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JOHN EHRENREICH

INTRODUCTION: THE
" CULTURAL CRISISOF MODERN

MEDICINE
Medical care is a good probe of the quality of a society.

Jt reveals how a society deals with such fundamental individual
and social experiences as birth and death, pain, disability, suffer-
ing, and aging. Viewed through the prism of its medical care
system, the United Statesappears a very unhealthy society in-
deed, The tvvelveessays in this book, unlike most radical critiques
of health care, are not concernecl primarily with the problem of
the distribution of health care (who gets what kincl of care and
how do they pay for it) bút rather with the nature of moclern
medical care itseIf. They examine meclical caré-as scicnce and as
~ocial interaction. They ask what the real valuc of scientific
medical care is-and what'the price of that care is, in terms of
physical harm, social dependency, and political impotencc. In
short, these are contributions to what \Vemight caJI a "cultural
critique" of modern medicine.

In this introductory essay Iwill discuss the historical and politi-
cal origins and the principal themes of this "culhtral critique." I
will also examine its relation (which, we shalI see, is partly com-
plementary, partly antagonistic) to the political amI economic
critique of health care which radicals and socialists have more
usualIy made. FinaJIy, I will layout some of the elements of a
synthesis between the varióus radical approaches to health ca re
to form a vision of what a tmly socialist medicine might look like.

[ w~nt to th~nk B~rh~r;] Ehrenreich. lIer ideas <lnd eriticísTIlS cOlltrihl.lted
greatly to this essay.
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THE RADlCAL CRITIQUE OF MEDlCAL CARE

1'0 start with, let us recall the more traditional radical critique
of medical carc-what 1 will call the "political economic cri-
tique." (l 'sbould stress that in distinf,'lJishing this mode of
criticism from the "cultural critique," which 1 shall come to
shortly, 1 am deliberateIy exaggerating the gulf between the two
for ))urposes of c1arity. 1n actual practice, althollgh pure forms of
each critique are easy to identify, most radical critics of thc health
system draw elcmenls from both.)

The politieal economic critique concentra tes its fire on the
illcquitable c1istriblllion of health services. 1'0 the poJitical cco-
nomic cribc, American medicine at its best is unquestiollably
bcneficial. '1'he prob1cm is that not everyone has equal acceSS to
it. The poor are worsl off, of course; lhey simply cannot afford
good caf(; (or, in some cases, an)' care at aH). But finances are nol
the only barriers to careo Poor geographic distribution of doctors
and hospitals (c.g., lhe lack of services in TIlral areas), lack of
general practitioncrs and other primary ca re physicians in some
arcas, racism, etc. all act to deny many American access to
acceptablc medical careo These crilicisms of medical care in the
Uniled Sta les apply somewhat less strollgly to other advanced
capitalist countries (where syslems of national health insur-
ance-as in France, Germany, }apan--or national health
services-as in England and Sweden~ase Ihe financial buraen),
althollgh even in these other countries, class and geographic
c1ifferentials persist. Bul they apply with redollbled force' to the
])oor c:ountries of thc world, where 11l0dern health servic:es of any
kind are virluany confined to the midclle and llpper classos in
urh;ll1 arcas; the urban amI nnal poor are simply left to their own
deviccs.

'fhe political econornic critique as we have dcscribed it so far is
shared by liberal amI radical cribcs alikc. Thc two groups part
COIllP,lllY when it comes lo explainiug wIly the health system has
bccll lillable lo provide rcadily ac:ccssible anc1affordablc medical
scrviccs for a1l, ami what has lo be doue to corred the sih.¡ation.
Liberals tcnd toaq:,'1.le that thc Unitcd Slates, allcast, does not
really have a health s)'slem; it has a "uonsyslem," a fragl1lellled,
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1ntroduction 3

uncoordinated mélange of private entreprcneur doctors, inde-
pendent private and pllblic hospitals, virtoany unregl..1lated nurs-
ing humes, etc., descended from an earlicr cra when the organi-
zatioll of health care matterecl lcss beeal..1sehealth care was not
very effeetive anyway. I The problcms wOl..1ldbe solved, they ar-
gl..1e,by creating an orgallized health ca re s)'stem-national
hcaltb insurance to ellahle people to pay for care; government
regulation of hospital eonstmction ;:lIlcleost stmehlTes; govcrn-
ment aid to hcalth manpowcr training; govcrnment sponsored
lIIeehanisms to ovcrsee the qllality of careo
. Radical political eeonomic erities, by eontrast, see the priva te '1
ownership ancl control of medical and paramcclieal instihJtions as
the root of the prohlem.2 'rhe privatcly praeticing cloctors, pri-
vately controlled hospitals and nursing homes, privately ownecl
dmg ancl inslIrance ancl medieal sopply companies, are "not in
business for people's health," the radicals argue. As long as this
siluatioll exists, it remains impossiblc to plan anc) regulate the
health systcm in the intcrests of cquity amI service. The solution,
they assert, is a pllhlicly oWllcd and control1ec! health syskm,
Il1odclcd, perhaps, after that of England or Swedell or after tite
more complctcly puhlicly owncd and highly organizccl health
systcm of the USSR and thc European communist cOl..1ntries.:l
Some radicals w()uld take tite argllment onc step farther and say
that as long as capitalism-with its private ownership ancl control
of the mcans of prodllction, distrihlltion and fillance-persists, so
wiJ]the systcm of uncqual ineomes, ullequal edueation, uncqllal
Itealth risks, and uneqllal health services. But ;lS the English and
Swcclish experiences make c1ear, socializcd medicine, cvcn if
imperfect, is possiblc in an othcrwise eapitalist country and is
quite effcctive in rcclncing, if not eliminating, incquities.
Thc political ccollolllic critique, of coursc, acknowledges that

therc are prohlems with health care other than distrihution. Ser-
vices are all too often of low tcchnieal quality; doctors and hospi-
tal workers may diseriminate among paticnts beeausc of their
mee or class or nationality or sex; serviccs are often burcau-
eratieally organized and unneccssarily fragmcnted; and so on.
But, and 1 cllIpbasize this point, these are scen as blemishes, as
problcms with the organization of medical care, and not as intrin-
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~I(, to the lIature of medicille itself Modefll ~eientific medicine
(JeT se. from the polítical ecoI10lllic perspective, i~ seell as an
ullaIlovcd bClldit to lillmallity; amI tlJe triumph of 1Il0derJl medi-
cal ¡)f;;cticc over e\(;ry form of ~uperstition and quaekery is seen
as 0I1l' of thc greal technical advanccs Ihal capilalism \ViIIpass on
to ils socialisl suceeSSllrs.
In Ihe last fifteell years or so, anolher mode of criticism of

modcfII medicine, typified by Ihe essays in this anlhology, has
cnlcrged. Devcloping out of the often muhwlly isolated cxperi-
ence amI analysis of several disparate gwups, it has not gcnerally
been' secn as a single critique of Ihe heallh system. Bul the
separale lines of critieism of medical care developed by militant
black comlllunity groups, by feminists, by radical psycholher-
apists, and by heallh policy analysls eoncerned with the
impact of modern medicine are rclalcd, and benefil fwm being
considered togethcr. 1 \Viii call this synlhesis of these criticisllls
the "culhlral critique" of 1lI0dern medicine.
'rhe political economic critique chaIlcnges Ihc poor distribu-

tion of an otherwise admirable service; the ctdhlral critique dis-
¡mtes the value of Ihe services themsdves. lt challenges the
assertion, comlllon to liberal amI radical critics of the political
econolllic school (as well as to the American Medical Association
and the American Hospital Association), that Western-slyle med-
ieal care is effcctive, humaue, and desirable. (The implications of
this coutenlion for the queslions of distribution raised by the
poli tical cconomic critique are evident: why expand access to
something tha!'s no good? 1 shall ha ve considerably more to sal'
aboul tbis problem below.)

What 1 am calling a cultural critique first appcared in the arca
of menlal heaJlh. Psychiatry is the weakest link in modefll medi-
cal carc. lts efficacy is quite low. H. ]. Eysenck sUl1lmed up a 1%5
rcvicw of the Iiterature on the effectiveness of psydlOtberapy:
"'rhe Iberapeutic effcets of psychothcrapy are smaJl or nonexis-
tcnt and do not in any del1lo11Strable way increase the rate of
recovery OVer that.of a comparable group which receives llO
Ircalment at aJl."4 Eysenck's conc!nsions havc oeen disputed, bul
eJcar cvidence for a positive effeel of psychotlterapy is slill lack-
ing. Evell among othcr doctors, psychiatry has relativcly low
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Therapeulic inlcrvel1tions have lwo faces; one is to heal lhe sick, lhe
other is lo control tI;c wicked ... Contel1lporary medica! practices-

prestige; and its cndcmic scctarianism has not made it any more
convineing as a seientific discipline. More impor.tallt, psychiatry
is concerncd not witb c1inicaI1" mcasurable som;ltic disfll1lctions,
but with what is social/}' defi'l1cd as ahnonnal or llnaeccplable
bchavior. (That tbis is so is aptly iJ1uslratcd by R.D.Laing's
description of aman "gibbering away on bis knccs, talkillg to
SOl11eone who is not tbere." Jt is only beeausc we aecept tbc socia]
c1efinition of this activity ;¡s pra}'ing that we. do not see him as
mac!.)" Psychiatry una bashedly proc1aims its right to rnakc moral
judgmcnts. Jt is thc branch of medicine which openly spccia1izes
in the social control of deviant behavior.

