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HEALTH CARE CRISIS IN AMERICA, 1971
TUESDAY,

MARCH 23, 1971

U.S. SENATE,

SUJBCOMMITTrEE ON HEALTH OF THE COMMITTEE
ON

LABOR AND PUBLIC WELFARE,

Wa-shingtoan, D.C.
The subcommittee met, pursuant to recess, at 10:15 a.m., in room
6202, New Senate Office Building, Senator Edward M. Kennedy
(chairman of the subcommittee) presiding.
Present: Senators Kennedy, Eagleton, and Dominick.
Committee staff members present: LeRoy G. Goldman, professional staff member to the subcommittee; Jay B. Cutler, minority
counsel to the subcommittee.
Senator KENNEDY. The subcommittee will come to order.
Health insurance is an integral part of the health care system in
this country. The vast majority of Americans are covered by health
insurance and rely on it to protect them from the soaring costs of
sickness and hospitalization.
We are gravely concerned that this reliance is mis placed. We see
evidence that the insurance carriers are trapped in the same health
care crisis then as the consumers.
They do not seem to be able to control the rising costs of health

care. They can only raise their premium to cover higher costs.

They do not seem to be able to assure that hospitals, and physician
services are used wisely. They can only add complicated conditions
and exclusions to their policies-and raise their premiums even further. In many ways the insurance carriers seem to be the collecting
agents or money changers of the health industry.
They appear to be the agents of the 'hospitals and physicians,
rather than the consumer.f
However, it is fairer and more realistic to say that insurance carriers are trapped in the same troubled American health care system

that victimizes all of us-consumer, insurer, and provider alike.
We are here this morning to hear from several of the largest and
best known insurance carriers in America. Blue Cross and Blue
Shield have become household terms in this country. They are exceptional among insurers,-by virtue of being the oldest and largest
health insurers in the country, by virtue of their efforts at community and social service, and by virtue of being nonprofit organizations.
Americans have come to expect the most from. Blue Cross and Blue
Shield. Indeed if any insurance carriers can change and improve our

health system, we would 'expect Blue Cross and Blue Shield to be
among them.
(845)
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We welcome them here today, and look forward to hearing their
insights into why there is a health care crisis and what can be done
about it.
We will hear first this morning from a Senator who has had a
strong interest in the health insurance area and has conducted hearings previously of the Blue Cross organization. We welcome the
Honorable Philip A. Hart, senior Senator f rom Michigan. Senator
Hart is a member of the Commerce and Judiciary Committees; I
have the honor of serving with him on the Judiciary Committee and
very much admire and respect his work there.
He is a man of intelligence and integrity, and it is my pleasure to
extend a special welcome to him.
STATEMENT OF HON. PHILIP A. HART, A U.S. SENATOR FROM THE
STATE OF MICHIG.AN
Senator HARTr. Thank you, Mr. Chairman.
I apologize for being late. I am overwhelmed by the fact that the
committee was in place and ready to go when. I arrived. That is perhaps the most encouraging note I have seen in a long time with respect to delivering health care in this country.
I come with an additional apology. I don't know how many of the
committee find that most of the mayors of their States have arrived
in Washington, and I had to fight my wyay out of the office, which
explains
hy I am late, and made a solid commitment that I was
not running out on them, that I would be back at all.
Mr. Chairman, I have prepared, and if there is no objection,
would ask that there be printed in the record, a full statement, and I
will attempt to summarize it.
Senator KENNEDY. It will be so admitted.
Senator HART. Your opening statement, I think, is a very fair and
balanced description both of the problem and the limitations that attach to some of the proposed solutions. One of the great temptations
is to explain the inadequacy of our performance with respect to the
delivery of health care on the existence of some evil fellow, some
bad actor, and you point in whatever direction your tendencies and
philosophies would suggest.
Some will point to the private insurance carrier, others will point
to organized medicine, some will point to cheating welfare people.
In my book there is no bad actor involved. All of us as a people
share a common guilt. We do have the means to deliver adequate
health care to everyone if we would discipline each other and ourselves to begin with.
Though, coming from a big spender this sounds heretical, rfierely
dumping more money into the existing structure is not an answer. It
may ease our common conscience for awhile, but it is not the answer.,
Improvement on a vast scale has to be taken, and we find that it i
not the emotionally a appealing description of a little child dying whr)
could have been saved if he had just been vaccinated, or the oldster
who is bedridden with arthritis when medications could have saved
him.
It is not that sort of story, or the mother dying needlessly in
childbirth, that is going to persuade us to do what we should have
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been doing. It is the fact, all of a sudden, that the spectacular costs
of the present system delivering so inadequate a product now make
all of us say, "That is enough."
Then it really is not the heartrending emotional story that we
have been pitching in an effort to improve the thing that will get
the improvement. -It is the fact that all of a sudden the present system just costs too much for what we are getting that is going to
move us in the direction we should be moving in.
That is not a very humanistic view of ourselves, but I think it is a
realistic one. If that is a case, in attempting reform we have to be as
realistic as the motive which persuades us. We have to again resist
the attrative temptations to rush into another system only because it
is different, not necessarily better.
Now, if you are beginning to wonder whether I am really a witness in support of S. 3, let me reassure you, I am. I am grateful that
you permitted me to cosponsor, and I support its philosophy.
Mr. Chairman, you, and I have spent a good many hours over a
of years identifying some of the bits and pieces that
longnumber
mak
up the talcost of health care for this country in those antitrust and monopoly subcommittee hearings, and we should always
acknowledge that Senator Kefauver bgnit in 1958.
I think we have had a series of herigs which identify some of
the failures in our delivery system. Some, incidentally, which identified the visions of an individual or occasional group of bad men,
but basically reflected that indifference to a problem.
In my prepared statement, I point out a number of these identified
inadequacies. The most recent phase of the investigation into hospital costs took us into a brief analysis of the role that Blue Cross was
playing in holding down hospital costs, and I think that what we
learned, supplies strong testimony against the administration proposal that would reconsider that when we consider a new health
plan we simply pour more money into the existing system, relying
upon 'competition between private insurance companies to hold down
the bill.
While spokesmen for Blue Cross, whom you will hear today, were
optimistic in their hope that they could do more in the future in
holding down costs by encouraging the use of other than the maost
expensive facilities, I don't share that optimism entirely.
It is here, that this committee can ask itself most helpful questions.
In my prepared statement I point to five areas where very substantial savings, in hospital bills alone, could be attained. We suggest a saving available in five areas about $5 billion a year.
The chairman's opening statement identified the inherent problem
in engaging as the principal in driving a new health care program,
a private carrier who, unless very basic reform is attached to it, cannot be an effective disipliner of either the physician or the hospital,
and will continue, whether or not it is comfortable or not, being
largely an agent for collection purposes.
As you know, when Blue Cross started out it was available generally. It is a social insurance, protecting all that needed it. Under the
competition from the commercial health insurance companies as they
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came into business, Blue Cross switched from writing entire communities at a single rate and went to experience rating, and in doing
so they became like the commericals, seeking the groups to which,
that file fewer claims.
Nongroup business was written, but at higher rates for less protection. Even despite this taking of the best risks, tl~e record of the
commercial insurance companies is not very impressive. You are familiar with the comparisons. Social security only requires 5 cents to
deliver $1 in benefits. Private property and casualty companies require 22 cents for $1 in benefits delivered under group plans, and 45
cents under individual plans.
The life companies do better with group, 13 cents to deliver $1 in
benefits, but match the 45 cents for individual plans.
As I understand the administration's proposal, the bulk of our
families headed by an employed individual would be covered by a
private group health insurance plan. The President's message, as I
read it, indicates that these plans will offer far more in the way of
benefits than those which are presently offered, and thus one reasonably can expect that the administrative expense, which I have discussed in this paper, will go up and the pressure of delivering increased benefits.
The cost of these plans will be passed off to the public in the form
of price for the service rendered or the product manufactured. In
effect, we will all be paying more to maintain a private health industry whose record is at best subject to some criticism.
That is really why I testify before, you this morning. I think that
S. 3, your bill, Mr. Chairman, is good because it will eliminate some
of those sad stories which traditionally we have recited in order to
persuade ourselves to reform our health delivers system.
It is an effective proposal because it. goes a out this humanistic
jb in a very realistic way, offering incentives, dollar and cents
kinds ofincentives to health suppliers so that they will provide good
medical care to all at a price that is within reason.
I thank you for introducing the bill.
I am glad to be its cosponsor, and share with you the hope that
out of thiis committee and the testimony that you will hear it can be
improved and refined, and that the Congress soom will have an opportunity to act upon it.
Senator KENNEBDY. I want to thank you, Senator Hart, for your
statement, and your comments here. I feel that you have had a
rather unique view of the opportunities and limitations of the Blue
Cross system in terms of our own study of this area.
Could you tell us just a little bit *about your own hearings into
this?
Senator HART. The thing, I suppose, that would be most relevant
for your consideration is the question "To what extent is a private
insurance carrier able, to discipline the practices which go into the
cost of delivering the~ care?"
Senator KENNIEDY. I would like to hear your impressions on both
cost controls and quality standards. I think these are perhaps two of
the most important elements, here.
Senator HART. I am less comfortable when talking about their
ability to effect quality standards. My impression, based on the testi-
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mony, is that it is extremely limited because the physicians and the
hospital administrators are sort of like the Pentagon witnesses.. They
are the experts, and how does a poor old insurance fellow going to
tell them that, really you should have kicked that man out of bed, or
you should not have admitted him to the hospital to begin with, or
that you really don't need that piece of equipment?
On the business of even disciplining some of their own local plans,
and there are some 75 Blue Cross plans across the country, there was
a dramatic example when the Richmond, Va., plan came under scrutiny, wasteful expenditures in that plan had gone on for a long period
of time, the local plans directors become aware of it, whether or not
because of newspaper inquiries or exposes I am not sure, but in any
event they did.
The national Blue Cross association when we asked them about it
assured us that, yes, they did have some weapons to ride herd on
this sort of wasteful practices. Yet the director of that Richmond
plan testified that, "Oh, no, we run the show our way.
My conclusion, based on our hearings, that until there is an effec,
tive, Federal focal point which is; able to effectively supervise the administrative expenditures and require maintenance and observance
of quality standards, we are falling short of that point we should
seek if it is our purpose to give truthi to the claim that every American has a right to good health care.
This does not mean that the Federal Administrative Agency will
be free of mistakes or foolishness, either, but there wilf be a different incentive. The incentive, why blink iV--the insurance carrier,
though labeled "nonprofit" is the maintenance of a nonprofit profitability. This is not the description of a Federal activity. That is, indeed, why Federal activities are generally subject to. criticism. But
we pay a price to achieve the social objective, a price that we do
exact of the delivery system, the standards which might on the nonprofit profitability scale be uneconomic.
Senator KENNEDY. In your review of Blue Cross in efforts to hold
down costs, was there anything which would make you feel we
should make them the principal vehicle, as has been suggested, for a
very significant extension and expansion of health services to the
American people ?
Senator HART. No, Mr. Chairman, that is a flat answer. What we
would be asked to do would be to pay more, I think, than otherwise
would be the case, and we would be paying more in order to retain a
private health insurance industry, and that. in my book, at least up
until this point in the testimony and hearings, is not justified.
Senator KENNEDY. Senator Eagleton?
Senator EAGLETON. Senator, Ii ave two questions. One is specific,
based on your hearings in the Commerce and Judiciary Committees,
and one philosophical.The specific one is, with respect to the previous hearings yuheld
on Blue Cross and Blue Shield, what did your hearings, in zeroing
in on the point that Senator Kennedy and you have raised by your
own testimony, in terms of cost control, develop or reveal in so far
as what might be called almost an incestuous relationship between
Blue Cross-Blue Shield and the hospital administrators ini so far as
interlocking directorates and the like?
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Senator HART. The interlock was the rule, not the exception. There
was an explanation made that these were the experts, and it was not
supiing, "Where else could we go?" But as criticism was directed
toadthe practice, I think the policy increasingly with local plans
is to seek to get a, better balance, not necessarily nonprofessional
majority, but at least more nonprofessionals, nonhospital, nondoctors, on to the local board.
But my assumption is that it continues to be the rule and not the
exception.
Senator EA0LE'roN. Since the record is clear, I take it that interlocking boards of directors are the rule and not the exception. On
boards of Blue Cross and Blue Shield plans you will find individuals from hospitals, and in the same area, on the hospital boards you
will flind Blue Cross and Blue Shield types, and thus with this interlock, with friendly brothers in, law, as it were, supervising each
other, cost conti ol is unrealistic.
Senator HART. It is, as I see it.
Senator EAGLETON. I like those short answers to my demogagic
questions.
Senator HART. That was not a demagogic question, I assure you.
As long its we understand why this happens, I can understand h ow
you would organize that way if you were charged with the responsibility for a~ nonprofit operation.
Senator EAGLETON. Nonprofit is what, an anology?
SenatorIHART. I am trying to suggest, and there is not any word of
art that I am aware of, that labeling something a nonprofit operation does not mean that it is a social vehicle and it is not a function
that is unaccountable for the deliverers of service and it does not
free itself by the label nonprofit from some of the inhibitions that
attach to this free competitive society.
Senator EAGLIPTON. Thank you..
My second que.ation, then, more in the philosophical vein is this:
In these hearings to date, we have heart from -various spokesmen,
various advocates of different proposals. In the testimony of several
weeks ago, when Mr. Woodcock and his medical advisors, not
affiliated with the UAW but the Committee of 100, appeared, it developed in the recorcl, tbat under any plan, be it S. 3, the Kennedy
plan, or the Nixon-Richardson plan or one the AMA has kicked
around somewhere, and ethers, a common problem develops in all of
these: The question of medical manpower through the full gamut
and I am talking about MD's, nurses, paraprofessionals, et cetera.
The testimony. that day was whatever plan we have moved to,
even if we remained with the extant nonplan, or to a new one, it
would be at the very least, according to their testimony, a decade, if
we even started today on a crash, massive program ol development
of additional medical manpo wer that will be needed.
So I ask this philosophical question based. on that testimony. Have
we not in this country on so many previous occasions promosed so,
so much, and delivered so little, whether it be in the area of nutrition, housing, or education, or pollution control, lights at the end of
tunnels in wars-the list of promises is endless.
The list of fulfillment is not existent. Don't we run the risk in this
of once again making great promises, A to Z medical care for every-
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body, regardless of whether you are black, white, rich,. poor, north,
south, and we are going to deliver that to you and the sick are going
to be made well and the poor are going to have services tanta
mount to what millionaires can afford in thfe current market and so
on and so forth. We are going to make these promises again and
know full well that the day we make the promise we are at least a
decade away from being able to deliver on it even if we had a. crash
program to develop the medical manpowver starting today, and I
have not seen the crash program take oif.
So don't we run a real risk of further disenchantment, further
disill usionment which really pervades the whole atmosphere of this
country as we are here in the latter third of the 20th centuryI
Senator HART. Yes, Senator, I think we do.
'What is the alternativeI
Senator EAOLETON. Right.
Senator HART. I think first we should discipline'ouirselves in advertising what this will do. We should acknowledge the limitations
which attach for a period of time. I doubt as we attempt to sell it
whether' we will remember to do that very well, but we should.
But if we don't make this kind of commitment with inevitable disappointments to~ follow, we are never going to have the goad to to
kick us into getting a crash program, to make the delivery a reality.
I am not able to say that if the enactment of the Kennedy program or any of these other programs occurs that wc will then do
what is necessary to as quickly as possible provide the facilities which
will enable it to be delivered in fill, but I am sure that if we don't
make the commitment we won't do those things.
I have said that if we only find a formula that would persuade us
to do this in this area what we did in the pursuit of man on the
moon, we would be in better shape. If it is a decade, put the chart
up on the wall, and every 6 months measure how many paramedics
are on one line, and how many new hospitals, and how much out-patient treatment is developing as opposed to in patient, and so on,
and keep it on schedule, and when it falls back come up with the resources that is needed to return it to schedule.
Everybody makes that speech, but there is one element in the commitment to the moon which kept us on schedule, and that was that
we now thought the Russians would get there first.
If we could just find a Russian who is out to sabotage the Kennedy health program, then maybe we would have found the formula.
[Laughter.]
Senator KNEDY. You don't have to look quite that far.
[Laughter.]
We want to thank you very much for coming Senator Hart. Your
Antitrust Subcommittee has been reviewing the whole question of
procedures and costs, under Blue Cross. I know you have a great deal
of understanding of this area. The question of insurance is obviously
one of the most fundamental problems we face in the health care
crisis.
So your comments arid experience are very valuable to the com.mittee and I want to tell you we apecite your coming.
Senator HART. Thank you, Mr. Chairman.
Thank you, Senator.
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(The prepared statement of Senator Hart follows:)
PREPARED STATEMENT Or HON. PHiLIP A. :.IART, A U.S. SEvrAToB FRtom
THE STATE OF MICHIGAN
Mr. Chairman: When one tackles the subject of a national health system,
the temptation is to get a ibit maudlin. Thoughts of children laying pale and
wan In hospitals with diseases that vaccination could have prevented-visions
of oldsters too crippled with arthritis to leave their homes when medication
could make them viablestories of mothers dying needlessly In childbirth-all
are too common and tend to cloud the mind of the would-be reformer.
Yet it is Ironic that all of tis emotionalism-which has certainly existed

