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CHAPTER 1
Social Organizational Perspectives on the Health Care Delivery System

OVERVIEW

The health care delivery system of a society is a product of the
history and tradition from which it comes. The U. S. system has evolved
as a combination of private practitioners, high technology and independ-
ent organizations. This grouping has created a complex delivery system
which, in the last few years, has been characterized by non-integrated
operations of the elements of the system resulting in inefficiencies and
increased costs. The escalation of the cost of medical care has become
a matter of national concern. The problem is highlighted by data from
the U. S. Department of Health and Human Services as reported in the
"U, S. News and World Report" (September 1, 1980). These new government
projections show that in the 40 years, from 1950 to 1990, medical costs
will have increased 50 times over, from 12,7 billion dollars in 1950 to
an estimated 757.9 billion dollars in 1990, This amount was 4.5 percent
of the nation's gross national product in 1950, in 1980 the percentage
of the GNP spent on medical care was expected to be 9.5 percent and this
amount could reach 11l.5 percent by 1990, We are sﬁending an increasing
share of our resources on health and the amount is expected to continue
to rise. 1In spite of the technological capability of the U. S. and the
wealth of resources spent a substantial portion of the population does
not have minimally adequate care (Coe, 1970: 350). More money and more
legislation to control the system have not solved the problems of cost
of health care or access to that care,
The element of the system most important is the physician. He works

in a fee-for-service system in which he is free to choose where and in



what field he will practice and what he will charge for services, a
highly attractive position for the physician. Other elements of the
system include public and private health insurance companies which pay
"usual and customary' fees charged by the physicians and hospitals, and
which fail to monitor and determine whether or not the charges made are
appropriate. Excessive charges inflate cost. Availability of insurance
has also increased the demand for services by the public. Hospital
administrators, a third element, manipulate the insurance system for the
benefit of their institutions (Institute of Medicine, 1976: 57). A
fourth element, medical training schools, socialize their students into
the professional's desire for autonomy (Mechanics, 1974: 16), and em-
phasize giving the best technical care possible--the only constraint is
the "state of the art"--without consideration of cost. The training
schools set standards of professional performance. There are increasing
numbers and types of allied health workers, physician assistants, nurses,
therapists, being used for improved and increased services. As new or
enlarged groups they add to the cost and complexity of managing the
system. These several elements, and others, working without adequate
communication and coordination become the system typified by inertia,
inefficiency and tremendous cost.

The reasons for the fragmented system are many. There have been
enormous developments in medical knowledge and technology. This has
spurred specialization, particular categories in medical practice. One
reason given for the increase in specialization is that it is more com-
fortable and more easily possible to be competent in a limited area than
competent in the full field of general medicine which has so enlarged.

As knowledge has increased, so have methods of treatment increased and



become sophisticated. There has been a dramatic increase in medical
technology (diagnostic X-ray, radiation therapy, electronic monitoring),
which leads to continual changes in patterns of health services as new
ones are introduced or old ones become obsolete and others are changed.
Such technology calls for technicians to operate the equipment and
administrators to coordinate their use. In this way the body of health
workers proliferates and division of labor becomes more pronounced.
Added pressure is applied to the system by a public which is becoming
more knowledgeable about seeking care (Cockerham, 1978: 76) and has
financial access due to health insurance. These foreces, then, contribute
to the uncoordinated system which consists of many groups with conflict-

ing interests and no central direction,

FEE-FOR-SERVICE SYSTEM
Professionals and the public are seeking ways to understand and

improve the system. A rational first step in understanding would be

to put the medical professional's contribution in perspective. Scarcity
economics points to the fact that resources, in the world, are scarce
in relation to human wants, and we cannot all have everything that we
want. This is true, as well, of health care. Some method is used to
divide among the population the existing amount of health care. In the
U. S. availability of medical care has been dependent on the ability to
purchase it. As Mechanic (1979: vii) says, we have been rationing our
medical care with our fee-for-service system. This system is oriented
toward the professional where the physician is an entrepeneur in a free
market. This has resulted in access to care being dependent on ability

