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The surgeon and efficiency zealot Ernest Amory Codman opened his treat-
ment on the anatomy of the shoulder with a long, provocative, and wildly
entertaining preface. An autobiography-cum-hagiography, it details the peaks
and valleys of a life lived slightly outrageously and certainly melodramati-
cally. “If an author has labored to present his material in clear English, prop-
erly punctuated and painstakingly illustrated for the benefit of the reader,” he
wrote, “surely he should be allowed to indulge himself in his preface.”

Indulge he did, taking readers on a journey from his youth as a “conventional
enough Boston-Harvard boy” to his adulthood, lingering especially over the
various indignations (real and manufactured) that he suffered as a surgeon and
would-be reformer. Among other vignettes documenting his misunderstood
genius, he details his on-again, off-again relationship with the mighty Massa-
chusetts General Hospital (MGH); the failure of the little ten-bed hospital nary
a mile from that medical behemoth (and which he rather petulantly organized
to exact revenge for wrongs, real and imagined, enacted by the MGH); his other
on-again, off-again relationship with the American College of Surgeons; his
habit of outraging colleagues with provocative paraphernalia—cartoons, passive-
aggressive dedications, and, yes, autobiographical prefaces he was sure they
would deem inappropriate. It’s all here, all told with characteristic flair and per-
haps just a dash of narcissism.

But apart from Codman’s general audacity and Don Quixote-esque stabs at
the air, what has always struck me about this preface are the reasons Codman of-
fers to explain this odd addition to a scientific study of the shoulder. We should
know him, he claims, because to know him is to know his work. Life refuses to be
compartmentalized. There is continuity between life and work, after all, even if
sometimes we would like to pretend, and do pretend, otherwise.
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Introduction

On March 1, 1915, Drs. Eugene Pool and Frederick Bancroft arrived at the Prov-
idence, Rhode Island, home of Frank and Lillian Gilbreth, the power couple
behind industrial efficiency. They had been summoned there to continue an
efficiency study begun several years earlier at the New York Hospital, where both
Pool and Bancroft worked as surgeons. Now, standing in the Gilbreth family din-
ing room, refashioned into a mock operating room for this “conference on the
standardization of hospital practice” (figure Intro.), they listened as Frank Gil-
breth kicked off the proceedings with a diatribe. The typical operating room, he
declared, was an embarrassment of inefficiency. To start, each surgeon worked with
proprietary tools—all similar but just different enough from another surgeon’s in-
struments as to constantly frustrate those who assisted them. And the disorder.
Unnecessary objects and equipment lay strewn around the surgical spaces he had
seen, with no evidence that their placement had been considered at all. Surgery
was a circus of objects and people muddling along in what ought to have been
one of the most important tasks: saving a human life.! And there was no agree-
ment, Gilbreth pointed out, on what the new germ theory required of surgeons.
Some surgeons wore masks, while others argued that such precautions were
only necessary for those who tended to “talk over an open wound.”? What wor-
ried him was not the inconsistent take-up of germ theory principles—something
that extended across the profession and into wider society. It was the lack of
any consistent procedure or standards.’ Gilbreth was convinced that uniformity,
even when arbitrarily established, led to organization, and organization led to
efficient—and therefore better—surgical care.

Gilbreth’s medical critique would not have been surprising to the two sur-
geons. Indeed, he had been dressing down medical practitioners both in person
and in print for years. Fresh off his first stint in 1912 in the operating rooms of the
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FIGURE INTRO.1. Eugene Pool (right) and Frederick Bancroft (left) taking a break from
performing their surgical procedures in front of Gilbreth’s cameras at the Gilbreth’s

Standardization Conference held at his home in Providence, Rhode Island, on March 1, 1915.
Image courtesy of the Smithsonian Library and Archives, Washington, DC.

