healer of madness, existential
philosopher, New Leftist so-
cial critic, guru of LSD, Bud-
dhistmonk, and radical critic
of the family. Now he is pos-
ing as devoted paterfamilias,
basking in “happy” com-
munications with his chil-
dren. Cooperisoften wrong-
headed, but is honest. Laing
is often level-headed, but is
he ever honest?

Thomas Szasz’s latest book is
The Myth of Psychotherapy. He
teaches psychiatry at the State
University of New York’s Up-
state Medical Center in Syra-
cuse, and contributes frequent-
ly to LR. The present review is
reprinted by permission from
the British magazine, The Spec-
tator.

Doctoring
the figures

MARSHALLE.
SCHWARTZ

Defective Medicine by
Louise Lander. Farrar, Straus
and Giroux, 242 pp., $10.
Pain and Profit—ThePolitics
of Malpractice by Sylvia Law
and Steven Polan, Harper
and Row, 305 pp., $12.95.
The Malpractitioners by
JobhnGuinther,AnchorPress/
Doubleday, 347 pp., $10.00.

DURING A FIVE WEEK
period of 1976, many doc-
tors in Los Angeles county
withheld their services in
protest against the soaring
malpractice insurance bills
they had received. A most
curious and disturbing se-
quel to this story appeared in
the newspapers last Octo-
ber: During this period,
when surgery declined by
nearly 60 percent, there was
a significant drop in the
death rate in Los Angeles,
climbing again (from 19.2 to
26 per 100,000 population)
during the first five weeks
after the doctors went back
to work.

If these figures are a true
reflection of the state of
American medicine, then
perhaps the continuing mal-
practice crisis is the best

One-third of all surgical deaths and half of all surgical complications are

medication possible for the
health of the American pub-
lic. Unfortunately, the sad
state of American medical
practice—as evidenced by
statistics like those from Los
Angeles—and the much-
bruited malpractice crisis of
the 1970s are both symp-
toms of the same underlying
malady. Yet the burgeoning
studies of this crisis are de-
voted mainly to detailed
symptomatologies—identi-
fying such ailments as the
overspecialization of Ameri-
can medicine; the ever-
increasing use of hospitals
rather than the home or doc-
tor’s office to treat patients;
the poor self-regulation of
the medical profession, with
its high yield of incompetent
practitioners and unneces-
sary surgical and diagnostic

procedures; the contingency
fee system for attorneys;
overgenerous jury awards;
poor underwriting prac-
tices; the use of increases in
malpractice premiums to
make up for insurance com-
panies’ stock market losses;
and the foisting off on the
public and on regulatory
agencies of deliberately false
and misleading figuresby the
insurance industry—rather
than to root causes.

And that’s what journalist
John Guinther and attorneys
Sylvia Law and Steven Polan
offer us in their new books
on malpractice—along with
their own personal, statist
solutions to this peculiarly
American problem. To be
sure, both of these studies
are overflowing with useful
information, particularly

-

pfobably preventable.

Guinther’s revelations about
the insurance industry’s
quasi-legal financial ma-
nipulations, and Law and
Polan’s clear and exhaustive
explanations of both the
common law roots of mal-
practice law and today’s
tangled legal spiderweb. But
neither book—despite occa-
sional telling observations
which, inexplicably, are nev-
er followed up—addresses
either of the fundamental de-
fects which have distorted
American medicine: the un-
ending regulation by federal,
state, and local govern-
ments, and the absorption of
the medical profession into
the American corporate
state.

Defective Medicine by
Louise Lander is more diffi-
cult,if notimpossible, to cat-
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egorize—exasperatingly so,
at times. For Lander delves
further than any of the other
authors toward finding the
first causes. And so many of
her analyses, her descrip-
tions, her polemics are tan-
talizingly libertarian in tone.
In fact, thereisnothingin her
book, if examined from the
appropriate perspective,
that is antilibertarian in
nature. Yet she, too, never
quite arrives at her apparent
goal, never names the statist
excess that continues to lead
American medicine to the
brink of disaster, but only de-
scribes it. The libertarian
reader is left with the impres-
sion of someone giving an in-
credibly compelling descrip-
tionof anelephant, butbeing
unable to call it “elephant”
because she just doesn’t
know the word.