to pay. The physician has become autonomous in his field and has



developed a monopoly for the licensed physician--the prototype of a
professional. The physician's usual amount of influence or his autonomy
is acquired by being a member of an organized profession. A profession
is defined by Ritzer as an occupation which has been able to acquire or
convince others (clients, law) that it has acquired many characteristics
the public comes to believe describe a profession. Goode (Cockerham,
1977: 116) says there are two basic characteristics necessary and basic
to the profession: prolonged training in abstract theory and a service

ethiec.

THEORIES OF PROFESSIONAL ORGANIZATION

There are various theories that look at the ways groups organize as
a profession. Parson's structural-functional approach (Ritzer, 1977: 48)
suggests that the community and the law recognize professions as having
a special body of theory in an area where outside control would reduce the
quality of performance. The professional is accepted as being altruistic
and requiring authority over the client. The power-process approach
(Ritzer, 1977: 56) suggests physicians obtain a set of rights and priv-
ileges from the community that would not otherwise be granted them
because they work in an area of uncertainty (life, death) and because
this work cannot be routinized., Freidson suggests the social-structural
approach which emphasizes organization of enviromment rather than indiv-
idual's knowledge, values and motives as most important.

Another step toward the understanding and improvement of the health
care system would be to isolate and evaluate separate aspects of profes-
sional organization. The most prominent aspect of current medical
organization is the division of physicians into specialties and sub-

specialties (Stevens, 1971: 3). These specialties need communication



with other specialties and general practitioners alike. The referral
system is a technique for eommunication and cooperation among physicians
which make possible a prefessional division of labor. The experts or
specialists may become consultants to the non-expert in the specialists'
field., The concept of referral impacts upon the larger system of medical
professional organization in at least these two ways. It affects the
number and distribution of general practitioners and specialists in the
health care system because professional status and success are defined
in terms of being able to refer to other physicians those cases not
desirable or interesting (Freidson, 1971). The referral system is also
open to economic and other abuses as the professional loocks to his own
dollar income and protects the particular special area from which this
income and his prestige arise.

The following pages will look at specialization and the referral
system by 1) comparing the social-structural theory of organization,
which suggests that changes can be made in the delivery system with
changes in the social structure of the system, with the power approach
which suggests that the power of the professions is exaggerated and is
likely to decline in the future, 2) examining the history and character-
istics of the referral system, 3) looking at access to care and abuses
in the system, and 4) detailing the long range planning process of a
local medical society and analyzing the plans in terms of the power

approach to organization.

THE SOCIAL-STRUCTURAL AND POWER APPROACHES
A PROFESSION
Eliot Freidson employs the social-structural approach for analysis

of professions. He uses social organization concepts as his criteria



for evaluation rather than social psychological norms, attitudes or
ethics, He sees organization as being more closely related to predicting
behavior than are individual characteristics. He chooses to use the
medical profession as the basis of study because of its position of
prominence among professions. Freidson feels medicine has acquired this
pre-eminent position because of its systematic connection with science
and technology, the prevailing ideology of the twentieth century.

Medicine, for this sociological usage, is defined as "an organized
consulting occupation which may serve as discoverer, carrier and practi-
tioner of certain kinds of knowledge." It is not simply a body of
knowledge but an occupation. An occupation which, in this instance,
is a profession.

Freidson uses this definition of profession: "it is an occupation
which has assumed a dominant position in a division of labor, so that
it gains control over the determination of its work.' Autonomy is the
most important criteria in distinguishing professions from other occupa-
tions (1971: 82). The occupation maintains its position by persuading
others of its unusual trustworthiness and skills in its field. When an
occupation deals with problems brought in by clients (consulting profession)
the occupation develops its own way of looking at the problems and tries
to manage both problems and client. The practitioner's autonomy allows
him to interpret the problem his way rather than the client's way. Auto-
nomy also means that outside evaluation of the profession's work is not
legitimate.