for hundreds of years-has never been sufficient to bring the nation as a whole
to the point of endorsing the "right" each citizen has to good health care. Only
when the spectacular costs of the present system burst in full view did critics
and p~rop~onents of the sysitein cry almost with one voice "Now is enough."
This type of mirror does not reflect a very humanistic view of us as a peop~le. But It is realistic.
And, in attempting reform, we must be equally realistic.
We must resist the attractive temptation of being Influenced by the number
of sad stories that an ineffective health care sysern ts producing so that we
rush into another system only because it is different-but not necessarily better.
At this point, I suppose you are wondering if your witness is a cosponsor of
your plan for a national health insurance (S. 8) or a member of the entrenched
Opposition*
Let me make the record clear on that: I do wholly and entirely support the
philosophy of S. 8. 1 suspect the plan would huve had a common sense appeal
to me even If the Senate Antitrust and Monopoly Subcommittee, with you, Senator Kennedy, actively participating had not worked rather consistently for almost 18 years on the bits and pieces that make up the total cost of health
care for the nation.
As you know, that work began under Senator Kefauver in 1958 with the investigation that led to the Drug Amendments of 1902. Tme major thrust of
thome amendments was to lower tho costs of drugs by encouraging the use of
generic p~rescrip~tions and to remove from the market ineffective drugs which
were not only wasting patient dollars but prolonging Illnesves by delaying the
use of effective medications.
It is only now-nine years later-that the regulatory agencies have reached
tile point of actually ordering large numbers of those drugs judged to be ineffective off the market.
It was only after another set of hearings by tile Subcommittee on Antitrust
and Monopoly that FD)A changed Its policy with respect to the combinations of
drugs used for weight control and many of these expensive and irrational
drugs were removed froir tile market.
It was also thle Investigation by the subcommittee which led to my proposal
to lower costs of care by prohibiting doctors from profiting by sale of products
tiley prescribe. We learned (luring that investigation that doctors were selling
drugs to patients under thle brand name of their own repackaging company for
as uch as 10-15 times the price of the same drug under Its generic name.
We learned also that patients of doctors who owned their own pharnwcies
were likely to get more prescriptions than from a non-pharmacy owner-. V3or
example:
In one Kanlsas county with two pharmacies, one owned by a physician andI
one by a pharmacist, the doctor-owned pharmacy in the second quarter of 1904
submitted 04 percent of all time welfare prescriptions claims originated by the
two pharmacies. In another county, one doctor-owned pharmacy turned In 50
percent of all welfare lix claims for the entire county during the quarter.
More recently, the subcommittee tackled the knotty question of whether Competition could be overlayed on our present hospital system to slow-if not haltthe increasing cost of hospital care. As you well know, hospital costs have
been leading tile pack In the skyrocketing health care expenses. Thbe consumer
price Index has risen to 250 for hospitals, compared to 155 for doctors' fees
and 127 for the general index.
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The most recent phase of that hospital cost Investigation took us Into a
brief analysis; of the role that Blue Cross was playing-or could play-in holdIng down hospital costs.
What we learned there I think supplies the strongest testimony against
President Nixon's proposal that when we consider a new health plan we simply pour more money Into the present system-relying on competition between
private Insurance companies to hold down the bills.
Mr. McNerney-who will testify today-also appeared at our hearings. He
was frank In admitting that Blue Cross has not done the job It might have In
holding down costs by encouraging use of facilities other than the most expensive, the hospital.
Where he and I must part company ts on the optimistic hope that more will
be done In the future.
Mr. Chairman, It Is perhaps crass but human nature Is such that "money
talks." This Is recognized in S. 3 which offers economic Incentives to the
health service suppliers to bring down costs.
There Is presently no such Incentive for private health insurers. Instead you
get what we have today-the collection agency Idea with premiums going up,
up and up with more and more persons being priced out of the market.
Let's just take a look at what could possibly happen to hospital costs if
there were an Incentive to lower them.
Based on testimony at our hearings, hospital bills could be cut by one-thirdsome $5billion a year.
And we were told by experts this could be done while producing better
health care.
Here are the highlights of where those savings could come:
1. We should be able to keep 80 percent of patients out of hospitals by
treating them as out-patients, In the doctor's office or at home. Potential savIngs - Two billion dollars a year.
2. Ten percent of the patients who now overstay. In the hospital could be
discharged on time. Potential savings: One billion, 200 million dollars a year.
3. Transferring educational expenses for Interns, residents, nurses and paramedical personnel from patients' charges to the community at large could
save those least able to pay, the sick, another $1 billion a year.
4. Making more efficient use of hospital staff would add $1 billion to the
savings.
5. Eliminating contracts where the pathologist frequently gets one-third of
laboratory Income could cut-we were told-patients lab bills by two-thirds.
On top of that we must add the savings ea!'ned by careful regional planning
which could avoid overbuilding and overequipping of hospitals. Clearly this
would save sums approaching the billions. Blue Cross noted during our hearings that they had no control over construction costs.
And effective utilization of existing hospitals would cut the need for buildIng more. For example: Keeping patients out of hospital beds who didn't need
them In 1968 would have meant we needed 60,000 fewer beds. The capital Investment represented by these Is two billion, four hundred million dollars.
Fortunately, prodded by the regulations of Medicare, utilization review committees are being set up in hospitals to effect some of these savings. But there
Is a lesson there for those looking to reforming the health delivery system.
The utilization review committees-in the main-came after the government
said they were necessary. They were not Implemented under the Influence of
the private insurance carriers.
Surely, when we finally pass reform legislation it Is clear that at a minimum we must have a system which will give the Impetus to holding down
costs.
As you know, from my cosponsorship of your bill, I doubt seriously If Federal regulation alone would be the most effective way of doing the job.
Most consumers, I suspect, assume that as their purchasing agent the Insurance companies are being as cautious as possible In paying bills submitted by
hospitals.
But my mail pile and testimony ini the hearings raises questions about that.
Both have produced cases where patients were billed for medication or treatment that was never delivered, yet the Insurance company paid the bill even
over the patients' protests.
It's something like the statement from the chief executive officer of the
Richmond (Va.) Blue Cross plan.
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He told us that the plan has 30 some auditors and has the right to audit
the books of member hospitals.
When I asked what happened If an audit turned up wasteful practices, he
responded:
"Well, Mr. Chairman, I am not aware of our audits ever uncovering wasteful charges, and I really wouldn't know what we would do If we ran Into
them."
Blue Cross Itself-with Its 75 local plans plus the national-raises some Interesting questions as to whether this Is the most efficient way to handle payouts. For example: The state of New York as eight Blue Cross plans, each
with a well-paid president (the New York City plan pays Its President $81,875
per year), full staffs and facilities. Normally the chairman of the Antitrust
Subcommittee would applaud such diversity because It might foster competition to the benefit of consumers. However, In this case the plans operate In exclusive territories with no interplan competition and the question of duplicity
and unneeded expense is a real one. Presumably, the same duplicity and unneeded expense would be permitted to exist under the administration's proposal.
Just as there are questions as to the effectiveness of Blue Cross' clout In
bringing down hospital expenses, there are an equal number of questions as to
who-if anyone--can bring down administrative expenses of the local Blue
Cross plans.
The Richmond plan came under scrutiny for Its administrative expenses in
May of 1970. By August, they had decided they didn't need the fourth floor of
their new $5 million building and rented It out. One hundred and three fulltime and 35 part-time employees had been cut from the payroll, at an estimated annual savings of more than one-half million dollars. The number of
cars rented for the employees had been cut from 119 to 64. These averages
were part of what we~ learned about during our Investigation. There were others such as the $198,000 contributed to a profitmaking data processing center$42,000 of It withoutt the board of directors' approval. And there 'was the car
rental deal given to one firm-even though another bid -was $30,000 less.
Many of these wasteful expenditures had gone on for some period of time
before the board of directors detected them. The national Blue Cross Association assured us that they had some weapons to ride herd on this. Yet the
director of the Richmond plan told us, "We run the show our way."
Mr. Chairman, as I said, I am generally devoted to the principle of free
competition. But unfortunately, I fear In the health insurance field It has
ended up In companies competing for the good risks and forcing many to pay
out of their own pockets. If you compete for good health risks, It operates
against the concept that good health care Is a right.
As you know, when Blue Cross started out it was available generally. It was
a social Insurance-protecting those who needed It.
Under the competition from the commercial health Insurance companies, as
they came on stream Blue Cross switched from writing entire communities at
one rate and went to "experience rating." In doing so, they became like the
commercial s-seeking the groups to write that file fewer claims. The nongroup
business was written, but at higher rates for less protection.
Even despite this taking of the best risks-the record of the commercial Insurers Is not very Impressive. While the Social Security Administration only
requires 5 cents to deliver $1 In benefits, the private property and casualty
companies require 22 cents for $1 In benefits delivered under group plans and
45 cents for Individual plans. The life companies do better with group-13
cents to deliver $1 In benefts-but match the 45 cent rate for Individual plans.
As I understand the Administration's proposal, the bulk of our families
headed by an employed Individual would be covered by a private group health
Insurance plan. The President's message Indicates that these plans will offer
far more In the way of benefits than those which are presently offered. Thus,
one can reasonably expect that the administrative expense previously referred
to will go uip under the pressure of delivering Increased benefits. The cost of
these plans will be passed off to the public In the form of price of the product
manufactured or the service rendered. In effect, we will all be paying more In
order to retain a private health Insurance Industry, whose record Is, at best,
highly questionable.
I guess that leads me to the real nut of what I came here tcday to say.
This Is that S. 3 Is good because It will write happy endings to the sad stories
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that we all get so upset about. But It is an effective proposal because It goes
about this humanistic job In a realistic way: offering Incentives-the dollar
and cents kind-to health suppliers so they will provide good medical care to
all at a price that Is within reason.
I applaud your bill and am happy to be a cosponsor.

Senator KENNEDY. Our next witness this morning is Walter McNerney, President of the Blue Cross Association. In addition to his
work at Blue Cross, Mr. McNerney has served as the chairman of
HEW Secretary Finch's task force on medicaid and related programs
in 1970, is presently a consultant, committee on insurance and prepayment plans of the American Medical Association, is a member of the
task force on program development and administration for comprehensive health programs in college communities for the American
College Health Association, and is'a member of the medical care section panel, who are editorial consultants to the publication Medical
Care of the American Public Health Association.
These are just a few of his accomplishments.
Mr. McNerney, we welcome you here this morning.
STATEMENT OF WALTER MONERNEY, PRESIDENT, BLUE CROSS
ASSOCIATION; ACCOMPANIED BY BERNARD TRESNOWSKI,
SENIOR VICE PRESIDENT, GOVERNMENT OPERATIONS, BLUE
CROSS
Mr. MONERNEY. Thank you, Mr. Chairman. Mr. Chairman and
members of the subcommittee my name is Walter McNerney. I 'am
the president of the Blue Cross Association, as the chairman hlas Stated,
which is the National Association of some 74 Blue Cross plans in the,
United States.
Next to me is Bernard Tresnowski, who is a senior vice president
in charge of government programs.
Mr. Chairman, we appreciate your kind reference to our organization in your introduction. We are proud of it, and we welcome this
opportunity to discuss the status of our health care system and ways
to improve it.
I would like to ask your permission, Mr. Chairman, to submit my
written testimony for the record at this point, and to proceed with
some selective reference to it for the sake of today's deliberations.
Senator KENNEDY. It will be admitted in the record at the end of
your testimony.
Mr. MONERNEY. The 74 not-for-profit Blue Cross plans in the
United States represent a confederated system which we feel is responsive to both local and national finance. The roots of individual
plans are deeply imbedded in the community, and yet all plans are
united in a national system necessary to provide services for a mobile industrial society.
Since its founding in December 1929, Blue Cross and its concept
of not-for-profit, voluntary service have grown until today more
than 74 million Americans, or 36 percent-of the total population,
have regular Blue Cross membership.
This includes, incidentally, 6 million elderly persons who supplement their medicare coverage with Blue Cross, 5 million government
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employees and dependents in the Federal em-.ployee health benefits
program, where we have 60 percent of all participants enrolled.
As intermediary for medicare, medicaid and other programs, Blue
Cross serves an estimated additional 23 million citizens, and this includes administrative work in model cities projects, neighborhood
health centers and other programs serving the health needs of the
underprivileged.
All together, we touch the lives of 97 million Americans, nearly
half the people in the United States, and pay nearly $11 billion in
claims-that is in 1970.
Our public responsibility and accountability are reflected in the
fact that 87 percent of all Blue Cross enrollment is in plans which
are required by law to have their subscribers rates and contracts submitted to the State insurance regulatory body for approval.
Since the formative years of Blue Cross, plans have been subject
to public regulation through special enabling legislation recognizing
them as nonprofit service organizations and requiring filings, disclosures, and approval of items such as subscriber and hospital rates,
and annual statements, and financial reports, and also, Blue Cross
governing boards to which reference has been made this morning are
composed of hundreds of community representatives as well as provider representatives who serve without pay devoting many hours
each month to assuring that Blue Cross meets the needs of the people it serves as effectively as possible.
Another significant element in Blue Cross' responsiveness to its
subscribers is that throughout its history Blue Cross plans have assured continuity of coverage by assuring that subscribers coverage
would not be canceled because of poor health and resulting high
risk.
Subscribers moving from one plant area to another would be
guaranteed covered by their new plan, and this has been a distinguished service to the American population.
Also, to provide health care services coverage at a cost which can
be borne by a broad segment of the citizens, Blue Cross initiated the
concept of community rating.
Competitive forces have made it impossible to continue this universally, although some plans do, but we follow the practice of pooling small groups and individuals to spread the risk as widely as possible providing coverage to many who would otherwise be unable to
secure any decent measure of health care cost protection.
Also, Blue Cross has played a major role in seeking ways to make
more effective use of monies being spent on health by our citizens.
This is a difficult role. However, we have exploited several alternatives. First of all, we have carefully defined what we consider allowable costs and we have established limitations on what we will pay
providers.
We will not pay for all they ask. We have developed now reimbursement techniques over the years and now are involved in a series
of reimbursement demonstrations as well as programs.
To determine the necessity appropriateness, of the treatment provided our subscribers, Blue Cross uses procedures such as claims review, involving nurses and doctors, and we are tying this to
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utilization review so that there is a judgment made as to the quality
of care.
To help insure an appropriate investment of capital, Blue Cross
has been an active suppre ocmunthelhpanning.
Last
year we spent $1 million to support area wide planning and 23 of
our plans require member hospitals to prove need for facility expansion.
Further, to reduce the incentive for patient use, which is the most
expensive element of health care in the hospital, that is, Blue Cross
has been working with Blue Shield to expand rapidly the broad
range of benefits available to subscribers, including many out-of-hospital benefits.
Amont these benefits are extended care, home care, out-of..hospital
drug coverage, dental care, preadmission testing, out-patient psychiatric treatment, and other services.
The measure of our expansion is seen by the fact that since the
second half of 1969 the number of covered out-patient visits of Blue
Cross subscribers exceeds the number of their in-hospital admissions.
Also, we are developing prepaid group practice benefits as an alternative to traditional patterns of providing care.
Six plans have operational programs, including Massachusetts. A
dozen plans are either actively developing or planning such programs and several others are in the preliminary work area.
Further, Blue Cross subscribers receive the care they need without
paying for it at the time of illness, and therefore are removed from
the onerous paperwork that often deprives them of their rights.
Added to this we have worked with hospitals to improve their efficiency through cooperative programs and industrial engineering
and computer services.
To increase citizens understanding of their needs and of the system. itself we have a public health education program.
More than 7 million copies of such books and as those on mental
health, infant health, health careers, and the mental and physical
health needs of adolescents and the middle aged have been distributed through Blue Cross plans.
The guidance work in seeking more effective patterns of care, Blue
Cross conducts a variety of programs. Presently under way is a
study of differences in usage and cost. Examining the experience
here in Washington as between Group Health associations and the
Blue Cross, and Blue Shield, under the Federal employees program,
and we are implementing a demonstration program on a nationwide
basis to test the capacity of the entire health care system to implement the uniform system for reporting costs and reporting hospital
discharge data.
Further, in pursuit of further efficiency and effectiveness within
our own ranks, we have increasing implemented an intensive review
of plan performance which is now being expanded to include standard setting and technical assistance, and leading to recommendations
to the plans for change.
All of this, I think, demonstrates the fact that we are far more
than a conduit for money, or only passively interested in services received. We have an active interest in how that money is spent.
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In regard to our relations with government, Blue Cross includes in
its work intermediary ship under part A of medicare, administrative
duties for medicaid in 26 States, and CHAMPUS in 33 States and
the District of Columbia, plus 5 model cities programs and two
neighborhood health centers.
The largest of these programs is medicare where the vast majority
of persons are serviced by Blue Cross through its administrative
work for the Social Security Administration.
Since medicare's inception, the Blue Cross system has processed.
more than 50 million claims, and handled payment of approximately
$17 billion in benefits for the Nation's elderly.
In medicare and other Government programs the Blue Cross system has developed new techniques working for the Government for
increasing these programs effectiveness, such as the magnetic tape to
tape system, which helps eliminate errors and so forth. Savings
from this alone are over a million dollars a year.*
About our administrative costs, to which reference was made indirectly. One index of cur efficiency is the fact that in serving these
large numbers of subscribers in 1970, Blue Cross plans averaged
only 5.5 percent of subscription income for administrative expenses.
This rate has been low, ranging between 4.5 to 5.8 percent over the
past 10 years.
A comparison of Blue Cross and combined Blue Cross and Blue
Shield operating expenses with that of any major carrier highlights
the efficiency of our system.
In the medicare program Blue Cross provides the administrative
services at a cost of 1.68 percent of the funds handled for that program.
While the medicare record indicates Blue Cross's effectiveness, it
also demonstrates the fact that the cost of administering the program for private carriers or for the Government for that matter are
highly dependent on the task performed.
Under an adaptation to change, let me say that in the early years
Blue Cross assured, and attempted to assure, people in this country
of availability of care through payment to providers.
Often these providers lacked money. Often, the people lacked the
money to avail themselves of care. Our early design, our early operations, reflected this concern. Due to this concern our focus in the
1930's, 1940's, in the 1950's, was on increasing the supply, increasing
the capacity of the health care system in this country, and it was in
the 1950's, the 1960's, and now in the 1970's that our concern shifted
to a greater concern with productivity in assuring that the money
was judiciously spent.
Blue Cross is now working to assure that that money was well
spent. As I say, benefits are being expanded, more emphasis is on
primary care and the use of cost controls and incentives is being.
broadened.
Another way in which Blue Cross is changing is reflected in the
incerasing number of consumer representatives on our governing
boards. Many plans now have a majority of their board members
representing consumers, while others are working to achieve this.
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In fact, the board of governors of the Blue Cross Association has
gone on record favoring consumer majorities on all plan boards and
the evolution is under way.
The tie that Blue Cross has had with hospitals, over four decades
which has served this Nation well, benefited subscribers directly is
under examination continually. Currently, it is under intensive examination.
But I would not want to suggest that the relations between Blue
Cross plans and hospitals have been or are harmonious. You have
seen, I am sure, the well publicized disputes in Massachusetts, New
York and Philadelphia, indicating that the well and sick communities are each having their point of view felt.
Having discussed Blue Cross, its framework and its operations, I
would lie to make some remarks about the setting in which we now
find ourselves with reference to the healthcare crisis which is the
them of this testimony.
Whatever one's dedication or determination would hold, I would
hold no one agency, public or private, acting alone can impact significantly the problems of financing delivery of care.
The attack must be on several fronts and it must be coordinated.
The health system is complex and diversified, and effective interventions must be forceful and imaginative. The spate of legislative
changes introduced in the last decade have demonstrated that change
is not easily accomplished.
Senator Eagleton referred to unfilled promises. As the task force
which I have the privilege of chairing put it in calling for greater
competition, "The concept that any single formulation of resources
could solve all the Nation's health care problems is as ridiculous as
that a single remedy could cure all kinds of ailments."
We recognize with others that there is an important minority of
our citizenship that is not protected adequately against the cost of
health services. Too many do not have access or get the care they
need, and the Government has a strong role to play in picking up
that slack.
We in Blue Cross have not the reasons to do it. Further, we recognize that all of us who purchase services must focus on purchasing
them reasonably, that is, use the money to the best we can to impact
the delivery system toward greater efficiency and effectiveness.
Senator KE.NNEDY. What possible incentive is there for you to be
concerned about that?
All you have to do is just raise your rates to cover higher costs.
What possible incentive is there within the Blue Cross to try and
have some kind of cost efficiency?
Mr. McNERNEY. The incentive within hospitals, Senator, similarly
not for profit organizations, is to render good care to the American
public. It has been their tradition, it is their tradition. You could
ask the same question, "Why are they interested in doing that?"
Senator KENNEDY. That is not my question. My question is, what
possible incentive is there in Blue Cross for lowering of the costs
when you are set up in such a way that any increase is just passed
along to the consumers by increasing your rates?
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Mr. McNERNEY. There are three things I would call to mind. One,
our boards are comprised of people in the community who are interested in purchasing good care for our subscribers. There are labor
leaders, there are idustrialists, there are people who are trustees of
hospitals and others.
Second, We can't simply raise our rates to the American public.
The bulk of our business is under rate regulation of State authorities.
Senator KENNEDY. What percentage is under State authorities?
Mr. MONERNEY. About 87 percent of our business.
Senator KENNEDY. In how many States?
Mr. MONERNEY. I will have to give you that information, but in
the majority of the States, I would think. I will give you that figure,
if I may.
(The information referred to had not been supplied when this publication went to press.)
Senator KENNEDY. Is 87 percent audited by various State agencies?

