They're thinking big in Washington right
now about a new kind of physician’s as-
sistant as one answer to the doctor short-
age. How big are they thinking? For a
start, they're talking of increases in the
availability of doctor services equivalent
to the annual output of all the medical
schools in the country. That's pretty big.

“The need is clear, and the potential is
there,” says Dr. Philip K. Lee, assistant
secretary for health and scientific affairs of
the Department of Health, Education, and
Welfare, “Take pediatrics, for exampleé. At
least half of what pediatricians do could
be delegated to a well-trained physician’s
assistant. 1f you increase the efficiency of
all doctors by as little as, say, 4 per cent,
you've done the same thing as double the
year's output of all the medical schools.”

There are obstacles between the now
and the then, to be sure—not the least of
which are the attitudes of dgetors them-
selves and the attitudes of the bright
young people the Department of Health,
Education, and Welfare hopes will be at-
tracted by the prospect of lifetime careers
as doctors” assistants. Some states severely
limit the kind of medical work nonphysi-
cians can do. And compared to careers
in the business world, many paramedical
jobs now are dull, offer fewer opportunities
for independent action, smaller chanee for
advancement, and generally lower salary
levels per year of education and experi-
ence.

The first goal of H.EEW. is to find ways
to develop a new, more elevated kind of
doctor’s assistant. He'd work under phy-
sician supervision, doing some of the
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things doctors now do themselves and freeing
them for work that only they ean do. He'd par-
tially substitute for the doetor, in effect, though
H.E.W. prefers the term “assist.”

A number of questions concerning ethics,
liahility, fees, licensing, and supervision remain
to be ironed out, and there aren't any widely ap-
plicable answers yet. But the three articles fol-
lowing this one suggest that answers can be
found, for smEebican Ecoxosics editors dis-
covered examples of non-M.D.s doing doctor-
type work with private practitioners in North
Carolina, Kentucky, and Illinois.

Defining just what it is that physicians do and
whicl aspects of that can and cannot be dele-
gated is a major first step toward ereating new
kinds of assistants. The whole problem has been
given new emphasis in the report on the na-
tion’s health costs recently submitted by HUE.W.
to the President.® For the fiscal year beginning
July 1, 1968, H.E.W. has requested $373.000,-
000 for grants to medical schools and other edu-
cational institutions. Their projects to develop,
demonstrate, and evaluate curriculums for phy-
sicians” assistants are expected to get high prior-
ity. “In the next year or two I think we'll see a
very significant expansion of training programs
and attempts to utilize physicians” assistants in
a variety of different settings,” says Dr. Lee of
H.E.W.

Some important effects on the future prac-
tice of medicine can be discerned in the com-
ments of Dr. Lee and Dr. George A. Silver, his
deputy, on the possibilities they see for non-
M.D.s doing doctor-type work. For example:
the
training of the patient, the fitting, and so on?

Physiatry—"What about prosthetics,

25e0 “Medival Costs: o Heport to the President,” smomcarn zooxos-
ek, April 3, 1967,

Why do all those things have to be done in per-
son by a doetor?”

Obstetrics—"Some say you wouldn't even
need a year of training to do much of the work
that obstetricians are doing.”

Orthopedics—"Why does the orthopedie sur-
geon have to put on and take off a cast himself
in every case?”

Mental health—"That’s an obvious area. We'll
see physicians’ assistants doing a great deal of
what physicians used to do—and doing it more
effectively.”

Ophthalmology—"There’s a lot that the oph-
thalmologist does, particularly in the area of re-
fraction and the fitting of glasses, that the op-
tometrist might do for the ophthalmologist just
as well.”

Anesthesiology—"T'm sure we'll see the use of
paramedics and automated systems, with one
physician monitoring several operations.”

Ceriatrics— "We're already seeing a develop-
ment of home health-care services, with more
nurses and more physical therapists making
house ealls. Information from these visits can be
given to a physician, who can make judgments
—whether the patient needs this treatment or
that, or whether he needs to come in.”

Emergency care—="We can have specially
trained assistants in the E.R. who are ‘trauma-
tologists,” if you will, functioning either as the
general surgeon’s assistant or as assistant to the
orthopedic surgeon, the neurosurgeon, or the
chest surgeon.”

In H.E.W.s eyes, the physician’s assistant is
to be strictly that, and not the physician’s sub-
stitute. “He's to supplement and extend the phy-
sician’s skill and judgment,” explains Dr. Silver,
“so that this skill and judgment can have an im-
pact on more patients,”



Chances are, though, that the major use of
such an assistant isn't going to be in the individ-
ual practitioner’s office. “The solo practice of
medicine is usually an inefficient and uneco-
nomieal way of using a scarce skill,” savs Dr.
Silver. “And there’s likely to be a serious ob-

stacle to the use of doctors” assistants under a
strict fee-for-service arrangement. Should the
patient pay the same amount wWhen he sees the
assistant as when he sees the doctor? If he pays
alower fee, it may raise a doubt in the patient’s

mind about the quality of service he's gettir

At the same time, Dr. Silver stresses that e

by a physician’s assistant would in no way be
low-quality care. "The doctor shortage is no
excuse for second-class care by non-M.D.s,”

he says. “We're talking about a system of first-

class care, You get that only by organization,
so that people concentrate on what they can do
h(‘:;t, no matter how many doctors there are per
capita. You don't get it by having someone with
12 or 15 years of training doing what someone
with three weeks of training can do just as well.”