For libertarians, thisis not
a major defect, however, for
we are able to supply the
needed words, name the
names ourselves, once we
are presented with all the
vital details from the proper
perspective. And that is a
task Lander performs ad-
mirably.

Her approach is delineat-
ed in the book’s subtitle,
Risk, Anger, and the Mal-
practice Crisis. Observing
that only a small fraction of
incidents that could be con-
sidered acts of malpractice
ever result in a claim being
filed—much less ending in
payment to the claimant—
Lander points out that a sec-
ond factor must also be pre-
sent before a malpractice
claim occurs: The patient
must be angry—at a doctor,
atahospital, at anurse or at-
tendant, at somebody. And,
Lander argues, those factors
that cause anger in the pa-
tients also force patients to
undergo more procedures,
both diagnostic and thera-
peutic, that put them at risk
of injury.

To Lander, a major under-
lying cause of the problem is
theideology of modern med-
ical practice, an ideology
that “hasverylittle to do with
the human experience of be-
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ing sick” Instead of dealing
with the whole person—
how the illness affects what
the person does, how what
the patient does affects the
illness, and how the patient
himself can affect the ill-
ness—the ideology of mod-
ern medicine “has much
more to do with the needs of
physicians for a conceptu-
alized framework that will
focus and simplify their
work and that will justify the
segmented, episodic, super-
specialized, individualistic
character of their work ar-
rangement.” In other words,
physicians have aimed at
constructing an ideology, a
medical model, if you will,
that justifies the corporatiza-
tion of American medicine.
The resulting construct is
“the biomedical model of
medicine”:
the notion that a given disease
can be explained by a distinct,
well-defined biochemical or
physical ‘abnormality. . . the
general assumption that a
disease reflects disordered bio-
logical mechanisms that can ul-
timately be described in terms of
chemistry and physics and that
are independent of social behav-
ior or intrapsychic processes.
The model is reductionistic, ex-
plaining complex phenomena
by invoking a single ultimate
principle; dualistic, reflecting a
separation of mind and body;
and mechanistic, reflecting a
view of the human body as a
machine.

This model provides a
“theoretical” basis for the
specialization of medicine
organ by organ, and for the
structure of insurance reim-
bursement, procedure by
procedure. There is no place
left to view the patient as a
whole, with this fragmenta-
tion leading to higher risk
and greater alienation for the
patient. Ultimately, this “bio-
medicalmodel makesof doc-
tors the priests of a secular
religion, a variant of the
more general secular faith
thattechnology isthe answer
to all worldly ills and that
what isnewer is by definition
better.” That piece of com-
mentary by Lander sounds
as if it could have been lift-

ed whole from one of Dr.
Thomas Szasz’s attacks.

And, as with any corpo-
rate model, the “theory” is
self-aggrandizing and self-
perpetuating. As a result,
you will rarely find a patient
and his doctor discussing
“his backache, headaches,
or bellyaches in the context
of his life situation,” so that
they could be dealt with by
the patient attempting to
change “his job, his mar-
riage, his neighborhood, his
diet, his activities, or his gen-
eral manner of relating to
other people” Instead, the
biomedical model protects
the vested medical interests
by refusing to look at the pa-
tient as a whole. Otherwise,
Lander remarks,

The physician would lose not
only income from return visits
but also the psychological grati-
fication of feeling that the pa-
tient is dependent on his profes-
sional expertise. The pharma-
ceutical industry would not only
lose a participant in the immedi-
ate sense but would possibly
also lose a participant in a life-
long symbioticrelationship with
that industry that most people
enter intomuch toitsprofit. The
whole referral structure of spe-
cialists, diagnostic equipment,
and hospitals would suffer aloss
of both income and the exalted
statusithascometobeaccorded.

As a result the “healing”
relationship dies—the
“trust,” the “altruistic con-
cern,’ eventhe “nonrational”
elements identified by Szasz
in his dissections of modern
psychotherapy. What is left
is medicine as a commodity,
and thedoctor as a corporate
executive (aided by the prod-
ding of physicians’ journals
and professional manage-
ment firms). This approach
must inevitably increase the
chances for a malpractice
suit, for “if the patients see
medical treatment sold like
goods and services they buy
in the commercial arena;’
Lander declares, “then it is
only natural that patients
feel anger and seek economic
redress when the medical
product or service turns out
to be in some sense defec-
tive.”