Mr.

MONERNEY.

Yes.

Senator KENNEDY. And it has to be approved in terms of volume
in 87 percent of the cases?
Mr. MCNERNEY. Yes. Further, we are in a market where if we
were to indiscriminately raise our rates we would be out of the ma~rket.
Senator KENNEDY. What alternative is there to. the people? Where
else can they go?
What else can they do?
Mr. MONERNEY. They have alternative carriersSenator KENNEDY. You mean the private carriers that only pay
one-third of the health costs in the country. Is that a viable alternative?
Mr. McNERNEY. You must keep in mind that a part of that purchase is conscious. People have elected not to buy more coverage.
Among the poor we have a different problem, namely that they can't
afford to get it. Something must be done about this.
Senator EAGLETON. One question about State regulations. Do you
seek to come under State regulations, or do you seek to avoid coming
under State regulations?
Mr. MONERNEY. We have-some of the plans over the years, Senator, have not sought State regulations.
Senator EAGLETON. Quite the opposite; haven't we resisted with
vigorous lobbying efforts not to come under?
Mr. MONERNEY. Some plans have, although the vast majority of
them have, rather than that, tried to shape that regulation.
Senator KENNEDY. You say you recognize that an important minority of citizens are not protected adequately against the cost of
health services. Does this mean a majority are adequately protected?
Mr. MONERNEY. I think that that reference refers to the fact that
there are some 15 to 20 million people in this country that have
practically nothing.
They have neither Government nor private care, and further, they
have-

861
Senator KENNEDY. Wouldn't it be better to say that there is a
large segment that does not have any coverage, rather than the poor
minority are not protected?
Mr. MONERNEY. I did not say that, protection is there because
hospitals don't turn these people away. They do get care. I would
like to see the care they get improved.
But there are community instruments, if they are willing to avail
themselves of them that will give them protection.
The controls and incentives I would like to underscore that we all
seek are ineffective without leadership and organization.
Those of us who operate out in communities and neighborhoods
know this fact, and I think, Senator, that a special obligation in this
regard falls on the Congress and the Department of HEW. At no
other points do so many other relevant forces converge and demand
resolution.
Too much new legislation has been added and addressed to expediences rather than the fundamentals. HEW must regear itself,
sponsor better coordinated programs and evaluate results while zealously protecting the public interest.
Blue Cross has spent considerable money to make areawide planning work. We can do more, and we can do it more consistently, I
concede that, but it would help, however, to have a clearer notion of
what the Government commitments are in terms of goals and processes. Currently, such programs as comprehensive health planning,
regional medical programs, Hill-Burton and the Children's Bureau
may overlap and even contradict each other.
A mechanism also must be found with Government services to put
health services in better perspective. We have seemed so proccupied
at times with the disease process that we overlook many of the factors outside the health field that are greater determinants of morbidtha many of the health conditions we talk aboutty and mortality
Ieducation,
housing, income, et cetera.
I would like to say further in paraphrasing htw elsrnl
the consumer must be involved in both the pulic and private sectors
to a greater degree than he is now to add to the elective process in
creating greater responsibility in the system, both in terms of boards
and in terms of advisory committees and other devices.
Further, we must consciously educate that consumer to better purchase the care that he receives. There is no way that we in Blue
Cross or the Government can design a foolproof maze the consumer
must be taught to meet us htdfway. In seeking improvement in the
health system, many of us, I think, share a remarkable number of
objectives and subobjectives. Most of us want to moderate costs increases. Most of us want to prevent financial hardship. Most of us
want to purchase care on a more economical basis and be responsive
to changing public p references. Most of us want programs that are
relatively easy to administer and acceptable to providers as well as
consumers.
Beyond this point of consensus there is, finally, fairly widespread
acceptance of the fact that the health field is, in classical economic
terms, free of competition to a great extent, and lacking true consumer's choice, it will not, through the animating force of self-interest, automatically find efficiency.
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Planned interventions are needed, but there is some concern about
extremes.
A proper strategy of intervention will be hard to reach.
It is encouraging to note that our country is pragmatic when the
chips are down. We see resort over the years to such interforms as
COMSAT, public utilities and port authorities. In the health field
we are now going through a sifting process attempting to change
certain values.
It won't be easy. We place conflicting values on uniformity on one
hand and flexibility on the other; we see varying interpretations of
limited facts, different convictions, on such essentials as the proper
role of Government and lack of conviction on such key issues as to
how to address the problem of long term care.
I feel we must guard against the temptation to move from the disabilities of one extreme to those of another, from excessive fragmentation to excessive rigidity.
In plotting the move, let us recognize that the present system is a
mixed blessing, not all bad or all good. We suffer from distribution
problems, but wve have the third highest concentration of doctors per
unit of population in the world.
A few years ago we had no community health centers, and now we
have over 400.
If 12 new medical schools in the past 5 years seem modest we
should reflect on the fact that other countries have added precious
few in this century.
Whereas the morbidity and mortality rates among our poor populations are high, and we must act to change this ,fact, overall we
have seen a significant decline in infant mortality, et cetera. In fact,
we have fewer mental patients than we did several years ago.
Frustration among the poor in getting care is pervasive. In fact,
we have commissioned a survey of this sort including the total population, with special subsamples of areas, and we have reported this
to the public. But confidence on the other hand in medicine is increasing among the rich and poor alike.
The public sector has played an indispensable part in identifying
problems and in the development and of corrective action programs.
But it must accept some share of the accountability for unfilled
promises with the rest of us.
The excess number of costly beds we have in some sections of the
country and overlapping supportive functions relate, in part, to the
enthusiasms with which some public programs met the shortages
after World War II and the equal enthusiasm with which improved
health subsequently became equated with bricks and mortar.
Observation of programs in and out of the health field reveals
that there are problems inherent in Government as well as private
policy and operation.
I recognize the unfilled needs inherent in a myraid of private
transactions, but I also see the dangers, given a set of goals on
which we can agree, in the tendency of large systems living under
the lash of legislative committees to be conservative, to minimize
differences.
Much depends, perhaps on the product. However, I think we
could all agree that health services,_ bedded, as they are, in subjective
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as well as objective considerations and in a strong tradition of professionalism. demand an unusual degree of decentralized sophistication and flexible administration. We have all heard health referred
to as neighborhood business as well as a national issue; it is with
reason.
In siftingy our alternatives, reference to other countries is often
made. These are tricky, as are comparisons in other fields. Life styles
vary considerably with major consequences to the health of the population.
Economic and population characteristics vary, as do basic economic prejudices. WAe often see differences in morbidity and mortality. How often do we see that under essentially state financed
programs there is practically no gro up practices, for example, in the
Common Market countries; that there is little challenge of usage
patterns in any country?
In one recent instance, the population of the country is trying to
negotiate doctors off per capita payments so that those soldiering
can be identified through "piece rates."
If we are seeking incentives and controls at a more dynamic level
from prescribed budgets, a monolithic financing scheme does not
seem to be the answer, if comparisons have any value.
I hope that the subcommittee will evaluate carefully the relative
merits of various alternatives in seeking change; personally, I have
reservations about the ability of a monolithic financing system, as I
do about a monolithic delivery system to reach the goals we seek.
There are the hazards of bureaucracy often cited, to be sure. As
part of this, one must ask himself whether it is possible to have little or no pluralism in financing of health services and lasting plural-.
ism in delivery.
The odds are against it. Beyond these considerations lie the problems of -underfinancing. In a political setting, health has only
relative value. The frontiers should be supported by private transactions as well, more than one source of money serves not only to endorse innovation but to protect health against the more compelling
problems of inflation, international trade, war, roads, wage settlements, etcetera.
Preoccupation with high expenditures, we may fail to recognize the
ever, present danger of under expenditure-because the health field is
vulnerable not only to the realities of political priorities, but to the
hard to change tendency of people to be interested in getting well,
but not in staying well.
Put another way, the percent of the GNP we are now spending in
health can be viewed as a measure of our dynamism or our profligacy.
Probably it is both. Certainly it is neither alone.
The health system does, in fact, need more leadership and coordination. Can we view the strategy involved in a different framework?
In it, tha Government woul play a key role with a heavy accent
on Federsi leadership. Government would guide, not direct; not motivate, no demand; assist, not provide; and evaluate, not ordain.
It would be an integral part of the management of the system.
With the necessary minimum of regulation, the management function is seen as formulating policy, establishing objectives, fashioning
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incentives, evaluating results, and always, protecting and promoting
the public interest-with the policies, goals, incentives, results, an
public interest comprehending notajust the Federal health programs
and their beneficiaries but the health care systems as a whole and
the whole population.
In short, government would accept the challenge of governance
which it is designed and equipped to do and not attempt extensive
operations which it is less designed and equipped to do.
It would capitalize on the considerable assets of the private sector
through not only setting goals and other ladership functions, but
through performance contracts in major part based on specification
of desired outcomes rather than specific methods of operation, and
evaluation and information systems that can assess performance in
terms of output or results. Further, not every facet of the health
field should be under contract. Given greater leadership and structure key areas can respond adequately to private demand.
This approach rests on the firm belief that neither the public or
private sector can get the Job done alone. The assets of both are
needed in moving ahead on both the demand and supply sides of the
problem.
Furthermore, it suggests the need to pace demand and supply
through a process that avoids the type of corrosive inflation we have
seen in the health field since 1965, which affects medical as well as
institutional services.
In the last 3 or 4 years of new expenditures, only approximately
30 percent represent new services or new citizens served in both
areas. The idea that a magic wand can be waved over this situation
through a comprehensively operated financing or delivery system
causes me serious doubt.
All things considered, I tend to place more stock in a certain
amount of honest adversary relationship and a greater accountability through greater consumer as well as electorate input.
Can Blue Cross, as an example of private mechanism, rise to the
above challenge? The answer is "Yes." The desire and ability are
there.
Clearly a system that touches the lives of so many people has a
significant amount of accumulated skill and material and system resources that are responsive to changing needs and demands.
The record is clear that Blue Cross can operate effectively in a variety of circumstances, for example, in the private market, in medicare, the Federal employees program and CHAMPUS.
I hope that we all a)preciate that medicare's success on an
ongoing basis is, in significant part, attributable to the pey.forinance
of prepayment plans, whose role was essential in starting the program.
To fail to exploit the assets of Blue Cross would constitute a
needless duplication of investment and skill, but also and of greater
importance, it would seriously undervalue the worth of a blending
of public and private capabilities in getting things done.
Thank you, Mr. Chairman.
Senator KENNEDY. Thank you very much, Mr. McNerney, for a
very comprehensive statement.
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Do you really feel that time is sort of running out on Blue Cross
or that Blue Cross really is necessary in terms of meeting the health
care crisis in the future?
Do you see a role for it?
Mr. MONERNEY. I don't think there is any doubt of that, Senator.
I have been with this institution now 9 years, and I am proud of it.
I have cognizance of its capabilities. Inherently, they are strong,
and I do believe that the public would be better served with the
Government heavily-with the Federal Government involved-setting goals, establishing evaluation mechanisms, fighting for the public interest, but getting a great deal of the work _done through performance contracting so that there can be introduced honest and
very satisfactory discussions about what the best way is to do it.
Accountability can be built in the system that does not exist.
Changes in the private as well as the public sectors, I think, are
called for.
But the combination is the key.
Senator KENNEDY. What sort of accountability are you referring
to, what sort of setting of goals? How much direction do you want
from the Federal Government; and how much Federal enforcement
would you like to see?
Mr. MONERNEY. I would like to see the Federal Government be
more explicit about healthg oals, not only that we want to improve
the health of the population, but that we would like to target infant
mortality, which is now at X rate, and by 5 years have it down to
lower rate, and marshal the resources of HETW in translating that
into broad financing programs toward that end.
When it came to paying for the care, how it is paid, the tactics of
utilization review and so forth, I think that can be reduced to specifications, and these contracting out. I would expect under those circumstances that Blue Cross and others who might be involved would
be more regulated.
I would think, for example, the Federal Government would be
deeply interested in regulating us under such programs. I would expect, that is, as our public accountability were brought into bolder
relief as a result of these targets, that the evolutionary forces toward the consumer representative on our board would naturally increase.
I would expect that an audit of our performance according to the
contract, such as we have now.
Senator KENNEDY. You mean public disclosure, for example?
.Mr. MONEiRNEY. Now, we publically disclose through State auspices, all our business. It is on record. I would expect that there
would be further public disclosure.
Senator KENNEDY. You would welcome that?
Mr. MONERNEY. I would welcome that.
Senator KENNEDY. To provide additional assurances to the American people that they have access to this kind of information, and to
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show consumer participation on these various boards, you would
welcome legislation or regulations which would insure greater citizen participation?
Mr. MCNERNEY. I cannot conceive of objecting to legislation responsibly implemented to increase our accountability. I think we
would welcome that.
I think one point I tried to. make is, and I don't mean this to be
impertinent, a great job is required here in Washington as well.
This dual concept rides very heavily on a department of HEW
that is geared to getting things done, and I think the hesitancy we
hear expressed toward the private mechanisms must also be expressed in this regard; we must proceed with a certain degree of
caution.
Senator KENNEDY. Do you feel, then, that the private insurers
and the "Blues" can assure an adequate health care through the voluntary insurance system?
Mr. McNETINEY. I am convinced we can. We now offer to the
American public benefits covering practically the total health. care
dollar. They are not all being purchased. The consumers priority
started with the hospital and-worked out. We have already talked
about those who can't afford it.
Senator KENNEDY. I think you refer to that on page 6 of your
testimony.
You say that among the benefits now offered by most Blue Cross
plans, are extended care, home health services, out of hospital drug
coverage, dental care, preadmission testing, out patient psychiatric
treatment, and the rest.
Of the 96 million people in the country, how many are covered by
that program?
Mr. McNERNEY. I would have to submit for the record if I might
the precise answer to that question.
Senator KENNEDY. Well, just approximately, and then I will let
you correct the record.
Mr. MONEIRNEY. All right. I think the important point to be made
is that vision, dental care, preventive care, home care, are now purchased by a small minority of the American population, even though
the benefit is there.
Senator KENNEDY. The great majority of them are not coveredI
Mr. MONERNEY. They have not purchased it, correct.
Senator KENNEDY. Even though most Blue Cross plans at least
permit such coverages and have a wide variety of plans available,
most Americans are not covered in these areas.
Mr. MONEIRNEY. The leaders in collective bargaining in management and labor are now quickly swinging to many of these areas.
I think a distinguished example would be auto and steel businesses.
Others will follow. But there are many competing needs for those
fringe 'benefit dollars, as you know.
(The information subsequently supplied follows:)
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Broadening of Benefits
While traditionally Blue Gross benefits have largely covered the cost of a
hospital stay, Plans are taking significant steps t o increase benefite
covering out-of-hospital services in an effort to help control health costs.
We believe that we must reduce the incentive for a patient to occupy an
expensive hospital bed and that many procedures can be performed as
effectively and more economically outside the hospital.
Areas in which Blue Cross has broadened out-of-hospital benefits
include:
--

