














Common Ideols, Divergent Nafions 2

Medicol Practice Then and Now

As a starting point, we should recognize that at the beginning of the
twentieth century, medicine in France and the United States closely re-
sembled each other in both practice and ideals. Medical science had only
recently begun to make good on its ambitious promises. In France, the
discoveries of Louis Pasteur established the prestige of scientific medicine,
setting it apart from popular and folk medicine for the treatment of infec-
tion and the promotion of public health. The German Robert Koch iden-
tified the tubercle bacillus, thereby demonstrating the power of medical
science to isolate the cause of the era’s most feared killer, tuberculosis. Also
extremely important were improvements in anesthesia, which, by relieving
pain, permitted surgeons—then a far less respected branch of practitioners
than physicians—to perform what had been impossible procedures on the
body’s major organs. '

Yet the empirical and theoretical case for scientific medicine took de-
cades to advance. The late 1800s were not the late 1900s when discoveries
and improved techniques could be quickly shared across the globe. Well
into the twentieth century, folkways and patent medicines of dubious value
held sway. What mattered most to people, then as now, were results. And
since medical science could often do little better than the traditional treat-
ments, and often simply waited for the malady to run its course, the public
had nowhere near the respect for doctors that they do today. Physicians’
socioeconomic status has always closely reflected the effectiveness of the
medical science of their day; this relationship helps us understand physi-
cians’ response to health care change.

Had we been able to eavesdrop on a conversation between two typ-
ical general practice doctors, one American and one French, posted to
the western front during the First World War, in 1917, their conversa-
tion would have attested to ideological and practical kinship. Reminiscing
about their lives back home, the physicians would have found they had
both been raised in petty bourgeois families and had been drawn to medi-
cine in hopes of earning a respectable but not lavish income. Their solo
medical practices relied on tiresome travel between rural and working-class
households struck by illness. Both doctors would have bemoaned miserly
contracts, which, out of financial necessity, they had signed with mutual
aid societies or fraternal lodges—contracts that bound them to treat the
groups entire membership for a low fixed price. The two practitioners
would have been equally upset with industrialists who resisted paying
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them on a fee-for-service basis, wanting instead to make them mere em-
ployees in their growing enterprises. Their loudest exhortations, however,
would have been reserved for their respective governments: both would
have sworn to fight any further government meddling in medical care, now
that workers’ compensation laws had been fully implemented in France
and American state governments were approving them at a lively pace *

This Franco-American camaraderie would have stood in stark contrast
to the circumstances and ideals of doctors on the other side of the barbwire
or to those of a British physician who happened to be standing nearby.
Germany had created Europe’s first compulsory health insurance for about
4 million industrial workers in 1883, a move that drastically affected the
relationship between doctors and their patients, and between doctors and
the government. Indeed, if our U.S. and French doctors had been able to
share editorials from their medical journals, they would have seen that in
both nations medical leaders defined virtually all that was good and noble
about medicine by contrasting it with anything and everything German.
Likewise, British doctors had flocked to Britains National Insurance Act,
passed in 1911, which, though less constraining than German illness in-
surance, nonetheless put the country squarely on the side of government-
directed health care.

Today, a comparable conversation between two typical primary care
physicians in private practice—great-granddaughters, let us say, of our
World War One comrades—would also attest to sociological and practical
kinship. A typical physician in both nations is nearly as likely to be a woman
as a man, and she is very likely to hail from a professional, upper-middle-
class family—a daughter of a doctor or lawyer, not a baker. As impor-
tant as these commonalities may be, the great-granddaughters would find
many more differences in their practices than had their great-grandfathers.
Virtually all the French physicians patients would be eligible for public
health insurance, Sécurité Sociale, a circumstance shared by the U.S. doc-
tor only if she restricted her care to Medicare and Medicaid patients, not
a common practice. The U.S. doctor’s income would be much higher, just
over five times the average U.S. wage, while the French doctor would earn
only about twice the average earnings of her compatriots. As a primary
care practitioner, however, the French doctor would have many more col-
leagues, about half of all doctors in France, and a relatively easy time flying
solo in her own office. Primary care physicians constitute only about a third
of U.S. doctors and, because of the almost overarching need to hire non-
medical personnel to handle the cumbersome and various insurance billing
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procedures, solo medical practices are now far less common in the United
States. Despite differences in their offices, both physicians would surely
agree that the radically higher incomes of specialists in both countries were
out of proportion to their extra training. Primary care physicians work just
as hard, they would insist, and entrance to medical school is fiercely com-
petitive in France and in the United States, regardless of whether one plans
to pursue a specialty. Finally, for all her envy of her U.S. colleague’s higher
income, the French doctor could take comfort that she paid only nominal
malpractice insurance premiums and had never borrowed to pay medical
school tuition. Like all French universities, medical schools are tuition free.
If the U.S. practitioner recounted her travails with insurers and her oc-
casional practice of “defensive medicine” to guard herself against lawsuits,
the French physician might conclude that doctoring in France may be less
remunerative, but it is considerably more hassle-free.*

The patients these physicians admitted to hospitals would also be very
different from their early-twentieth-century predecessors. At that time,
aside from facilities for veterans, which have illustrious histories in both
nations, hospitals were local institutions. Most were owned and operated
by municipalities, religious groups, or nonprofit organizations whose mis-
sion included community service, for example, universities, which built
teaching hospitals for their medical students. Publicly traded, for-profit
hospital chains were unknown.*