'1'0 many, the twentieth-ecnhIrY ullderslalldillg uf alcoholism,
drug addiction, homosexuality, ctc. as "iJlness," rélther than as sin
or crime, seel11S a triuJ11ph of humanity (and cOlllpilrecl to eigh-
teenth- and nineteJnth-century attihlCles, no donbl il is). E:x-
panding access to mental hcalth serviecs bec;1Il1C a l1lajor goal of
medical and other social reformers. Bnt in thc 1960s, just as this
goal seemcd to bccol1le realizable (throl1gh Ihc Federal COI1l-
munity Mental Heaah Act. Medicaicl. etc.), more amI more
pcoplc-not !cast, n~any mental palil'l1t:s ;1m] Cx-p;lticnts-bcgan
lo question its dcsirability. 1'hc bOlllldarics of the s()cially al1c1
sexllaIly permissible were rapiclly cxpanding. Psyehiatry lagged far
behind, continlling 'to define as "sic k" (amI thereforc subjccl to
psychiatrie "trcatl11c~1t") what él growing portiolJ of society viewed
as normal. More a.nd more YOllllg peoplc experilllcnted with
se1f-inducccl states that were psycho!ogically "a1>norl11al" (pro-
cluccd by dmgs, meditation, etc.). Psychiatrisls insistec1 011 diag-
nosing a \Vide rangc of behavior-from antiwar activity lo black
"riotil1g" to being a "hippy"-as psyehobc. The very medical
l1otion of psychosisl becamc suspcct, tinged with politieHI and
social jlldgmcnts. Psychiatry stoocl cxposed, nol as a scicncc amI
nol as unequivoc;lliy benign, but SilllpJy as a mode of social
control operating to preserve the social status quo. As Thomas
Szasz eommentcd in his inAuential book Tlle Mrtll of Menl.al
Illnes,s:
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in a11cOlllltrics [egardlcss of their polibcalmakeup--oftcn cOllsisl uf
COJllplicated COlllbinations of treatment and social control ....
Psychiatric diaglloses are shgmatiz.ing labels, phrased to rcsclllble
medical diagnoscs and applied to persons whosc behavior annoys or
offends others.6*

During the same period, the Black Liberation movemcnt and
other radical comll1unity movemcnts began to develop a not
dissimilar critique of somatic mcdicine. For one thing, black,
Hispanic, and Asían cOl1lml111Ítiesin big cities in the United
Sta tes repeatedly attacked the racism of the medical system. Both
the hea!th status of minority cormnunities and the health care
avaílable to thcm were demonstrably worse than in white com-
mllnities. ¡More important to the deve10pment of a clllhual
critique of medicine, the, ach.tal medical encounters of nonwhite
patients ",;ith dodors and other health workers were frequently
stained by, if not sah.natcd with, racismo Numerous exposés
documcnted widespread medical abuse of nonwhite patients
(e.g., involuntary slerilizations, testing of dmgs without the
patient's knowledge, "dumping" patients from one hospital to
another) .. Even more commonly, doctors and llluses displayed
hostile Of openly racist attihldes to nonwhite patients. Doctors,
hospital administrators, and medical sociologists could not un-
derstand why blacks and members of other minority groups did
not fully utilize preventive services; failed to communicate cleady
with the dodors; did not follow doctors' orders (for use of medica-
tiOIlS,return visits). 'fhe obvious explanation-that the nonwhite
patienls saw in their contad with the generally whíte doctors no!
a technically neutral, personally benign encounter, but a hostil e
social interaction dorninatecl by the c1octor-was eviden! to the

• J do not mean to suggest that psychiatTY has no therapeutie value under
an)' clrcnlllstances, 01' that aH mental c1isturbance is benign (eithcr from lhe
standpoint of lhe disturbcd pcrson or of sociely). The whoJe 101~ícis c!onckd bv
lhe dlfficulties in defining what constilll!es "neurotic" or "ps~,dlOtic" hehavior 0;1
lhe one halld ami wha! constilutes a "cure" on lhe othcr. A lidl diseussion is
bcyond lhe scope of lhis cssay ami this book, whieh are primarilv eoncc:rncd wilh
a social analysis of sOlllatic .llledicille. The sigllilieallce óf lh~ attacks on psy-
c1l1atry, for our purposcs, IS lhe insighls lhat they provided ¡nto the entirc
medical cndeavor.

nonwhite COl1'
the wdfare sy:
as benevolent
of nonwhite r
health servic(
tients with F
described by
lonialism," in
against racisr
the interpers,
The radica

skepticism al
istered) nurs(
anism for mí:
to social serv
muses had :
actual1y deli~
technical co
growth in th.
aides, orderl
and mental J

drawn from
rapidly ca01
nurses. For
the actual b(
latter group~
Moreover, ,:
sionalism wi
rather than"
hospital, nol

impossible ].
higher pay,
abilities an '.
through anl
the (Iarge1y
tion, Amer¡
sta ndards iI¡
trary, dete~!

i
rl

.. "



')

171troduction 7

sist of

~ll1ble
JYS or

~nt amI
I a not

black,
United
l. Both
~h care
e com-
:ultural
nwhite
luently
~xposés
,atients
ut thc
)ital to
playcd
octors,
lot un-
lPS did
c\early
ledica-
Ilwhitc
)rs not
hostile
to thc

e lInder
~om Ihe
lIded by
~vioron
Issioll is
led wilh
on psy-
e enlire

nonwhite comnmnities if not to the doctors. Like the schools and
the we1fare system, the medical system began to be pcrceived not
as benevolent but as a systcm of social control. (The experience
of nonwhite patients in the United States with white-dominated
health services c\osely parallcls the experience of AIgerian pa-
ticnts with French colonial doctors and hospitals, graphically
described by Frantz Fanon; see bis artiC\c, "Medicine amI Co-
lonialism," in this volume.) Thus, intcnsified community stmgglcs
against racism forccd attention onto the nonmedical aspects of
the interpersonal relations involved in medical careo

The radical comnmnity movements also developed a growing •
skepticisITl about professionalism. Doctors and professional (reg-
istered) muses had long insistcd that professionalisITl was a mech-
allism for maintaining high standards of care amI a commitment
to social service. But by the mid-sixties, doctors and professional
nurses had come to make up only a minority of the people
achtally delivering health careo The rapid expansion and growing
lechnical complexity (lf medical scrvices requircd an explosive
growth in the number of nonprofessional health workers-nurscs
aides, orderlies, ward c\erks, therapy aides, community health
and mental health aides, and so C)I). Manv of thcse w()rkers were
drawn from the black and other nonwhite communities. Thcy
rapidly came into conflict with the doctors and professional
nttrses. For one thing, they were strategically placed to observe
the achtal behavior of doctors amI nurses amI to compare it to the
latter groups' self-proc\aimed mission of service amI compassion.
l\loreover, in their role as workers, they discovcred profes-
sionalism was often a defense of occupational and c1ass privikgc
rather titan of high standaras. For examplc. in ana out of the
hospital, nonprofcssional hcalth workers found that it was all hut
itttpossible to gain access to professiollal jobs, which offered
higher pay, higher stahts, and greater opporhmities to use thcir
abilities and insights fully. Access to tltese ¡obs requircd passing
through an educational gallntlet, set up by the organizatiotlS of
tIJe (Iargely white) professionals (tIJe American Medical Associa-
tioll, American Nurse~ Association, etc.). AmJ thc skills and
standards i1l1po~cd ny this educational process often sccmed arhi-
trary. c1ctcrminec1 more hy thc profcssiollals' c!csire to limit acccss
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lo IlJeir occllpatioll (and lo insurc thal only IlJosc meeting cerlain
social alle.! cultural slandards be so IIlLlch as e1igiblc) than by any
real conCCrIl willJ COIllPc!{'11CY01' desire lo providc servicc. H

Nol only \\'orkcrs, bul also cOllllllunily groups becarne skeplical
aboul prófessionaJislll. Seeking a grealer say in how cOl1ul1lmily
medical instillltions (e.g., hospital clIlcrgency rooms and c1inics)
rau, IlJey found doc!ors using profcssionalisl1l lo defeud Iheir
adlllínislrativc powers. "Nexl Ihey'lJ Iry lo tell us how lo operate,"
was Ihe coml1lon response lo COllllllLlUily dcmands such as Illore
convelliclIl c1inic hours and bilin/;,'ual personnel in Hispanic
cOIllllllulÍlies. The doctors aud muses mighl proclaim profes-
sionalism lo be a defense of high slandards." Bul lo Ilonprofes-
sional workers and cOll1munily groups il looked a 101 more like a
defense of power ancl privilegc againsl Ihe needs of other hcalth
\Vorkers and Ihe cOlJllllunity.

The growing realization that lIJe "e l1lpe rOl' has no clolhes" did
nol long relllain abstrae!. In 1965 in a state hospital in Topcka,
and ayear Iater in New York' s Lineoln Hospital, nonprofessiollal
hospital workers ami Iheir allies in Ihe neighboring communities
seized control of parts of hospitals ami, with the aicl of a few
YOllng radical doctors and otiler hcallh professionals, operated
eerlain serviccs thcmsclves. ]n ]970 in New York, the Young
Lords, a radica] Pucrto Rican organizatiou, "liberaled" aud oper-
atcd a 1l10bile x-ray unit and organized medical shJdenls and
nonprofessionals lo screen residellts of Ihe Barrio for Icad poison-
ing, anemia, etc. In Chicago, San Francisco, and other cities,
radical medical sh.ldenls, nonprofessionals, and a hancJflll uf SYIll-
pathetic doctors operatecl free c1inics in w.hich traditional¡m;fes-
siunal c1ecol1lm ancl the traclilional division of labor were all bu!
ignorccl. (For example, in une clinic in Minneapolis, palients
werc taught to perform thcir own c1inical Iab tests;,and patienls
wcrc encouraged lo ask qucstious and talk with doctors as socia]
eqllals.) 'l'he lllessage was clcar: possession of professional skills
did not have to imply a soc;ially unequal rclalionship bctwcen
doctor, palient, ancl IlOllprofessional health workcr."