--

--

Drugs. Fifty-two Plans now offer coverage for outpatient
pre scription drugs. Enrollment for prescription drug
benefits was significantly increased during the 1960's under
major medical coverage. Fifty-five million Blue Cross
subscribers now have this benefit under extended benefit
contracts compared with 36 million in 1965. Under
separate out-of-hospital drug benefit programs, including
the United Auto Workers Drug Program, 10. 8 million
persons have coverage for out-of-hospital drugs. In
1965, the separate drug benefits were not offered and the
greatest growth has taken place since October, 1969.
Dental. In 1960, Americans spent less than $2 billion on
dental care, and in 1966, more than $3 billion. This year,
Americans will spend close to $4 billion, and the demand
for dental services is expected to continue to increase.
Throughout the decade of the 1960's, only 1 to 3 percent of
the total U. S. population had coverage for dental care.
Now, the Blue Cross Association is urging its member
Plans to offer dental coverage to their subscribers. While
in 1965, one of our Plans offered specific dental benefits,
43 Plans now offer coverage for dental care, and about
400,000 subscribers have this benefit. The intent of our
dental coverage is to emphasize preventive care.
Pre-Admission Testing. Pre-admission testing can shorten
the patient's stay in the hospital by performing appropriate
tests prior to -admission, thus making available at time of
admission medical data needed for prompt treatment. This
also reduces the cost of the inpatient stay. While this benefit
has been offered only within the last three years, 43 Blue
Cross Plans currently provide the coverage to more than
28. 3 million subscribers.
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--

--

--

--

--

Home Care. Thirty-six Plans now provide home care
coverage to 22. 8 million subscribers. Estimates show
that 75, 000 patients -- or at least six percent of those in
hospitals on a given day - - could benefit from care at home
with a savings of from 10 to 25 percent. In Rochester,
New, York, for example, 800, 000 members of the Rochester
Blue Cross Plan are eligible for the area's home care program, which currently is handling 220 patients a day at an
average daily bill of $12, as opposed to an average daily
hospital bill of $70 - - a savings of 83 percent.
Outpatient Psychiatric. Sixty-four Plans offer this benefit
and approximately 12, 300, 000 subscribers are covered.
Nursing Home Care. Thirty-four Blue Cross Plans offer
benefits for nursing home care and have enrolled 12. 6
million subscribers.
Rehabilitation. Some rehabilitation services are covered
in the basic hospital contracts offered by all Plans. More
broad rehabilitation benefits are held by 6. 3 million
subscribers.
Vision Care. This is a newer benefit, and, as a result,
only 65, 500 members are covered under vision care
programs which are preventive in nature. Vision
benefits which involve hospital care are included in
regular contracts.
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Senator KENNEDY. I suppose one of the questions that we have to
resolve in terms of the health crisis in the country is whether we are
going to rely upon the private insurance companies as the vehicle
for meeting the health care crisis.
You indicate that you feel Blue Cross is well equipped to serve as
this vehicle if given some guidance from the Federal Government.
Well, if we look back over the history, we see Blue Cross said the
same things in 1949. This Senate Health Committee held hearings
then under the chairmanship of James Murray on the health crisis
in the country. At that time Mr. Paul Forling, who was your counterpart, testified that the services that Blue Cross, Blue Shield, then
provided could be reasonably offered to all through voluntary health
insurance in our country.
That was 1949, and you are along way from doing it.
Then we take your own testimony in opposition to medicare the
year before it was enacted, 1964, testifying before the House Ways
and Means Committee on January 23.
Mr. MoNERNEY. From the public policy point o-2' view, some of the aged lack
purchasing power, and the essential problem of the government Is put this purchasing power in their hands.
Blue Cross accepts the problem of providing help to the aged, and we have
no apology for the way we have measured up to that obligation.
Financial help Is needed to complete the job In the community concept.

Senator KENNEDY. It seems that the thrust of your comments in
the statements today follow these earlier comments. We are back to
the point where we have a major health crisis in the country today,
and Blue Cross says they can handle it. I suppose the question for
members of Congress is why we should believe that you can do the
job any better in the future than you have in the past.
Mr. McNERNEY. Let me remark on a few of these, if I may.
Senator KENNEDY. Certainly.
Mr. MCNERNEY. I think it would be well to recount then in regard
to medicare-premedicared ays-the Blue Cross in fact had 5.6 million aged on its roles, which was a disproportionate number in terms
of what we would be expected to have on a pro rata basis.
We extended our resources in that direction as far as we could,
and still maintain our position reasonably in the market. After all,
we can raise rates just so far before this becomes a factor in who
will buy or be able to buy our care.
We allowed people who become 65 to automatically convert. We
subsidized the rates that the aged paid, and so when I made the
statement we were making a real effort, I meant it.
I mean it now.
As far as the fact that I feel, and felt, there should be a strong
role, I would come back to the fact that none of us can do it alone. I
don't think the Blue Cross should, for example, be given the responsibility for all of the inflation and all of the fragmentation we now
have, and yet at times this seems to be the implication.
The fact is that- the Government and the private sectors must
share this responsibility. Both had very serious problems in this regard. It is tricky to intervene to begin with. Perhaps we all have to
do better.
But, for example, the inflation and rising costs that we have seen
since 1965, whereas they may relate in part to whether Blue Cross
again has assiduously pursued all providers at all times, let us be
also cognizant of the fact that 7 billion new dollars were put in our
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health care system without corresponding preparation for it on the
delivery side.
The advent of that money could have only one impact, and that
would be to raise prices 1)0th of hospitals and doctors. Now to hold
one agency acecountable for that major event, for example, I think
confuses the issue.
The very instruments that the Government is using now, direct
payment of the hospital as opposed to indemnity to the person when
he is ill, auditing of hospital records, recertification that the doctor
must go through that the patient needs the care while he is there,
are Blue Cross devices that have been used for 30 or 40 years.
I say these are not the final answers.
'We are trying new approu'-hes, but let's put in perspective what is
a, problem which is attributable to the totality of the situation, what
are forces over which few of us have control, and those which are
directly accountable to Blue Cross for example.
Senator KENNEDY. I don't think anyone is suggesting that the
whole burden in the health care crisis has to rest with Blue Cross,
but what I am suggesting is that in reviewing the record of the
steps that have been taken by Blue Cross to hold down costs, I fail
to see where that record has been good.
Mr. McNERNEY. In responding to that, we do-let's be clear-negotiate how much we will pay a hospital, what we will pay for and
what we don't. In your State you have seen a great deal of argument about that. We audit to be sure that those expenditures were
in fact incurred.
In our plans we see a variety of methods-we won't pay for an inc-'rease, that exceeds the previous year by so much, or you have to
have a performance relative to your peer group of so much.
In Rhode Island, our payments are on a prospective basis.
Senator KENNEDY. What is your rejection rate then in terms of
ref usals

to pay?

Mr. MONERNEY. We have got some figures I can give you in the
medicare, business, at least in round numbers here. I would have to
subject evidence on that, but before I ask Mr. Fresnowski to comment, that is only part of the point.
'Where something is refused or not is simply a matter of whether
it fits the contract or not. The greater isue is our efforts to prenegotiate costs, to relate our payments to area wide planning and to
look through utilization to rev"Iew the tone of the service.
Mr. FREsNOWSKI. The most recent information we have available
shows that Blue Cross under medicare rejected 0.7 percent of inpatient hospital claims, 2.6 percent of out patient hospital claims, 13.1
percent ofextended care facility claims, 3.7 percent of home health
agency claims, and 3.8 percent of claims for so called ancillary services, X-ray and so on.
The net result of this claim review that was reported in the January 1971 issue of the Social Security Administration Bulletin where
they reported the rate of increase in cost under the medicare, part A
program, whereas for fiscal 1969 it was, as compared to fiscal 1968,
23 percent. This rate had dropped by two-thirds, down to an 8-percent increase for fiscal 1970.
They attributed this to a reduction in the average length of the
stay for in-patient hospital services from 13.4 days down to 12.8,
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and also a significant reduction in the outlay for cost of extended
care facilities.
Both of these services are administered in majority part by the
Blue Cross system.
Senator KENNEDY. Dr, Gilespie, who is a cardiologist at Georgetown Hospital, said last spring that there are nine hospitals in the District of Columbia with open heart surgery departments, and only
four needed.
There are 34 such units in New York City and less than half of
them are needed. You have duplicative facilities, obviously, which
drive tip the cost. Does Blue Cross pay. for those?
Mr. MONERNEY. We pay for services in participating hospitals
upon audit and the rest. But shouldn't we keep in mind that those
hospitals were licensed by the State, that in those States all 50, now,
there is comprehensive. health planning charged by the Government
to discriminate among and between those that are needed and not
needed, and that the role of the financing mechanism such as Blue
Cross would be, yes, to encourage the growth of planning and to relate its payments to that planning when it exists.
But my challenge in return is, where is that planning that has
been a Federal bill, in three or four parts, Hill-Burton, regional
medical, comprehensive health planning, and Childrens Bureau?
It is conspicuously absent.
Senator KENNEDY. Do you think nine hospitals with. open heart
surgery departments are needed in the District of Columbia?
Mr. MONERNEY. No.
Senator KENNEDY. What is your department doing to discourage
this?
Mr. MCNERNEY. Our way of dealing for thisSenator KENNEDY. Do you resist paying for it?
Mr. MONERNEY. All right. Our way of dealing with this is to encourage area wide planning mechanisms that can begin to impact
who can have these type units, and whether the hospital can exist or
be expanded.
.Now, you recognize the difficulty of this in your own bill by making reference to the fact that you would take this problem on in future building without particular reference to buildings that exist.
It is hard to walk in adsy
Ti
esno htpro
o'
o'
htpro
esno
Ti
adsy
do."
But our bent is getting at this through licenses, through areawide
planning, and then relating payment as these programs take hold.
Senator KENNEDY. Yes, but I sup-pose the taxpayer wants to
know, if you don't think these units are necessary, why do you go
ahead and pay the bills for them?
Mr. MONERNEY. Well, there is a patient admitted by a physician,
and his life is at stake. I think-and maybe $4,000 or $5,000 is at
stake, maybe $10,000 or $20,000. 1 think that is hardly the time to
adjudicate an issue like that.
The better way, I think, of getting at this is to have a mechanism
that prevents this from happening in the first place, and there I conceed we have a strong role to play, as does State government, as do
Federal programs like comprehensive planning.
We have taken on recently the Jewish Hospital in Long Island,
and complained about its costs. We had a lot of friends at one point.
Then you take on issues like that, where is the backing?
59-661 0 - 71 - pt, 5 --- 3
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In Michigan, we have excluded hospitals from participating status
in Blue Cross, have been sued, gone to the supreme court of the
State, finally have been upheld. But the citizens response to this sort
of thing is often volatile, it is ofter direct, and this responsibility
must be shared.
Senator KENNEDY. Of course, we have to be concerned about the
emergency case who is brought to one of the nine hospitals and
needs open-heart surgery, but on the other hand, I wonder what the
quality of open-heart surgery is going to be in uinder-utilized units.
We have heard the testimony of some of the most distinguished
heart surgeons, Dr. DeBakey and many others, who say the numbers
of open heart, units in this country far exceed the need-and that we
are not capable of providing quality open heart surgery and care in
all of these units.
Hospitals are spending hundreds of thosands and even millions of
dollars in terms of these kinds of services, and in effect driving the
cost of health insurance premiums up.
We wonder, again, what kind of mechanism exists within the Blue
Cross to hold costs down.
Mr. MONERNEY. We understand, of course, that the Government is
supporting through NIHI grants, many of the capabilities that give
rise to this duplication.
I don't mean to impugn the Government for that. I say we have
got to collectively attack this. I think the Government financing
programs face the same problems we do, medicaid, medicare and the
rest of it.
The duplication, Mr. Chairman, extends beyond heart surgery. It
goes into other areas as well.

Senator

KENNEDY. Exactly.