Freidson argues with Goode's criteria for professions, prolonged
training in abstract theory and a service ethic. He feels that prolonged

training in abstract theory is not precise. It is not training in theory



but control of the condition of their work which characterizes a profession.
Nursing is an occupation which has prolonged training in abstract theory,
however, nurses work under the supervision of a physician. Goode excludes
them from professions because their training is "a lower-level medical
education" but Freidson says the difference is that physicians not nurses
define the work area. Nurses do not control the content of their work--
they are not autonomous--they are not a profession. Technical training
does not provide the criteria for a profession but rather control of the
content of training which is gained by political and social processes.,
Freidson argues that the stated ethic of service to the community is not
adequate to define a profession because there is no empirical data to show
that the service ethic is stronger and more widespread in the professional
than other groups. Goode argues that while nursing is not a profession,
it has a service ethic. The assertion of a service ethic for the indiv-
idual physician or for the "institution of medicine" is unsupported by
evidence. These arguments improve Freidson's claim that autonomy is the
only uniform criteria for a profession.

Freidson sees two major problems to be analyzed, how is autonomy
developed and maintained, and what is the relationship between the
professions knowledge and procedures (practice) to the professional
organization, and to the lay world. The following pages will examine
autonomy, social control or accountability, and authority or physician-

patient relationship in the social-structural framework.

AUTONOMY
Describing the characteristics of professions, Freidson provides

this preface. The aim of healers has not changed over the centuries,



but the position of the healer has changed. The physicians of the
Western world, as opposed to folk-healers, came out of the universities
of the middle ages and they were a scholarly or learned group who were
respected as educated members of the elite, but had little authority as
healers. It wasn't until the development of physics and chemistry that
there was a systematic scientific foundation for medicine. These bodies
of theory allowed physicians to give technical reasons rather than
individual judgments as causes of illness. As technology improved it
became clearer to the public that there were predictable and reliable
results from medical care, Physicians could solve practical problems
brought to them. In the United States, by the 1890's, the public was
willing to accept a consulting profession of medicine and physicians began
occupational organization, The professional societies gained recognition
from the state and negotiated with the state to gain control of their
work, The state delegated authority to the medical professional organi-
zation and they became a monopoly in the healing arts. They became the
basic, formal, quasi-legal framework through which the profession con-
trolled itself (licensing is one example). The organizations are private,
national, and loosely organized with firm roots (chapters) at the local
level. The American Medical Association is the greatest single influence
on medical care in the United States. The A.M.A. is important because it
has power to control other occupations, control medical schools and
thereby set minimum standards for the profession and control access to
training. The A,M,A, also attempts to control the socio-economic areas
of medical practice. Consequently, the physician is free to practice
with a few formal constraints the association has not instituted. The

A.M.,A. argues that if the present, individualistic, fee-for-service



organization of care (preferred by the A.M.A.) is interferred with,
the quality of medical practice would be in danger.

Freidson argues, in spite of the strict control by the profession
of the profession that the autonomy is not absolute. In the United
States the states themselves are the final authority in their geograph-
ical area. The individual physician practices in a "social and political
space cleared and maintained for his benefit by political and formal
occupational mechanisms" (Freidson 1971: 24). The control is political
in character and subject to the state. Freidson feels, in opposition to
the A.M.A. policy, that a professional need not be an entrepeneur to be
free. The state can control the social and economic areas that the
professional now dominates and in the process leave the profession intact.
The profession would have control over technique and skill and monopoly
over practice in the areas where it has expertise--that is, to diagnose
and prescribe according to criteria rooted in medical knowledge. The
physician determines what is medically valuable; he is not, however,
competent to decide what is in the public interest outside his expertise.
"Autonomy of technique is at the core of what is unique about the
profession," (Freidson, 1971: 44). Autonomy over technical work gives
the profession the necessary characteristics to be a "free" profession,

even though it is dependent on the state to grant autonomy.