Commaodification of med-
icine has another dangerous
ramification: the standard-
ization of a profession
which, above all others,
must be individualized if it is
to be truly effective. All this
would be unthinkable with-
out the biomedical model,
foritisrelatively easy tostan-
dardize an organ or a “diag-
nosis-and-age combina-
tion,” but impossible to stan-
dardize the whole person.

And standardization inev-
itably goes hand-in-hand
with regulation—whether
government-imposed, or
self-imposed and govern-
ment supported. For if a
physician and his colleagues
are trying to standardize
their treatments of various
“disease entities,’ using a fal-
lacious theory as the basis of
their action, how can they
reply to the patients of anon-
standard practitioner, one
who refuses to dress in their
garment cut from whole
cloth?

Both Guinther, in The
Malpractitioners, and Law
and Polan, in Painand Profit,
address the subject of regula-
tion, as it affects both medi-
cal practice and the insur-
ance industry. But while
both books highlight many
of the unavoidable conse-
quences of both regulation
and official monopolies (the
only kind that can ever be
maintained), none of the au-
thors gives up on regulation
and legislation as tools that
will ultimately, somehow,
solve the malpractice mess.

Thus Law and Polan draw
the following picture of the
relationship between today’s
medical profession and a
true free market:

The assumption of a free market
for services is basic to our politi-
cal and economic system. It is
based onthe conceptthat people
cannot have everything they
want, and the concept that no
one knows what is best for indi-
viduals better than they do
themselves. These principles,
whatever validity they may have
in the general economy, have lit-
tle applicationto physicians’ser-
vices. . . . Theinherent difficulty
of informed consumer choice is



made worse by professional re-
strictions on the dissemination
of information about alterna-
tive medical care. The medical
profession closely controls the
supply of medical services. For
all of these reasons, the laws of
supply and demand dono assure

that the supply of physicians will
correspond to people’s needs for
medical care.

That’s a pretty fair de-
scription of a state-endorsed
monopoly, where control
over new providers’ entry in-
to business is in the hands of
current providers. Guinther
gets more specific. In discus-
sing foreign medical gradu-
ates (FMGs) and the role
they play in allaying the ap-
parent shortage of physi-
cians in this country, he
observes:

The vacuum in medical services
the FMGs filled was one created
and maintained by American
medical schools under policies
established by the AMA. . . .
The AMA maintainsthatenroll-

ment limitation has been benefi-
cial, that because of it the United
Statesenjoysa “superlative med-
ical system.”. . . Competitive
reasons, however, are probably
dominant. The restrictive ad-
missions policy was adopted by
the AMA in the 1930s when

physician income had declined
precipitately due to the Depres-
sion. At that time doctors rea-
soned that if enrollments were
held back, there’d be more pa-
tient money to go around for
those already in practice, and
there seemed to be no reason to
abandon this attractive thesis
when the post-War boom years
arrived. Around that time anew
economic motive evidenced it-
self as increasing numbers of
medical students began to spe-
cialize in surgery, where their in-
comes would be 25-50 percent
higher than in general practice.
Since too many surgeons meant
too small a slice of the pie for
everyone, the answer was again
to keep enrollments down.

It was not until the federal
government began handing

American schools to pro-

out grants to medical schools
for each student they accep-
ted that the system was bro-
ken. As Guinther puts it, “it
has been this federal bribery,
not any desire on the part of

The biomedical model which has corporatized medicine leaves no place to view the patient as a whole.

duce enough doctors to meet
American medical needs,
that instigated the recent in-
crease in American medical
school enrollment.”
Naturally, when you are
dealing with a state-support-
ed monopoly, all the incen-
tives for quality of service
and cost-effectiveness that
the free market imposes per-
force disappear. One conse-
quence is that it is nearly im-
possible for a physician to
lose his (state-granted) right
to practice because of incom-
petence; even in states where
disciplinary machinery ex-
ists, the profession has
turned a short run into a
steeplechase course by ad-
ding obstacles wherever pos-

sible. For example: In New
York, Law and Polan note,
“nine separate administra-
tive reviews must be com-
pleted before a doctor’s li-
cense can be revoked,” and
two judicial appeals are pos-
sible even after all that. “It is
widely acknowledged, even
in professional medical cir-
cles, that state medical
boards have done a wholly
inadequate job of finding
and disciplining chronically
incompetent physicians,’
they add.

