for distribution to physician members. It 

has been argued that physicians will not work as long hours for salaries 

or group rewards as they do for individual fees. However, this should 

not be cause for great concern in light of our expanding physician 

supply. 

Whatever the basis for the payment of physicians might be in our 

future national health service, one thing should always be considered: 

the practice of medicine places severe demands on the physicians. As 

long as the period of education and training needed to become a doctor 

continues to be so long and involves such an expensive investment on 

the part of the doctor to be, physicians' incomes can be expected to 

be high. If we add to this factor the unusual demands that the prac

tice of medicine place on the conscientious physician, we can easily 

predict a continued expectation on their part for generous financial 

rewards. 

Equitable Accessibility of Health Care 

As a result of the agricultural revolution, a mass migration from 

farms and small towns to the cities has congested our metropolitan areas, 

leaving large areas of the contiguous states and Alaska sparsely popu

lated. People who live in rural areas of this country almost always 

suffer from insuffucient access to good health care. Many counties 

are without a single physician, so that they must depend upon distant 

towns for their health care. 

Inadequate access to health care is a sorry enough condition for 

those rural people who can afford to pay; the plight of poor farmers 
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and of migrant workers is indeed tragic, since their geographic isola

tion compounds their socioeconomic disadvantages. 

Both members of Congress and state legislators are 
under constant pressure from rural constituencies that 
fear they will have no doctor when their elderly general 
practitioner retires. Other communities have been with
out a physician for years, unsuccessful in their efforts 
to recruit one, despite their offer to provide well 
equipped facilities, supporting help and an assured 
income (Ginzberg, 1977, p. 69). 

But although access to health care in many rural areas remain a 

problem for which no ready solution is at hand, the crux of the access 

lies in the inner cities, which house large numbers of low income 

families, many of whom have only recently settled there and have not 

yet adjusted; others who do not speak English, and some of whom may be 

in the country illegally. 

Paradoxically, the inner city is also the location of some of the 

nation's foremost teaching hospitals, with their sizable staffs of 

physicians and allied health manpower. But the inner city lacks pri

vate practitioners, many of whom have relocated to the suburbs. The 

small number of private practitioners located in low income areas implies 

that ghetto residents will find it difficult and often impossible to be 

treated by a physician of their own choosing. Another measure of 

inadequate access is the long waiting times associated with treatment 

in emergency rooms and outpatient clinics of nearby hospitals which 

provide inner city residents with the only source of medical care. 

These facilities are often clogged to the point that real emergencies 

are neglected. 
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The alloc~•-ion of additional money for Medicare and 
Medicaid will not solve this complex problem, because 
these programs do not focus on the root issues. We have 
failed to develop the incentives necessary to distribute 
the surplus resources of health care personnel and facili
ties more equitably among people so close geographically 
and yet so distant in terms of their environmental 
conditions (Rushmer, 1975, p. 89). 

By any standard, the native Americans form the group who suffer the 

most from the unavailability of health resources, despite the efforts of 

the Indian Health Service, which is responsible to some 400,000 

American Indians and Alaskan natives. 

The infant mortality rate of native Americans is more than three 

times that of whites. The crude death rate of Alaskan natives is more 

than twice that of white Alaskans. Respiratory infections are extremely 

common, and in children they frequently produce severe bronchitis which 

is very rare among children in other parts of the country. The director 

of the Alaskan Native Medical Center has suggested that the high rate of 

mental retardation is largely due to the residual damage of acute 

infectious diseases early in life (Euglender, 1970). 

Current debate in the United States over inadequate access centers 

not only on geographic problems, but more and more on financial factors 

which preclude some families from receiving the same attention and care 

as others. The costs of health services have reached such high levels 

that they are beyond the reach of a large segment of the population, 

particularly those not covered by insurance or other third party payments. 

True, the passage of Medicare and Medicaid has helped breach the gap in 

the rate of utilization of health services among poor and non-poor. 