ACCOUNTABILITY
In Freidson's view a profession is granted autonomy with the under-
standing that it will regulate the performance of its membership. Self-
regulation is the test of professional autonomy. If the theory that the

normal distribution curve represents the distribution of a trait through
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a population is accepted, there is no reason to believe that traits of
a professional group would not correspond to the curve as well. This
signifies that not 2ll physicians work can be expected to be average
or better; therefore, regulation is necessary.

There are attitudes common to professionals which influence the way
they regulate their work. Individualism is a dominant element in be-
havior of the medical professional. Practitioners are action oriented--
to do something is better than to do nothing. Contrary to lay expectations
such intervention tends to revolve around experience as much as scientifie
theory. This orientation to practice maximizes individual opinion based
on experience, and one result is the reluctance of professionals to
criticize colleagues or to be criticized. It is considered that mistakes
are bound to happen due to the nature of the work. Omne consequence is
that formal sanctions of colleagues are few. The common reaction to poor
work by a colleague is the personal boycott. This is not an attempt to
change the offender's performance but an attempt to avoid working with
him and keeping one's own patients away from the offender. Freidson
(1971: 183) says that the personal boycott is ''the most analytically
important mechanism of control" found among professionals because it shows
how one conscientious professional can work aside another who is not
conscientious without causing undue tension between the two. The boy-
cotted physician finds a circle of practitioners at his own level of
practice and a segregating process is observed. There is little profes-
sional contact between such levels, and therefore there is little leverage
to influence the performance of the poorer practitiomer.

Client compiaints are handled in local medical societies which

handle them so that the public hears little about them and knows little
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of their right to a hearing. Where there is more formal regulation, by
peer review of records, the benefit of the doubt is given to the colleague
performance, and deficiencies are overlooked in favor of presumed good
intention. Physicians have made no effort at regulation of economic
policy and little on rectifying abuse. These observations suggest that

observation and regulation of the profession by itself is at a minimum.

AUTHORITY

Freidson looks at the client-professional relationship and sees that
it is a mixture of professional authority and elements of bureaucratic
office. The physician expects compliance with his decisions through
faith in his expertise, gained through scientific training. This is a
special type of authority predicated upon trust in the "profession" and
not necessarily in the competence of the individual physician. The
consulting professional seeks this authority when dealing with clients
because he may be pressured to yield to clients wishes when the profession-
al feels them inappropriate, but with professional authority he can refuse
claims by use of this authority rather than explaining and persuading the
patient that his professional judgment is well grounded. The professional
expert normally has only the authority to withhold services the client
wants. In the case of the medical expert he controls not only the know-
ledge and skills but also the exclusive rights to goods and services
(drugs, hospital care) the client might need to manage his problem in-
dependently. 'The more strategic the accessories controlled by the
profession, the stronger the sanctions supporting its authority” (Freidson,
1970: 117). This institutionalized practice (through licensing and

control of facilities) limits and channels the behavior of the layman
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into consulting with the professional in a situation where he has few
alternatives. The emphasis by the physician is not on having the patient
accepting advice because the client is persuaded it is valid but accept-
ing because he has faith in the professional's evaluation because he is

a professional. Freidson says the professional expert, in this case,
acts much like a bureaucratic official who has sanctions attached to the
bureaucratic office rather than as an entrepeneur, as the medical profes-
sion prefers to be thought of. Freidson has emphasized that the client
should have care that is both technically qualified and humane. The
technical expert should treat the client with the dignity and status of
an adult.