It's plain, then, that when H.E.W. talks about
the utilization of physicians’ assistants. it's
thinking in terms of large-volume, semi-institu-
services, rather

tional 1gements—group

than individual doctor services. Some spokes-
men have described an eventual system in
which carefully defined M.D.-type functions,
each performed by non-M.D.s under M.D, su-

pervision, are geared to a progressive series of

training programs. Candidates for the lowest-
rung jobs would be trained quickly and put to
work fast, but thf_'y wouldnt be pegg{'r] forever
to that level. Those who display intelligence,
skill, strong motivation, and good judgment
would have opportunities for additional educa-
tion to enable them to move up—all the way up,

THE PARAMEDIC OF THE FUTURE should have true
professional status and the opportunity to move up-
wards in medicine, That's the view of Department of
Heulth, Education, and Welfare planners such as Dr.
Philip R. Lee (top), an H.EW. assistant seeretary.
“Locking people into lower jobs is one of the great
;ImMr'ms in the health-care field .frldn'u'," he seays, His
deputy, Dr. George A, Silver (bottom), stresses that
such mobility wouldn’t give nonphysicians license to
act beyond their skills.
of first-class care,” he insists,

We're talking about a system
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theoretically, to the M.D. level at the top.
“Locking people into lower jobs is one of
the great problems in the health-care field,” says
Dr. Lee, “and that’s what should be avoided as
new patterns emerge in the future.”

How fast will doctors” assistants come onto
the scene and in what quantities? “Those are
diffienlt questions to answer,” says Dr. Silver,
“because the answers depend upon how well
organized physicians’ practices become. The
more group or institutional practice there is, the
more demand there will be for paramedies.”

A “medic”

in general
practice

By William W, McClure

Culf Stater exditor, MEDICAL BCOXOMICE

. Coming: more nondoctors to do doctor work

Estimates by the Public Health Service indicate
that the health service industry is probably one
of the fastest growing in the United States, with
the enrrent 3,000,000 workers expected to rise
to 5,200,000 by 1975. It's obvious that those 2,-
200,000 additional people won't all be doctors.

It’s equally obvious that many of them won't
be directly involved in patient care, since the
crush of patients expected in the future will
demand more administrators, housekeepers,
and maintenance workers. But it’s also clear
that—in an expansion of this magnitude—there

The young woman-patient, an employe of a
sewing plant, came to the doctor’s office with
two deep needle punctures in her hand. The
needle had broken off and was embedded well
below the skin line. The fluoroscope located the
tiny steel shaft, which had missed the bone. A
quick shot of Novocain deadened the area, a
small incision brought the needle within reach,
a couple of sutures closed the wound, and
dressing and a bandage completed the job.
Routine treatment of a routine industrial ac-
cident, but one thing wasn't routine: Buddy
Treadwell, the man in the doctor’s office who
treated the patient from first examination to
final bandage, is not a doctor. He's an “assistant
doctor,” or “paramedical person,” or simply a
“medie,” depending on what you want to call
him—a salaried employe who does doctor-type
work. His formal education ended with high
school, but he's had 26 years of training and
practical experience under Dr. Amos N. John-
son of Garland, N.C., one of the country’s best



will be plenty of opportunities for doctors to
share their present tasks with non-M.D.s and
still keep busy.

So there’s a new kind of medicine coming,
they declare in Washington, and the nation’s
needs for more health manpower make its com-
ing inevitable. With it may come fears on the
part of some physicians and some patients,
acknowledges Dr. Lee. Patients won't be sure
they're getting first-class medical care, and doc-
tors won't be either. “The patients’ fears will
be put to rest,” Dr. Lee predicts, “once they see

known general practitioners and immediate
past president of the American Academy of
General Practice.

Dr. Johnson trusts Treadwell implicitly in
the areas assigned to him. And the doctor freely
admits that his practice wouldn’t run nearly as
smoothly without such an assistant. “1f I didn’t
have him,” he says, “I'd start right now looking
for a bright young man I could train to do just
what he’s doing. I think this type of help is the
answer for today’s hard-pressed, overworked
physician.”

Dr. Johnson acknowledges that the arrange-
ment he’s developed probably wouldn’t work
everywhere, “It works in this particular setting
because I know my patients, and both my pa-
tients and I know my man,” he says. “He can do
thase things I permit him to do as well as I can.
1f he couldn’t, I wouldn’t let him.”

The G.Ps thriving, small-town practice

would likely be judged efficient by most stan-
dards. His office hours, to take just one example,

that what's happening is under the direct su-
pervision of a doctor, just as it is in the hospital.
The doctors’ fears won't be put down so easily,
and that's a good thing.”