Some high-ranking state
and federal officials have es-
timated that as many as five
percent of all active doctors
are “definably incompetent,’
Guinther points out. Yet as
of the beginning of 1976 “in-
competence, negligence, or
malpractice was a grounds
for revocation or even sus-
pension of license in only
twenty-three states, so that,
throughout most of the
country, no matter how in-
ept he is, a doctor has no
worry that he will lose his
license for those reasons,
even temporarily” Not sur-
prisingly, he adds, only some
430 doctors each year (bare-
ly one-tenth of one percent of
those in practice) “receive
notification of any kind from
a state license board about
the way they practice
medicine, and the over-
whelming majority of those
communications cite the
doctor for advertising his
services or misprescribing
narcotics, not for any neg-
ligence in his practice” Law
and Polan report only 134
revocations throughout the
United States in the three-
year period 1973-75.

In general, malpractice in-
surance rates are based only
on the doctor’s location, spe-
cialty,and whether ornot the
company has paid a claim
against that doctor. Since
what little information that
is gathered about physician
incompetence is neither cen-
tralized nor readily available
inany form, doctors who are
at particularly high risk of
malpractice cannot, as a
rule, be identified by insur-
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ers. As a result, Law and
Polan state,

competent and conscientious
doctors, who arein the majority,
must pay malpractice premiums
which reflect not only their own
risks but also the risks of the ma-
jority of physicians who are ad-
dicted, incompetent, or dishon-
est. All the evidence indicates
that a small proportion of the
medical profession is responsi-
ble for a very large portion of the

pect of our national medical
conundrum, Law and Polan,
however, rely on the time-
tested fallacy of letting the
federal government take
charge. Since the Joint Com-
mittee on the Accreditation
of Hospitals hasn’t seen to it
thatits member hospitals ad-
here to the uniform stan-
dards they profess,“we need
anational, publicly account-

“The state-supported medical
monopoly has made it nearly
impossible for a physician to
lose his right to practice because
of incompetence.”

rapidly increasing malpractice
premium.

Guinther correctly ob-
serves that hospitals have
been doing at least as poor a
job of quality control over
medical care ashave the state
boards—especially impor-
tant since the site of most
malpractice incidents is the
hospital. He quotes a 1970
HEW study on malpractice
to show that although only
one-third of all hospitals
could have expected no
claims against them thatyear
if malpractice cases were dis-
tributed randomly, in fact
more than two-thirds had no
claims filed. Thus, a small
minority of all hospitals
must be doing some things
verywrongindeed. Thislack
of control also helps to ex-
plain such astounding fig-
ures as an estimate by a
House of Representatives
committee that in 1974, 17
percent of the 14 million
elective operations per-
formed were unnecessary—
leading to nearly 12,000
deaths. Or the report of the
American College of Sur-
geons and the American Sur-
gical Association that one-
third of the 245 surgical
deaths and half the nearly
1700 surgical complications
studied were preventable.

Neither Lander nor Guin-
ther offers proposals on al-
leviating this particular as-
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able agency to set and apply
standards for hospitals,’
Law and Polan declare.
They blithely ignore the fact
that regulation of state-
supported monopolies—
whether by the state or by the
industry itself—has bene-
fited only the monopolies.

When the state outlaws free
competition, there islittle in-
centive left for improving the
quality of one’s product or
service. They are on theright
track when they observe that
“these reforms, while of
some use, will be of limited
effect so long as the basic
organizational structures for
medical-care delivery are so
rigidly hierarchical.” But
they fail to see that the reason
the hierarchy acts as an ob-
stacle to “reform” (in this
case, improved quality) is
that it is cast in the mold of
the corporate state.

If the medical profession
as a whole has no vested in-
terest in improving the stan-
dard of care, who does? Is it
the insurance industry,
which must pay for so many
preventable errors? Far from
it, according to the data
Guinther, Law, and Polan
present—the epitome of
how state “regulation” bene-
fits only the regulated in-
dustry.