New York Hospital, where he had met Pool and Bancroft, Gilbreth told a writer
at American Magazine that when measured against workers in other professions,
surgeons were surely no better in skill than the humble dockwalloper, whose job
it was to perform the leftover tasks of the shipping trade. Yet somehow, he mar-
veled, their place in society was markedly different. While dockwallopers and
bricklayers were judged as some of society’s lowliest members, surgeons somehow
retained their position as society’s “highbrow,” even though their ways of working
in no way justified this level of prestige.* Such “caste distinctions,” as he called
them, were artificial, antiquated, and in need of change.’ Indeed, in the logic of
efficiency, class held little sway. There were only better and worse workers.
These charges were not unreasonable, as Pool and Bancroft knew. Though
there had been major medical breakthroughs over the turn of the twentieth
century—Lister’s theory of asepsis, the diphtheria antitoxin, the X-ray machine—
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their potential had largely been eclipsed by medicine’s persistent problems.
For one thing, the populist nineteenth century had given rise to a medical
Babel of various sects, each with their own methods and theories about how
the body worked, and each vying for patients in a crowded and chaotic medical
marketplace. Meanwhile, medical education shared the problems of education
more generally, insofar as it was so varied and inconstant across its different
institutional settings that it was impossible to tell what a medical student actu-
ally needed to know in order to be an effective practitioner. Most hospitals were
dismal affairs—sometimes dirty, always inefficient. And the process of codifying
and organizing knowledge of symptoms, diseases, and treatments for illness and
injury, which began in the nineteenth century, was still slow.® This was no small
thing, since without a common nomenclature, even sharing information about
a disease was a tricky business. Like surgical tools, the diagnosis and treatment
of pathologies depended largely on the experience and preferences of each in-
dividual practitioner.

To Pool and Bancroft, the right solution to this medical malaise—the solu-
tion that had brought them on this pilgrimage to Providence—lay in efficiency
study.” And they were not alone in this belief. In fact, as Gilbreth informed a
meeting of efficiency experts, the Gilbreths “ha[d] not met a single doctor in
our travels who has opposed us; we . . . had the finest cooperation of nurses,
and from every trustee whom we have met”® Like his famous contemporary
and erstwhile mentor Frederick Winslow Taylor, Gilbreth was best known for
his interventions in factories, where he applied the standardizing and rational-
izing instruments of efficiency study to industrial workers and their labor. But
he was also no stranger to medicine, often boasting that his work on surgery
and in hospitals, undertaken with his wife Lillian (his business partner, coau-
thor, and prominent industrial psychologist) had taken him “from Maine to
California inclusive, through the rivers of Quebec and Toronto” and “as far
north as Stockholm and as far south as Italy” It was a geographic breadth of
experience that led the Gilbreths to one damning conclusion: “The doctors,”
he told a mixed meeting of efficiency experts and medical practitioners in 1916,
“are awful.” And though he had “not lost all confidence in mankind,” Frank
Gilbreth said, his experience of medical labor and of the state of the hospitals
in the United States was anything but reassuring.’

Happily, Gilbreth did see some points of light scattered across the profes-
sional darkness. In this speech before the Taylor Society, he cited at least a
hundred fifty practitioners who had actively “co-operated with him” in these
studies, though he confined himself in that speech to dropping a few big
names. Though it is unclear if or when he had met them, Gilbreth talked about
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William and Charles Mayo, whose work in efficiency was so well known that
Gilbreth said he felt it hardly necessary to discuss it. He gave a shout-out to
Pool and Bancroft and a nod to Ernest Amory Codman, the famously snappish
surgeon and efficiency guru whose outlandish efforts to reform the profession
had earned him a real reputation in the East Coast medical world.

Then there was the obstetrician Robert Latou Dickinson, “for whom,” Gil-
breth told those gathered to hear his speech, “he had the highest admiration,”
even though he was, Gilbreth privately confided in Pool and Bancroft, “ridicu-
lous” when it came to matters of efficiency.'® And of course he could not forget,
he noted, the hospital superintendent and efficiency enthusiast Thomas How-
ell, who had facilitated his studies at the New York Hospital.

Clearly, Frank Gilbreth loved to grandstand, but his swagger was not
without substance. His name was certainly a respected one to many medical
practitioners and administrators with a modernizing bent. He was known to
the medical heavyweight Sigismund S. Goldwater, a hospital superintendent
and editor of the efficiency-suffused journal, the Modern Hospital, which dedi-
cated its inaugural issue in 1913 to efficient hospital management, design, and
organization. And he was familiar to John Hornsby, another Modern Hospital
editor and writer of the popular “Items in Hospital Efficiency” column in the
journal. Indeed, there is good reason to think that the Gilbreths rubbed el-
bows with all the major figures in this medical efficiency moment. Even the
educational reformer Abraham Flexner, best known for his audit and stan-
dardization of American and Canadian medical schools, knew their work well
enough to comment on the likelihood of success for a proposed collaboration
with Dickinson in 1914. It would have been hard for him not to: Gilbreth pros-
elytized his medical efficiency work as widely as he could, welcoming the pos-
sibility of speaking at any venue that would have him and publishing multiple
discussions of the value of medical efficiency in the medical and lay literature.