But because there are signs of alarm, HLEW.
is determined to move carefully and without
undue haste to define the precise roles physi-
cians’ assistants can play. “If we can do this well,
the doctor’s fears will be put to rest, too,” says
Dr. Lee. “But T think that in many situations
he's still going to have a harder time adjusting

‘to the future than will his patients.”

are short enough to bring many a harried phy-
sician to the brink of envy. He begins a typical
day at 8:30 am. and, barring emergencies,
knocks off for good at 2’ P, Within that time he
sees and treats about 40 patients, whoe require
an appropriate number of urinalyses, blood
tests, table examinations, diagnoses, counsel-
ings, and prescriptions. In all but diagnosing
and prescribing, Dr. Johnson's assistant plays
a very important part.

Treadwell’s basie function is to save Dr. John-
son’s valuable time. When the doctor is in the
office, Treadwell handles much of the day-to-
day routine. “He works for me much as a resi-
dent in a hospital works for an attending,” Dr.
Johnson says. And by having someone he trusts
to coordinate patient care when he's away, he
feels free to spend more time at medical meet-
ings or participating in activities of organized
medicine,

When Dr. Johnson first sees a patient in his
office, the patient is already lying on a table,

MEDICAL EOONOMICE = MAY 18+ 1807

73



. Coming: more nondoctors to do doctor

undressed for examination, manometer band in
place on his arm. Treadwell, in a matter of see-
onds, reports the results of testing and prelim-
inary examining he’s already done—any change
in weight, albumin or sugar in the urine, results
of other tests if prm’inusl_\' ordered, any out-
standing symptoms he’s noted—and summa-

work

rizes for the doctor specific complaints the pa-
tient has related.

The doctor proceeds with his examination,
asking the patient questions of his own, ocea-
sionally pointing out something to Treadwell
to help him better understand the case. “Listen

to the carotid arteries,” helll say, handing over

MUCH AS A RESIDENT WORKS for an atfending, “medic™
Buddy Treadwell performs a wide variety of tasks fnr G.P,
Amos N. Johnson, the only practitioner in Garland, N.C.
Treadwell is shown here on a typical morning. First Jwe
called on to frrigate patient Anna Russ’s car (above) with the
help of ntirse Norma P, Carroll. Then he draws blood from
Mrs. Elliott Peterson (right) for a Bloed sugar test. ,\‘N‘f come
Danny Anders (top, left) for his annual checkup, C. 8. Black-
burn (center, left) to be weighed before Dr. Johnson exam-
ines him, and Mrs. W. T. Bryan (left) to have her fractured
radius resplinted after Dr. Johnson has had a look at it.




the stethoscope. “One’s hardening faster than doctor’s instruction, Treadwell routinely pre-

the other. Hear the difference?” Treadwell lis- pares and gives injections, inserts catheters, ap-
tens carefully to each side of the patient’s throat plies splints, takes superficial sutures, and re-
and nods. moves stitches. A Negro, he works with white

Examination completed, Dr. Johnson makes and Negro patients and does certain procedures
his clinical decision about what's to be done. He for female patients, though he doesn’t partici-

preseribes all medication himself. But at the pate in gynecologic examinations. (Dr. John-

How they're training “assistant doctors”

Assuming that the concept of the plyvsician’s assistant proves to be a
realistic way of at
medical man to come from? At least one medical training institution—

acking the doctor shortage, where is this new breed of

Duke University Medical Center—is alveady training physicians’ assis-
tants. Its first class of three will graduate from the two year course in
Sej ber, and a 1 class of 10 will graduate in 1968.

“These students, in effect, will extend the doctor’s arms und legs to
provide care for more people,” says Dr. Engene A, Stead Jr., chairman of

the Department of Medicine at Duke University School of Medicine and

founder of the program.

Graduates of the Duke course will be trained to perform such tasks as
drawing blood, starting and regulating 1.V s, and intubating the G.L tract.
They'll be able to operate diagnostic and therapeutic instruments like
the ECG machine and respirator.

Private practitioners who have watched the high turnover among their
nurses and technicians should be interested in the care with which these
students have been selected. “Our intent,” says Dr. Stead, “is to produce
career-oriented graduates.” The 13 students presently enrolled are older,
more mature, and more sure of what kind of career they want than, sav,
the average college senior. More than half are marrted, All but one are
male and former military corpsmen who have had a taste of the field.

What kind of salary would a doctor or group in private practice need
to pay one of these physician's assistants? No one knows yet, since none
has graduated and gone to work, Officially, the school says salary potential
“should refleet the ability of trained assistants to increase the earning
power of their employer by an amount appropriate to their projected
salary.” Unofficially, they peg this at a $6,000 yearly minimum; and there’s
been talk of a $7,000 to $10,000 range, with room to grow.

Apparently, there’s no shortage of ex-corpsmen and others who want

to enter this new profession. Duke's next class of 10 will be chosen from
among more than 300 applicants now trying to enroll in the program,
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TREADWELL SAVES TIME for Dr. Johnson on many

out-of-office procedures, too. One of these is making

house ealls and evaluating patients for home ¢

he examines patient Lennie L. Carter on an ev
missian, then goes back to report to Dr. Johnson.

son is helped with those by another assistant, a
registered nurse. )

“T don’t hesitate to send Buddy out to see
certain patients and treat certain conditions in
the patient’s home,” says Dr. Johnson. “T aceept
his judgment when he telephones back to say
that T should come see a patient immediately,
stop by at the end of the day, or have the pa-
tient brought to my office. He's saved me many
a trip into the country that would have broken
up an entire moming’s office work.”