While the medical profes-
sion’s regulatory agencies
seem to know what’s wrong

with their industry, although
they do little to correct it,
state insurance commis-
sions—according to the pic-
ture painted by Guinther—
are easy marks for the insur-
ance companies’ confidence
game. Typical suckers, they
take the companies’ figures
as gospel and then play the
game by the rules their op-
ponents have established.
The only losers, of course,
are the people.

In such fields as life,
health, and automobile in-
surance, competition acts as
a barrier to such flim-flam
games. But various factors
have created monopoly mar-
kets for malpractice under-
writers, and here such tactics
thrive, Guinther reveals. A
typical example is the man-
ipulation of loss reserves.
These are funds set aside
against unresolved claims,
sothatevenifaclaim mustbe
paid, the company can earn
interest on the money during
the two, three, or even seven
years the claim is being nego-
tiated and litigated. Because
loss reserves are legally con-
sidered to be liabilities, such
funds are not taxable, Guin-
ther points out.

‘Hence, the more that goes into

the loss reserve, the less tax the
company pays. Moreover, since
companies are permitted to use
loss reserves for interest-earning
purposes, themorethatisputin-
to them, the larger the com-
pany’s source of tax-free invest-
ment capital.

Inflating the loss reserve also has
another value for an insurance
company. Wheneveritisseeking
a rate increase before a state in-
surance commission, it is per-
mitted to prove its need not only
in terms of actual payments to
claimants, but also by the
amount that has been set aside
for future payments. If this fig-
ure is exaggerated, the com-
pany’s claims position looks
worse than it is, and it is more
likely to get the change it wants
thanifithad presented a truthful
picture. Oncetherateincreaseis
obtained, the company can then
re-reserve accurately, shifting
money in this fashion back into
surplus.

Since insurance commis-
sioners generally come to

their jobs from the insurance
industry—the old story of
the industry regulating itself,
even when the state is appar-
ently doing the regulating—
“some of them arenot as vigi-
lant about company prac-
tices as the public might
hope” Even if they were,
Guinther explains, they
would have great difficulty
proving the companies’ fig-
ures wrong, because the com-
missioners just don’t have
the actuarial staffsto provide
independent evaluations.

How much overreserving
is going on? One group of
Pennsylvania doctors, fight-
ing a 200-plus percent in-
crease in malpractice in-
surance rates by Argonaut
Insurance, hired a private ac-
tuary to investigate. The
study found that the com-
pany “had overreserved—by
100 percent—137 of 139
consecutive claims closed
between May 1975 and
March 1976 This exagger-
ated figure for projected los-
ses had been used to substan-
tiate the tripled insurance
rates. A related practice is
thatof reserving losses for in-
cidents even before a claim is
filed. These cases arise when
a doctor reports an incident
to his insurance carrier be-
cause he feels a claim might
occur. A study by HEW
found that in some 40 per-
cent of such cases, the in-
jured party never makes any
effort to seek damages.
“Therefore,’ concludes
Gauinther, “to the extent that
these non-asserted claims
are assigned dollar values,
the company doing so is
showing losses on its books
that it never incurs, and at
the same time is showing a
seriously inflated picture to
the public of the actual fre-
quency at which malpractice
claims occur.” One result of
this practice, Law and Polan
report, is that, as of 1976,
“malpractice insurance pro-
fits, without considering re-
serves for unreported claims,
had risen to 20.1 percent, as
contrasted to industry-wide
profits on all lines [of insur-
ance] of 4.3 percent.”



Perhaps the most damn-
ing evidence of the com-
plicity of insurance commis-
sioners in this con game is
presented by Law and Polan.
1975 was the prime year of
the malpractice insurance cri-
sis in the United States, with
companies demanding—and
getting—massive rate in-
creases because of claimed
losses. So in December of
1976 a committee of the Na-
tional Association of Insur-
ance Commissioners met to
consider a report prepared
by its staff on the profitabil-
ity of each line of insurance
in each state.