Though they are both associated today almost exclusively with industry, both
the Gilbreths and—more importantly—efficiency made a pronounced splash
in early twentieth-century medicine. And it was no mere dalliance. Efficiency
principles were translated directly to measures like the standardization of medi-
cal education, surgeons, hospitals, diseases, and therapies. They were also integral
to the developing logic of medical mores—namely, that rationalized processing
made a “good” product, and that good medical products should be replicable and
disseminable. And this in turn was what medical organizations sold to the public:
not an effective set of treatments or therapies necessarily, though they might also
be that, but a set of standard therapies and the promise of thorough processing.
What “modern” medicine could uniquely offer was efficiency.
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Though the reach and breadth of medical efficiency was undoubtedly wide-
spread and its implications for medicine profound (in both epistemological and
material ways), medical efficiency has never been a hot topic for historians of
medicine. It has received particularly short shrift despite—or perhaps because
of—Frank’s explicit, rather showy and well-publicized forays into medicine.
This despite the fact that, as Flexner observed, the sheer ubiquity of efficiency
in this period made ridiculous the supposition that it would not be an actor
in every educational discussion, including medicine.!! Not only was medicine
subject to the same cultural pressures as other parts of American life, it also
explicitly sought out the kind of intervention that efficiency could provide. So
where has medical efficiency gone? And what was its story?

Though in many ways the reinstatement of efficiency that this book
undertakes seems straightforward—filling the gaps, as one does, in the historical
record—it accomplishes much more than that. For one thing, it recaptures a key
mechanism of medicine’s modernization—one that we continue, in the pub-
lic sphere, to chalk up to a rather vaguely constituted but firmly held idea of
scientific and technological innovation. In their own time, medical efficiency
enthusiasts rejected this view. Instead, they saw efficiency as the fundamen-
tal catalyst of medical modernization—the entity that energized preexisting
pushes to order medicine in epistemological, bureaucratic, and professional
terms and added to them the modernist values of the early twentieth century.”?
And though its proponents continued to maintain that medicine was “scien-
tific” and therefore modern, it is clear that they understood efficiency to be an
essential part of their science, one that demanded the “systematic . . . accu-
mulation of data, the framing of hypotheses, and the checking up of results””
It was the 7science” of efficiency that made medicine modern, and this has
had underrecognized but great significance across both the history and con-
temporary of American medicine.

Of course, there is more to medicine than just the management of informa-
tion, and medical efficiency experts in the early twentieth century thought
so, too. Their adoption of efficiency was only partly predicated on the real,
quantifiable improvements to organization that medical efficiency could de-
liver. It also carried a more ephemeral set of qualities and characteristics that
held for them the promise of something even greater.

Here, the specifics of medical efficiency meet the larger history of efficiency
in the United States, revealing a new story. Unlike the history of industrial
efficiency in the main, where individuals like Taylor and Henry Ford along with
businesses like the Ford Motor Company, Standard Oil, and US Steel dominate
both the archive and the narrative, medical efficiency has featured a more
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diffuse array of actors, organizations, and activities.!* And perhaps because of
their elevated medical “caste,” as Gilbreth put it, their voices have been preserved
in the archive.® Of course, we cannot know everything that the rank and file
of medical practitioners experienced, since only medicine’s louder and more
powerful voices had their words recorded and their records kept for posterity,
but the dynamic views and discussions among even these highbrow practitioners
still shed light on the intrinsic ambivalences of efficiency, in theory as in prac-
tice. For one thing, it shows a remarkable willingness among practitioners to
align themselves and their work with the world of the factory floor.