Close 011 the hccls of the racli~:al comlllunity lllOVCI1lClJls
cmcrged the WOlm:n's Liberation lllovement. JusI as the black
movclllcnl exposed the raciSfn al Ihc heart of the healing rcla-
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tion, so the feminist movement rcvcalcd its endcmie scxism. lO

Thc unusual aspect of the Womcn's Libcration movcmeút, from
our perspective, is that through it the walls o(individual privacy
which nonnally characterize doctor-patient relationships were
breaehed. Women talked to each other and wrote about what
aetllally goes on bctwecn a doctor and his patient, a subjcct
hcrctoforc discussed only in the doctors' own biased reports and
sociologists' inelircct analyses. What was revealcd wcre the eOllnt-
less ways in which e1octors aetcd, in the guise of a medical rcla-
tionship, to reinforce male domination: female paticnts (who, 1
might note, acconnt for some 58 percent of all visits to doctors in
the United Sta tes made by adults on thcir own behalf, plus many
more visits as the supervisors of their children's health carel were
put down, made to feel bael about their bodies, feel masses of
misinformation about "proper" female anatomy, sexuality, per-
sonality, child-rearing practices, denied control of their own re-
productive functions (through access to contraception ancl abor-
tion), and more. (See the articlcs by Barbara Ehrenreich and
Deirclre English, Diana Scully ancl Pauline Bart, Mary Howell,
and Linda Cordon in this volume.)
The Women's Liberation movernent al so began to open up the

previously taboo subject of the actual technical cornpetency of
doctors ancl of moclern meclicine altogether. Doctors' practice, it
soon became eviclent, was governecl as often by myth as by
science. Doctors exhibited rnassive ignorance on such subjects
as menstmation, birth control, menopausc, breast-feeding, the
proper management of chilclbirth, vaginal infcctions, the dangers
of hormones (e.g., birth control pills, synthctic estrogens for
postmenopausal women), anel the dangers of x-rays (e.g., mam-
mography). Somctimes the doctors' ignorancc was [aidy harm-
less; other times-for example, with rcspect to "thc pill" ami to
the management of chilclbirth (sec Doris Haire's article, this
volume)-it was less benign; bnt in any case, it macle the doctors'
facacle of cxpertise all the more opprcssive.
As in the case of nonwhitc comlTIunilics, undcrstancling led to

(or sometimes camc from) action. WOlllcn-inclividnally ancl in
groups-sought to regain control of mcdical l"cchnology for
thclllsclves, so that it could be devclopcd aIHlused in lheir ()WII



. _t"r..: ...L :.--------~:.-----:..;;;.----------- __ -------

10 Introduction

intcrests rather than in the interests of doctors' or of the broader
male-dominated soeiety. For some, this meant pushing for a
greater number of women in medical sehool. For others, it meant
learning as mueh as they eould about their bodies so as to be
hetler ahle to challenge the doctors or do without them. ('I'hus
the phenomenal popularity of the Boston Women's Health Col-
Jective's Our Rodies, Our Selves.) Still others developed new
modcs of delivery of sen'ices (c.g., gyneeological self-help, in
which wOlllen learned to examine ami treat themse1ves or each
other for pregnancy, vaginal infedions, etc.) anel new tcch-
nologies (e.g., menstmal extraction, in whieh the menstmal
fluid is removed by aspiration in a few minutes rather than
through the usual physiological process of menstmation). Ancl
some (reinforeed, perhaps, by the general antitcchnological sen-
timent common to many feminists ami to the sixties counter-
culture) rcopcned the exploration of premodem modes of
healing-herbal remedics, massage, dict, etc. Counlcr lo prcvail-
ing medical opinion, whieh saw lhcs<: modes of healing as quack-
ery aJl(1 superstition, experi<:ncc suggestcd that at Ieast sume of
these m<:tllOdsworked as wdl as or better than "modern, scien-
tifie" medieinc.

The final source of the elllhnal critique of lllodcrn medicine
was from h<:alth analysts frolll a wicle rangc of political persp<:c-
tives, who observcd that despitc lhe fad that thc United Sta tes
spenl Illore per cl.1pita on health care (both ahsolutely ami n:lative
to income) than any othcr nation, the indicators of health status
suggested that we had far from the mosl healthy people in the
world. Worse, annual health eare expenditurcs wcre rising by
lcm of billions uf dollars cvery year, ye! it \Vas harel to see any
result in the fOflll of improved health. 'I'he earlier part of the
twcnticth cellhlfY had seen both dramatic improvemellts in Ill<:d-
ical knowledge ami tcchnology (e.g., illlIllunizatiolls, antibiotics,
opcll-heart surgery, insulin therapy) (lIld significant gains in
longevity, infant survival ralcs, aJl(1 other indieators of health.
The conclusioll that the improvelllcnts in medicine were respoll-
sible for the illlprovements jll heallh \Vasall but inescapable. But
thollgh lhe medical llJirac!es contilllled to appear with rq,'lJ!arit),
and though expelldihHes on hcalth doubled and redoub1ed from,

the mid-fifties on,
imlicators of heall
panying table). ~
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lndeed, chronic amI degcncrative diseases such as heart dis-
ease and cancer, which affcct primarily olcler pcop!e,' IUld
rcaeheel cpidemie proportion. One result: in the two deeacles
bctween 1950 and 1970--while health-care expcndihtrcs in-

, ludicators such as Jife expectaucy are, of course, very cnlde indieators of how
healthya people are. lf, for example. people's lives were freer of paiu, though thcir
I.ongevitywas no grcater than in carlier centuries, we wouJd properly eondude that
their health had il11proved t!lough their Jife expectaney had not. Thcrc does not,
however, scem to he any compelling evidence that this is in faet what was happen-
ing in the /ifties alld sixties. (See Powlcs, "On the Lim¡tations of Modern Medi-
cine," p. 3)."

" Deaths, per 1000 live hirihs, in first yem of life
1> Years
SOllfees; U.S. Burean of Census, Statistical Abstract (lf lhe Vllited Stales, 1975

(Washington, ]975); United Slates Bmeau of CensLlS,Hi.~torical Sl<ltistics ;)f
the Vnited Stales, Colonial Til1Je.~lo /957 (Washington, 1960); Herhert
SOl11crs, "Health Can: Costs," in Boisfeuillet Iones, cd .. The /lealth of
Americalls (New York, 1970).
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the mid-fifties on, gains in health were not so easy to comc by: the )
inelieators of health status showed link if any change (see aceom-
panying table). * '

lndicators of Health StahJs

1920 1940 1955 1970

Infant mortality rate" 85.8 47.0 26.4 20.0

Male life expedancy 53.6 60.8 66.7 67.1

at birthh

.Female life expectancy 54.6 65.2 n.8 74.8

at birthh

i\iJale Jife expedancy, 29.9 30.0 31.7 31.9

age 40h

Female life expectancy, 30.9 33.3 36.7 38.3
age 40h

Personal health care n.a. 3.5 15.2 60.1

expenditures (hilJion
dollars/year)
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12 Introduction

creased by $50 billion and the Medicare program dramatically
expanded health-care opportunities for the elderly-male !ife ex-
pectancy at age sixty-five increased by just four months (from 12.8
ycars to 13.1 years)!
A growing disillusionment with the effectiveness of medical

can: led analysts to reexamine the presumed conlll:ction between
carlier improvements in health and medical careo As early as
1959, microbiologist René Dubos had pointed out that 1110stof
the dccline in thc death rate from hlberclllosis (the major killer of
the nincteenth century in Western Europe amI the United Statcs)
had preceded the availability of medical technology which could
have had any i111pacton the disease. Dubos argued that faetors
other than medical care--c.g., bctter nutrition-must account
for the improvement in health which the decline in hlbercnlosis
implied. Thomas McKeown has dramatically extended Dubos'
insight: l\1cKeown examined the cause of the decline in deaths
from a group of diseases whose disappearanee as major killcrs
accounts for the bulk of lIJe decline in the overall dcath rate in
Englaml since the cad)' ninet<:entIJ cenhny (hlbereulosis, searlet
fever, typhoid, typhus, cholera, diarrhea amI dysentery, and
smallpox). He concllldcd that the n:asollS for their disappearance
as major causes of dcath wcre, in order of importance: first,
improvl"ments in the standard of living (e.g., nutrition, huusing);
second, improvements in conlrol ofthc cnviromnent (e.g., water
supply amI uther sanita ry scrvices); amI only thi rd, personal med-
ical careo John Powles and A. L. Cochrane have summarized
further evidence that the death rates for a nllmber of major
noninfl"ctiolls diseases (e.g., c<lncer, heart diseasc) have not
responded to modem medical approaches. r:choing the con ten-
tions of SOmekminists who charged that scientific medicine had
been overratcd, these shldies suggested that modem medical care
was amI is, at best, ll111chless effective at reducing morbidity and
mortaJity than the doctors ha ve c1aimcd and most people have
believecl. I1

Duhos, Hans Sclye, and a 1l1lJllberof other analysts suggesled
t)wt part of the limitatioiJ of IllOdern medicine lay in the ap-
proach to the C¡luses amI treahnent of disease characteristic of
Western medicine since the late nincteenth ccntury (see Marc
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• The illogic of the conventional modcnl medie',ll approach to conternpowry
problcms of discase nowhere appcarcd so c1car as wilh rcspect to cancer. BUll-

dreds of millions of dollars a ycar are spcnt on the scarch for the biological
mechanisms of carcinógcnesis anrl tumor growlh ami for curative techniql1cs,
'111cpatienl diagnosed with e;lncer faces, al besl, dcvastaling eOl1rscsof radi;¡lion
nr dmg lherapy or debilitating radical surgery. AmI yel, il is wirlcly known that
SOIl1CRO pcreent to 90 pereent of all eaneers are eansed by largely avoidablc
CI1\'ironmcntal hazards-air pollution, smoking, foocl additives, pesticiclcsi radia-
tion, cte. Scicntifie medicine, Jor all its insighls into lhe molecular mechanis1l1s of \
careinogencsis. has simply bccome unhinged fmm :my fimda1l1entally effeelive
approach lo lhe disease.