However, since financial barriers to health care are still very 
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pronounced, the poor will resort to home remedies, limit physician con

tacts and skimp on follow-up care. 

Other aspects of the issue of access are worth noting. Despite 

Medicare, there are special problems that senior citizens face in 

obtaining health services. Many older persons who are shut-ins cannot 

find a physician who is willing to care for them in their homes. Others 

who are in nursing homes often lack adequate medical or nursing care. 

In summary, health care delivery unexcelled anywhere in the world 

is readily available to people fortunate enough to live in the more 

affluent sections of metropolitan and suburban areas in this country. 

For the people who inhabit remote areas, for some minorities and for 

the poor, problems of accessibility to health and medical care still 

exist. 
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Conclusion: Proposals and Recommendations For Change 

It is the author's opinion, based on readings and observations, 

that the medical and health care of the four countries examined could 

best be compared to that of the United States, by the visual aid of 

the following figure. 

Each point of comparison has been put on a scale of l to 5, with 

five being the highest rating. This is a completely subjective analy

sis of the variables examined in each of the countries, and the 

information was integrated into this figure. 

Hospitals 

The following points have been laid open for examination, analysis 

and conclusion: total number of hospitals in a given country, including 

general and specialty hospitals; number of beds available per capita, 

including private, semi-private and wards; technical equipment, including 

operating room, delivery room, pharmacy, laboratory and x-ray department; 

outpatient and emergency departments; and location of hospitals. The 

rating is based primarily upon these quantitative factors,and it is not 

a qualitative decision at all. Five will indicate a highest ratio per 

capita, and one the smallest. 

Site of Practice of Doctors 

The factors taken into consideration had either negative or positive 

aspects in relation to the best conditions under which physicians can 



Heal th Search 

85 

practice medicine. The negative factors were: physicians working 

exclusively out of a hospital and physicians working exclusively out 

of their own office. The positive factors were: a combination of 

working from their office and the hospital, partnership and group prac

tice, freedom of practice location and ratio of physicians to population. 

Payment Mechanism of Doctors 

The items investigated and explored were: full time salaried 

physicians, including those receiving all of their remuneration through 

governmental bodies; physicians paid on a fee-for-service basis; 

physicians receiving remuneration under a prepaid and/or group practice 

plan; the capitation system; and various insurance coverages. 

Equitable Accessibility of Health Care 

A research was made of the following factors: accessibility, 

both from a financial and from a geographical point of view, in rural 

and urban areas; use of paramedic workers; the plight of shut-ins, 

elderly and various ethnic groups; and the queue problem. 

Table 1 

Points of Comparison 

Site of Payment Equitable 
Practice Mechanism Accessibility 

Countries Hospitals of Doctors of Doctors of Hea 1th Ca re 

Sweden 4 4 4 4 

Great Britain 3 3 5 3 

USSR 2 2 3 2 

China 5 

United States 5 5 2 1 
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While we cannot obviously expect to transplant techniques and 

systems from one society to another, a number of fundamental principles 

have emerged. Sweden's attempts at regionalization and its efforts in 

preventive medicine; Great Britain's commitment to equity in provision 

of care and to the r:1aintenance of community based primary care; the 

Soviet Union's guarantee of basic medical care to its entire population 

without charge at the time of service; and China's extensive use of 

paraprofessional health workers to provide health and medicare care 

where it is needed the most--all are examples of ways in which health 

and medical care can further goals of equity and accessibilty. 

Each country may be said to have evolved the kind of health service 

it deserves--no better nor worse than the environing situations allowed. 

Yet it 1,ould appear that in no country there is general satisfaction 

with the status quo. The belief in progress runs strong, and the very 

dynamics of medical technology make it impossible to stand still. Each 

country has evolved a financing and organizational pattern that appears 

to be congruent with its social and political system. No country seems 

to feel it has solved the cost problem, but they vary in the extent to 

which they have solved the access problem of the poor. No country has 

solved the problem of distributing physicians to areas where they may 

not like to practice, although the People's Republic of China has done 

better at this than the other countries. 