Mr. MONERNEY. I am cognizant of that, but I am stressing the
need for a concerted attack on it, and whereas we have been taken to
court, and whereas we have had our lumps on this, we have negotiated in many major centers for it.
There have to be key reference points. That is in part what I
mean by government leadership.
Senator KENNEDY. Who at Blute Cross does the negotiating with
hospitals when they come in looking for new kinds of equipment?
Mr. MONERNEY. We have aSenator KENNEDY. You have boards for it?
Mr. MONERNEY. The staff, obviously, has to do a lot of the work.
Senator KENNEDY. Aren't these the same boards that have doctors
and hospital administrators on them?
Mr. MONERNEY. They have. It varies with the board. Our board
composition reflects like the political apparatuses do, the complexion
of this country. They vary. But on them you will find some doctors,
some hospital administrators, some hospital trustees, and some public.
There has been a shift toward more public.
Senator KENNEDY. Do you think personally that the doctors who
are residents or have an association with those hospitals ought to be
sitting on those boards?
Mr. MCNERNEY. You made an important point earlier that Blue
Cross must be concerned about quality as well as quantity. In exercising all the muscle, we have got to be very careful that inadvertently we don't back into poor quality.
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These men are there to reflect professional ideas on programs that
are effective, which is a combinationSenator KENNEDY. They may be participating in decisions which
affect their hospitals. Maybe you could make a stronger case in
terms of quality if they weren't there. Should they be participating
if they have an association with that hospital, should they be participating in decisions which are going to mean raises in premiums?
Mr. MONERNEY. The majority of the boards, if you combine the
public and the hospital trustee, don't have any personal gain involved in these decisions, and I think that is the key to it.
SenatorsKENNEDY. Why not? Why don't they have?
Mr. McNERNEY. Well, they are not paid for being on the board,

sir.
Senator KENNEDY. But doctors get paid for operations. If they
set up an open-heart surgery unit, don't they get compensated for
operations in that unit?
Mr. MONIERNEY. I am talking about the non-M.D. element of the
board, which is the -vast~majority of the board. The number of doctors on in my experience, are in no position to realize a personal
gain when you put one physician against several million people.
I don't think that is a disk, although it is something we have to be
cognizant of. By keeping that type of interest distinctly as a qualitative input in th minority.
Senator KENNEDY. In terms of these boards trying to hold down
the cost, there is the case which I am sure you are familiar with in
Philadelphia, where Blue Cross board chairmen Donald Creswell
and Frank Baker cut the 3-percent overhead payments to hospitals
and trimmed back payments to certain hospitas on the grounds that
their costs were out of line with comparable institutions, Presbyteriman, University of Pennsylvania Hospital, and Lancow Hospitalall those were above average.
Creswell and Baker were defeated in their bid for reelection.
The hospital brought 3,200 proxy votes, and the consumers only
had 1,000. I was wondering what your reaction to that would be.
Mr. MCNERzNEY. I personally don't like to see a power play like
that, and I was very pleased that the board unanimously elected this
man as chairman, falling back on the rule that the chairman need
not be a member of the board.
Senator Kennedy. Was that after the story was all over the front
pages or before? It was a major news item in Philadelphia.
Mr. McNERNEY. Pardon?
Senator

KENNEDY.

Was that before all the publicity about the

strong arm action?
Mr. MONERNEY. The electionSenator KENNEDY. What I am driving at is this, do you have
hundreds of these kinds of cases around the country where conscientious board members are attemping to effect some kind of cost controls and are being spurned by the hospital associations?
This particular one happened to be dramatized and recorded and
commented on. I think, as you would agree, it was a power play,
and then there were some adjustments made afterward.
But even with the adjustments made afterwards, I do not think
Crews-v~el can vote.
Mr. MONERNEY. But we should recognize that he is a hospital
trustee representative. Therefore, one can't assume that because you
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are from a hospital that you will be supported by all hospitals. It is
a very tricky business. But I think I would restSenator KENNEDY. I would be willing to accept that point if you
can give assurances that those who are on the various boards around
the country who are trying to drive costs down are not going to be
subjected to the same kind of purging that this fellow was subjected
to.
Mr. MONERNEY. I think that is a exceptional circumstance, -and I
don't know whether it has been introduced in the record on not, Mr.
Chairman, but some 22 of our plans representing over half of our
enrollment have majority public on the board. If you add the hospital trustee, then it becomes 76 percent of our plans have majorities.
So there is quite a shift underway, but this still operates under
the philosophy that there should be some minority professionals
pertise to give balance to the decision.
Senator KENNEDY. What kind of power do you have to guide
these local boards in these various States to broaden, for example,
the consumer interests? Can you issue regulations and have them enfotced?
Mr. MONERNEY. We can under our prime contracts. For example,
the association is prime contractor for medicare, for Federal employee programs,, for CHIAMPUS. We are in position to dictate performaiice under the contract, and that would involve 40 percent of
our business.
Beyond that, condition of membership is Blue Cross associations
because the device that we use bring compliance.'
Now this is a federated system, and a great deal of exhortation is
involved, as well as these two devices that I have just talked about,
but the changes have been dramatic.
Senator KENNEDY. Senator Eagleton, Senator Dominick has to
go to a Republican policy meeting.
Senator EAGLETO.N. All right. I yield to Senator Dominick.
Senator DoxmiiCK. Thank you, Senator Eagleton, and Senator

Kennedy.
I want to say that I have a personal interest in this, and won't be
on this, because I happen to be a subscriber to the Blue Cross program, which is one of the oldest in existence. I got it when I was
working in New York in 1936, and I have never changed it.
I want to say that it has been fabulous, so far as I am concerned.
It is incredibly good. It has been very adequate for my family and
myself.
I thought I would start out by just laying a little ground work if
I can. First of all, just to get the record straight, Blue Cross does
not build any hospitals, does it?
Mr. MONERNEY. No.
Senator DomiNICK. Whether a hospital is going to be built or not is
determined by the local community support and the amount of
government money applicable to it. Sir, isn't that correct?
Mr. McNERNEY. Largely.
Senator DoMiNicK._ Isn't it also true that Blue Cross does not
really have very much say as to whether a hospital should or should
not be built in a community?
You may not want to authorize them as a provider, but if the
community wants it they can build it anyhow, is that correct?
Mr. MONERNiEY. Right.
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Senator DOMINICK. On this question of whether the doctors are
getting unnecessary equipment at hospitals, is it not also true that
the doctors who may be on the board who have agreed to a hospital
providing the services are not necessarily those doctors who are
going to do any open heart surgery.
Mr. MCNERNEY. Right.
Senator DOxmcIK. They might be diagnosticians or pediatricians, or whatever. I think there was an implication that the doctors
on the board were doing it for their own benefit.
I don't think this follows at all, and I wanted the record to indicate that as far as I was concerned. One of the things that really interests me is your statement that there is now a broad range of other
types of care than hospital care available under Blue Cross
programs.
That is on page 7 of your statement.
I happen to be one of those who have rejected these. I have kept a
1936 contract, despite all the urging of Blue Cross and Blue Shield
and everybody else. Don't you feel that there should be an element
of choice for patients as to what type of coverage they have as well
as to what type of doctor or what doctor they wish to go to?
Mr. McNERNEY I feel that the element of choice, or, to put it another way, the exercise of option, is probably one of the most reliable controls that we can keep alive in the health care system, both
because it serves satisfaction and a great deal of medical care is
that, and because the interests of providers and consumers playing
against one another, seek, I think, the most effective care.
I would agree that it is an extremely important point, one of our
most successful programs, the Federal employee program, has 30
odd options in it, and every year or two there is an open season.
People get to select not only how the care is paid, but the benefit
structure, and I think it is quIt a good program.
Senator DomiNICiK. I was very interested in pages 6 and 7 of your
statement, where you say that a measure of Blue Cross benefit expenses effectiveness is that since the second half of 1969 the number
of covered outpatient visits by Blue Cross subscribers exceed the
number of in hospital admissions.
Is this an indication to you that people are moving away from
hospital care into the outpatient or extended cover, or other types of
care which can prevent them from the expenses of hosptialsMr. MONERNEY. There has been a slight diminution in patient
days over the past few years, but very slight. More, I think, this
represents the use of the hospital by people who might, have gone to
the doctor's office or some other agaency or source.
There has been a 50-percent 'increase in the past 5 years in the
outpatient services of American hospitals.
This is an encouraging trend, because it moves the hispital, which
is a well organized apparatus, into greater surveillance over the
problems of illness, and our benefits, fortunately, are making it possible to make that choice, both for the doctor and for the patient.
Senator DOMINICK. On that same page, you talk also about increasing the hospitals operating efficiency. You point out that 20
Blue Cross plans have initiated cooperative programs in such areas
as industrial engineering and computer services, including cash.
How does it happen that you have 20 plans which do this, and the
other plans don't?
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Mr. MONERNEY. It is the concept that Blue Cross would not only
pay, negotiate, audit, but not move into the provision of services. It
reflects a change in attitude, I think, of those of us within Blue
Cross and the public as to what role we should play.
Then there are some practical considerations to force. As you
know, the EDP development is a fairly recent thing. We had to get
our own house straight before we could then turn around and offer to
share its assets wit the providers, which we are now doing for a
variety of purposes such as the engineering aspects. The health field
has resisted the rationale of the engineer more successfully than almost any other.
Only now we are beginning to make the breakthroughs that are
based on the assumption that there are systematic ways of doing
as cavalier ways of don things..
as well
thigs,
Sntor
DOMINICK. Are you doing these regional plans in post-regional areas, where the hospitals are in a metropolitan area, or are
you doin it in scattered areas around the country?
Mr. MONERNEY. The 20 plans are scattered, and the programs are
the result of some type of spark that took place based on local leadership, although we are continually feeding ideas from Blue Cross
Associations as to what is possible and what could be done.
Senator DOMINiciK. Have hospitals accepted these plans, or was
there opposition, and does it still continue?
Mr. McNERNEY. There is skepticism of how much can be gained
through the application of engineering principles and EDP for exampleSenator DOMINICK. Do you have any figures, on whether this has
resulted in a reduction of hospital overhead costs?
Mr. MONERNEY. We do have figures from southern California and
Pittsburgh which say there have been real gains. I will have to submit those for the record.
Senator DomiNICK. I would appreciate it if you would because I
think this is an area that is becoming ever increasingly important as
we gyo on in the health care problems we have.
(The in formation subsequently supplied follows:)
COOPERATIVE PROJECTS WITH HOSPITALS
In helping to assure that It Is receiving maximum return for the people it
serves, In terms of the health care services their dollars buy, Blue Cross also
has developed cooperative ventures with the hospitals It serves. These include
the program known as CASH, which was formed seven years ago by Southern
California hospitals and the Los Angeles Blue Cross Plan, to Improve the
effectiveness of personnel and the quality of patient care. The CASH program's work has resulted In annual cost reductions of $20 million thus far for
184 subscribing hospitals representing 60 percent of all hospital beds In California.
A research program conducted by the Pittsburgh Blue Gross Plan with three
area hospitals resulted In cost-saving recommendations of $365,000 annually for
the methods of improving hospital cost controls through incentive reimbursement methods and the development and implementation of Industrial engineerIng techniques. More than $100,000 In cost-saving recommendations have been
Implemented to date by participating hospitals. Additional cost-savings will be
realized by the hospitals In a continuing program of Implementation of the recommendations. The 21-month program was carried out under a $117,050 prime
contract awarded in June, 1968, to the Health Services Foundation, the educational and research arm of the Blue Cross Association, by the HEW National
Center for Health Services Research and Development. Of this amount,
$105,438 was directed to Pittsburgh Blue Cross for the development of the
study and the in-hospital demonstration.
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Senator DOMfINICK. I was very interested in Dr. Schwartz, who
was working on it. I have been very interested in what you are
doing in it. The two ideas don't necessarily go together. There is a
California company which is offering computerized diagnostic service and this type of thing, which Dr. Schwartz is talking about, but
in any event whether we are talking about administration or
whether we are talking about patient diagnosis, obviously, you have
the crucial computer problems, Ianuae reliability of input; you
have privacy; you have a lot of things of this kind whic are important to try and work on.
I don't see how we can do it immediately, but I am glad to see
you are making progress on it.
Mr. McNErNEY. Those of us who have had experience with computers are very humble on that subject.
Senator DOMINIcK. Let me ask you a question, Doctor, because
this has always been of interest to me.
Let's take a specific case. In order to get away from myself, let me
take Senator Kennedy, if you don't mind.
Senator KENNEDY. So far. [Laughter.]
Senator DOMINICK. Let's say he is sick and he has a doctor that
he really likes and has great confidence in in Massachusetts, and that
doctor has a team that he works with, and he goes to a hospital in
Massachusetts which is not covered by Blue Cross, even though he
has Blue Cross coverage.
Now, what do you do about that? Does it mean he has to pay for
it, or what happens under those circumstnacesI
Mr. McNFRNE~Y. We have a category called the "nonparticipating
hospital" and we are torn between penalizing the person when he is
illSenator DomINICK. That is why I took Sentoar Kennedy rather
than myself.
Mr. McNERNEY (continuing) And what we do is pay a lesser.
rate. In other words, it does leave the subscriber with some out of
pocket that he would not have had had he gone to the other institutions.
At the same time, it does not leave him bereft. It is a compromise
solution.
Senator DOMINicK&. Do you have any figures on what the difference is if you are involved in a nonparticipating hospital as opposed
to a participating one?
Mr. McNiERNEY. Let me say 75 percent as opposed to 100 percent
payment, and then offer for the record what the facts are.
(The information subsequently supplied follows:)
BLUE CROSS METHODS OF PAYMENT TO PARTICIPATION AND
NON-PARTICIPATING HOSPITALS

All Blue Cross Plans are required to have written agreements with at least
75 percent of nonfederal short-term hospitals In their respective service areas.
Hospitals which have signed such agreements are "participating" or "contractIng" hospitals. These agreements Include a definition of allowable hospital
costs, define the responsibility of the Plan with respect to the frequency of
hospital reimbursement, define the responsibility of the hospital. In quaranteeIng service to Blue Cross subscribers, and Insure the 'right of Inspection of the
records of the hospital and specify the licensure or accreditation standards a
hospital must meet in order to be eligible for participating status.
Although methods and amounts of payments to non-paiticipating hospitals
vary widely, the usual procedure Is to pay either a specified Indemnity allow-
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ance, commonly $10 to $25 per day, or a percentage of charges, usually
70-90%/ for covered services. Examples of the common procedures are the Texas
Plan, which pays 75% of covered charges and the Pittsburgh Plan, which pays
$25 for the first day and $10 per day thereafter. The Southern California Blue
Cross Plan pays 100%1 of regular benefits when the admission is due to accidental Injury and 75% for admissions resulting from Illness.
Senator DOMINICK. This brings up the point of freedom of choice,

which I think is of enormous importance both psychologically insofar as the patient is concerned and insofar as the doctor is concerned.
I can understand why it may be that you may have to pay a little
more under those circumstances, but let me ask you this. We have
had some testimony here before us that coinsurance, or deductions,
or whatever it may be under insurance programs, have the overall
effect of either reducing usage or reducing costs.
Do you have any comment on that? 'In other words, do you find
that as a result of paying only 75 percent of a nonparticipating hospital cost to a patient who is covered, instead of 100 percent, that
thie patient tends to go to the participating hosptial?
Mr. MCNERNEY. I

think that tendency is there. and for under-

standable reasons, but if you ask my general feeling about deductibles and company payments, I think their use should be highly
selective.
In general, I am against very widespread use of them.
They are not only putting the burden where it does not belong, on
a sick person at the time of illness to make a controlled decision,
over which he has very little impact, but they are expensive to administer on the part of carriers or the Government or anyone you
want to name.
I can see selective use of copayments when the firm putting up the
money cannot afford any more. In that case, it would be only a moderately effective control. It would save money for the firim and it
would be easier to administer than the deductible.
Blue Cross has been built and grown, as you know, on a service
contract that makes minimum reference to either device, and maybe
that is why we have got so many people.
Senator DOMINICK. How do you go about making a contract with
a hospital, Where do you run into problems? The fact that the hospital says in order to provide the quality of care we have got to
have a higher payment, or do you find it among the staff that says,
"We have got to have higher pay",' or do you find it amongst the
board of trustees, or whatever it may be-let's take a private hospital-which says, we want to put a new wing in, and you don't think
it is necessary.
What would that be?
Mr. McNiRNvEY. In examining hospital costs over the last 5 years,
the major component of the cost is labor.
The major increase in cost is attributable to changes in the labor
costs. I am not talking about the doctors, but the people who are on
the payroll.
In my view, these people deserve more money than they were getting, and I am glad to see that they are now p ad more, but it does
underscore the fact that in paying the hospita, Blue Cross has only
a relative accountability for a very significant part of that rise in
costs.
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To be more specific, it is about 70 percent of the cost of the hosptiai. The physicianSenator KEFNNEDy. On that point. You are including all staff now,
not just the people who are working down in the kite-hen and doin
the routine work. You are including interns as well, and other trained
professonal personnel?
Mr. MONERNEY. I am including anybody who is on salary in the
institution, Mr. Chairman.