Having an assistant he can rely on more
heavily than he could an ordinary aide has been
a big factor in permitting Dr. Johnson to parti-

cipate energetically in activities of organized
medicine. During his presidency of the A.A.G.P.
he was often out of town, and other medical

activities still require considerable traveling

(he'sa member of the Joint Commission on Ac-
ereditation of Hospitals and a past president of
his state licensure board ). “My assistant is the
closest thing to a doctor the town has when I'm
away,” he says. “He looks after patients I've

placed under orders for continuing courses of

treatment, and he handles many emergencies
referring those that are serious to nearby physi-

cians who know him well. Minor conditions

he'll handle himself.”

In certain instances when the doctor is away,
Treadwell may exercise medical judgment in
areas usnally restricted to M.D.s. He follows up
on hypertensive patients, for example, checking
their blood pressure and regulating dosages of
medicine and diets previously prescribed by
the doctor. Changes in the amount of medica-

tion, however, are limited to downward adjust-
ments or discontinuation, Incréases have to wait
until the doctor is back in town. “However, if

stronger or different medication is needed in a



hurry, Buddy would recognize this and have the
patient seen by another doctor,” Dr. Johnson
points out.

Under Dr. Johnson's guidance, Treadwell
often handles aceident cases. Once he took 40
stitches in a leg that had been chewed up by a
chain saw and won the doctor’s approval for
doing an excellent job. Small emergencies, like
the needle in the hand, are taken care of as a
matter of course.

“There's a limit, to be sure, and he knows how
far he can go,” the doctar says. “Accidents that
involve repair of arteries or bones are sent 17
miles to the hospital. And except when dire
emergencies arise, he never sees new |

Any who show up while I'm away he refers
other doctors.”

The G.P. is aware of the liability risk posed
by an assistant so deeply involved in patient
care, but he feels it’s worth it. “The risk is offset
by many advantages,” he says, “and I'm willing
to accept it. If T practiced in some other part
of the country—one of the high-incidence mal-
practice areas—1'd have to curtail what he does.
But it's different here. I've known these people
all their lives. Some of my patients are now of
the third generation I've treated. They've
grown up knowing my assistant, and they trust
him, Suing their doctor is the furthest thing
from their minds.”

What about fees? Do patients expect lower
charges when they're treated by a person who's
not an M.D.? “I've arrived at a simple way to
handle the fee matter,” says Dr. Johnson, “and
there haven’t been any complaints yet. When
Treadwell does the work while I'm in the office
and dirvectly supervising him, I charge my reg-
ular fee—the same as if I'd done the work my-
self. For procedures Treadwell performs during

KEY TO TEAM'S SUCCESS is precisely that—they fune-
tion as a team. At tap, Dr. Johnson pauses in his exam-
ination of patient Douglas Carter to explain how to
identify a carotid artery. And at the bedside of W. T.
Bryan, Treadwell summarizes the preliminary exam.
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my absence, the charges are usnally reduced by
about 50 per cent.”

The G.P. pays Treadwell a weekly salary,
plus an annual bonus. “It's more than the going
rate for skilled labor in the area,” he says, Tread-
well is also covered by a Keogh plan and, under

How

an R.N.
midwife
can help

By Howard Eisenberg

Senior ameciate editor, MEDCAL BCONOMILE

the terms of the doctor’s will, stands to receive a
lifetime income if the doctor should die first.
As an additional fringe benefit, Dr. Johnson re-
cently purchased for Treadwell 18 acres of
farmland adjoining a farm that he himself owns.

Dr. Johnson is obviously satisfied with having

It looked like a long hard night for Dr. Denzil
G. Barker of Hindman, Ky. The three labor
rooms in the second-floor maternity clinie
above the G.P.s offices were all filled. And a
fourth patient with the feeling that she was
“about ready for it to happen”™ lay on a cot in
the examining room.

“Well,” Dr. Barker told his nurse, “I ecan’t
leave the three ladies upstairs. But Mys, John-
son's at normal term, and it’s not her first baby
by any means. You'll just have to deliver this
one vourself.”

Nurse Evelyn Mottram didn’t protest, didn’t
even blink, She simply hurried into the exam-
ining room, arranged a sterile setup, and then
calmly performed the ancient role of midwife
for a 7 Ib. 12 oz baby boy.

It wasn't her first delivery. Evelyn Mottram
is a certified nurse-midwife. In the U.5., an es-
timated 800 like her have delivered thonsands
of babies, under physicians’ supervision, in
lLospitals and clinies. Nurse-midwives have de-
livered some 8,000 babies at the Kings County
Hospital Center in Brooklyn, N.Y., alone. But
the nurse-midwife associated with a doctor in
private practice is a relative rarity.