The United States stands at the threshold of long range shifts in 

methods of delivering and financing services, as revealed by the many 

legislative proposals now being put forth. 
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A group of proposals, sponsored respectively by the AMA and by 

the insurance companies, would leave the current practice of medicine 

unmodified and leave unchanged the role of the insurance companies. 

Their main flaw is that they are based on imposing significant deduc

tible and coinsurance payments on patients and families at the time of 

i 11 ness in the name of "keeping down cos ts." These financial barriers 

would diminish equity in distribution and therefore weaken the effec

tiveness of the plan. At present, there are three major proposals for 

health reform on the Congressional agenda, each of which covers only a 

small part of the population and is intended as a ''first phase'' in 

implementing health care on a more comprehensive level. 

The first proposal, known as the catastrophic illness insurance, 

provides different alternatives for the protection of excessive medical 

expenditures. A recent analysis by the Congressional Budget Office 

(January, 1977) reveals that a significant number of persons incur 

large expenditures for health services, measured either in terms of 

costs of over $5,000 or 15 percent or more of their income. 

The long-term care issue has also been analyzed by the Congressional 

Budget Office (February, 1977). It includes both health and social ser

vices required by the elderly and the disabled. These services can be 

provided in a nursing home, in their own home or in an intermediary 

facility. The level of expenditure is difficult to determine, because 

there is no reliable basis for estimating the universe of need or the 

level of need. 

The third proposal which is attracting considerable attention is 

the National Health Insurance for Mothers and Children Act (95th 
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Congress, S.370), kno,m as the Kiddicare Bill, which was reintroduced in 

the Senate and the House early in 1977 by Senator Javits and Representa

tive Scheuer. The major thrust of the bill is to cover the cost of all 

the health needs of children up to the age of eighteen and of all 

women during pregnancy and for twelve weeks thereafter. This proposal 

has long been a favorite of those who believe that the path to national 

health insurance requires staging, and that the goal cannot be achieved 

in one giant step forward. 

There is only one plan that has the widespread support of organized 

labor as well as of the "liberal" establishment in medicine: it is the 

Kennedy-Corman bill and would provide universal eligibility and care, 

free at the point of service. This bill would eliminate the role of 

insurance companies, would eliminate deductible and coinsurance payments, 

would encourage more equitable distribution of large segments of medi

cine, would encourage group practice and would use a largely 

''progressive'' system of taxation as its source of funds. 

What we have in the United States today as far as the health and 

medical system is concerned is closer in many ways to the futuristic 

vision of some of the proponents of health reform than those who have 

vested interests in keeping it from changing would have us believe. 

Those who oppose any changes in the status quo often quote five basic 

myths: 

l. Medicine is a "small business," self-employed, totally entre

preneurial profession. In reality, one-fourth or more doctors in the 

United States already work on a salaried basis. 
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2. M_~_ical care~ purchased ill!_ ind_i_viduals from the physician 

of their choice. Jn reality, 40 pet'cent of the funding for health and 

medical care comes from tax funds, and an additional 30 percent comes 

from pooled insurance funds. Furthermore, large groups are already 

served by a public medical care system, such as the Anned Forces, the 

Veterans Administration, the United States Public Health Service, etc. 

The President of the United States, our Cabinet members, tongressmen and 

other government officials are also the recipients of national health 

care, and in many cases find nothing inconsistent about railing against 

this form of medical care and accepting it at the same time. 

3. Doctors are free !Q_ practice wherever they wish. In reality, 

doctors whose education is paid by government agencies such as the 

Armed Forces or the National Health Service Corps give up a considerable 

degree of freedom about where and how they practice for at least a 

portion of their careers. 