The report disclosed the explo-
sive information that malprac-
tice insurance, in the year of the
industry’s “crisis,” was, on the
whole, a profitable line for the
industry. While the operating
profit (which measures income
from premiums and investments
against losses, expenses, and
taxes) for all lines of insurance
had been 1 percent in 1975, for
malpractice insurance it had
been 9 percent. . . . Most of the
state commissioners who make
up the association had pre-
viously accepted the industry’s
position that malpractice was a
losing proposition and had, ac-
cordingly, approved substantial
rate increases for both 1975 and
1976. Hence, disclosure of this
information could prove a
source of great embarass-
ment. . . . The committee voted
not to release the report, though
many state departments were
then considering 1977 premium
requests.

But what else can you ex-
pect when the main purpose
of state regulation of insur-
ance “has been to prevent in-
solvency,” Law and Polan
claim? “Prior approval of
rates, for example, is not in-
tended to keep premiums
low, but rather to assure that
companies will be able to
meet all future policy obliga-
tions.” But the insurance
companies have gone far be-
yond mere solvency in set-
ting malpractice premium
rates, if the detailed calcula-
tions of income, expenses,
and losses presented by
Guinther are anywhere near
the mark: According to his
figures, in the period 1970-

76 inclusive, “the industry
profits . . . reached over $1
billion . . . or almost 30 per-
cent on premium income
compared to the 5 percent
profit margin the industry it-
self says it tries to maintain.”

If the potential for this
massive hoax existed all
along, why did the insurance
industry wait until the mid-
1970s to perpetrate it? The
precipitous stock market de-
cline of 1973-74 is the
answer Guinther gives. In-
surance companies routinely
invested their legal reserves
in the market. As long as the
Dow Jones Index continued
to climb during the late
1960s and early 1970s, this
practice produced substan-
tial profitsin the way of capi-
tal gains and dividends.
Many companies tried to
“buy” business—to get more
premium income they could
invest—because any under-
writing losses would bemore
than made up by market
gains.

Then the bubble burst.
The Dow fell from over
1,000 in 1972 to the low
800s in early 1974 to a bot-
tom of 607 in the third quar-
ter of that year. As Guinther
relates:

In 1974 the combination of ris-
ing claims and inflation caused
casualty underwriting losses es-
timated at $1.8 billion, a situa-
tion made desperate by the fact
that the stock market losses for
thatyear alonereached $3.3 bil-
lion. As aresult, the insurers be-
gan to sell off their stock hold-
ings for whatever they could get
in an effort to achieve cash bal-
ances for their upcoming annual
statements, in that way hope-
fully keeping stockholders un-
aware of the real size of the
losses that were being sustained.
Unfortunately for them, the
largest scale selling occurred at
the very bottom of themarket....
It was during the year that the
stock market crisis was at its
worst that malpractice premium
income rose from $500 million
to $1 billion, and in the year fol-
lowing climbed another $500
million. Was there a connec-
tion? . ..

There was one malpractice in-
surer that didn’t ask for big rate
increases between 1974 and

1976. ... Theloneholdout. . .,
the only company that writes
only malpractice and the only
company to admit it makes a
profit doing so. . . , had conser-
vative investment policies and
therefore took no bath in the
stockmarketand hadnolossesit
had to recoup. . . . In short, the
gamblers, having dissipated
their money, demanded that the
people who had given them the
money in the first place now not

and “free medical evalua-
tions” in malpractice cases
(both paid for with public
funds, but undoubtedly sav-
ing more than court expen-
ses would otherwise cost),
and having the attorney’s
contingency fee added on to
the jury award (so that the
jury won’t have to distort the
award by guessing at what
arrangement the plaintiff

“But if the state had not
ordained what these doctors
have been taught, the
marketplace would provide
quality control.”

only make good their losses but
guarantee them a profit in the
future.

As a result, insurance
commissions approved un-
warranted rate increases and
state legislatures changed
laws to meet the insurance
industry’s demands. “Be-
tween 1974 and 1976,
Guinther asserts, “publicity
caused legislators across the
land to enact laws based on
false and misleading statis-
tics, which eroded citizens’
rights by responding to in-
surance company profit pri-
orities and to the medical es-
tablishment’s factually un-
founded assertion that the
only way to solve the crisis
was to make it difficult for
people to sue and limit the
amounts of money they
could win”

These authors perceive
the true nature of state regu-
lation (or self-regulation
within a state-endorsed
monopoly) well enough to
citethemany examples given
above. But somehow this
doesn’t stop either Guinther
on the one hand or Law and
Polan on the other from of-
fering more state regulation
as a solution to the malprac-
tice mess.