Dr. Nicholson J. Eastman—former obstetri-
cian-in-chief at Johns Hopkins Hospital, who



a trained layman handle many of the varied
problems that arise in family medicine. It does
not bother him to delegate a good deal of work
and responsibility to his assistant, "I don’t know
any other way a doctor is going to get signifi-
cant amounts of time for himself,” he says. “For

helped sponsor an early hespital-based nurse-
midwife school there in 1953—helieves that a
need exists for a great many more R.N.-mid-
wives both in public and private practice. U.S.
maternity statistics support Dr, Eastman’s posi-
tion: There aren’t enough doctors to cope with
the nation’s maternity cases now. By 1875,
while the ratio of practicing physicians to pa-
tients will have declined from 4 to 9 per cent,
live births may inerease 25 per cent, to a total
of well over 5,000,000 babies annually.

To keep that from becoming an overwhelm-
ing total, says Dr. Gordon W. Jones, an obste-
trician in Fredericksburg, Va., well over 10,000
nurse-midwives should be trained in the U.S.
“to make less thin the obstetrician supply for
the next generation.” Not, it should be stressed,
to tike the place of doctors. The American Col-
lege of Nwse-Midwifery states that its mem-
bers should work enly with an M.D.

Dr. Eastman sums up a case for the nurse-
midwife with which few doctors could dis-
agree: “I'm not in favor of any substantial al-
teration in our present program of matemity
care. But if just a part of the time-consuming
burden of normal obstetrics can be lifted from
the shoulders of obstetricians, they will be bet-
ter able to meet the growing demands.”

me, at any rate, doing things this way has work-
ed very well indeed.”

It’s hard to argue that point on a crisp after-
noon when most of his colleagues are still at
their offices, and Dr. Johnson, shotgun in hand,
is stalking the Carolina flatlands for quail.

It was just those growing demands that per-
suaded Dr. Denzil Barker to invite nurse-
midwife Evelyn Mottram to join his staff.
There are only two other doetors in Kentucky's
Knott County (population: about 17.000),
both with offices in the county seat of Hind-
man. One doctor, now in his 80s, is semiretired
and has been eutting back on his practice for
vears, The other, much younger, suffered a
coronary that at least temporarily forced him
to stop tending other people’s health to attend
to his own. Dr, Barker’s case load soared and
his practice became almost unmanageable.

Many of his deliveries were at awkward
times, in awkward backwoods places. Wives of
the more prosperons business and professional
people in Hindman, who sometimes preferred
delivery at Homeplace Hospital in Ary, about
20 miles away, presented even greater prob-
lems. With his heavy office practice, Dr. Barker
simply couldn’t afford the lost travel and wait-
ing time that such deliveries entailed,

Happily, he recalled a New York City-
trained R.N. who had eome to Kentucky to take
the muse-midwile course given by the Frontier
Nursing Service in nearby Wendover. Evelyn
Mottram was in love with dollar-peor but
scenically rich Appalachia, its people, and
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colorfully named towns like Mousie and Hi
Hat, Dwarf and Pippa Passes. She wanted to
stay on. Says Dr. Barker: “Everything fitted
perfectly. There was a vacant upper floor in the
building where I've got my offices. T just got
out the medical equipment catalogues and
mailed in some orders.”

Miss Mottram quickly became an integral
part of Dr, Barker’s practice. As an R.N., she
took on office duties and helped with minor
surgical procedures. As a midwife, she took on
segments of the doctor’s OB work—prenatal,
postpartum, and, when the doctor was unavail-
able, deliveries.

When a new OB patient comes in, Miss
Mottram spends half an hour taking the initial
history, takes the woman's temperature and
pressure, weighs, measures, does urine and
hemoglobin, even does a preliminary abdomi-
nal. Only then does she call the doctor in. He
looks at her notes, looks over the patient, and
checks fetal position and heartbeat, “All T have
to do then is prescribe,” says Dr. Barker. “On
any 10 OB patients, 1 figure she'll save me from
two to three hours in a day.”

As the patient returns for her monthly
checkups, nurse Mottram continues to save
time for Dr. Barker. More than that, she alle-
viates unnecessary worries of the mother-to-he.
Explains Miss Mottram: “I've found that the
nurse-midwife can do a little more teaching,

2 A.M. CALLS FROM OB PATIENTS arc no rarity for Eve-
Iyn Mottram, the R.N.-midwife who assists G.P. Denzil G,
Barker in Hindman, Ky. She prepares. the patient at his
clinic (opposite, top) before waking Dr. Barker to review
the: chart—and deliver. Then it's back to sleep for Dr. Bar-
ker, but the phone tells her another OB is on the way.

Could you afford a
nurse-midwife?

If you decided to hire a nurse-midwife to help with
OB work, you'd have to pay her more than your
other employes. The new wage scale in New York
City, for instance, is 37,800 to 39,600 a year; for
RN it's $6.400 to $8.200 a year. But money may
be no object if you're an overburdened practition-
er. Sara E. Fetter, consultant in maternal and
child health in the Maryland State Department
of Health, reports that she has a list of physicians
who want to hire nurse-midwives in New Jersey,
Delaware, Virginia, and Ohio. “In our conversa-
tions,” she says, “salary has never been a problem.
If a doctor’s practice is so large that he needs help,
he can afford a nurse-midwife.”