One central concern of the theory arises from the comparison of the
professional with the bureaucrat. Recent theory has held that professions
and bureaucracies are antithetical processes because professiona are
characterized by individualism and peer control and bureaucracies by a
framework of rules and regulations and control comes from the top. Current-
ly and historically, Weber's analysis, there is recognition that there is
no necessary contradiction between professionals and organizations. Pro-
fessions and organizations are not structurally incompatible (Ritzer,
1977 151) although when professionals work in organizations there is
potential for conflict. One source of conflict for professionals in
organizations is that an organization has goals which the professional
must contribute to and in so doing he loses some autonomy., Freidson
argues that while the bureaucratic type of organization is no more ideal,
in practice, than a professional organization, the rights of the patient
and quality of care would be better assured by checking the autonomy and
dominance of professional authority with the use of administrative author-

ity.
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In summary, Freidson's view is that the present system relies too
much on the dominant medical authority which does not regulate itself
adequately. A reorganized framework is needed which would protect the
legitimate needs of the professional while making it necessary that
practice be regulated by the professional according to the professional
ethic. The citizen-client needs be an active and participating member

of the planning and regulatory process.

POWER APPROACH

The power approach to the study of professions focuses on the power
needed by an occupation to acquire professional recognition as well as
the power such an occupation wields once it has achieved professional
status. The power advocates are concerned with the question of why an
occupation moves up or down on the continuum reaching from non-
professional to professional. Ritzer defines professions, viewed in
the power approach, as an occupation having undergone a developmental
process whereby it has acquired, or has convinced significant others it
has acquired, characteristics accepted as denoting a profession. Ritzer
defines power, for this approach, as the ability of an occupation,
through its leaders, to obtain a set of rights and privileges from
society that otherwise it might not obtain. Power advocates disagree
with the characteristics of professions as hypothesized by the functional
approach; these characteristics are systematic knowledge, norms of auto-
nomy, and altruism and authority over clients. Power advocates agree
that there is no difference in the basic nature of knowledge between
the professional and the non-professional although the professions
"engage in a systematic effort to create the illustéen that there is

something distinctive about their knowledge' (Ritzer 1977: 49). Where
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qualitative differences are seen to exist, they have been artificially
created by the professional's ability to deny knowledge to others. The
norm of self-control is challenged by the power approach as, historically,
autonomy of occupations has varied with the change in skill content and
cultural significance of the occupation (Johnson, 1972: 44)., They argue
that the code of ethics is not set up to protect the client but to conceal
the activities of the professions from the public by being allowed to
police themselves. Autonomy is not a requirement of professions, and

the service ethie is a myth,

The power advocates further say that "uncontested" authority of the
professional over the client has never existed, and whatever authority
exists now is likely to decline in the future as clients become more
questioning of authority. The argument is made that a questioning
clientele is likely to push the professional to a higher and not lower
standard of performance. The power approach argues that the professions
develop a set of characteristics which they claim in order to set them-
selves apart from other occupations and in order to establish control
over that occupation. The power approach looks for the source of power
which permits professions to do this. They focus on three variables of
power: the margin of indetermination, the level of uncertainty, and
ideology.

The margin of indetermination is a term meaning the degree to which
an occupation's task can be broken down to a series of simple actioms
which most people can learn, Tasks that cannot be so routinized are the
basis of professions. A portion of the power of the physician comes
from the margin of indetermination. Ritzer says the medical profession

has not relied on the natural level of indetermination but has used its
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power to protect medical practice from routinization (by a kind of
mystification of the public and control of medical accessories) and
to expand non-routinization.

A second source of professional power is labeled the level of un-
certainty, The physician deals with an area of acute uncertainty for
his patients--health impairment. Another area of uncertainty for the
patient is created by social distance between a patient and a physician;
it also creates a tension or uncertainty (Johmson, 1972: 41). The
profession protects and expands these areas of uncertainty by avoiding
public scrutiny and by having a political arm in their professional
organization. These are two sources of professional power.

Ideology, as a third variable, is the prime tool used by occupations
in the effort to professionalize and by the professions to maintain and
improve their position. Ideology is the way of thinking, by the public,
about the professions. The public has been convinced of the myths of
autonomy, service ethic, and authority--so say power advocates. Such
myths "become reality when the public and law react as though they are
real." Ritzer says the professions have used these idealized character-
istics as levers to increase their power and protect their established
position from threat to its power. Johnson (1972: 45) seems to summarize,
when he defines a profession as a means of controlling an occupation.