Guinther is less offensive,
since he also presents a few
procedural suggestions that
might be useful: offering
both nonbinding arbitration

and his or her counsel may
have made). But he also pro-
poses offering . malpractice
insurance at the same flat
rate to all doctors, written by
one national company opera-
ting under federal guidelines.

Law and Polan, typical of
corporate liberals, give us
cures more deadly than the
disease. To them, at the
“heart of the malpractice
problem isthe factthat many
patients receive care from
doctors and hospitals that is
well below any reasonable
standard.” Their “plain ans-
wer” is that “more rational
controls must be exercised
over who can practice medi-
cine, where they can prac-
tice, what specialty pro-
cedures they can perform,
and how they will be paid.”
Why do they feel such drastic
strictures are necessary? Be-
cause “the incentives pro-
vided by the existing market
are destructive ones. Itis not
reasonable to assume that
professional self-regulation
will run counter to these
marketincentives. Lawsthat
attempt to regulate the ex-
cesses of fee-for-service med-
icine without addressing the
root causes of the problem
arelikely to produce bureau-
cracy and regulatory red
tape that are both ineffective
and oppressive.”

With a few small changes
in wording, any libertarian
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could agree with that last ex-
planation. Of course, Law
and Polan have different
“root causes” in mind than
we do. Yes, it is true that
many physicians place them-
selves above criticism—not
only by their patients, but
also by their peers. But this
godlike posture comes not
from anything inherently
wrong in fee-for-service
medicine itself, but rather
from the fact that doctors,
like judges, have been given
nearly irrevocable, lifetime
sinecures by the state. They
are left accountable to no
onebutthemselves. Butif the
state had not ordained as the
one true medicine the meth-
odology these doctors have
been taught, barring all
others, the marketplace
would provide quality con-
trol: Our only yardstick
would be the results a doctor
achieved, not the fact that he
had been mystically sanc-
tioned by the state. The re-
cent appearance of local
“consumer guides” to doc-
tors is a first step away from
state-sanctioned monopoly,
atrend thatis bound to grow
in impact.

Law and Polan offer noth-
ing better regarding the in-
surance industry. They claim
that

although the malpractice
“crisis” was precipitated by the
actions of the insurance indus-
try, the only legislative response
ontheinsuranceareahasbeento
fashion immediate solutions to
availability problems, rather
than to address the underlying
regulatory void which the crisis
made apparent. Regulatory re-
form is absolutely essential, not
merely as a response to the dem-
onstrated excesses of a few mal-
practice carriers, but because
theentire insurance industry has
taken extreme advantage of the
abysmal regulatory job done in
the majority of states. . . . Some,
if not all, insurance regulation
must be transferred to the feder-
al level.

Unlike Lander, who can ac-
curately describe an ele-
phant but doesn’t seem to
know the word “elephant,’
Law and Polan give us a
slightly distorted view of the
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same elephant and then call
it rhinoceros. Although they
have carefully shown how
regulation, for medicine and
insurance, is controlled from
within the industry and ben-
efits only the industry itself,
they fail to understand that
this condition necessarilyfol-
lows from all imposed reg-
ulation, under any guise.
And that is the malady of
which the malpractice crisis
is only one symptom among
thousands.

Former LR executive editor
Marshall E. Schwartz, has been
a medical writer for both the
San Francisco Chronicle and
Planned Parenthood, Inc.

Readingsfroma
Christian genie

JOANN ROTHBARD

The Joyful Christian by C.S.
Lewis. Macmillan, 235 pp.,
$7.95.