The typical request, Miss Fetter says, is from a
small-town G.P, secking relief from his OB burden.
“He’s probably the only doctor in a community
with a hospital of 20 or 30 heds, 10 of them oh-
stetrical, and he carries the entire OB case load
in his area. He wants a nurse-midwife to assist him
in the hospital and office.” One such doctor has
worked out a salary-sharing deal with his hospital:
The nurse-midwife assists in his office and is also
on the hospital staff.

Even ashare of this much-sought-after assistant’s
pay may constitute a considerable outlay, When
Dr. W. Newton Long was doing research at Johns
Hopkins, he employed a ber of the mid
wifery faculty there as a part-time assistant in his
private OB practice. “T paid her almost as much
for her part-time work as 1 paid a fulltime secre-
tary,” he says, “but it was a bargain,”
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explaining, and advising during the prenatal
period than the doetor would ordinarily have
time for. Diet advice—around here where the
diets are greasy, a lot of them have hearthum—
or tips for relieving backaches, for instance.”
Adds Dr. Barker: “Chances are they'll discuss
a lot more things with Miss Mottram than with
me. Besides, she can give them specific advice
about garteér belts and supportive givdles that
just isn't in the medical textbooks.”

For OB cases, Miss Mottram is on call around
the clock, “In fact,” says Dr. Barker, “the
printed instruction sheets we give our patients
tell them to phone her, not me, at the onset of
labor. Of course, the excited patient may not
always remember that. But [ just phone Miss
Mottram and ask her to meet the patient at
maternity to see if it's true labor. Then I go
back to sleep, She handles things from the first
stage to the end of the second, at which point
she calls me.”

There are times—about & dozen out of the
137 cases the office handled last vear—when
Miss Mottram must deal with all three stages on
her pwn hecause the doctor is unavoidably ab-
sent. There are cases, however, that Miss Mot-
tram won't deliver, If a patient comes in with
a first baby, a previous record of bleeding, or
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indications of toxemia or complications, she
just gets hold of the funeral home’s 24-hour
ambulanee and accompanies the patient on the
20-mile trip to the hospital.

“But suppose it's a normal case and I'm un-
available,” says Dr. Barker. “Miss Mottram
offers the patient a choice: She'll deliver the
child or take the patient to the hospital. She’s
had such an excellent reputation that far and
away the majority ask her to take on the deliv-
ery. About the only exceptions are people with
Blue Shield, because their policies will pay for
delivery only by a physician.”

Miss Mottram has had some busy days. “One
day when Dr. Barker was away,” she recalls, “I
delivered two—one at 5 aar. and the second at
9 am.” She’s had a few tense davs as well:
“Only twice in my eight years with Dr, Barker
have there been cases of excessive postpartum
bleeding when I was alone on a case. Both
times, T felt it would be risky to keep them in
the clini¢, in case they went into shock. I took
them both to the hospital in the ambulance.
Euch time. the injection I'd given to help con-
tract the uterns took effect on the way, Neither
needed transfusion, and the babies were fine.”

What about the possibility of a malpractice
suit, had the endings been less than happy?

BEFORE AND AFTER DUTIES ussigned to Evelyn Mottram save Dr. Barker hours daily.
Among prenatal choves she handles: hstory taking, weights and measures, hemoglobin
and uring tests, fetal heartbeat ehocks, und (opposite, upper right) discussing diet and
answering assorted questions for patients like Mrs. |. Robert Morgan. Postpartum care
includes assisting at cireumeisions, preliminaries of siv-week checkups, and (upper left)
PKU for young Bobby Hall, Dr. Barker delivered Mrs. Maribeth Moore's L-clayj-old Susan
(opposite). But when he's away, Miss Mottram iz in charge. Last year, she soloed—suc-
cessfully=with a dozen of the doctor’s 157 OB cases.
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Says Dr. Barker: “I checked that out with my
insurance company long ago, and they told me
that policy covers Miss Mottram, 1 keep my
fingers crossed, but actually I can't remember
when any physician in this part of the country
has been sued for malpractice.”

Continuing postpartum care, too, is in large
part Miss Mottram’s responsibility. She han-
dles Kentucky's statute-required PKU tests on
her own, sending them to the Department of
Health for processing; she assists Dr. Barker on
cirenmeisions; and she takes care of the routine
aspects of the mother and child’s six-week
checkup—weights, measures, and such. Says
Dr. Barker: “All I need to do is look over her
notes, make a pelvie check, and recommend
treatment. It helps to have the time she saves
me to spread around among other patients—

A non-M.D.
counsels
M.D.g’
patients

By Mary E. Manion

Midicest adifor, MEMCAL ECONONICS

especially with all the new ones Medicare has
brought in around here.”