4. Doctors~ for their own medical education and should be free, 

therefore, to practice medicine~ ways that will maximize income, to 

"make _l!__P_ for past expenses." ln reality, today over half of the costs of 

medical education are already borne by government at one level or another 

and for some students almost all expenses are already covered by one 

government agency or another. 

5. Prior to the passage of Medicare and Medicaid in 1965, many 

analysts believed that our health care system would be swamped by 

persons who previously had not sought treatment, because of lack of 

financial means. ln reality, these fears proved exaggerated. For the 
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most part, physicians, clinics, hospitals and nursing homes were able to 

handle the increased demand for services with very little problem. 

Who are the advocates of medical and health care reforms in the 

political arena today~ A look at the people and at the forces behind 

the major proposals for health reform on the nation's agenda reveals 

the answer: a loose association of concerned consumers, of labor union 

leaders (whose members indirectly and sometimes directly must cover 

steeply rising insurance premiums), some political leaders who see 

health reform as a winning issue, and many health analysts in academic 

and governmental positions who believe that the present system is both 

inefficient and inequitable and could be substantially improved. 

It is very difficult to estimate when these voices of change will 

be effectively heard. Ours is a system of challenge and response. 

Congressmen are likely to enact radically new proposals only when there 

are clear and unmistakable signals from their constituents that inaction 

is the greater risk. For example, only when Congress became unable to 

deal with the monopolies in 1890 did it pass the Sherman Anti-Trust Act; 

the collapse of the market system in the Great Depression of 1930-33 

paved the way for the New Deal legislation of 1933-35. When the cost of 

insurance premiums becomes so high that American middle class consumers 

find themselves unable or unwilling to meet them, then--but probably only 

then--will the stage be set for major health reforms. At that point, 

most of the presently silent and unengaged public, who now prefer to 

leave matters alone, could be recruited to the side of the reformers. 
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It appears evident from the author's readings and observations 

that the present United States health care and medical care system, 

from almost every point of view, is only partially meeting its respon

sibilities in the promotion of health and in the provision of humane 

and efficient care. 

Health expenditures continue to increase at a faster 
rate than the economy as a whole. In the fiscal year 1977, 
for example, health spending rose twelve percent while GNP 
increased by 10 percent. Health as a proportion of the 
GNP has grown from 7.2 percent in 1970 to 8.8 percent in 
1977. The exceptionally rapid rate of increase in health 
care prices is the major cause of the faster growth in 
outlays for health. Price increases for medical care 
services have been outpacing the other major necessities 
of life (except for fuel in 1977) (Social Security, 
1978). 

Since governrment--federal, state and loca~-is now the source of 

more than 42 percent of every dollar expended for health care, the 

control and the reform of the health care industry is and will cer

tainly remain in the political arena. 

Today, the average American is spending in unprecedented propor

tions. 

The total health spending figure of $162.6 billion 
translates into $737 for each person in the country. The 
average person spent $297 for hospital care, $146 for 
physician's services and $57 for drugs and drug sundries. 
An additional $90 was spent per person for items other 
than personal health care--research, health related 
construction, public health, and the prepayment cost 
of private health insurance (Social Security, 1978). 

There is no reason to believe that this upward spiral is going 

to diminish: this will result in increased lack of accessibility to 

more and more people. 
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For the sake of equit; and to test the caring qualities of our 

society, a systematic attempt should be made to get comprehensive 

services to the poor by two chief nethods. One is a generous govern

ment subsidy to buy healtn insurance policies from the current insurance 

agencies to facilitate entry to the mainstream of American medicine on 

the part of the poor or non-working. Parallel to this, massive incen

tive subsidies to hospitals and medical centers to provide service in 

underserved areas would be in order. 

For the employed segment of the population--an overwhelming propor

tion of whom already carry some type of health insurance in connection 

with their employment--there should be a federal health insurance system 

to cover high cost episodes of given magnitude, say above $15,000. 