What results is a story that shifts efficiency’s near singular significance as
the de-skilling source of monopoly capitalism into a rather more dynamic if at
times utterly contradictory experiment in American democracy. Ida Tarbell,
who was famous for her muckraking exposé of the monopolistic and antidemo-
cratic activities of Standard Oil, differentiated monopoly from efficiency, ex-
plaining in 1917 that efficiency done right was not “in conflict with democracy”
but “on the contrary ... ha[d] come as a sympathetic handmaiden of democ-
racy, showing her how she can help men to develop themselves along the line
of their inner call.”!

Though a dramatic story in its own right, especially for the tension between
efficiency as an oppressive, disciplining force, on one hand, and a democratic,
creative principle on the other, the reappraisal of efficiency also raises ques-
tions about its relation to the story that efficiency has been most specifically
tied to—namely, the history of modern capitalism.

Historiographical Considerations

The general sidelining of Gilbreth’s quest to bring efficiency to medicine is rep-
resentative of the absence of efficiency more broadly in the stories we tell about
medicine’s modernization over the early twentieth century. Because neither of
the Gilbreths were medical practitioners (despite Frank’s insistence that his
own knowledge of medicine was substantial, not least because of the many
children he had “chaperoned . . . into the world”), their placement outside the
medical profession has looked to some as though they lacked the standing to
seriously inspire any reform in medicine’s hierarchical and closed workplace.
Seemingly, the highbrow status of the surgeons and medical practitioners that
Gilbreth had been so keen to bring down gave these practitioners no reason to
listen to the Gilbreths or to yield to their efficiency interventions.”

The historical record does not support this view. But the historiographical
one at least explains it. The marginalization of efforts like the Gilbreths’ has at
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least something to do with the way in which the lessons of power were thought
to be differently manifested in the history of medicine compared with business
and industry.

Though with conceptual origins that ran all the way back to the 1930s, the
new social history of medicine of the 1970s and 1980s saw power as the opera-
tive structure of medicine’s twentieth-century history. This in large part arose
from the milieu created by anti-institutional figures like Ivan Illich, Thomas
McKeown, and Archie Cochrane, whose radically different takes on medicine
nonetheless rested on the relatively common thread: that medicine had never
been—or at least in McKeown’s softened view, had not until recently been—
actually effective.!® Though Illich was by far the most extreme of the bunch, not
least for his belief that medicine was actively harmful to human health, even
the most conservative of these commentators agreed with this basic premise.
Their supporting evidence lay in charts that showed the relative powerlessness
of vaccines in the wake of rising and falling infectious disease over decades;
in the absence of progress in the fight against cancer; and in the arrival of the
major new health catastrophe, AIDS.

This view that medicine was not especially effective raised a pressing ques-
tion: how had medicine acquired such comprehensive cultural and political
control if it fundamentally lacked the clinical and scientific efficacy on which
that power had presumptively stood? The answer for many was professionaliza-
tion, and it was one that built medicine back into the language of capitalism.”
For those like Paul Starr, the keen-eyed historical sociologist, it was taken for
granted that the transformation of medicine from a small-scale set of disunified
and locally specific operations to the cultural and political behemoth it became
had to have been the result of a social—not clinical—transformation.°

Efficiency was a poor fit for this new narrative. In its industrial contexts, it
was being rediscovered and then positioned into a different version of power
acquisition—through capitalist integration—that conflicted with medicine’s
own. The reading of figures like Frederick Winslow Taylor, the “father of sci-
entific management,” and Henry Ford centered on the way in which the ratio-
nalization of work denied both agency and subjectivity to workers. With these
men blazing the trail, the efficiency “managerial class” shut out the voices and
expertise of workers, replacing them with arbitrary and bureaucratic forms of
control—all in service to the “almighty dollar” and manifested in the monopo-
listic successes of individuals like Andrew Carnegie and John D. Rockefeller,
whose fortunes were built on the back of the working class. Though this view
of industrial efficiency has since been increasingly nuanced and even contested
within the academic literature, it is nonetheless still commonplace to assume
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that Taylorism, Fordism, or scientific management (or any of the other moni-
kers used to designate industrial efficiency) embodied, as Harry Braverman fa-
mously put it, capitalist production. It would not go too far to say, then, that to
many scholars, Taylorism not only opened the door to the monopoly capital-
ism of the early twentieth century, it was monopoly capitalism at the small or
local scale.?!