Renaud, this volume). Modern Western medicine has been
largeIy based on: (a) the doctrine of specific ctiology: each disease
is caused by a specifie cause; if lhe cause (e.g., a germ)is present,
the person wilJ get the disease, if it is not, he or she wiJ] not; and
(b) the machine mode1 of the body: the body is conceived of as a
machine, made IIp ofa group of interacting physical (and chemi-
cal) parts; the functioning of these parts is independent of the
mind of the organismo These doctrines have provided the lInder-
pinnings for much of the advanee of scientific medicine. How-
ever, their limitations, even in dealing with infectious disease,
have become 1110re ancl more cviclenl. DlIbos, Selye, ancl others
have stressed a mllltÍple-eause moclel of disease, in which body,
mind, and cnvironment (inclucling, but nol limited to, exogenous
l1lieroorganisms) interacl to produce disease or to cure it; they
have eaJled for the reexploration of more holistie approaehes to
health ancl disease.12
These sllggestions fOllnd sympathctie ears in the movements of

the sixties. The blaek movement was stressing the soeioeeolJomie
roots of the poor heaIth of their coml1lunity-poor housing, poor
nlltrition, high IeveIs of poIllltion. tremendolls stress, ancl so on.
'rhe environmental movement was uncovering and publieizing
the role of air and water pCjIlution in eallsing disease; the oceupa-
lional health movement (e.g., the Black Lung 1110vement alllong
coal miners) was cloing the samc for health ancl safcty hazards on
the jobo And the counterculh.ue was recliscovcring the supposccI
heaIth benefits of vegetarian dicts, stress-redneing techniques,
etc., while explorilig aneient--often Oriental-health doctrines
which take a more. holistie view of dist~asc processes. *
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14 lntroduclion

Crilies of medicine sl.1eh as Dllbos were simply arb'uing Ihal
medicine was less powcrful than it had c1aimecl lo be. But a
fiHther slTeam of eritieisIll argued thal modern medicine was
bolh physically ami socially har/n/ul. The dangers of supposedly
safe medicalions had been publicized in the early 1960s in cases
sllch as °lhe 'T'halidomide tragedy, Bul il was Ihe feminists' expo-
sure of the dangers of oral conlraccplives in Ihe lale sixlies Ihat
made this a continuing concern lo a mass audience .• :l $oon
informalion was accumulating on Ihe prevalenee of unnecessary
(and oftcn risky) surgery, on doctors' over-readiness to prescribe
inappropriatc or dangerolls dmgs, on ovemse of clangerous diag-
nostic proeedures, and more. Ivan IIIieh dramatically summed up
Ihe wide extent and devaslaling impact of su eh "iatrogenic dis-
case" (disease produced by diagnostic or therapeutie procedures):

The medical establishment has bccome a Illajor threa! to health
... The pain, dysfunction, disability, allCl anguish resulting from
technicalmedical intervention now rival the morbidity due to lraffic
alld ir;dllSlriaJ accidenls and evcn war-relalecl activily, allClmakc lhe
impacl of medicine one of lhc most rapidly spreading epidcmics of
our time. ,.

The actual harm done by medicine is not limiled lo physical
disability, argues IIlich, nor are harmful cliagnostic amI Ireatment
procedures the only sources of medical injury. '1'he enlire social
organiz,ation of medical care conspires to produce iJl health:
medical bureaucracies "create iJl health by increasing stress";
suffering of all kinds becomes "hospitalized" whilc our homes
become "inhospitable to birth, sickness, and cleath"; amI people
becomé increasingly dependent on the support of the organized
medical system lo Ihe point where Ihey are unable lo cleal them-
se1ves with their own bodily and spirihlal needs. Indeecl, he
conlinties, "suffering, IHourning a \1(1 healing outside Ihe palient
role are labeled a fonn of cleviance, "1:', '1'0 IIlich, then, medicine
has beco me a major form of social control, drawing lo ils bosom a
grcater amI greater part of the critical events of life and managing
our responses lo then}. Regardless of whether it manages them
\VeJl or badly, in Ihe end it reduces our own ability to handle our
own lives; it produces dependent, helpless people. 'fhe conclu-
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sion that an increasing array of individual and social problcms
had bccomc "mcdicalized" (i.c., had come to hc secn as problcms
which the medical system could amI" ShOllld hand1c) \Vas also
reachcd by lrving Zola (see his arliele, this volume) ano by
Barbara Ehrenreich amI myself (see her arlicle, this voIUlnc).
Zola sllggesteo that the impact of the medicalizalion of social
isslles was to "depoliticize" thcm-to makc problems stemming
from social causes appear instead to be individual dcviancy, solv-

• ab1e (or at least controllable) by the individual's doctor. Barbara
Ehrenreich's amI my own concern grew directly out of the ques-
tions abaut the doctor-patient relationship raised by the blaek amI
feminist movemcnts. What is the impact, we asked, of a system ~
which throws women, blacks, warking-c1ass people int(: intimate
amI complete depcndeiley on whlte, malc, upper-nllCldlc amI
llpper-c1ass doetors? The relationship, we suggcsted, is a powerful
mcchanism prodllcing acquicseence in the. ovcral1 social stmc-
ture ami its valucs.
Wc can naw sum up lhc principal contentiolls of Ihe culll1ral

critique of madern medicine: Illodern medical care, contrary
to the assumplions of' the. nloretradltionally radical political
economy critique, does:not consist of the aclrninistration by doc-
IÓrs of a group of llloráI1y neutral, essential1y bcnign and cffcctive
Téc:l1n'icluésfor curing discasc al1d rcc1ncing pain amI suffering.
-111C techniques themselves are frequcntly useless and all too
óften acfúálly ph);sically Ílarmful. T'he "scientific" knowlcdge of
Ihe~cloetórs is soil1cfimé.~ Jio! kíiO\V1edge at aH, but rather social
messages (e.g., about the proper behavior of women) wrapped tlp
in technical h1l1b'llage. And abovc aB, both the doctor-paticnt
relatioJ1ship amI the entire stmcture of medical services are not
mere technical rcIationships, but social relationships which cx-
prcss and reinforce (ofien in subtle ways) the social relations of
the larger society: e.g., c1ass, racial, sexual, and age hier'archy;
individual isolation and passivity; and dependency 011 the social
order itself in the resolution of both individual amI social prob-
lC;lIS. (These characteristicsof medicine are exhibited in almost
caricature form in the imperiaJist uscs of medicine-see the es-
says by James Paul, E. Richard Brown, Howard Levy, amI Frantz
Fanon in Part 3 of this book. As Marx commcnted, in writing of
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i6 lntroduction

the relevance of the relatively clearIy deveIoped social relations of
iS60s England for more backward regions where capitalist rela-
tions were not so obvious, "Of you the story is told.") Tbe as-
sumption made in the political economic critique-that
modern medicine, distributed through an equitable delivery sys-
tem, would be enthusiastically embraced by a socialist society-
is thus thro\vn into question. At its very eore, asserts the culhnal
critique, medicine as we now know it is a capitalist mode of
healing. What parts of it can be taken over into socialism is quite
uncertain.

TIlE L1MI'T'ATIONS 01" THE RADICAL CRITI~UE

1 havc described the major directions taken by radical criticism
of the health system in. recent years. Both the political economy
critics and what 1 have calleel the "culhual" criti;cs make compel-
ling criticisms of contemporary medical careo But a word on their
limitalions is in order.
The political economic critique follows the conventional Marx-

ist pattern of analysis: medical care is treated as a commodity
'Iike any other; the important things about medical care can then
be e1erived from the general laws for the production and distribu-
tion of commoclities. (Of course, in the case of medical care aud
other services, production and distriblltion occur simultanc-
ously.) T'he primary problems that the political economic critic
identifies by this analytic approach, then, are distributional: poor
amI working-c1ass people in the United Sta tes and elsewhere do.
not have access to adeqllate careo By contrast, in a socialist
socicty, health care would be socialized and everyone would have
equal access to high quality careo

¿ '1'" But medical care as we know it-i. C., as it has developed in
," 'capitalis! socidy-is notjust an unambiguously useful conunodity

':);kc'aspar<Ígus or shoes or swimming lessons. Like many other
'more complex commodities, it is thoroughly perme<Hed with
capitalis! priorities ami capitalist social relations, Not mercly the
distribution, not merely thl;;:Jr¡Il!~action bctwcen doctor and pa-
tient,but the rnedical teehno]ogy itself (which is based on ccrtain
asslll1lptions ahout the naturc óf disease processcs, the causation
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Introduction J7

and cure of discase, thc re1ations of individuals to thcir own
bodies and to social processes) embodies the social re1atiolls
created by capitalistic society. It is by. no means clcar that we
want to pass t!tese along tó socialist society; i.c., socidlized
ñlcdicine is not necessarily socidlist medicine.