IN THESE DAYS OF
Moonies and Hare Krishnas
itis rare to find an intelligent
religious work, and in these
times of charismatics, both
Catholic and Protestant, it is
uncommon to find an intelli-
gent Christian. C.S. Lewis,
who died fifteen years ago,
was certainly a Christian and
definitely intelligent. And
not only that: He was sensi-
ble and wrote beautifully.
C.S. Lewis was a scholar.
He taught Medieval and Re-
naissance English literature
for thirty years at Oxford,
and then became a Professor
at Cambridge University for
the last nine years of his life.
Beside the several works he
wrote in this field, he was a
prolific writer in other areas:
theology, children’s books
and sciencefiction. Strangely
there are people who are fans
of onekind of his writing and
unaware of the rest. The
Chronicles of Narnia are
seven books for children.
The Space Trilogy, of course,
is three books of science fic-
tion. Probably his most well
known religious book is The

Screwtape Letters, letters
from an old devil to a neo-
phyte devil on how to woo
Christians from their belief.

The Joyful Christian is not
abook written by Lewis, but
a compilation (by William
Griffin) of 127 readings of
Lewis, from 17 books. The
selections are short; typically
about two pages, but a few
arelonger orasshortashalfa
page. They are arranged by
topic, with all of the pieceson
miraclesin onesection, all the
pieces on prayer in another.
Even if one has read some of
the books from which this
assortment is taken, it is use-
ful, because of the careful
selection and arrangement.
There is also a bibliography
of Lewis’s works in the back
of the book.

“Joyful” is an appropriate
word to use in any book of
C.S. Lewis, for the word
“joy” was important in his
life. When Lewis was a child
he first experienced “joy’; a
a feeling of longing for he-
knew-not-what: Sebnsucht.
Joy was not something he
could summon up; it came
rarely and unexpectedly.
During his teenage years,
when he was an atheist, he
associated joy with a feeling
for Norse mythology and for
the music that Wagner com-
posed for the “Ring of the
Nibelungen”, based on that
mythology. Finally, in his
early thirties, when Lewis
was converted to theism and
then Christianity, he found
joy lodged in religion. He
called his autobiography
Surprised by Joy. In his late
middle age, he married a
woman named Joy, who
died shortly thereafter.

One often hears from
atheists that Jesus may not
have been the Son of God,
but was certainly a wise
man, like Buddha and Mo-
hammed, whose moral
teachings the world should
heed for its own good.
Lewis, on the other hand,
points out many instances of
Jesus’s saying things such as:
“I am the Anointed,the Son
of the uncreated God, and
you shall see Me appearing

attheend of all history as the
judge of the Universe,” or “I
am begotten of the One God,
before Abraham was, [ am.”
Lewis concludes from this:

On the one side, clear, definite
moral teaching. On the other,
claims which, if not true, are
those of a megalomaniac, com-
pared with whom Hitler was the
most sane and humble of men.
There is no halfway house and
there is no parallel in other reli-
gions. If you had gone to Bud-
dha and asked him,“Are you the
son of Brahma?” he would have
said,“My son, you are still in the
vale of illusion.” If you had gone
to Socrates and asked, “Are you
Zeus?” he would have laughed
at you. If you had gone to Mo-
hammed and asked, “Are you
Allah?”, he would first have rent
his clothes and then cut your
head off. If you had asked Con-
fucius, “Are you Heaven?” 1
think he would probably have re-
plied, “Remarks which are not
in accordance with nature are in
bad taste” The idea of a great
moral teacher saying what Christ
said is out of the question. Inmy
opinion, the only person who
can say that sort of thing iseither
God or a complete lunatic. . .

We may note in passing that
He wasnever regarded as amere
moral teacher. He did not pro-
ducethateffecton anyofthepeo-
ple who actually met Him. He
produced mainly three effects—
Hatred-Terror-Adoration. There
wasno trace of people expressing
mild approval.

Lewis also gave short shrift
to Christians who professthe
faith but stick at the Virgin
Birth. “I can understand the
man who denies miracles al-
together, but what is one to
make of people who will be-
lieve in other miracles and
‘draw the line’ at the Virgin
Birth? . . . In reality the
Miracle is no less, and no
more, surprising than any
others” He considers that
God had his hand in every
conception of man and of
animals, and in this case, He
took offhisglove, sotospeak.

Lewis has a similar view of
other miracles of fertility,
such as the conversion of
water into wine, and the
miracles of the loaves and
fishes. God makes all wine
from water, but “Once, and
in one year only, God, now