Intuitively, where efficiency is about the exertion of power over workers, the
imposition of efficiency study onto medical workers, with its implicit threat of
presenting an external, industrially inflected managerial class, runs up against
the story of professionalization, where authority was acquired by medicine and
from within. From that perspective, the methods of efficiency study projects
like Gilbreth’s, especially as they functioned in the literature as methods for
the acquisition of power, did not look like they could have a place in medicine
until they were appropriated into the apparatus of medicine’s power acquisi-
tion project. At that point, Flexner’s efficiency-suffused study of medical edu-
cation, which many assert he took up at the behest of the American Medical
Association (AMA), together with the standardization efforts of large medical
organizations (especially the AMA, the American College of Surgeons, and the
American Hospital Association) and the actions of medicine’s monopolistic
cabal (known as “organized medicine”), were all seen as playing a role in how
medical power was acquired by and for medicine.??

Perhaps because of these poorly meshing narratives, much historical liter-
ature simply offers up medical efficiency as a failed endeavor or historical out-
take: the phenomenon that could have succeeded—but didn’t—in preventing
the coming capitalism of the medical marketplace.”> There have since been
critical additions, including the study of standards in the American context
and even scientific management and industrial efficiency in medicine outside of
it.2* None of these, though, have been able to capture the full picture of medical
efficiency, which extended far beyond its practical application.

One finds some initial grist for this mill in the scholarly argument about the
meaning and scope of industrial efficiency. Some have argued that industrial
efficiency interventions were limited in scope and impact and thus could never
have achieved the characteristic widespread de-skilling they were supposed to
have enabled in the name of monopoly capitalism. Others have shot back that
industrial efficiency was more of a movement than a set of specific practices,
so that even if it was limited in practice, it marked the transformative change
in the ideology of labor that made capitalism.?’

But the problem is that in the American context at least, efficiency was cer-
tainly not limited to industrial contexts. Nor was it only in medicine. It was
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everywhere. Indeed, between 1910, when Louis Brandeis brought the term “scien-
tific management” to the attention of the public with his claim, printed in the
newspapers, that it could save the railroads “one million dollars a day,” and 1929,
when the rude awakening of the Great Depression remade efficiency into public
enemy number one, efficiency played a large part—some might say an integral
part—in American life.?° As Samuel Haber’s classic work on the subject de-
scribed, efficiency was so ubiquitous and so well regarded over this period that
to say that something was “efficient” was just about the highest praise possible.”

This was the era of efficiency in government, with departments dedicated
to improving government function by reducing waste, and in the conservation
movement, where it helped to build a formula for the more responsible use of
flora and fauna.”® It was efficiency that led Melville Dewey to create his epony-
mous system for organizing, standardizing, and streamlining American libraries
(in campaigning tirelessly to reform the inefficiencies of English spelling, Dewey
even streamlined his own name, for a while operating under the sobriquet “Mel-
vil Dui”).?” Meanwhile, Lillian Gilbreth was introducing efficiency to the domes-
tic sphere, producing the modern kitchen with its cabinets above and below and
ergonomic worktops along with other space- and step-saving solutions.”

The Gilbreths applied their gospel everywhere, often carrying out work in
front of large crowds. They turned their attention to sports, studying rowing,
golf, and, on one bright sunny spring day in 1913, baseball. On the very last day
of May, the roughly twenty thousand who turned up to watch the New York
Giants play the Philadelphia Phillies at the Polo Grounds were given the un-
expected pregame pleasure of witnessing the Gilbreths perform a showy mas-
ter class in efficiency study that promised to advantage the base stealer and
pitcher alike (figure Intro.2).’!

Efficiency was also something people could personalize. From 1914 to 1918,
Edward Purinton, a self-appointed personal efficiency expert and director of
the Independent’s efficiency service, offered life advice in the magazine’s “Ef-
ficiency Question Box” section for readers seeking spiritual and material uplift
from efficiency. Purinton was prolific, with a purview that covered just about
everything, from the best way to vacation (do whatever is the most opposite of
one’s work) to the best way to discover one’s true passion.”?