Medicine is not unique in this respect, of course. 'fhere arc
many other cases in which apparcntly ncutral amI objedivc
technology is in fact penetrated by amI hclps recrea te thc social

. relations of the society which developcd it: the single family
housing unit presupposes (and creates) a noncol1ective mode of
living; individual automobiles imply an cntire conc~ption of use
of encrgy, use of time, and spatial organizatio11 of society; assem-
bly line production techniques and machinery assume and rein-
force the separation and antagonistic re1ation bctwecn mental
and manual labor; and so forth. In medicine it is not quite so
evident that this is thc case. For one thing, an Ul1usnal amount of
mystery surrounds thc tcchnology (the rcsult, in part, of doctors'
efforts to keep their knowledge esoteric); for another. the pre-
sumably benevolent purposes of the medical endeavor provide an
lInusually opaque disguisc for the sometimes antagonistic social

relations bllilt into it.
The political economic critique, however, al so secms to me to

overemphasize the comJTI()(lity-like nahlre of medical care al-
-together. The healiilg rclation is not simply a conuTIcrcial trans-
action. lt is also a direct social rclatiol1 between two peoplc
(usually of sharply differillg class or sex or race), Ul1mediated by
the commodity formo The doctor is aetually in there, touching ,
and penetrating your body, asking intimate personal questions, \
giving you orders to follow at your life's peril. sympathizing and
caring or scorning amI disparaging. To more than one political
economic critic-for whom only those matten; sternming c1irectly
from relations of production are real, matcrial, ane! worthy of
respcct-the personal interaetions which go 011 in the doctor's •
office are unmaterialist, of no interest. This see11lS to me an
extraordinary example of what Marx called thc "fetishism of
commodities," in which relations betwCCll pcoplc appcar in thc
guise of relatiol1s bctween the products of thcir labor. '1"0 be sure,
one asped of thc rclation betwecn doctor amI paticnt is a com-
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18 111troductiol1

modity relationship----the doctor as producer and seller of the
commodity of mcdical care, the patient as purchascr amI con-
sumer. But simultaneously, it is a direct relationship of personal
support, of domination--even, in some cases, of physical exploi-
tation. It is hard to see ho\\' much more "material" you can get
than this. \farx's and Engels' comment in The Gemldl1 ldeologr
reminds us that a materialist analysis involves more than "eco-
nomic" activities:

We musí begin by slating Ihe firsl premise of aH human existence,
aJl(1Iherefore of all hislary, Ihc prcmise namely Iha! mcn must be in
a posilion lo ]jve in order lo be able lo "makc hjslory," Bul life
jnvo]ves befarc everything else ealing and drinking, a habilation,
c1othing, and lllany other things [including, presumab]y, care of Ihe
sick or disabled-ee\.] ... The production of life ... appears as a
double relationship: on Ihe one hand as a natural, on Ihe olher hand
as a social relationship. 16

That social relations are contained in medical technology and
in the healing relationship is far from a matter of purely academic
interest. Understanding those social relations is the kcy to under-
standing how medicine, as it has gained in technÍ<:almastery over
bodily proccsses, has lost its ties to people's daily mode of life, to
their individual and social feelings about birth, cleath, suffering,
pain and depcndency. And this, in turn, helps us to understand
such contemporary phenolIlcna as the decline in faith in med-
icine; the continuecl inAuencl' of premodern healing
modalities; the investing of supposcdly technical medical
questions-such as the effectiveness of Laetrile-with maj()f
political content; alld the sprcad of "neurotic" dependencv on the
medical system with consequcntly soaring utilization andosoaring
expendilures.
The culhual critique thus has major political implicatiolls for

health policy. The question raised by conservatives-whv ShOldd
we go on pouring money into health care whcn the onl; r~s~I!tis a
rise in utilíiation of medical scrvices without correspondillg im-
provements in health?-js a reasonable question. Withill the nar-
row political economic frarnework, however radical, it is unall-
sw~rable. Converse!y, the lack of mass popular support for the
vanous proposals for national health illSurance or for bureau-
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cratic forms of socialized medicine reAects the unarticulated
understanding that there is something very wrong with medicine
as we have come to practice it.
The political economic critique, of cot1rse, emerges out of a

cOllSciousness of scarcitv and so it is less concerned about the
nature of medical servic~s than about their existen ce at al1. The
cullural critique, by contrast, emerges out of consciousness of
plenty. It should not be thought, however, that it is thereby
irrelevant to the poor nations of the world or lo the needs of poor
,people in Ihe rich countries. Jt may be tme that it is only when we
have the luxury of plenty that we can, for the first time, examine
.closely just what it is that we have plenty of. But the insights that
Ihe cultural critique has reached about medical care, if not the
conditions under whichit reached them, are highly significant for
medical care in any society.
To give an analogy: it ,is primarily in the more afAucnt, indus-

trialized countries that the knowledge, resources, ancl industrial
need for new technological developments generate the rapid \
advance of science ami technology. It goes virlually without
saying that we expect the poor countries of the world to want and
lo use the scientific and technicalinsights developed under the
conditions of the wealthy countries (including, often, the insight
that lechnologies installed in the rich countries onJy a very few
years ago may already be obsolete or otherwise faulty and should
not be imitated, if possibJe). Ironically, Ihe matler somehow
seems Illore problematic when it comes to insights dircctJy affect-
ing human health and safcty, such as the recent concern in the
afAuent countries over the c1angers of industrial pollution, of
nuclear power plants, of unsafe occupational conditions. In these
cases, concern for over"all development understandably comes
firsl; but the very low priority often given to the insights on the
potential ae/verse impacts of industrialization, the lack of sig-
nificance ascribed to the dialectical relationship between Ihe
achievemenls and Ihe tragic failures of Ihe rich countrics, is
dishIrbing. The lesson Ihat adv<lnced capilalism teaches so
clearly-that human well-being can not be guaranteed by
industrialization-is certainly not the least importanllesson lo be
lcarned from the affluent COl.1ntries.
Retl.1rning lo the case of medical care, Ihe cultural critique's
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COllcem for the overaIJ efficacy, safety, and social impad of
Westem-style scientific medicine has wide application-to the
poor as v.'e11as to the more affluent, to the industrialized socialist
eountries as well as to the industrialized capitalist countries, to
the deve10ping nations and to the developed. In fact, the culhtral
critique deve10ped in the affluent West drew in part on the paral-
leI approaches to medical care taken by the decidedly nonaffluent
Chinese. Especially during and since the Cultural Revolution of
1966-1969, the Chinese health-care system has embraeed many of
thc policies advocated by culhtral critics of the United Sta tes and
Ellgland-poJicies such as the radical deprofessionalization of
medical care (e.g., barcfoot doctors, shortened academic trainillg
of doctors); promotion of egalitariall re1ations between doctors
and patiellts and other health workers; integration of holistic,
traditional modes of medicine with Westem modes; Il1volvement
of patients as active participants in their own cures; and conccrn
with the social and political roots of disease. l7* Many aspects of
these policics stClll from broader social amI political concerns
rather thall fmm analysis of the problems of medical care peT se,
of COltrse.But, as 1shall disCllSSbeluw, as soun as the assU1l1ption
that medical care is merely a commodity is rejected, the fusion of
questions uf health pulicy aud uf overall political and social values
is cxposed.

The various critiques of scientific medicine which 1 have
grouped together as the "cUlhtral critique" are not unifoTmly
applicablc to nOllaffluent sihtations, however. Far from it: parts of
the culhmtl critiquc, in thcir extreme formulations at least, show
dearly their origins in what the Chinese would call a "fat" coun-
try, aud exhibit a seriollS lack of concern abuut tite sihtation of
scarcity whiclt characterizes luedical care for most of thc world
(alld for a not inconsiderable part of the United States as well).

• Whethcr any of tlH:se policies skm frOIl) a Chinese ana/vsis of Western
medical expeneuee (other than in its imperiaJistic fonn in pre-Lii¡craliou China)
b questiullable. Westeru couccrns wlth tllc social illlpad of air polJution and of
occlIpationaJ health hazards do not appcar to have fOilud 1II11chccho in China.
(EnviroUlllcnlaJ coucerllS nist, but sccm lIIore arouscd by prob/clIIs oí waste aud
efficicul'Y thau by potenti,d hcalth problcllls.)
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Taking an obviolls example, when lvan l11ichinsists that "A world
of optimal and widespread health is obviously a world of minimal
and only occasional medical interventioll,"IR from the perspec-
tive of those who now have "minimal and only occasional medi-
cal intervention" he has "obviollsly" overstated the case against
modern medicine to the point of vitiating the entire culhnal
critique.
Modern medicine does work, c10es prevent death ancl reduce

pain and suffering, even if less often and less effective1y than
its admirers have c1ai~11ed.For example, in a 1968 National
Academy of Sciences study of the impad of prenatal and post-
natal care on infant birth weight and infant mortality, women
were classified according to their ethnic group; according to med-
ical and social eriteria indicating whether their babies wereat
high risk (e.g., a tubercular mother or a mother living in a slllm
area wOllld be plaeed in the high risk category); amI accorc1ing to
the adequacy of the medical care they received. In every risk
group ancl every ethnic group, the more adequate the medical
care, the more likely a favorable outcome (i.e., a healthy baby).
Among low-risk mothers, improvements in medical care aboye a
certain fairly low leve! had relatively little effed; but among
higher risk mothers, every increment in medical care markedly
improved the baby's chances of survival. Other shtc1ieshave come
to similar conclusions: statistical1y, at least, aboye a rdatively
modest leve1 of medical care services, the marginal impad of
additional medical services is low. But below that level of services,
the reverse is tme: providing medical services, even in the ab-
sence of changes in environment, hOl.lsing, nutrition, and so on,
produces significant improvements in health. I!l And, of course,
numerous clinical trials ,and much clinical experience provicle
evidence for the beneficial impad of medical care in the case of
particular diseases in indivic1uals.
How, then, can we explain the overal1 failure of he<tlth to

respond to ac1ditional inputs of medical care, as chargecl by l11ich,
Powles, and other culhual critics? We may, of course, simply be
IIsing inappropriate mensures of health stahls.20 More likc1y , the
losses to health resulting fmm the combination of incompetent
medical practice, poor distribution amI low accessibility of ser- '.
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vices, po()r patient compliance with eloctors' instmctions, grow-
ing environmental hazarels, anel clinieal iatrogenesis (exaggerated
by inappropriate and excessive uses of technology) balancc off
the gains in health produced by rnedieal intervention. But not all
of the negative influenees on health are intrinsieally associated
with Ihe United Stales' ólode of medical practice. 'l'he cuItmal
critique has properIy identified causes of health and disease, both
outsiele the purview and concerns and powers of modern
medicine and within medieal practiee itsel£. But, scen from the
perspcctive of those who now do not have aceess to modern
medicine (the majority of the worId's people), it has not made a
case for eliminating most of medicine altogether.