Senator KENEDY. So it is not just the kitchen workers and the

elevator operators. It has been the nurses, interns, and residents as
well.
Mr. MCNEIINEY. Right, across the board. You are right. I was
going toygo on and say that we are obviously not involvedT in paying
the Physicians. Blue Shield is. A great amount, of course, of the hospital's feeling toward the need for more money, more facilities, more
expansion, is derived from the feeling that the medical staff would
lie to do a better and more comprehensive job.
So a very different decision must be struck.
Senator DomiNicK. When you say you are against a monolithic
system, eight of delivery or financing, I would assume by this that
you are not, then favorably supporting S. 3, which is the chairman's
bill?
Is that-that is not before us, I point out for the eighth time.
Mr. MONERNEY. And therefore I should not comment. Well, if I
were to have commented, I would say that there are certain things
in the bill that are obviously very good. Its objectives, the problems
it addresses, and I can firmly support them.
It makes a great contribution in terms of calling everyone's attention to the need to impact the delivery system. I p art ways when it
comes to the fact that this particular design will do it. I don't think
it will. I think inherent in a monolithic system is conservatism,
rather than innovations, that being a political fact of life, and I am
afraid in the long run with most of the money changing through
one source, it will result in underfinancing health.
Senator DomiINicii. Insofar as the delivery system is concerned,
have you had a chance to analyze the administration proposals?
Mr. MONERNEY. I have looked at them; yes.
Senator DomiNicK. Do you have any favorable or unfavorable reaction as to them?
Mr. McNEIRNEY. I would be willing to. present to you a more
comprehensive set of reactions than I can give you ad lib, but let me
make a few remarks and then you can decide. I feel the American
Medical Association proposal in the present form in which it seems
to be evolving does not impact the delivery system adequately. It
leans too much on a myriad of private transactions to effect some
very major changes that we have got to make over the next 10 or 20
years.
As far as the administration's proposal is concerned, I am very
glad to have any administration now begin to view the problem in a
broad perspective, which is being attempted-manpower, financing,
delivery, et cetera.
I have reservations about the deductible and copay provisions in
the mandated benefits. I honestly don't think they are realistic and
hope to be able to have an opportunity to say so.

880
.Senator DOMINICK. But in general, the diversified approach that
is presented by the overall administration program seems to you, at
least, to be more desirable than a monolithic type..
Mr. MONERNEY. With reference to that one point, it does attempt
to keep active not only inore than one source of finances but to let
interplay various methods of payment and organization. f think that
is a sound principle.
Senator DomiNIC.K. You have commented on the operating costs
on page 10 and page 11, pointing out that your operating expenses
of Blue Cross plans in 1970 averaged about 5.5 percent of subscription income.
At the top of page 11, you say that you provided administrative
services to medicare at 1.68 percent of the funds handled for the
program.
Is this because a number of the indirect costs of social security are
not included in medicare, or is it because the volume of medicare is
so much larger that your percentage of administrative costs go
down?
Mr. MONERNEY. I hasten to add in the paragraphs following, Sen-.
ator, that one has to be very particular about the task he is talking about. I think that performance is related in part to volume,
yes. It is related to in part, the fact that the Social Security Administration has functions to perform that we don't, they keep the eligibility files.
ThWey have numerous contacts with the beneficiaries of the programs in terms of their rights, publications, et cetera. They enunciate the regulations. That Al takes money.
So that you have to add that increment to ours. I would be
tempted to say that some of our efficiency is reflected, however, in
those figures. I think if one compares that preformance to others, aI
think you would find this highly creditable, compared to all participants in the program.
Senator DomiNIcK. We have had considerably testimony about
prepaid care delivery programs. In my own State, we have a statewide foundation now established for the purpose of trying to provide options for people who subscribe under this type of program.
You have, as I understand your testimony, at least six prepaid
groups plans that are in existence. Can you give us any estimate of
whether there is a cost saving involved in these plans as opposed to
the other types of plans?
Mr. MONERNEY. We are embarked now on a study precisely of
this point, involving the FEP subscribers here in Washington. It is
exhaustive in that it tried to get into costs, use, attitudes, satisfactions, et cetera.
I will feel a lot more comfortable when those results are published.
As things stand now, I think there is no doubt that under HIP
and similarly distinguished programs, the admission rate shows less
than it is in more widespread programs like Blue Cross, for example.
"lArhat is more obscure is what the total costs are in view of the

difficulty of measuring leakage outside the system and the rest of it.
We hope to be able to pin some. of these factors down.
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Let me hasten to add that I believe firmly that we must get this
benefit, a prepaid group benefit, into the market on a broader scale.
I don't think it is the only answer to care. On the other hand, I
think it is an option that the subscriber should have before him so
that continually he can evaluate the facts in selecting his coverage.

Senator DomINICK. In other words, you feel it should be one of

the options available to the subscriber.

Mr.

MONERNEY.

Yes.

Senator DOMIlNICIK. And there should be different types of prepaid
plans among which hie can make the choices.

Mlr. McNERNEY. Right. The only confidence I have that a plan is

right is how it compares to other plans. If you make a stereotype
out of your concept, you lose perspective, and I would urge that in
group practice there be varying practices, as you are now implying.
Senator DOMI[NICK. I will preface this with this comment. I have
a bill, which is not before this committee; it is before this Post Office
and Civil Service Committee. But in any event, present law requires
that a foundation type program can contract to provide care for
Federal employees only if it has had successful experience operating
a similar plan.
If you are starting a new foundation program, obviously you
don't have experience, so you are completely thrown out and you
have no opportunity of competing to serve Federal employees.
What is your feeling about the medical association's efforts to try
and start some of these foundation type pre-paid care programs?
Mr. MCN@RNEY. The foundation movement is potentially a great
force for good, or a step backward, and at the moment we are poised
between the two. If the foundation, in fact, becomes a way that
groups of doctors can preserve for service against all other ways of
doing things, which some of them might be, I think they are a disservice.
If here they evolve into a more responsible mechanism with internal controls, then I think it could be another thing. What does concern me is this: Most foundations operate on the principle that 100
percent of the board be physicians, and so that the consumer input
is practically zero, and yet most bills before the U.S. Congress agree
that they will contract with these mechanisms without the question
of whether they will be responsive to the community.
Personally, I would like to see at the policy level, as is levied
against us, the concept of greater consumer participation to be sure
that what is going on has a blend of quantity as well as quality to
it.
Senator DoT*nuNcmK. I think that could be easily arranged in most
of these foundations, such as they are. It has been interesting to me
that the medical association is willing to do this, an~d furthermore
that the members of that association in the various States have been
willing to open their books and to stay within the rates which will
mean that the foundation remains alive.
Otherwise, it is going to go busted and the insurance companies
won't cover them, et cetera, et cetera.
Mr. MONERNEY. I think you recognize, of course, that a great
amount of Blue Shield growth was built precisely on this principle,
the service contract, and I think Mr. Parish will have an opportu-
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nity to elaborate on that, but there is no doubt of the soundness of
that principle, a prenegotiatcd amount of money within which the
physician agrees to live.
Senator DOMINICK. Thank you, Mr. Chairman. I am going to
have to leave.
I should say for the record that Senator Packwood apologizes for
not having been here. He had a markup on another committee.
Senator KENNEDY. Senator Eagleton?
Senator EAGLETON. Thank you, Mr. Chairman.
Mr. McNerney, you are obviously a very knowledgeable person
and extremely articulate. T am constrained to say, though, in listening to your prepared testimony and in reading the 23 pages thereof,
quite frankly it reads to me somewhat like a concurring opinion
from Justice Frankfurter, and it is heavy on semantics, circumlocution, and artful use of sometimes obscure phraseology.
It in no wise, in my judgment, gets to the future issue that is before this committee and before this country. How are we going to
deliver quality medical care to people of less than adequate means,
and now in this day and age even people of moderate means that
cannot afford it?
I think the history of your own organization, and you should be
justifiably proud of any organization by which you are employed,
that although you had offered for hire a broader range of programs
is one is affluent enough to purchase them, you have narrowed the
scope of your operations through the years insofar as group plans
are concerned.
In terms of medical care for the Nation, I am not satisfied that
Blue Cross and Blue Shield and other private carriers will make
any significant dent in this problem nationwide.
I emphasize and underscore that for those of above moderate
means, those who are in organizations such as labor organizations
that collectively bargain for some of these benefits, perhaps adequate
services share being provided, but for a huge segment of this country,
I don't think they are, and I must say I can't find in your statement
where you address yourself and your organization to that issue.
Would you care to comment on thatV
Mr. MONERNEY. Yes. I am sorry for the obscurity. The nationwide capabilities of Blue Cross, which is one segment of what you
are talking about, I think are demonstrated by the fact that we have
seven out of the 10 largest industries in this country enrolled. They
did not enroll with any pax ticular passion toward Blue Cross. If
their prejudice was in any dircinitwudbinameco
ecial direction.
rcin
twudb namr omr
I think it is indicative of the fact that over the majority if not all
of the States in this country for various industrial complexes, we are
able to deliver a product which has been negotiated through collective bargaining. That causes them to keep enrolled.
As far as how many people we affect in this country, whereas a
lot of them are through large groups, the major industries, we touch
groups of two, three, fourI five, 10, 15, people, throughout the
United States, and we touch individuals, people who are under individual contract, many of them could not be construed to be middle-
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class or above middle-class, many of whom, incidentally, had medicare started, did not want to give up Blue Cross.
They had that much faith in it, and had had that good experience
in it, and in collaboration with the government we had to talk them
into giving it uip.
Now there is no doubt that we cannot tax people, therefore, the
money that we get and can use has to come from rates. Therefore,
those below some level are going to need government help. We recognize that fact. We endorse that fact. We have never denied that
fact.
If one addresses it, the question, have we used the resources that
we have gyot and been able to get through charging rates to the benefit of the community? I think our record is very good, both in terms
of the breadth of territory over which we have been able to provide
the benefit and the depth of the benefit.
Senator EAGLETON. Let me explore another area~than that has
conbeen touched upon by Senator Dominick, this questioii ifcost
trol and cost analysis, keeping down costs, et cetera.
It appears to me throughout the whole fabric of the medi&it1 insurance problem, dealing not only with Blue Cross and Blue Shield,
but also, and you touch on it on page 6 of your testimony*, with respect to utilization review, et cetera.
Then it appears to me that the present system is all together too
cosy in its interrelationships, earlier in a comment to Senator Hart,
I referred to it as almost a quasi- incestuous relationship. There is an
old bromide that I think is true, to the effect that you should never
get into a poker game between two brothers-in-law and a stranger,
especially if you are the stranger.
I think in the medical insurance field the consumer is the stranger,
and he is caught then between the insurance carrier, the hospital,
your review panels, that all together are, I repeat, too cosy.
There is no adequate review in t'he present system, an arm's length
review and also in the utilization of beds and hospitals. How can it
be, really, when a group of doctors are on a staff of hospital X in
city Y, and that group of doctors reviews what Dr. Jones does in
terms of admitting patients to the hospital and the utilization of
beds, and after they get through the Jones case, he gets on the panel
and Dr. Smith gets off, and they then look at Smith's utilization,
and so on, right down the line.
Aren't we just deceiving ourselves that there is the adequate check
and balance that ought to be inherent in a viable system?
Mr. MONERNEY. Could I start by counteracting with another bromide? If you don't think we have a system, try to change it.
Senator EAGLETON. That is what monolith Kennedy is trying to
do.
Mr. MONERNEY. Every time I want to say we have a non system
and then contemplate the difficulty of changing it, I think there is a
system there.
The fact it is difficult to favorably affect use and cost is seen by
the fact that, for example, in Sweden where there is a very comprehensive government payment system, the costs have been going up
more than here.
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In Canada, they moved to a government system for hospitals in
about 1958. The costs have gone up for hospitals more than here. I
am not making that point to depreciate either system, but it does
underscore the extreme difficulty of impacting a service that people,
in fact, want, and up to this point where the providers have been
underpaid and are now moving into decent payments, and where the
who did not get enough service are now getting services in
eople
phe1re
that they did not get before.
Seven percent of the gross national product, I don't think is too
much. That does not say that we should not be concerned about it,
or its rise, or be determined to be sure that it is optimally expended,
but I do want to say this, there are outside major forces, inflation in
the economy as a whole, a labor intensification industry, an increased
demand, publically edicted-bills here in Washington saying, "these
people need and should get his care" -that have had a very major
impact on these costs.
They are not easily brought into control. Now, as to the consumer,
I said in the paper and I repeat now, I think a greater impact is
needed from the consumer. Where the consumer has rushed in too
quickly, as .in some neighborhood health centers and in some other
areas, the evidence is that the impact on costs is not necessarily that
quick, nor is it going that even.
It is apt to be very rough going. I think we have got to accept the
fact once and for all that there is a very sophisticated challenge to
the public and private sectors, one, in exercising the right of law of
regulation, franchise, and results, and the other neogtiating in what
is essentially a neighborhood business around this country. If we
look for simp'.istic, easy ways of intervening, we are not going to
find them.
That, I think, is true, and it is going to have to sooner or later be
taken into the ultimate, design of the system.

Senator EAGLETON. You were chairman not too long ago of Secre-

tary Finch's task force-parts of our age is the task force-there are
hundreds of them-and in your task force report you endorsed the
development of HMO's.

Mr.

MONERNEY.

Yes.

Senator KENNEDY. How does Blue Cross and Blue Shield fit into
an H1MO or to put it more bluntly, if you were to use the concept of
an exanded H1MO system, couldn't 1hey operate efficiently, functionally and with cost consciousness totally without the utilization of
Blue Cross?
Mr. McNERNEY. First of all, let it be clear I do endorse that concept. The concept is under definition, and there are some very knotty
problems connected with it.
I would expect that if then it came out now the way it is discussed, Blue Cross would be in fact an H1MG in some areas. Why
not?
If the definition is for somebody to take the risk for a defined
population for comprehensive services, who is better equipped to do
it? If one contemplates putting together various production units of
hospitals, extended care units, let cetera.
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But beyond that, I am at the point where I am worried about any
one pattern taking over a total system.
This country is variegated. It has a lot of diversity to it. There is
not any magical answer. The HMO again gained certain headway.
Other forms will come in and compete with it under almost any circumstances you want to name.
So as far as our future and HIMO is concerned, I say they are
compatible.
Senator EAGLETON. You had an exchange with Senator Dominick
on the question of particip iting and nonparticipating hospitals, and
it was your ballpark estimate subject to further clarification at a
later date that we apparently have a situation, when a patient covered Blue Cross is admitted to a nonparticipating hospital he is covered for 75 percent of the payment, and then used the figure of 100
percent payment in a participating hospital.
Does that mean a 100-percent payment covers total cost of the bill
for that given patient to the day of discharge, for the full gamut of
medical services rendered at the hospital, 100 percent in all cases
paid?
Mr. MONERNEY. My reference was to 100 percent in cases of what
we contracted to pay for.
Senator EAGLETrON. One-hundred percent of coverage.
Mr. MONERNEY. Right. That would leave the average. patient in
this country a very small amount to pay, TV, private duty, a private room, et cetera.
Senator EAGLETON. What about maternity cases, a family with
Blue Cross and the mother goes to the hospital with a baby delivered. What do your figures show as to percent of payment there?
Mr. MONERNEY. Our dominant pattern is a comprehensive payment. Blue Cross plans, however, offer more than one contract, and
in one major plan I can think of the maternity contract that is purchased in the majority by the population does have a limit on it, an
indemnity.

Senator

EAGLETON.

What

is that?

Mr. MONERNEY. I don't know what that is.
Senator EAGLETON. Are there plans with a $10 a day limit?
Mr. MONERNEY. Oh, no. I would like to submit for the record the
degree of the bill we pay, and with particular reference to the maternity case, what our performance is.
Senator EAGLETON. Could you supply them for us at your pleasure, some typical cases of so-called standard coverage? Don't pick
your super deluxe, 3X, special. Take poor old Senator Dominick's
plan, the 1936 model, and what benefits might accrue in terms of
percent of total bill, in specific cases, but not excluding maternity
care.