Therefore, at a relatively modest cost, the poor and non-working would 

get comprehensive services for nothing and with options, while the 

employed and earning segment of the population would be rid of the 

fear of financial catastrophe. 

We have to have federal leadership to do that. We 
need the federal taxing structure to raise the money, to 
set the standards and to redistribute the resources. But 
local control remains imperative. Reality tells us that, 
regardless of our rhetoric, we cannot produce more access 
to better health care at less cost. It is also apparent 
that the present distribution of available health care has 
little relevance to need and this misalignment is not 
improving (Pickett, 1978, p. 68). 

Any future change in the structure of the current health and medi-

cal care system is going to be a political one and modifications will 

likely evolve from election to election. Our tripartite division of 

powers--legislative, administrative, judicial--complicated by a federation 

of states, sets the stage for a free1~heeling method of policy formation. 
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The parliamentary systems of Great Britain and Sweden, the dicta

torships of Soviet Russia and China, make for tidier policy development. 

The trend toward increasingly official planning bodies such as 

the Health Systems Agency will likely lead to a tight system not 

desired in the American context. Some planning will still be needed 

on a voluntary basis, in order to avoid duplication and excessive use 

of service. No central planning body has the ability to determine 

adequacy of facilities and personnel. 

A general system approach is being used more and more in the health 

field today. This gathering interest should replace the previously 

native notion that the health services can be manipulated piecemeal, 

without affecting the other components of the system. The health 

services can be conceptualized as a system, with points of entry and 

exits for the patient. There are identifiable types of facilities and 

organizational structures. There are identifiable types of personnel, 

medical programs, health insurance mechanisms and training centers. 

There is a contribution to be made, by ranging from careful inter

preting where data are available to plausible inferences where they 

are not. Data are available, for example, for patterns of use of health 

services, facilities and personnel, providing a basis to draw on in 

describing the health services. However, when dealing with political 

and social philosophies and how they affect health services, the 

emphasis must be on plausible and reasonable inferences based on 

reading and experience. Inferences here are on s 1 i ppery ground, because 

there may be other interpretations that are equally plausible and 
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reasonable. As expressed by Barrington Moore, "All that the social 

historian can do is point to a contingent connection among changes in 

the structure of society'· (Moore, 1966, p. 29). 

This approach is justified, because of the open nature of the 

subject. The health services structure is ready for a detailed and 

rigorous system approach, to permit the testing of precise hypotheses. 

The preceding recommendations flow from an assessment of what the 

author feels is politically feasible, financially acceptable, and 

reasonably equitable in the context of the American political ar.J 

social system. 

If this country will fund a generously proportioned system of 

opt~ons for the middle and high income patients and comprehensive 

services for the low income patients, it can be both dynamic and 

equitable. 

It was not the author's intention to present a clear-cut solution 

to the present American care dilemma. A further in-depth study would 

be necessary if one would attempt to implement a workable system. 

Suggested research in this area would include a look at other medical 

and health care systems, such as Canada, West Germany, Australia, etc. 

In addition, comprehensive research into the past few years of the 

Congressional Records would undoubtedly reveal many bills with partial 

built-in solutions, such as bills pertaining to a National Health Service 

and a national health insurance system. 

It is my hope that this paper wi 11 awaken in some measure the 

interest of the reader to pursue the study of this vital aspect of 
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American life. But I rcust accompany this with a warning. No system 

can be perfect which is ~ade of fallible humans, and we are all falli

ble. The framers of our Constitution two centuries ago were well aware 

of it. There must be a set of checks and balances to our health care 

system of the future. Even to create it, the power to do so must be 

seized back by the people and soon. If it is not--in the nation as in 

the health care system--some of the reforms which may look good today 

could be the building blocks of larger and larger bureaucracies which 

will become more and more entrenched and less and less open to change. 

There is, as yet, no method of intelligent and deliberate change to 

which all interested groups will agree. 

' 
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