And efficiency could be found woven through contemporary literature.
Edith Wharton, marking the final days of the efficiency craze in 1927, named the
protagonist in her novel Twilight Sleep Pauline Manford (man-Ford). The char-
acter was a woman so obsessed with efficiency and the productivity it enabled
that she wanted to standardize the emotional vagaries right out of the human
heart, replacing it with an organ where function singularly followed its form.”
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FIGURE INTRO.2. Larry Doyle of the New York Giants is at bat to take part in Gilbreth’s
efficiency studies of baseball, held during the pregame of a Giants versus Philadelphia
Phillies game on May 31, 1913. The New York Tribune ran the photo two weeks later, noting
that “according to the pictorial record in this case, the swing of the batter’s bat until it
struck the ball occupied .042 of a second.” Image courtesy of the Frank and Lillian Gilbreth
Library of Management Research and Professional Papers, Purdue University Libraries
Archives and Special Collections, West Lafayette, Indiana.

Whether sidelined as the more nefarious (because more insidious) signs of ef-
ficiency’s total control over American politics and culture or dismissed as amus-
ing cultural side effects of what was squarely an industrial story, these many
colorful iterations of efficiency have been given short shrift. But they point to
the malleability of efficiency as a concept and its persistence as a method that,
just as it certainly enacted an autocratic logic in the factory, was simultaneously
enacting a thoroughly democratic logic in public life.** It is this counterintui-
tive mix of explicitly democratic, even populist, theoretical underpinnings and
equally explicit antidemocratic, monopolistic tendencies that come together in
medical efficiency.”

This tension has already come out in a few studies of the Gilbreths, whose
more outlandish displays of efficiency and conspicuous quest for egalitarian-
ism helped single out their efforts historically.’® Indeed, it was not exceptional
for Gilbreth to insist, as he did in the pages of the American Magazine, that
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surgery was just another form of manual labor that any dockwalloper properly
trained could do. Less an explicit takedown of medical practice (though it was
also that), the article registered efficiency’s well-known egalitarian values and
its potential for social mobility.”” More recent studies that take a closer look
at Fordism find similar tensions. Important distinctions might be made, for
example, between the personal beliefs and policies of Henry Ford and the con-
ceptual system of Fordism that ultimately bore his name. Stefan Link makes a
convincing case for the rethinking of Ford’s own relationship with work and
workers, in part by addressing head on the ambivalence of Ford’s views and the
views that grew around him into “Fordism.”*

Indeed, any account of medical efficiency must grapple with these tensions.
While the story here is partly about the science of medicine that efficiency
made, it is also and sometimes more prominently about the struggle to make
medicine a modern entity, insofar as it was both egalitarian and democratic
and also standard-driven and tightly codified.

In this sense, The Product of Medicine is chiefly concerned with telling the story
of medical efficiency as one of modernization extending from the origins of effi-
ciency in the factory, across American political, cultural, and economic life, and
into medicine. Hardly just a monolithic power acquisition process, efficiency
lent medicine a form, a set of functions, and a logic that spelled out what seem
now to be efficiency’s counterintuitive, even sometimes apparently mutually
exclusive, goals and aims—on the one hand, autocracy and monopoly; on the
other, liberation and social mobility.

At the same time, this work also creates an opportunity to see, through the
far more visible lens of medical efficiency, how efficiency was constituted. And
where efficiency is viewed as having critical importance for understanding
the shape and scope of industrial capitalism, it sheds light too on how early
twentieth-century figures understood the potential of efficiency to create the
modern democracy they hoped the United States would become.

At least for some. Medical efficiency, and efficiency more broadly, was pri-
marily a white preoccupation focused most often on the structuring and needs
of the growing middle class. It was a movement aimed at those Collier’s journal-
ist Bruce Barton referred to as the “silent majority,” who “were neither radicals
nor reactionaries” but “middle of the road folks who own their own homes and
work hard”?® Where race did enter into early twentieth-century discussions, it
is often explicitly parenthetical: the othered discussion and debates that were
happening outside efficiency spaces proper.