Two years ago, there were only 500 midwives
in the United States. The nine schools of nurse-
midwifery have inereased that number by more
than half. But according to Vera Keane, presi-
dent of the American College of Nurse-Mid-
wifery, there are still 14 positions open for
every nurse-midwife in the U.S, Utah is one of
the states now developing nurse-midwife pro-
grams—the University of Utah Medical School
will graduate its first class shortlv—and other
areas have schools in the planning stage. Ironi-
cally, though, every functioning nurse-midwife
school has faculty vacancies, partly because of
the nurse shortage itself.

Clearly, if relief is to come to the harried
private practitioner from this source, it will be

A late afternoon sun slanted into the hospital
room where a pale young man, propped up in
bed, stared blankly and talked in a low mono-
tone to a bedside listener. The young man had
been admitted the night before in a diabetic
coma, which he had suffered for reasons not
immediately apparent. Now, encouraged to
talk, he was revealing signs of a depression that
explained the neglect of his medication.

The bedside listener in many hospitals today
might be the patient’s doctor. But in this ease,
at Lewis A. Weiss Memorial Hospital in Chi-
cago, the listener was a psychiatric social
worker. Many doctors spend a number of hours
each week doing what's essentially social work,
vet they may not realize the number and va-



a while in coming. And when it comes, his
nurse-midwife may still be hampered by mul-
tiple state, local, and hospital restrictions on
her activities. Perhaps hell solve them as did
Dr. W. Newton Long, who successfully em-
ployed a nurse-midwife in his private practice
for two years—not for deliveries, but for pre-
natal care and postpartum hospital rounds.
Says Dr. Long: “When Church Home and Hos-
pital in Baltimore questioned my use of a nurse-
midwife, I told officials there that the important
thing to remember was that if she didn’t make
rounds for me on Tuesdays and Thursdays,
when I was teaching, there wouldn't be any
rounds. She was accepted, but with reluctance.”

There was no such reluctance on the part of
Dr. Long’s patients. “T didn’t use my nurse-mid-
wife for deliveries,” he recalls, “although T did

riety of ways in which a professional social
worker could lighten their burdens. The work
of Weiss Memorial's director of clinics and so-
cial services, Robert T. Cross, offers illuminat-
ing examples of such help.

A man with nine years of academic training
and 10 vears of experience, Cross has a master’s
degree in social work and over the past seven
years has established a solid working relation-
ship with 100 attendings at the 250-bed hospi-
tal. A salaried employe of the hospital, he’s
considered part of the medical team, is invited
to all medical staff meetings, and wears the gray
jacket customarily reserved for attendings.

Psychological screening is a major chore that

Cross takes off doctors” hands. An internist, for

plan to eventually. But patient acceptance of
her substituting for me in prenatal care and on
rounds was surprising. Out of 300 patients, only
three objected, saying they were paying for an
M.D. and didn’t want a midwife. We took care
of them by simply scheduling their appoint-
ments for days when I was in the office.”

In Knott County, there’s no reluctance of any
kind. Says Dr. Barker: “Most of the M.D.s doing
deliveries in this part of the country would
jump at the chance to employ a nurse of Miss
Mottram’s competency. When she's away on
holiday, my wife, who's an R.N., assists me in
deliveries. But she's not trained for obstetrical
decisions and problems, so I can't allow her
that kind of free rein. We both lose sleep when
Miss Mottram’s away, and we both heave a sigh
of relief when she returns.”

example, confronted by a patient with a host
of somatic complaints having no apparent phys-
ical basis, will refer the patient to the social
worker rather than take his own time for an
exploratory interview, Cross may decide that
he can help the patient by personal counseling.
Or he may feel that outside psychological test-
ing is indicated, or that the patient’s problem
is so deep-seated that psychiatric treatment is
needed. After such assessment, he reports back
to the internist, usually in person. “I prefer to
talk with the doctor personally, so there can be
a free discussion about the patient,” he explains,
“And that also keeps the doctor from having
to pore over a mass of written data.”

Doctors frequently draw on the social work-
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COUNSELING AND PSYCHOLOGICAL SCREENING are bur-
dens that Robert T. Cross lifts from the shoulders of attend-
ings at Lewis A, Weiss: Memorial Hospital in Chicago. A
well-educated and experienced social worker, Cross is congid-
ered part of the medical team; he even wears the gray facket
usually reserved for attendings. As part of his duties, he
cotnsels patients, as in the top photo with Mrs. Ellin Bress-
ler; reassures anxious mother Mrs, Dorothy Hirsch; arranges
to transfer a patient to another hospital; and conducts an
informal coridor consultation with Dr. Herbert Bessinger.
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er’s exhaustive knowledge of community re-
sources by asking him to handle referrals to
other haspitals, institutions, or agencies. For
example, a man injured in an auto accident was
rushed into the Weiss emergency room, patched
up, and sedated. Because beds were tight, the
attending asked Cross—who is always on eall—
to see if another hospital could accept the pa-
tient, Starting with identification carried by the
victim, Cross did some phone checking, learned
the man was an Army private, and found a
nearby Army hospital that was willing to admit
him.