Cultural critics,as we have seen, have also dcnounced
,1 medicine as a mode of exlending bourgeois cultural and political
l hegemony. Medicine, they argue, produces dependency and re-
I duces individual autonomy; it reinforces racism and sexism; it
¡ depoliticizcs a variety of social (elass, race, gendcr) issues in sueh
J a way as to make them seem Iike individual problems. In sum, it is

a major instnunent of bourgeois domination. AII of these con-
cems secm to me to be rClevant not ol1ly to OHr own situation but
£lIso to pcoplc prcsently la'cking care as they seek access to medi-
cal services or scck lo constmcl new health sysl'cms. But as was
the case with !he critique of the curing capacíty of niedical care
(JeT se, legitímate concern alI too quickly can become onc-sided.
Medicine does have these illlpacts, among others, but in describ-
ing ho\V medicine shapes culture, it is easy to faH prey lo a kind of
e1itest snobbery: culhHC appears as something which is' simply
"la id cm" a passive, helpless mass. But the cOlllplex dialectical
interplay between fundamental needs and manipulated n~eds,
between the need for dependcncy and the neecl for autonomy on
the part of patients, bctween benevolence and domination and
grecd on the part of doctors ami health il1stitutions, nccds dissec-
tion, no! lnere denunciation. The dependeney and passivity
eharacteristic of moc!ern medical care are sought by patients as
well as imposed by doctors; they reHect not only the interests of
the c/oG:tors amI of giant eorporations, but also thc needs of
paticnls. Medicine as practiced in the United States may rein-
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TOWARD A SOCIALIST HEALTI-I POLICY

The two modes of radical criticism of medical care-the politi-
cal economic critique and the cultural critique-appear to be at
Ieast partly incompatible: the political economic critique is bascd
on the assumption,that modcrn medical ca re is worth having and
stmggling for, the very assumption that the cultural critique de-
nies. The incompatibility between the two seclIls especialIy evi-
dent when medical services are cut back. With assauIts on social
services of aH kinds the order of the day in the industrialized
countries, restoration of the services available a few years ago
seems highly desirable. But the cultural critique, with its stress on
the limits of modern medicine, seems to play right into the hands
of conservatives. 'ro policy makers looking for justifications for
continuing cutbacks in health services 01' trying to resist popular
pressures for comprehensive (and expcnsivc) national health in-
surance programs, the cultural critiquc provic1es a certain "lib-
eral" legitimacy. (It is, of course, the part of the cultural critique
which insists upon the llse1essness of medical can: that they scÍze
upon; fiscal consel vatives have no!, to my knowledge, arguee! that
health services should not be extended becallse they are inhcr-
ently racist ane! séxist, 01' because they hclp preserve and 1egiti-
mate the status quo!)

Conversely, hare! times have lec! many liberals ane! radicals to
reject the cultural critique entire!y. It seems to them self-evident
that the perception of scarcity, not the dangers of plenty, is the
sense of grievance out o( which a rnovcmcnt to demand the
restoration amI expansion of social services ean come. Some
even go so far as to drop the more r~c1icalversions of the political
cconomic critique as politically impractical; they replace, for
ins!ance, the demand for a national hcalth service with the de-
manci for a national health insuranee systell1 (Le., a system to
finance care, which wOlllc1remain privately c1c1iveredand COI1-
trolled).21 Others preserve parts of the cultural critique, hut only
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24 Introduction
nominally: they relega te changes in the nahue of health ca re and
the meaning of health to some far-off postrevolutionary period,
when the class control of health institutions wiII have changed;
for all present and practical purposes, they limit their demands to
those flowing out of the political economic critique.22

But to limit the critique of medicine to complaints about its
scarcity is to surrender the insights gained in the last few years; it
is lo say that despite the powerful critique of medical care de-
velopeel in the last decade, we wiIl take any crumbs that they wiII
give uso This, of course, is precisely one of the "purposes" of
cutbacks and recession in capitalist society: to make people
satisfied with, even grateful for, much less than they had come to
expect and demando

'rhe dilemma is a familiar one in Left history, of course. On the
one hand, a "culhual critique" of existing instihJtions seems irrel-
evant in the face of existing scarcity. The tendency is to put it ciff
until some affluent, postrevolutionary and "posl-scarcity" periodo
On the other hand, struggling around the elistribution of commo-
elites, when the elemand for these commodities and the com-
modities themselves have been hidcously defonned by bourgeois
social relations, risks faIling into the narrowest, most limited
reformismo "Reform or revolution"--upon the pole of this
dichotomy the Left has been stuck for more than half a cenhuy.

How can we escape this dilemma? How do we build a move-
mcnt that can go from what we have to what is implied by the full
radical critique of medical care, given that even what we have
now is endangered? Much of the argument between proponents
of the two modes of critique seems to me sterile, linable to
l~rovjde insight into this question. To develop a socialist health
policy we must crea te a dialectical understanding of the crisis in
medical care which elraws from and integrates both political
economic and cultural concerns.

To start with, we must reject the beIief that the two approaches
to criticizing medical care are achtaIly contradictory. It is only
the stagnation of mas s moveme.nls in the present period that

--íñák~s-fhelú-seen'i"incoí11paÜ1:>le: if there \Vere a large-scale popu-
lar demand for improved health caré-;the "two critiques would not
a-ppe-<if'fó"be in".co"nflict. Ancl conversely, it is on]y by conntcting
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the two critiques that such a popular movement is possible. Let us
examine these assertions.
First, neither the demands giowing out orthe political eco-

nomic critique nor the dernands growing out of the cultural
critique can be realized savc through a mass movement. In thc
case of the political economic demands, this is pcrhaps sejf-
evident: the vested power of the doctors, drug companies. insur-
ance companies, etc. can only be overcome through a massive t/

popular upsurge. On the face of the matter, some of the demands
growing out of the cultural critique-e.g., for a health system
based on more self-help, for less dependency on professional
medical care, for an approach to health emphasizing the impor-
tance of personal habits such as eating, exercise, smoking,
dC.-do not appear to requirc such confrontations with eco-
nomic and polítical power. But they do require major changes in
ha\\' people perceive themselves, their bodies, their reIationships
lo others; they do require the unleashing of people's imagina-
tions. And it is only under conditions of massive involvement in a
social movel11ent that these changes are likely to occur.
Moreover, a mass popular movement could readily embrace

Ihe dell1ands growing out of both critiques. The sixties provide a
relevant model: as we have seen, the cultural critiquc grew in
large measure out of the radical community and fcminist
l110yementsof this periodo This suggests that the notion advanced
aboye, that the polítical economic demand for "more" grows out
of scarcitv and that the cultural dcmand for "different" grows out
of plenty 1s,perhaps, too simple and static. Mounting scarcity can
beget passivity, as we have seen repeatedly in the last f~w years.
And it is the perception that "more" is /Jossible, even though it
has not vet been aehieved, that stimulates people to examine their
own experience, to imagine how they would like services lo be,
and hence to expcriment with alternatives (e.g., alternateinstitu-
tions. insurgent operation of existing institutions). In the absence
of él ll1ass movenlent to demand better health care, then, the
demands stcll1ming from the two modes .0£ criticism of medical
care SCCIl1opposed. But the opposition is iIIusory: itdisappears in
Ihe context of a popular movement.
Finallv it seems to me hard to itnagine that any large and, ,
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26 1ntroductioll

.effective movement could deve!op if it did not emphasize both
the need for more services and the need for a different approach
to health altogether. A movement cannot develop if it does not
offer people the hope of meeting perceived needs which now go
unmet. But if people also perceive that there is something very
wrong with even the services that they have, they will not be
drawn into a movement that only offers them more of the same.
The lack of mass enthusiasm (though not of vague, passive sup-
port) for national health insurance is instmctive: why shauld
anyone get excited about another bureaucracy ta help them pay
for services which they know are inadequate? Conversely, would
not a movement which held out the visian not of more hospital
beds and clinics but of a caring society, not of paying for ever
more medical ca re but of reducing dependency on medical in-
stihItions, be infinitely more likely to capture peaple's imagina-
tions?

Now, imagining the possibility af such a movement, we are led
to ask in more detail what the nature of a socialist health system
would be. Going back to the political economic and cultural
critiques, it is evident that a socialist health system would offer
high quality, dignified, readily available health services of all
kinds on an equitable basis, regardless of geographic locatian,
race, nationality, or ability to payo (Although it is beyond my
scope here to argue the case fulIy, if such a system is not to
beco me a bottomless pit for money and to place its institutional
priorities ahead of its patients' needs, it must take the form of a
decerHr<1Jií'"ed, .. commupity- and ;;orke¡:~.co'íÚ:rolled )"úiHó.i1;1l
heaÍth scrvice rather than cither national hcalth insurance or a
~Í1Ífonn,burcauc~atically centralized national health service:) Jt
is 'cquillly évident that we cannat talk abollt a socialist Health
system that does noí deal with the social and eI1vironmental
causes of bad health. At a minimum (!) this means eliminatihg
poverty;poórhóusing, poor nutrition, poor schools; eliminating
or sharply redllcing air and water pollution; and combating lln-
healthy life styles (e.g., smoking, lack of exercise).