Mr. MONERNEY. I would be glad to.
(The information subsequently supplied follows:)
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BLUE CROSS PLAN BENEFITS

Blue Cross Plans operate generally on the service rather than the
indemnity principle. A total of 88% of Blue Cross contracts are
written on a service basis to offer the subscriber maximum protection.
Under this approach, allowable elements of hospital costs are defined
in an agreement negotiated between the hospital and the Blue Cross Plan.
The hospital agrees that payment for these defined costs shall represent
total reimbursement except for amenities.
These costs are often, but
not always, less than hospital charges. According to contract, the
subscriber can be billed only for services not covered by Blue Cross,
such as private room, telephone, and television.
To further protect the subscriber, the frequency and amount of Blue
Cross payments to hospitals are defined in the reimbursement agreement. Blue Cross Plans also audit hospitals to insure that costs are
reasonable and appropriate. Medicare, when formulated, adopted this
general format.
The effectiveness of this approach is illustrated in 1969 data, which
indicate that the 74 Blue Cross Plans in the United States paid 90. 6%
of the hospital charges to its nearly 71 million subscribers. Because
reimbursement agreements are often on a cost rather than a charge
basis, the remaining 9. 4% was not all paid by the individual. The
hospital accepts as full payment amounts that are less than charges.
Forty-two Plans covering 72%1 of Blue Cross membership covered at
least 90 percent of the average hospital bill in 1969. For example,
the New York City Plan covered 95. 4% of subscriber bills; Boston
Plan, 89. 3%; Kansas City Plan, 90. 4%; and Denver Plan, 92. 1%.
The scope of benefits under various contracts held by large national
corporations illustrates the protection Blue Cross offers. (See Insert
A attached. ) It is estimated that the Company A's program described
covers 95 percent of the hospital bill. A similar figure for effectiveness is seen in the FEP high option program.
For normal maternity coverage under the Blue Cross basic National
Account Contract, the subscriber group is offered a choice of benefits.
Full service benefits are offered along with full service benefits limited
to ten days and $80 and $100 indemnity programs. The indemnity
approaches are offered 'because they significantly lower costs to the
group and expenses to the individual are predictable.

HOSPITAL BENEFITS

Company A

Company B

Company C

Number of D~ays

1 20 days

365 days

Deductible

None

None

365 days (730 for employees with 10
years service)
None

Room Allowance

Semi -private

Semi-private

Semi-private

Private Room Allowance

Average Semi-private

Ancillary Allowance

Full

Full

Full

Normal Maternity

Full

Full

1 0 days

Emergency Accident

Covered

Cove red

Covered

Time Limit

72 hours

24 hours

48 hours

Minor Surgery

Cove red

Covered

Cove red

1,157,511

154, 000

Most Common Semi-private

Outpatient

ENROLLMENT

Note:

1000, 000

The enrollment figure indicates the number of contracts involved;
the number of persons covered is 21 to 3 times this figure.
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Dramatic individual cases involving large amounts of money are common.
Under the Federal Employee Program, there are hundreds of cases where
Blue Gross and Blue Shield have paid over $50, 000 in benefits. Examples
are a fifty-one year old male with disease of the urinary tract and renal
failure for whom $109, 823. 23 in medical and hospital bills was paid, and
a sixty-six year old female with a cardiovascular accident which involved
total payments of $56, 640. 44.
To illustrate more routine cases, the set of tables below lists individual
cases for each of five common diagnoses in selected Blue Cross Plans.

Blue Cross Plan #1
Appendectomny
Type Contract

Maternity

T

&

A

Bronchial
Pneumonia

Myocardial
Infarct

C omnp r ehe n s lyve

Hospital Charge

$520. 25

$875. 55

$286. 00

$1,442. 20

$1,043.30

Paid by Blue Cross

$520. 25

$875. 55

$286. 00

$1 ,422. 20

$1, 043. 30

Length of Stay

5 days

6 days

1 day

20 days

12 days

Bronchial

Myocardial

Pneumonia

Infarct

Blue Cross Plan #2

Appendectomy
Type Contract

Maternity
Full

'T

&

A

C o st

Hospital Charge

$541. 65

$444. 50

$1 54. 70

$502. 45

$868. 85

Paid by Blue Cross

$538. 65

$441. 50

$154. 70

$502.45

$798. 65

Length of Stay

7 days

4 days

I day

48 das
daysIday

12 days
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Blue Cross Plan #3

Appendectomy

Maternity
All1

Type Contract

120

T
Da y

& A

Bronchial
Pneumonia

Myocardial
Infarct

Ba s ic

Hospital Charge

$345. 00

$456. 00

$87. 10

$414. 00

$3, 174. 00

Paid by Blue Cross

$345. 00

$456. 00

$87. 10

$414.00

$3, 174.00

Length of Stay

5 days

5 days

I day

6 days

46 days

$426. 80

$501. 95

$474. 00

$4, 747. 90

-Type Contract
Charge (2)

$1 37. 00

the patient would have had no Blue Cross coverage, the charges would
have been as indicated on Charge line (2).
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Senator

iA1AGLETON.

I am curious about how you deal with a hospi-

tal and how you sign a hospital up and what flows from there.
Could you tell us a little about such difficulties as you have experienced here in Washington with the Washington Hospital Center a
few months ago, or maybe it was a couple of years.
The point of time escapes me, but they were on your books and
they went off your books. I guess they are back on your books again.

Mr. MONERNEY. Did you say books or backs?

Senator EAGLETON. Book and back. What happened?
TMr. McNERNEY. As to the first part of your question, a contract is
struck between a Blue Cross plan and a hospital that says under
X conditions the hospital will be paid for X services, that there are
certain rights of disclosure, audit, of the expenses, et cetera.
That is the basic nature of the contract, in turn, the hospital says
it agrees to render those services for that price.
The problem in the Washington situation was money. The hospital felt that the plan was too niggardly in its payments. The plant
felt in the community interests it should not pay any more.
That resulted in a cancellation of contract, a reaffirmation of contract, and I suspect now a settlement will be made.
That represents a reasonable compromise between the two points
of view. But, again, it shows a certain dynamism to that relationgh
enator EAGLETON. Are they a participating hospital at this
time?
Mr. MONERNEY. I think they are at the moment.
Senator EAGLETON. Why is it in the forms that are filled out when
one applies for Blue Cross and Blue Shield and continues to reapply, or renew, or be admitted to a hospital, require that the individual being admitted, either to the program or to the hospital, divulge
the extent of his personal income?

Mr.

MONERNEY.

Well,

there were times when the nature, for

example, of the Blue Shield, the doctor payment contract, was related to your income.
In other words, the agreement that. was bargained was that uV to
a certain income level the doctor would agree to accept this premium
as full payment.
If you were above a certain level, he could charge a small extra
charge, and there had to be some coding so that the physician would
know in which category you fell.
Senator EAGLETON. That used to be the case, you said?
Mr. McNERNEY. There still is some of that. Mr. Parish would be a
better position than I to give you an idea of the quantity of that.
On the Blue Cross side, that type of differentiation is not traditional. In other words, the hospital had a unified card; unless the
difference was one of contract.
That was not related necessarily to income.
Senator EAGLETON. A contract between whom, the consumer and
the plan, or the plan and the hospital?

Mr. MONERNEY. No, between the consumer and the plan. For ex-

ample, you can buy from Blue Cross, let's say, a contract that covers
hospital emergency room, out patient, extended care facilities. You
could also buy one that included, in additional, some home care, vi-
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sion care and others. That has to be coded in some way so that the
contract flowing from the subscriber to the Blue Cross plan can be
done.
But that is not an income thing.

Senator EAGLETON. The recording of patients income, existing and

potential, is a horse of another color insofar as ancillary and additional charges are concerned.

Mr.

MONERNEY.

You understand that under our limited Blue

Shield involvement in it, the worker has agreed to divulge his income because that was bargained as the contract.
When you refer to what the hospital does when the patient is admitted that is a hospital procedure separate from the transactions
we are talking about.

Senator

EAGLETON. You

are getting away from that in your plans

certainly in Blue Cross. You don't require that any one seeking to
participate in a program be required to divule their income?
Mr. McNERNEY. I would have to submit a statement on that, in a
system this large.
(The information subsequently supplied follows:)
BLUE CROSS INCOME DISCLOSURE REQUIREMENTS

For basic Blue Cross coverage, no Plans require Income disclosure or a
means test of any sort. The basic concept of Blue Cross since its inception has
been to provide care on the basis of a valid Identification card. No means test
Is required other than payment of dues.
There is a single exception In the Blue Cross. One Plan In Its Extended Benefits (Major Medical) Coverage only specifies that the contract may be denied
If over 50% of the group earns $15,000 or more per year.
Senator EAGLETON. Would you care to comment whether there is
any reason for a patient to divulge the extent of his income on admission?

Mr.

MONERNEY. I

think most of us find a means test repugnant at

the time of illness, and I hope we can get away from that practice.
Gradually, I think we are. As prepayment as moved from paying
a small percentage of consumers expenditures to a larger percentage,
that problem will become diminished, but I don't like that fact, and
I know a lot of people who resent it.

Senator

EAGLETON.

Thank you, Mr. Chairman.

Thank you, Mr. McNerney.
Senator KENNEDY. Mr. McNerney, when Blue Cross was established a number of years ago, a crucial compromise that was set up
that allowed the Blue Cross to serve as a fiscal intermediary for the
distribution of medicare funds for health services to the hospitals in
this country.
There is a real question whether medicare. could have been passed,
at least at that time, without permitting Blue Cross to play such a
role.
At that time, there was a strong body of opinion within the Congress that the best and most effective way to protect the consumer
was to require arrangements to be made directly between the social
security system and the hospitals. Many felt this would have provided the kinds of arms length transactions that best protect the
consumer.
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Congress chose, however, to use the intermediary approach. Blue
Cross was challenged with that responsibility, and as a result over
the period of recent years millions of additional persons have been
touched in one way or the other by your various policies.
You have the greatest number of policyholders of any carrier in
the business. We have a health care crisis in the country of enormous magnitude and I for one do not see how you and your organization can escape a major responsibility for our lack of controls of
cost and quality to help meet the health care crisis.
Now medicare has been made a whipping boy time and time
again, but Blue Cross was challenged by Congress to put controls on
costs and quality. If we are in the health care crisis which the President has described, which the Secretary of HEW has described, and
which, more importantly, the Joe Q. Citizen has described, with long
waiting lines in the hospitals, inability to get a doctor, and all the
other problems, the Blue Cross bears ifinch of the responsibility.
Why shouldn't we go back to the other approach Congress considered and let the social security system make arrangements directly
with the hospitals, and thereby eliminate the back scratching that
exists and has existed between hospitals and boards established
through Blue Cross?
Couldn't we do a better job through the social security system, of
driving costs down and driving quality up?
Certainly the record of Blue Cross in this area has not been one
of the better chapters in the history of our health crisis. How do
you react to that?

Mr. MONEIRNEY. I react this way. I think our performance under

medicare has been distinguished in getting that program off the
ground and in making it work.
I think the credit must be shared, public and private. I don't
think the Congress, whatever its complexion at that point, could
have made a wiser decision.
Senator KENNEDY. With all the existing programs, with all the
deductibles, with all the coinsurance, with A the exemptions, with
all the paperwork isn't every patient's claim, really, a threat to the
balance sheet of Blue Cross?
Mr. MCNERNEY. We

don't feel it that way, and our paperwork

was less than anybody's and still is. I think as far as the larger
question is concerned-let me put it this way. A citizen is in a very
awkward position in criticizing either the Government or others,
and I don't, again, want to be impertinent in that regard.
But the rising costs situation in this country is one, it is a problem we all must share. It has a lot to do with whether there is good
planning or not, or whether there is good leadership or not.
Senator KENNEDY. Of course, you testified before the Ways and
Means Committee, "just put the purchasing power in the hands of
the aged, and we will look out after the rest."
Now that is what the Congress did. They put purchasing power in
the hands of the aged, and now we are getting complaintsMr. MCNERNEY. But to split the program in its design-we are
administrative agents in that program. We worked hard with the
Social Security Administration-
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Senator

KENNEDY.

Would

you repeal medicare?

Mr. MONERNEY. I would not. We feel a very integral part of it.
Senator KENNEDY. You have been extremely responsive in your
answers today, but I, for one, feel strongly that your orgaiaini
a very integral part of the whole health crisis, and I think any fair
evaluation would indicate that there has been woefully little done by
Blue Cross in to hold these costs down or drive quality up.
Mr. MONERNEY. As long as we avoid an idealistic comparison,I
think I can say "who has done better?"
I think our track record is without peer and I include the public
and private sectors. I think we can do a lot better, Mr. Chairman.
We are under tremendous pressure to do a lot better. When you
have a constituancy this largeSenator KENNEDY. I can understand that. I also see, up in my
neighboring State of Rhode Island, that in the plan 65, Blue Cross
and Blue Shield asked for a 63 percent increase. Thousands of citizens showed up at the meeting down there.
In Pennsylvania I see that Blue Cross increased rates in August
of 1970, 25.3 percent, is now requesting a 20 percent rate increase,
and is expected in August of 1971, to request an additional 25 percent rate increase.
Can you give the American people, any assurances that you are not
going to request these monumental increases?
Mr. MONERNEY. I would have been more reluctant to deprive the
American people of the primary causes of that inflation, namely
bringing for the first time under pr'ppayment and Government programs people who did not have ad 1 uate coverage and giving the
workers in the field which I consider, o'be a good wage.
But those are by far much more contributing factors than Blue
Cross' performance. I am not sure you realize, but in the last 4 years
of new expenditures in the health field, 70 percent for doctors and
hospitals has been absorbed by inflation.
TIhis is a factor which reflects all sorts of things, but not the last
among them a problem that our economy as a whole is having. Our
efforts, I think, where as we have got to do better, we can stand
comparison in real life with anybody's tools, and that is the important, place to keep it, the comparison, and also to keep the comparison of our accountability on a relative scale.
Senator KENNEDY. I have heard you use examples in which there
is direct regulation of health service resources, as in a number of the
European countries. You've mentioned Sweden and Canada, and
their rates of cost increase..
One thing I think remains extraordinarily clear, after having tens
of thousands of citizens showing up at meetings on health services
here-to my knowledge there is not a political party in Western Europe that has suggested the repeal of the health programs instituted
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in those countries. Yet in this country from, the top to the bottom of
our society, we see, the deepest despair and frustration over the delivery of health services. So I am not willing to accept that we have
done the best we can do by using Blue Cross and therefore ought to
just continue to use them as the vehicle for the future expansion of
the program.
As for other insurance carriers, you point out there is very little
in the administration's program which would give us any satisfaction that if we use these carriers we will not just cause additional
inflation.
Mr. MONERNEY. Senator, if I could make one brief comment here,
I think it is a rare bill that is repealed. So when you look at the
Common Market countries and those on the continent and ask them
to go back, it is unlikely that they will go back very far or change
very much in a short period of time.
But in these same countries, I think we should be aware of the
fact that the doctor is much freer to use resources and practices of
medicine than he is in this country in terms of the disciplines he is
under and the surveillance that is practiced, yes.
Now, I hestitate to go much further because these comparisons beyond a certain point I Think, get very difficult to follow.
But one thing. that I feel quite importantly. we have come to
unique decisions in our economy and in our society, whether it be
COMSAT or the public utility or whatever, where, ingeniously we
seek new solutions, but we don't slavishly imitate some of these foreign schemes which have problems that should be looked at, which
should be measured, and which should be avoided.
I have come to the conclusion that a collaborative effort may be
the answer.
Senator KENNEDY. You have expressed some rather encouraging
reactions to deductibles, coinsuraiice, and means tests. Is there anything you cant do to establish regulations in the various Blue Cross
programs to work toward the elimination of those features?
Mr. MONERNEY. Mr. Chairman, I can't claim a lot of credit in
this area, but historically Blue Cross has made minimum references
to deductibles and copayments, on the theory that the controls are
better exercised in another way, rather than on the sick patient.
On the means test, we are in a different position than the Government, obviously, persons can pay for rates or they can't. So that
could not become in our system a point of contention.
I worked against it personally both in the task force and in other
ways.

Senator KENNEDY. The Blue Cross was established in to be a community based service organization, and now we find experience rating going on quite frequently. Almost half of the enrollees in my
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own State of Massachusetts are experience rated. Do you think experience rating is really consistent with the purpose of the Blue Cross
in terms of community service?