For an example of the kind of nonemer-
gency in which this doctor’s assistant takes
over, consider the case of a newhorn with a
cleft palate. The obstetrician needed only to
ask that the parents be referred to the proper
agency for help, Cross contacted the agency,
explained about the child, and set up an initial
appointment. Then he told the parents how the
agency could help, gave the mother its tele-
phone number in case a feeding problem or
other difficulty developed, and invited her to
call him if she wanted further advice:

What in the world should a gastroenterolo-
gist do when a young man he is treating for
uleerative colitis begins to indulge in indecent
exposure in the hospital corridors? At Weiss
Memorial the answer was simple: Call Mr.
Cross. Swinging into action, the social worker
learned that the man’s family had been wiped
out in a house fire when he was 5 years old,
that he had been under psychiatric treatment
on four occasions, and that he was an overt
homosexual, although currently somewhat am-
bivalent about it. After a series of interviews,
Cross reported back to the doctor, who decided
that Cross should see the patient daily and en-

One M.D. with
his own social worker

One physician has found that it pays to have his
own part-time psychiatric social worker right in
the office. The doctor, internist Leonard P. Cac-
camo in Youngstown, Ohie, devotes about half his
time to cardiology. Many of the illnesses he treats
are traceable to the stresses of an unstable home
life; similarly, they've discovered that, when a
patient is unable or unwilling to follow instruc-
tions, the reason is often an emotional problem at
home. The obvious solution was to refer such pa-
tients to a psychiatrist or ity social ag s
But what if they resist | of an i ined
stigma? When one patient did, Dr. Caccamo dis-
cussed the ease with Mrs, Margot Wegner, a social
worker at his hospital, noting that the situation
wasn’t unusual in his busy practice. At his request,
Mrs. Wegner talked to the patient in the doctor’s
office—and by so doing helped the patient. That
was the beginning of the present arrangement.

The social worker—who has 10 years’ experience
—continues to see referred patients in the doctor’s
suite, records summaries of her one-hour inter-
views in the patient’s permanent medical record,
and consults informally with the doctor. She sets
her own fees, which are collected through the doc-
tor’s billing operation with & percentage retained
by him to cover her secretarial service and other
overhead. Says the highly satisfied physician: “I
can’t begin to calculate the hours she's saved us,
not to mention the help she’s given to patients, A
doctor who must try to counsel in addition to all
his other work can’t do the job justice.”
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courage him to return to psychiatric care. The
social worker did, and the patient did, The
Cross counseling saved the gastroenterologist
at least a full day’s time. “This kind of emo-
tional concomitant has ta be dealt with,” says
Cross. "And it takes time—the doctor’s time—
unless he's willing to delegate this sort of thing.”

The same kind of social service saved an in-
ternist not only time but serions disturbance.
His patient was a 45-year-old housewife who

had suffered partial brain damage as a res
of a CVA. Following her hospital discharge,
she phoned the internist so often that she be-
came a nuisance, Summoned to the rescue,
Cross spent five months in helping the woman
to adjust to the family problems that had driven
her to harass her doctor.

Sometimes doctors leave posthoespital plan-
ning for their problem patients entirely to the
social worker, as in the case of a 55-year-old
woman with rheumatoid arthritis and hyper-
tension. The medical judgment was that she
must stay off her feet completely after returning
home. But she would be alone while her hus-
band was at work, and she couldn’t hire help
on his modest income. Cross arranged for a
homemaker and worked out the finaneial prob-
lem with a welfare agency. The doctor was
thereupon assured that she would be able to
follow his instructions.

When the psychosocial and medical problems
are more intricately entwined, there’s a much
closer doctor-social worker relationship. A wom-
an recently widowed and left with a disturbed
child was unable to cope with the child. As the
pressure inereased, so did her consumption of
tranquilizers. Finally she was admitted to
Weiss Memorial in a coma. Her doctor asked
Cross to take on the task of persuading her to

T3 Wem at acurioioed = ki s
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place the child in an institution. Planning for
the child was so intimately involved with the
patient’s medical condition that Cross and the
doctor conferred almost daily to coordinate
their joint endeavor.

Doctors also eall on Cross to persuade pa-
tients who need psychiatric treatment but re-
fuse referral. In time, he's generally successful
in overcoming their fears. Sometimes confused
patients are referred to him for more detailed
explanation and discussion of their illnesses.
And he serves ay a handy consultant to doctors
seeking quick information about community re-
sources, such as how to arrange the adoption of
an unwed mother’s baby or where to report a
case of child abuse.

Naturally, many patients referred to Cross
need help in more than one of the many areas
he’s concerned with. But one factor is common
to almost all the patients he sees: While they
may have some emotional problems, they also
need help o come to grips with concrete fi-
nancial or social problems. The patient who has
strictly psvehie problems will be referred to a
psvchiatrist,

All in all, Cross’s experience has convinced
him that the social worker's role as doctor’s as-
sistant—both inside and outside the hospital—

will keep growing.® “Doctors are heginning to
accept social service as a profession and the
social worker as someone with a veal body of
knowledge to contribute for the patient’s bene-
fit," he says. “The doctor has begun to realize
that the social worker, in performing what's
normally considered doctor work, represents a
gold mine for saving him time.” &0

*Accarding to a recent survey by the American Hospital Associntion,
1,151 non-Federal, nonpsychiatric hospitald have soclal vervice de-
partmients,