But .this does not exhallst our nation of what a socialist (as
opposed to a merely socialized) health system would Iook like. To
inquire further, we must peel away the mystification of medical
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care imposed by its complcx technology and by its hislorical
appcarance as a c0111moditv. Medical care is fundamentallv a
social, not a lechnical or ~()n;mtrcial, relatioÍlship. It is ~m-
hedded in lhe s()cial 'r~lationships of lhe overall society and ex-
presses the values of the broacler socidy. 'ro ask whal kincl of
medica] care we want is, then, to ask some very basic questions
ahout the kind of socidy that we wanl lo live in. Wc are leH, as we
sllggested at lhe beginning of this essay, \vilh lhe fundamental
\()cial question of how a good society clca]s with human biologicc11
IIltcrdcpendeney: with clcath, birlh, pain; wilh care of the young, ¡../
the sick, the clisablecl~ and the ageel. 1 should like lo conc!uele this
essal' by exploring a few of the questions abont medical ca re that
sllch a perspeetive suggests.

The problem of delJendency. The culhlral critique focused
,lttcntion on the wal' in which lhe medical system fosters and
,lhllses clependency. 1'0 take an extreme case, Ivan IlIich Iws
,¡r¡;lled that increasillg aeeess to medieal care would lllercly in-
nease what he considers socially clebililating imlividual depcn-
clellcl', amI has callec1 for a radical demcclicaliz.ing of soc:iety;
peop1c should leam to cope autonomously with pain, sickness,
disahility. Illich's demand linds echo in the growing demancl by
111anl'peoplc for autonolllous control over their own bodies, even
in situ<Jtíons that doctors would consider cleserving of major rned-
ieal intcrvention: the number of home dcliveries is rising rapidly;
the self-hclp concept spreads; ancl a varidl' of heaJth "fads" (e.g .•
f'H herba] remedies alid massage thcrapics) have rcached
l pidemic proportions. But, as 1 havc argued aboye, somc, at leas!,
"f medical technology is useful ami inappropriate for use hy
\Il1traillCcl people. Rejeeting this is, at the very Jeast, a seJf~
de'tnlctil,(, form of ~'autonomy." In any case, the replaccmcnt of
lkpellclencv on dodors with dependcllcy on midwives, fricnels,
,11HI so for!h is not a rejection of elcpcndcncy /Jer se; it is a
r,'eI ¡rcet ing of depcnclcncl'.

110\1 can thc neecls for al1tonomy ami depcndency be reCOI1-
(ilcd' Thc major problem of the medica] syslcrn now is not lhat it
;:t'l1cratcs clepelldeney; thc problcm is the kind of dependen el'
:!l,lt it generates, amI its social impacto What we h;lvc tó devclop
l' a medical systcm Ivhich acknowlcclgcs our need for alltono-
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28 1ntroduction

mous control over Our boclies and which acccpts our need for
\ dependency; which enhances alltonomy but, when we do feel the
!necessity to give up and be dependent, can deal with that need in
• a dignified and nurhuing way.

More broadly, we might ask whether the medical system
should be the major mechanism for dealing with biological de-
pendency. In the last half cenhuy or so, the medicál system has
increasingly assumed this role, taking over from the elisintegrat-
ing family and community. AllY society needs institutions to deal
with dependency: the existen ce of mutual dependency with re-
gard to biological functions is virhJa1ly the defining characteristic
of human beings as social animals. It is natural, not morbid, that
people sometimes need to be taken care of. Bqt Ís the medical
system the right institution to do this? If not, what alternatives are
there? Do we imagine that the family, with appropriate social
supporting mechanisms, can once again take over the care of the
aged, the disabled? How lIseful, in this context, are images of the
family dl'awn from other times (e.g., the patl'iarchal extended
family of pre-industl'ial Europe) or from other places (e.g., the
contemporary Chinese family, embedded in sma1l, stable com-
munities)? In any case, do we want to concentrate heaJing al1(l
caring in ü¡;-eiilStitution, 01' spread it out throllghout a variety of
'sclcial institutions?

The Problem of Professionalism. In order to evolve a health
1 system that is both a curing system and a cating system, we have to
confront the problem of professionalism. In our system, profes-
sionalism is primarily a defeilse of status and privilege. Although

' doctors and other health professionals have defended profes-
sionalism as a bulwark of quaJity, it has functioned more effec-

o

tively as a mechanism to protect the professionals fr.om scrutiny,
to Jimit access to the occupation and to medical knowledge, and

1 to preserve doctors' control over the health system. 1'0 change
the health system at a1l, mllch less to create a medical system

J which maximally utilizes self-help and mutual help and which
' encourages an active rather than a passive role for the patient,¡f' \viII requil'e r-adical deproféssionalization. We will have to expand
' radically the use of conununity health aides; to spread medical
1 knowledge to patients and to nonphysician health workers; to
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minimize the social distance between doctors ancl patiellts. (1
should emphasize that deprofessiollalization has nothing to do
\\.ith eliminating the sl<.ills of tlle" doetors. Skil1s are of course
needed, and 1 am not proposing that incompetent people per-
form medical services-we have too much of that as it is! It is the
priYileges, the power, and the monopolization of medical knowl-
edge that 1 am speaking of removing when I speak of deprofes-
siollalization. )
In another sense, however, we have to reprofessionalize medi-

cal careo Another of the traditional components of profes-
sionalism is the idea ,that providing health care is a calling, at-
tended by a strong ethic of service. But the result of years of
control of the medica! systcm by the doctors in their own narrow
self-interest has beenthe spread of widespreacl apathy, cYllicism,
eren callousness amol1g nonphysiciall health workers, who have
seen the impossibility of dclivering decent health care under OUT

prcsent health system. It sccms to me urgent to build a hcalth
s\'stem in which the idea of health care as a calling can be
rcstored. In the context of a capitalist soeiety, howcver, thc idea
of selfless caring is considered masochistic. Stating this rce11l-
phasizes the magnihlde of the social transformation required to
ha\T a humane health system: if socialized 11lcc1icille means
hcalth care delivered by callous burcaucracies such as that of so
l1lany of our public hospitals ancl clinics today, we can hardly
\\"onrlcr that it fails to arouse public enthusiasm.
Tl1e problem of tec!mo[ogy. What part of the te<;hnology of

l110dern medicine is salvagcabIeZ]~c.cai1 that a significant propor-
!ion of medicine's pr~udest claims to effectivcness may be falsc,
ane! that a not insigniJicant part of modern mcdical practice may,
()n neL do more phv~icaJ harm than goocl. In any casc, in actual
pradice. 11111chof \~,ilat doctors do is not based on scientifically
\aliclatce! knowledge. (For instance, a Nationa] Acaclcmy of Sci-
cnecs panel, shldying the cvidence for effcctiveness of prescrip-
!ion dmgs marketecl in the Unitecl States in the mid-sixties, f0I111d
that fullv (me half of these c1mgs wcre either ineffective or inef-
fecti\.c in the form 'normally prcscrihec1, or at best, "possihly
dfectin;'. ") Doctors, dcspite thcir c1ai.11lsto he 111en of science,
widch. disregard scientifie cvidence. (For example, doc!ors go 011
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prcscribing a dmg such as the antibiotic Chloramphenicol in
situations wlwre its use is not indicated, des pite the availability of
altemative drugs amI despite the wiclely publicized ancl occasion-
aJIy lethal side effects of the drug.) And doctors, with rare excep-
tions, ha ve bcen completcly unablc to recognize, much less deal
with, the interactions of mind and body, environment and body,
society and body.

The question, then, is not one of throwing out scientific
medicine; it is a question of whether medicine can bec:ome a
science. This, in tum, raises questions about the basic assump-
tions of science (in the sense of physics, chemistry, biology): the
traditional natural sciences objectify the things that they study;
they have no place for consciousness or subjectivity. But human
beings are conscious creatures; as I have repeatedly emphasizcd,
the healing relationship is not merely physiolugical, but also
social. Are biology and chemistry and physics an adequate, ap-
propriate, and complete basis for a science of healing human
beings? If not, what is the basis (or what are the Iimitatiolls) of
scientific medicine? The conditions of medical practice in
capitalist society have not permitted this question to be raised
seriollsl y.
Medicine as a social endeavoT. In repudiating our present

dependency on institutionalized mcdicine for aJI aspects of health
care, it would be easy to embrace the opposite extreme-medical
anarchy: notions of rationality in determining methods of care, of
discipline in obtainiug and using skills, of bclief in medical au-
thority would be discarded; what feels good, physically or psy-
chologicaJIy, would become the arbiter of the kind of medical
care that one would seek. Already signs of such a revolt against
medicine as a rational and social endeavor abound, evideneed for
example in the booming demand for almost certainly useless
drugs sueh as Laetrile, and in the widespread reliancc on home
rcmcdies for seriolls and readily treatable ailments. ('I"he irony is
great: the same people who berate the drug companies for thcir
lack of testing or their false advcrtising of dmgs embrace and
extol the value of totally llutested herbal remedies.) *

• In China, where efforts to inculca!c rationalist, scientific modes of thinking in
peopie are a hígh priority, a high-ranking health official lold me that he rcgarded
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IIuw. Ihell. do werccollcik llOtiOIlS of ¡lldividual frcedom ane!
c1ignih' wilh a ratiollal émd social élpproach lo healing lechllology7
SJ]()\]ld peoplc have the right to do whatt'vcr Ihe)' \Vant lo ¡hcír
boches? (For example. shonld the prcscriptioll systelll be
aholished an-d él11dmgs be freel" availahk ovcr Ihe eOl1llter?)
Sholllcl prélclilioners have thc right to trcal illnesses in whalc\'cr
1l1anncr Ihev decm appropriate. and shollld paticnts have the
right lo choosc anyone elail,lling to be a practitioller to treal
Ihcl11? Jf no!. who should determine w]¡o is a eompelent heder
and ",ho is nott Othcr healcrs? Patients? Using ,vhat eriteria?