Today, France’s hospital sector is dominated by community and univer-
sity hospital medical centers. Yet, as with ambulatory care, where private
insurers round out public coverage, private hospitals (both for profit and
nonprofit) offer care that complements inpatient services in the public sec-
tor. In fact, France possesses the largest private hospital sector in Europe,
accounting for 36 percent of all beds for acute cases, a public-private mix
that has not changed in the last fifteen years. Generally, the patients with
the most serious and complex cases end up in public hospitals, with pri-
vate hospitals specializing in more routine obstetrics, elective and cardiac
surgery, psychiatric care, and radiation therapy. Ultimately, however, the
choice of hospital is up to the patient, his or her Sécurité Sociale coverage
being the same in both the private and public sectors.*’

Public community hospitals now account for only a quarter of hospitals
in the United States. Moreover, in contrast to its French counterpart, the
U.S. hospital sector has witnessed a vast transformation in its public-private
mix in recent decades. Between 1985 and 1995, the number of public
hospitals declined by 14 percent. Of these, nearly two-thirds converted to
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private ownership or management, while the remainder closed their doors
entirely. Hence, once again, as in the case of public versus private health in-
surance, the United States and France present mirror images of each other
in their emphasis on public versus private ownership or control.

The phenomenon of U.S. hospital closures provides a poignant example
of how and why comparative historical approaches to health care are vitally
important. U.S. observers generally attribute the closures to a 1980s switch
from cost-plus reimbursement (under which hospitals charged insurers
their actual costs plus a margin) to a case-based system (whereby hospitals
are paid according to the patient’s diagnosis). The resulting incentives trans-
lated into shorter hospital stays and therefore a decline in the toral number
of beds, since longer patient stays cost the hospital more without increasing
its revenues.* Centainly there is something to this explanation. Yet France
also adopted case-based hospital reimbursement in the 1980s. Indeed, it
was the first country outside the United States to do so. But France has
maintained its relatively high ratio of beds per capita—3.8 per thousand
compared with 2.8 per thousand in the United States. And France contin-
ues to do so at lower costs. The answer to this paradox is best apprehended
through a historical approach, wherein health care is viewed not just in
technical terms but also as a nexus of culture, politics, and economics.

The Pitfalls of Language

A history of health care, especially a comparative one, faces several
pitfalls. Language is perhaps the most treacherous. One cannot blithely
assume that words possess a constant meaning over time and in different
countries.*” To begin with, the same political term may have very different
meanings on either side of the Atlantic, both historically and in contempo-
rary usage. Liberalism in France denotes political beliefs that most would
identify with fiscal conservatives or libertarians in the United States: ad-
vocacy of markets, deregulation, private enterprise, and balanced govern-
ment budgets. Indeed, a private-practice physician who insists on billing
and clinical freedoms in France is known as a “liberal doctor” (un médecin
libéral); and the burgeoning private-practice medical sector is known col-
lectively as “liberal medicine” (la médecine libérale). For the sake of clarity in
hoth interpretation and translativn, I use functional terms in the pages that
follow—for example, private-practice—that correspond with their practical
signification in time and place.

Another lexical difficulty in comparing U.S. and French institutions
concerns the state. The distinction between the United States’ federal and
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state governments is readily apparent. The term “French state” (I'Etat
fmngais), however, often capitalized in French documents, includes a civil
service whose power relative to the elected government is greater than its
U.S. counterpart. To be sure, the lederal bureaucracy is no pushover when
anew U.S. president wishes to implement substantial change, nor can any
governor in the country assume that her state bureaucracy will cooperate
fully when directed 1o execute reform.

Yet in France’s more unified political structure, bureaucrats, especially
high cfficials, who usually devote their careers to public service, enjoy an
autonomy and public trust not present in the United States. The found-
ing director of Sécurité Sociale, Pierre Laroque, is a preeminent example.
Very few Americans could name the first director of a comparably popu-
lar domestic program, such as Social Security or Medicare. By contrast, in
France, it is Laroque, not the prime minister who held the reins of gov-
ernment in 1945, who is widely known and celebrated as “the father” of
Sécurité Sociale. Yet Laroque was never elected to any office. Indeed, in high
state officials, as much as anywhere else in Paris, resides Rousseau’s general
will, that is, a public perception of the common good. Thus, more so than
in the United States, when private interests look to the state to arbitrate
a conflict, implement reform, or simply guarantee their rights, they are
appealing as much to an elite administrative corps as to elected political
leaders.*®

Next, we must address several terms related to health. A health care
system today comprises the totality of activities, actors, and institutions
devoted to the financing of efforts to prevent, treat, and cure illness or injury.
By that definition, the U.S. and French health care systems touch almost
every aspect of our societies—from employers to governments to schools
to places of worship, not to mention health care providers, insurers, and
patients, Yet health care system is certainly not a term that would have been
understood by someone in 1900. At that time, the broadest comparable
concept would have been public health, which encompassed the concepts of
hygiene, living conditions, and medical facilities that were largely devoted
to charity care.”

In the same way, a hospital of 1900 had little in common with today’s
gleaming medical complexes, staffed as they are by highly trained special-
ists, equipped with sophisticated diagnostic tools, and filled with effective
pharmaceuticals. Hospitals at the turn of the twentieth century were social
prisons, hostels for the helplessly destitute, the chronically ill, the tuber-
cular, and the insane. For its residents, the hospital may have been better