The book traces the contours of this exclusion, particularly by noticing where
and, perhaps more importantly, how it is performed. There is the “blink and
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you’ll miss it” discussion of the Black medical schools slotted into the very last
pages of Flexner’s famous report; the characteristically contradictory under-
standing of race and efficiency in the Ford “empire”; and the explicit concerns
of the National Medical Association (NMA), the Black physicians organization,
over the segregationist implications of the medical efficiency fixes made at the
American College of Surgeons.*® Commenting on hospital standardization ef-
forts during the 1920s, the president of the NMA noted crucially that it wasn’t
necessarily that standardizing organizations intentionally aimed to hurt the
Black medical community. It was that “they had not considered us at all.”!
There is an obvious point here: efficiency and its attendant values were in
this way explicitly emblematic of the particular racism of the early twentieth
century. Efficiency in these contexts was emptied of its content as a vehicle for
considerations of the demands of American democracy and ceased to concern
either of its conceptual extremes: egalitarianism, on the one hand, and autocracy
on the other. Instead, it became yet another weapon in an already enormous
social arsenal dedicated, whether intentionally or not, to segregation and exclu-
sion. Though in ways more complex than they seem at first blush, efficiency cre-
ated and to some degree also policed both implicit and explicit racial lines within
medicine. Here, then, the book offers glimpses of the institutionalization of rac-
ism within medicine and the navigation of these limits within Black medical

organizations over the period in which medicine became modern.

Structure

The Product of Medicine is organized thematically to capture medical efficiency in
its many registers and functions over its heyday—the first half of the twentieth
century. Chapter 1 examines some of the essential material gains that efficiency
brought to medicine. With an emphasis on the establishment of medical prod-
ucts, as these were being reimagined by the efficiency logic of the day, it opens
with the failure of medical practitioners to reach a conclusion on what it was
that medicine produced. This looks now like an existential concern about medi-
cal effectiveness. In fact, the determination of a product was the starting point
of the efficiency method. Essential to efficiency study was the designation of a
product. Only once this was established could attendant processes be rational-
ized in pursuit of improving efficiency.

For their obvious kinship with industrial processes, insofar as each supplied a
product at the end of a process, digestion and childbirth were natural targets for
efficiency interventions. But like industrial processes, questions about how best
to relate the process by which a product was made to the product itself guided
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considerations of both. The chapter specifically examines the turn of attention
to the rationalization of process that came increasingly to guide ideas about
what good childbirth looked like and what best digestive practices required of an
eater. But this was not a problem internal only to the human body, as the chap-
ter demonstrates via discussion of the process-oriented, assembly-line method of
care at the very successful and already dearly beloved Mayo Clinic.

Chapter 2 moves into the meeting of industrial mores and medical values
that took place at the Henry Ford Hospital. Billed in its own time as an institu-
tion that would import and apply Ford’s assembly-line practices to medicine,
the chapter describes the ways in which the Ford Hospital, in its most modern
qualities, was distinctly un-Fordist. That is, its modernizing principles were
borrowed largely from the other major modern hospitals of the day—those
that had already adopted efficiency as their watchword in myriad ways. The
single caveat to this Fordist story, arguably the single way in which the Ford
Hospital was really a “Ford product,” was in the heady mix of efficiency and
democracy, of control and mobility, that guided Ford’s insistence on charging
consumers who arrived at the hospital a flat rate: a logic that sprang directly
from what is now his rather counterfactual insistence that capitalism, when
done right, would foster meaningful social uplift.

Chapters 3 and 4 build on this counterfactual, delving into two of the most
prominent examples of medical standardization, first at the American Col-
lege of Surgeons and then in the hands of medicine’s best-known standardizer,
Abraham Flexner and his (in)famous report for the Carnegie Foundation on
the state of medical education and the prospects for its repair.

The third chapter focuses on the hospital standardization effort of the
American College of Surgeons. It traces the efficiency logic that led from a
purely populist notion of standardization—where standards were adopted
because of their popular appeal—to a system that, to its proponents at least,
avoided both the chaos of populism and the rigidity that made efficiency au-
tocratic, arriving at a manifestation of standardization that seemed therefore
properly democratic.

These competing ideologies were also at the heart of Flexner’s study and
subsequent attempts to standardize medical education, which is taken up in
chapter 4. Though generally read as an instrument of medical professionaliza-
tion, Flexner’s body of work in educational reform attests to his belief—however
naive—in efficiency’s power to both maintain and develop educational egalitari-
anism. In many ways, the project failed, yielding instead to a far more capitalist,
exclusionary logic that parsed the medical world in ways that Flexner seemed not
to anticipate. But in his attempts nonetheless to maintain efficiency’s competing
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demands, and in his general failure to do so, we catch a first glimpse of the way
efficiency begot or became capitalism: not as the thing it was always meant to
be, but as the thing that it ineluctably became when the small scale of efficiency
study hit the large scale of racist, classist, and sexist politics and culture in the
United States. Although these issues received their fullest airing at the time in
the context of the so-called poor boy that critics claimed would always be on
the outside of Flexner’s reforms, the chapter ends with a fuller consideration of
where these standardization attempts left Black students of medicine.