Qncstions such as these make it elear that the problcms of. ¡,.../
.hcalth and mcdieine Célnnot be treated as problcnls of teehllique,
()f adminislration, of distributioll, separate from Ihe overal1 prob-
lclllS of social valucs allCl the instihlfional arrangcmcnts by whieh
the dominant c1assc's in a sociely exprcss their vallles, Evcn a
brief cffort ;It trying lo define a soeialist !Iledicinc revcals that
Cjucsliolls (lf heallh 'policy are not narrO\v questions of how to
rcfmm the health sys!cm; they are amollg the most profoullc1
Cjuestíolls that we can ask about the soeicty in which we live.

Thc essays in Parl 1 explore the social functions nf medicinc
from a theordical point of view. Barbara amI johnEhrenrcich
fOCllSon the nahnc and COlJ.seql1enees of (he inlcraction bdwecn
;111 individual doctor ancl his or her palients. Irving Zola eX<lmiues
\\'h\' mcdicine has replaccd instihltions sueh as the family and the
ehurch as a mechanism of social control amI discl1sses the políti-
cal conscquenees of the "mediealíza(iou" of social problems.
"Iarc Rcnaud localeS some of the limitations nI' modcrn medicine
111 the lllodeIs of human health amI c1isease evolved hy eapitalisl
s()cicties sillce Ihe late niuetecnlh ecntury,

Parts 2 and -; are ~l1orCempirical, providing together two case
'-ludics ín the the1l1cs dcveloped theorctically in Part 1. In Part 2
. \kdicinc and WOlllen), Barbara Ehrenrcieh élnd Deirdre
Fnglish sketch historical1y Ihe role 01'doctors in controlling W()1ll-
l'11\ l¡\'cs, Linda Gordoll traces how olle particular par! (Jf Ihe
t(,c!lIlology assoeiatcd with Ihc control (JI' w(Jl1lcn's livcs-birth

-----_._---------,--------------------'-
j, 'u bit- iJlilld proeedurcs [nf k,tillf; dl11gs ;md (,olltrnlled ,ludies uf fhe relalivc
,ii''lIl\'l'IlC'' <111<1 thc side <:ffeel.' nf dlllg<; fol' Ihe sall\(: illness as "!lonn;eni,"
',<ltl''1'', refkcting dl11g e(~lll);lJlies' enlllj)dili\'(: ilJlncsls, I ,,'as llot COlJVillCed,

--~---------------



l. See, for exalllple, Comrniltee on the Costs of Medical Care, Medica/
Care tiJl' the AlIlerican PeofJle (Chieago: University of Chicagu Press,
JlB2; reprinted by the U.S. ))epL of Ilealth, Education, and Wel-
Ene, Washington, D.G, 1970). More recen! exalllples includc Eelward
M. Kennedy, 111 Critica/ Conditioll (New York: Simon & Sdms-
ter, 1972);Abraham Rihicoff with P. Danaccall, Thc Americl/n Medi-
ca/ Ml/chine (Ncw York: Saturday Rel'iew Press, 1972); Ed Cray, 111

Failing Health (lndianapolis and New York: Bobbs-Merrill, 1970).
2. Sec Barbara allCIJohn Ehrenreich, The Americl/n Health E11lpire:

Power, Pro/its, Qnd Politics (A Health-PAC book; New York: Rall-
dOIll HOllse, 1970); 8i/liolls for BanJaids, eel. T. Bodcnhcimcr, S.
ClIm;lJillgs, and E. Harding (San Francisco: Medical Cornmittec for
HlIman Rights, 1972);Progl!l)sis Negative: Crisis ill the Health Care

NOTES

control-began to be taken out of women's hands and placed
under physicians' control. Doris Haire argues that current medi-
cal approaches to childbirth in the United States have liule basis
in science; they are culturally, rather than tecllliically, deter-
mined procedures. Mary Howell and Diana Scully ~nd Pauline
Bart suggest that doctors' sexist attitudes toward women pervade
the medical literahne and arc inculcated in young doctors by
their textbooks (among other means), with no regard for their
scien!ific validity.

In Par! 3 (Medicine and Imperialism), Frantz Fanon provides a
classic description of how the overall social relations between an
oppressor and an oppresscd group pervade the medical interac-
lion between doctors (belonging to the oppressor group) and
palients (belonging to thc oppressed group). Fanon's example is
colonial Algcria, but his comments would apply equally well to
blacks in the United States, to wamen, and to other oppressed'
groups. James Paul and E.Richard Brown discllss the historical
uses of medicine in advancing U.S. and European imperialismo
And Howard Levy describes the direct role that medicine came to
play in the U. S. effort to sllppress the revolutionary struggle in
Vietnam. (Dr. Levy, many readers may recall, was jailed for two
years for his refusal to teach Creen Berets medical tricks lo help
"pacify" the Vielnamese.)

1
e
E
t

/>
C

fe
C

T
ir
T
lE
a,
h,

SI

fE
rr

E
el
rE
Cé

m
Sl
lh
B.
Pe
Lil
lo
irr
Fr
ar
pE
hE
pE

an

i

r
r,
¡
:

.~F-'-----------._------- _~- _-_- _- - _-_-_- _-_- _••••_••••_- - .!"'!! _!!!lI _- _- ••- _-_- - _- _-_- .- .- .- .- .-.- .-.-.- .- .-.- .- .- ••- .-.-.-11-.-.-.-.-.- .-;

~.'" i" 32 ¡n'mduc'íon A.
W

~

Il~.
~
~~..

>¡
~;1.~
lt
el
Ir
~
rr.
¡¡
!~
ti

r,:
':



111troductiotl 33

Systel11, ed. David Kotelchuck (A Health-PAC hook; Ncw York:
Vintage, 1(76); Vicente Navarro, Medicine {Jnder Capitalisl11 (New
York: Prodist, 1(76). Navarro arglles that it is not private ownership
per se but the institlltional ami idc(llogieal subordination of the
health sector to the mling c!asses of Arncriean capitalis1lJ which
determine the charactcristies of American medicine.

3. See I-Ienry E. Sigerist, "Socialized Medicine," The Yale Review
(Spring 1938), reprinted in National Health Care, ed. Ray H. Elling
(New York: Lieber-Atherton, 1(73);tv1i1ton Roemer, "Nationalized
Medicine for America," Trans-Actioll (September 1(71); Medical
COl1lmittee for Human Rights, "Preliminary Position Paper on Na-
bonal Health Care" (Septemher 1(71), reprinted by Congressman
Ron V. Delll1ms in COllgressiollal Record, vol. 117, no. 199, par! IIl,
Deeember 17, 1971.

4. H. J. Eysen~k, "Effeets of Psychotherapy," l11temational ¡oumal of
Psrclliatry I (1965): 97-198; also, Philip R. A. May, Treatment of
Schizophrenia (New York: Scienee HOlISe, 1(68), esp. pp. 47-52; amI
L. Grinspoon, J. R. Ewalt, amI R. Shader, "Psychotherapy and
Pharmacotherapy in Chronie Sehizophrenia," American ¡oumal of
Ps)'clziatry 174 (1968): 1645-52.

J. R. D. Laing, "The Obvious," in Going Crazy, ed. Hendrik M.
Ruitenbeck (New York: Balitam Books, 1(72), p. 113.

6. Thomas Szasz, The Mytlz ofMental Illness, rev. ed. (New York:
Harper and Row, 1(74), pp. 69 and 267. See also 'T'homas Sznsz, Tlze
rvlanufacture of Madlless (New York: Del1, 1970); R. D. Laillg, The
Polítics of Experiellce (New York: Bal1antine, 1(67); R. D. Laing,
The Divided Self (Baltimore: Penguill, 1965); Phyllis Chesler, Wom<?n
and Madness (Carden Cit)', N.Y.: DOllbleday, 1972); E. Fuller Tor-
rey, The Death of Psyclziatry (Radnor, Pa.: Chillon, 1974); Naomi
Weísstein, "Psychology Constnzcts the FemaJc," in Women in Sexist
Society, ed. Y. Gornick and B. K. Moran (New York: Signet/Ncw
American Library, 1971).

- LesJie A. Falk, ''The Negro American'sHc;:¡lth and the Medieal
Committee. fOl Human Rights," Medical CeITe 4 (Jll]y-Septcmber
1966): 171-77; Pierre deVise et al., Slum Medicine: Chicago'.~ AfJar-
theid Healih S)'stem (Chicago: COl11l11unityand Family ;5111dy
Center, University of Chicago, 1%9); Roger Hurley, "The Health
Crisis of the Poor," in The Social Organization of Health, ed. H,!1lS
Peter Dreitzel (New York: Macmillan, 1971); J. M. Cayles,jr.,
"Health Brutality and the Black Life Cycle," Tlze Black Sclwlar (May
1974):Bonnie Bullol1gh and Yen¡ L. Bullough, Poverty, Etlmic Iden-
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Hospital, see Barbara amI )ohn Ehrenreich, The American Health
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Riglzts News (January 1971). On free clínics, see Barbara and )olm
Ehrenreich, The American Health Empire, chapo 17; Source Collcc-
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and "Free Clinics," Health-PAC Bu/letin (Octobcr 1971).
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