Johnson says professionalization is a historically specific process
which occupations go through in a particular time and is not a step by
step process that all occupations must go through to become a profession.
Johnson chooses to look at professions by focusing on the '"core of un-
certainty," the producer-consumer relationship. He sees three ways,

historically identifiable, of resolving the tension between the producer
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and the consumer. The first, where the producer defines the need of the
consumer, is exemplified by autonomous occupational association, or
professionalism, which is an outgrowth of the guild system in medieval
Europe. The second, where the consumer defines his own needs, grew
from patronage by aristocrats of artists, architects, and physicians

in the past. The modern expression of this idea is in consumer politics
where consumers deliberately set out to control quality of goods and
services. The third way of reducing tension is by the use of a mediator
between the producer and the consumer. Capitalism exemplifies one type
of mediator which intervenes to rationalize production and regulate
markets; another example of a mediative body is the state. A powerful
centralized state may intervene to define what the needs are or the
manner in which the needs should be met, as with the growth of welfare
policies.

One effect of the state type mediation has been to extend services
to consumers on the basis of citizenship rather than ability teo pay.
Another effect has been to 'guarantee'" consumers to providers. One
consequence of the guarantee "is that the referral system which is so
important under professionalism in ensuring continuous colleague contact"
is less important when the state is mediator. State mediation provides
several other opportunities for change. It gives the comsumer an expanded
role with input into the system, by shifting emphases it could change
the distribution of power in the community and could change the basis for
recruitment into the profession. Under state mediation, occupations are
inereasingly taken into government agencies, solo practice may be replaced

as the norm, practitioners may be salaried and clients have more control.

In addition, the bureaucratic role becomes interwoven with the professionals
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in government agencies. ''Dualistic systems of practice," a division of
labor between general practitioners and specialists, is less likely
under hierarchical organization. The result is a proliferation of
generalists or ceeation of separate but equal specialties. Where the
function of maintaining standards is taken over by the state, or provided
for in legislation, the professional association is transformed into a
pressure group and loses its power to prescribe the manner of practice.
The mediative role of the state may also lead to technical and ethical
questions being removed from the occupation's control. Efficiency
becomes the yardstick for comparing forms of organization in the delivery
system. The state, then, manages aspects of uncertainty by reducing the
possibility of exploitation in both directioms.

The power approach assumes there is no qualitative difference between
professiona and non-professions other than the greater power of the pro-
fessions. Forces such as social change and technical change impact on
professions. The professions will be changed by those forces. Western
civilization is moving from an industrial society into a service oriented
society. With this change it is probable that controls over the health
delivery system will change. Johnson suggests that the strain produced
in the system by such forces may lead to modification in the institution
of professionalism and eventually reduce and in the long run eliminate

the condition of professionalism itself.

COMPARISON OF POWER AND STRUCTURAL APPROACHES
Freidson's structural approach and the power approach to organiza-
tion of professions are similar although not the same. Both focus on

discovering how professions come to control their work area and how they
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maintain their control after recognition. Both approaches use the
method of inquiry into the relationships among social organizations in
order to analyze professions. They analyze the organization of the
environment.

The two approaches differ in that they emphasize analysis of differ-
ent components of the system. Freidson emphasizes, in his inquiry, how
autonomy of professions develop and is maintained by describing the re-
lationship between the practitioner and 1) the professional organization,
and 2) the lay world. Power advocates inquire into how professions
obtain power to be recognized as a profession and how they maintain the
power after recognition. Freidson emphasizes relationships at the
individual level; power advocates emphasize historical and societal
level relationships.

Although the two approaches come to their conclusions by separate
routes of analysis, their conclusions are compatible, and possibly
complementary. For example, proceeding from separate perspectives both
can and do, argue that professional authority must be checked in the

interest of the patient through the use of administrative authority.