Chapter § returns to the American College of Surgeons to consider its
attempts to “sell” its standard hospital across the country. In contrast to the
Flexnerian outcome, the College continued to manage its delicate balance of
autocratic method and egalitarian ethos. In the construction of a market
for the standard hospital—the College could not survive, it realized, without
one—the ACS managed always to stop just short of the out-of-bounds capital-
ism that Flexner’s standardizing efforts had come to embody and that its con-
temporary, the AMA, seemed fully to embrace. The arc of the story will not be
unfamiliar to those who know of the work of other medical organizations of
the period that were “selling” health with all the verve that patent medicine
operators had deployed to sell their tonics. The chapter, however, turns both
on the uniqueness of the College’s product—*“standard” and therefore modern
medicine—and on the College’s surprising success as a standardizing body.

The book closes with a well-known moment in medicine’s history in the
United States: the events leading up to and around the prosecution of the AMA
as a monopoly. In this way, chapter 6 marks the end of the efficiency move-
ment, which was ushered out by the Depression and the shifting mores of med-
icine, away from the moorings in efficiency and toward the power-acquisition
processes that historians have more generally described. But this is still not all
there is to say. For even as medicine became more monolithic as an industry it-
self, it also became more polarized, resolving the tensions intrinsic to efficiency
into the two extrinsic poles of modern medicine that are still with us now: as a
powerful and nefarious medicalizing behemoth, on the one hand, and a benefi-
cent and effective service for those who need it, on the other.

Though this book is embedded in the twentieth-century medical efficiency
moment, I hope it also helps reconceptualize where we are right now. The Prod-
uct of Medicine softens what has been a rather narrowed vision of medicine’s
twentieth-century history as first a story about power acquisition. And though
the book also follows in some part from the understanding that modern medi-
cine, like nearly all places of work in this period, moved with the prevailing
winds of industrial capitalism, it shows that the terms and obligations of these
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prevailing winds are not as clear as we have perhaps thought. Medical attempts
to designate an essential identity for modern medicine may have begun with
familiar capitalist questions about how to produce a marketable product, how
to get people to buy it, and how to get them to need it. But medicine was not
only on a quest to become economically legible via the establishment of a
monopoly. Just as crucial was the achievement of its cultural legibility as a
legitimately democratic, legitimately modern, and in that sense legitimately
useful industry.

In our own time, perhaps this book will spur a reconsideration of how we
think about what medicine has meant or what it can mean. Indeed, this work
is quietly invested in introducing how this history of medicine might change
our relationship to health care and its reform today. One of the difficulties
attendant in writing medical history is how conspiratorial it can seem from
the outside: the AMA as medical history’s nefarious actor, hell-bent on avoid-
ing a federal plan of health care provision, is not even six degrees removed
from the conspiracy-laced notion that Bill Gates wants to plant microchips in
our bodies with the COVID-19 vaccine. So polarized are our discussions about
medicine that the primary response is the same glossy, superficial narrative
that thinking in terms of a “social transformation” went to such lengths to
displace: that medicine achieved its vaunted cultural position by dint of effec-
tive therapies, the miracles, the lifesaving practices, the scientific progress that
have made it the beneficent and lifesaving venture it is today.

In a response to Christy Ford Chapin’s prompt to think about what the inter-
twining histories of medicine and capitalism might yield, the eminent historian
of medicine Nancy Tomes observes that understanding the interplay of medi-
cine with the larger world around it, including capitalism, gives us a chance to

29

“pop the hood and look inside’” to see in greater detail the workings of medicine
and industry in the early part of the twentieth century.** This is indeed what
she has done in her own books on the transformation of medicine in the context
of capitalism. And it is what this book also aims to do—to offer a new histori-
cal perspective on this tumultuous period in hopes that this particular effort
to “look under the hood” reminds us that there is a wide and broad analytic
space between scientific positivism and conspiracy. And that is where medi-

cine makes its home.
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