Mr. MONEPNEY. We moved to experience rating because the com-

petition in the market dictated it. Importantly, however, we did not
go to what I consider the more pernicious and extreme points of experience rating.
We lumped together all of the individuals who are on a nongroup contract an~d for the small groups we lump them together so
that no one group experiences would be detrimental to the :family, et
cetera, and have tried to strike a midway course between these extremes by pooling and then among the peoples having some subsidies
flow.
So that there is left an accountability here and in a very real
sense, and in Massachusetts it is demonstrable and in Michigan it is
demonstrable. There was a period under the community rate where
people in the rural areas by paying an average rate were subsidizing
those in the urban areas who were facing higher costs of care.
Senator KENNEDY. We have had letters written to us about people
who are denied job employment opportunities because of the impact
they would have on a group rating. I understand that this has happened in a number of cases. It obviously dramatizes the unfortunate
nature of this whole approach, and is contrary to the intent of Blue
Cross' charter and tax exempt privileges.
We again want to express our appreciation for your appearance. I
think what we have to really attempt to do in this committee and in
the Congress is balance future promise against past performance.
I think myself that the insurance industry really has to prove its
case in terms of its ability to discharge the increased burden and responsibility which the administration is attempting to place on it.
Even the administration has indicated by its statements that they
want significantly increased regulation before they place this responsibility on the insurance industry.
Millions of Americans are satisfied with medicare; many don't
feel that the benefits are sufficient, but as a means, as a way to
achieve better health they are satisfied with the concept. The question which is fundamental for the Congress, the Senate and the
American people, is whether a system which is doing a job for 25 or
30 million senior citizens in this country can work for the rest of the
American people.
I want to thank you very much for your appearance here this
morning. The subcommittee is going to recess for 45 minutes and we
will reconvene at 2 o'clock.
(The prepared statement of Mr. McNerney follows:)
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Mr. Chairman and members of the subcommittee, my name is Walter J.
McNerney.

I am president of the Blue Cross Association, the national

organization of the 74 Blue Cross Plans in the United States.
I welcome this opportunity to discuss the status of our health care
system and ways to improve it.
In our work over a span of 41 years to provide our subscribers with
coverage of the costs of illness.. we have been and are aware that
changes are needed In the organization, delivery and financing of
health services in the United States.
We are vitally concerned with problems of rising health costs, of
gaining access to facilities and services, and of guaranteeing the
effectiveness and quality of the services provided.
As spokesmen for the Blue Cross system, I and other Blue Cross executives have spoken out on the is sues involved in improving the thrust of
our health care delivery and financing.

We have testified to several

Congressional committees, have participated in conferences called by
the Secretary of Health, Education and Welfare, have served on Federal
task forces, and have discussed our views on the health care system's
needs at many public forums.
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More importantly, the Blue Cross system Itself has been working to
improve our health care system's effectiveness.

The unique structure

and origins of Blue Cross make It especially sensitive to the forces
involved In shaping our system and enable it to be an active partner
with others in search of improvement of the quality of health care pro-vided to our people.
THE BLUE CROSS SYSTEM AND OPERATION
The 74 non-profit Blue Cross Plans in the United States represent a
confederated system which Is responsive to both local and national
demands.

The roots of individual Plans are deeply imbedded in the

community, yet all Plans are united in a national system necessary to
provide services for a mobile, industrial society.
Size of Enrollment
Since its founding in December of 1929, Blue Cross and its concept of
non-rofi,

voluntary service have grown until today, more than 74

million Americans-or 36 percent of the population-have regular Blue
Cross membership.

This includes more than six million elderly persons

who supplement their Medicare coverage with Blue Cross complementary
coverage programs and the more than five million government employees
and dependents in the Federal Employee Health Benefits Program who have
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chosen Blue Crosvs coverage.* The Federal Employee group of Blue Cross
represents more than 60 percent of all participants in this program and
is the largest voluntary employee group In the world.
As intermediary for Medicare, Medicaid and other public programs,
Blue Cross serves an estimated additional 23 million citizens.

This

service in the public sector includes administrative work in model
cities projects, neighborhood health centers and other programs
serving the health needs of the underprivileged.
through its private and public te,

Thus, Blue Cross,

serves more than 97 million

Americans, nearly half the people in the United States.

In providing

these services, Blue Cross paid nearly $11 billion In claims in 1970.
Whether we are serving an individual, direct-pay subscriber in a rural
area, a 1 0-member group at a small-town bakery, or any of the seven of
America's 10 largest business organizations whose employees are enrolled in Blue Cross, our focus is health, not alien purposes, and we
are responsible to the people we serve.
Public Accountability
Our public responsibility and accountability are reflected in the fact that
87 percent of all Blue Cross enrollment is in Plans which are required by
law to have their subscriber rates and contracts submitted to the state
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insurance regulatory body for approval.

Since the formative years of

Blue Cross, Plans have been subject to public regulation through
special enabling legislation recognizing them as non-profit service
organizations and requiring filings, disclosures and approval of items
such as subscriber and hospital contracts, rates, annual statements and
financial reports.
As, Blue Cross governing boards are composed of hundreds of community
representatives, as well as provider representatives, who serve without
pay, devoting many hours each month to assuring that Blue Cross is
meeting the needs of the people it serves as effectively as possible.
Another significant element in Blue Cross' responsiveness to its subscribers is that throughout its history Blue Cross Plans have assured
continuity of coverage by assuring that subscribers' coverage would
not be cancelled because of poor health and resulting high use, that
group subscribers could convert to individual coverage when leaving the
employ of their firm, and that subscribers moving from one Plan area to
another would be guaranteed coverage by their new Plan.
Also, to provide health cost coverage at a cost which can be borne by a
broad segment of an area's citizens, Blue Cross initiated the concept of
community rating. While competitive forces have made it impossible to
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continue this concept universally, some Blue Cross Plans still follow this
practice while others create pools of small groups and individuals to
spread the risk as widely as possible, providing coverage to many who
would otherwise be unable to secure any decent measure of health care
cost protection.
Indeed, the Blue Cross system, born in the Depression as a response to
a social need, has led the way in enabling Americans to secure health
cost coverage, until today more than 160 million of our civilian, noninstitutionalized population have some form of private health cost protection.

Adding those covered only by government programs, at least

190 million of our civilian population have some form of health cost
coverage.

Probably fewer than 15 million, Including many now-in long -

term institutions, have no protection.
Blue Cross also has played a major role In seeking ways to make more
effective use of the monies being spent on health by our citizens.

We

recognize that the ways in which Blue Cross subscribers' funds are
spent can have a highly useful impact on the organization and delivery of
health care.
Blue Cross Incentives and Controls
Some of the ways Blue Cross has been working to help control costs and
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to see that appropriate services are provided to its subscribers include
the following:
-

To carefully define allowable costs and establish limitations on
payment, Plans utilize various methods of reimbursing providers
of care.

Negotiations with providers often are long and difficult,

as each strives to fulfill its views on what is best for the
community.

-

To develop new and even more effective reimbursement techniques,
Blue Cross Plans are conducting a wide variety of programs and
experiments.

One major area being investigated is the use of pros-

pective reimbursement which shows great promise as a method for
review and negotiation of expenditures before they are made, putting
the hospital or other providers at risk to a greater extent than other
methods.

One such program is the state-wide prospective reimburse-

ment plan being initiated by Rhode Island Blue Cross with the
state's hospital association.

-

To determine the necessity and appropriateness of treatment provided
its subscribers, Blue Cross uses procedures such as claims review,
whJich increasingly are being tied to utilization review.

Blue Cross

Plans are active in encouraging and assisting utilization review, with
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more than 15 Plans providing data profiles on patient use of hospital
and extended care facilities for use by utilization review committees.
Another method for determining appropriateness of care is the use of
recertification programs.

Thirty Plans require attending physicians

to recertify the necessity for continued care after a specified period
of hospitalization.

-To

help assure an orderly development of the health care delivery
system and the appropriate investment of capital, Blue Cross has
been an active supporter of community health planning since the
movement's inception.

Last year, 48 Plans contributed in excess of

$1 million to support area-wide planning and 40 Plans provided
direct services to the planning agencies.

A total of 23 Plans

require member hospitals to prove need for facility expansion and
40 other Plans are working toward requiring conformance with a
planning agency's recommendations.

-To

reduce the incentive for patient use of the most expensive element
in health care, inpatient hospital care, Blue Cross has been working
to expand rapidly the broad range of benefits available to its subscribers, including many out-of-hospital benefits. Among the
benefits now offered by most Blue Cross Plans are extended care,
home health care, out-of-hospital drug coverage, dental care,
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pre-admission testing, outpatient psychiatric treatment and other outpatient services.

A measure of the Blue Cross benefit expansion's

effectiveness is that since the second half of 1969 the number of
covered outpatient visits by Blue Cross subscribers has exceeded
the number of in-hospital admissions.

In the 5-year period ending

in 1969, the rate of covered outpatient visits rose by more than 50
percent.

Also, Blue Cross is actively developing prepaid group

practice benefits as an alternative to traditional patterns of providing
care.

Six Plans have operational prepaid group practice programs,

including the Massachusetts Plan's participation In the Harvard
Community Health Program; a dozen Plans are either actively developing or planning such programs; and several other Plans are conductin
preliminary woik in this area.

-To

assure that Blue Cross subscribers receive the care they need
without paying for it at time it is needed, Blue Cross Plans contract with local hospitals for services to thbir subscribers.

The

contracts guarantee the provision of service and spell out the method
and basis of payment by the Plan for its subscribers' care.

Thus,

Blue Cross collects dollars from its members, "paying back" hospital
and other health care services when they are needed.

-To

help increase hospitals' operating efficiency, more than 20
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Blue Cross Plans have initiated cooperative programs in such areas
as industrial engineering and computer services.

This includes

the CASH (Commission For Administrative Services In Hospitals)
program formed seven years ago by the Los Angeles Blue Cross Plan
and Southern California hospitals to improve the effectiveness of
personnel and the quality of patient care.

The CASH program thus

far has resulted in annual cost reductions of $20 million for 184
subscribing hospitals.
-To

increase citizens' understanding of their health care needs and
the health care system itself, Blue Cross conducts an extensive
program of public health education.

More than 7 million copies of

the Blue Cross public health education series of books-on topics
such as mental health, infant health, health careers, and the
mental and physical health needs of adolescents and the middle
aged-

have been distributed by Blue Cross Plans.

The Plans have

also conducted many public service campaigns In the areas of health
maintenance and preventive medicine.

-To

guide its work in seeking more effective patterns of financing
and delivering care, Blue Cross conducts a variety of research programs.

Presently under way is a comprehensive study of differences

in usage and costs between group practice and more traditional forms
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of health care delivery, examining the experience under the Group
Health Association and the Blue Cross and Blue Shield Federal
Employee Programs in the District of Columbia. And we are emplementing a demonstration program to test the capacity of the entire
health care system to implement a uniform system for recording and
reporting hospital discharge data.

Both of these projects involve

funding through the National Center for Health Services Research
and Development.

Blue Cross also has conducted many research

projects on the impact of new benefit arrangements on cost and usage
and ways to use technical engineering and purchasing skills to reduce
cost and organize services more efficiently.

Experiments In reim-

bursement and proposals to test new ideas for cost containment also
are underway.
To further Increase its own operating efficiency, the Blue Cross system conducts, through the Blue Cross Association, Increasingly
intensive reviews of Plan performance.

This program which is being

expanded to Include standard -setting and technical assistance, develops recommendations to help Plans improve performance on a timely
and efficient basis. Also, through its UNIT (Universal National Information Technology) program, the Blue Cross system is working to
expand and enhance its data processing capabilities to provide more
effective service to subscribers and to lower costs of EDP operations.

-
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All of the aforementioned ways in which the Blue Cross system works to
continually improve Its performance accrue not only to the benefit of
our traditional, private sector business, but also to the public programs
implemented by Blue Cross together with federal and state governments.
Blue Cross and the Government
The Blue Cross role in government service includes its work as intermediary for institutional benefits under Part A of Medicare and its administrative duties for Medicaid programs in 26 states and CHAMPUS (the
Civilian Health and Medical Program of the Uniformed Services) In 33
states and the District of Columbia.

The largest of these programs is

Medicare, where the vast majority of persons taking part are serviced
by Blue Cross through its administrative work for the Social Security
Administration and 91 percent of the hospitals, 88 percent of the home
health care agencies, and 52 percent of the extended care facilities
taking part in the program.
Since Medicare' s inception, the Blue Cross system has processed more
than 50 million claims and handled payment of approximately $17 billion
in benefits for the nation's elderly.
In Medicare, and the other government programs, the Blue Cross system
has developed new techniques for increasing these programs' effectiveness,
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such as the magnetic "tape-to-tape"l computer program which speeds
Medicare claims processing and helps to eliminate clerical errors at the
Social Security Administration's Baltimore records center.

This system

has lowered the time required to process claims under Part A from 18 days
to two.

Savings from this system will exceed $1,250,000 in the current

fiscal year alone.
Low Administrative Costs
One indtjx of the Blue Cross system's efficiency in its operations is the
fact that, in serving its subscribers, the 1970 operating expense of Blue
Cross Plans averaged only 5.5 percent of subscription income.

This

rate has been consistently low, ranging between 4.5 and 5.8 percent in
the past 10 years.* Also, a recent Social Security Bulletin shows that in
1969 claims represented an expenditure of 97.8 percent of premium income
for both the group and individual members of Blue Cross. A comparison
of Blue Cross and combined Blue Cross and Blue Shield operating expense
with that of other major carriers further highlights the efficiency of our
system.
1n the Medicare program, Blue Cross provides its administrative services
at a cost which equals only 1.68 percent of the-funds handled for the
program.
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While the Medicare record indicates Blue Cross effectiveness, it also
demonstrates the fact that the costs of administering a program for
private carriers or the government are highly dependent on the tasks
performed.
In its private sector work, Blue Cross operations include many activities
not performed for Medicare, such as enrollment and marketing functions,
actuarial and rating services, central certification and public relations.
Also, it should be noted that there is a limit below which administrative
expenses or retentions should not go.

They generate the impact on claims

expenses where the vast majority of total expense lies-bnd they can be
too low.
Thus, the real key when measuring administrative expense Is the Impact
of the program on the cost and effectiveness of the services provided its
beneficiaries.
Also, the major duties which Blue Cross has assumed in the Medicare and
Medicaid programs are indicative of the fact that through the years Blue
Cross has changed-and Is continuing to change-to meet the needs of
our citizens.

-
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Adaptation to Change,
In the early years of the Blue Cross movement, assuring access to care
was the major need, many people had great difficulty in affording care
and providers often lacked sufficient funds to provide adequate services.
The problem caused by a shortage of facilities and services were
heightened by World War II.
Blue Cross benefits and its contracts with providers of care reflected
this major concern with obtaining hospital care.
Due partly to the success of our system in the 1930's and 194 0's In
fulfilling its commitment to subscribers to help increase the health care
system's capacity, Blue Cross began to shift its emphasis during the
1950's to a greater concern with productivity and assuring that subscribers' funds were being spent in the most effective way.
For while the effectiveness of the health care system was increasing
in major strides, health care expenditures and costs were increasing
at a faster pace than that of the general economy. The hospital field,
which, like most labor intensive enterprises, is particularly vulnerable
to the forces of inflation, recorded some of the sharpest gains In cost.
It became evident-e specially as both private and federal spending for
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health grew rapidly in the 1960s-that more emphasis needed to be
placed on the proper expenditure of the money available, rather than
merely increasing the amount of money to be spent on health care.
Blue Cross now is working to assure that the money it spends impacts
the delivery system in desirable ways:

benefits are being expanded,

more emphasis Is being placed on primary care, alternatives to the
use of expensive hospital beds are being stressed, and the use of cost
controls and incentives is being broadened.
Another way in which Blue Cross is changing is reflected in the increasing number of consumer representatives on Plan governing boards.

Many

Plans now have a majority of their board members representing consumers
while others are working to achieve this.

The board of governers of the

Blue Cross Association has gone on record favoring consumer majorities
on all Plan boards.
The financial and administrative relationships between Blue Cross and
the providers of care are continually changing and have been under careful
re-evaluation for some time.

The ties Blue Cross has had with hospitals

for four decades have in most instances, over those years, benefited
the subscriber directly and were a vital factor in creating the American
aospital system.

But, the need for further change in these relationships

.,s apparent, and it is in process.

-
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This Is not to suggest that relations between Blue Cross Plans and
hospitals always have been harmonious.* For example, the recent wellpublicized disputes in Massachusetts, New York and Philadelphia indicate that the pressures of the well and sick communities are each being
f elt.

STRENGTHS AND WEAKNESSES ATTRIBUTABLE TO PUBLIC
AND PRIVATE SECTORS-NEITHER ALONE
Whatever one's dedication or determination, no one agency, public or
private, acting alone can impact significantly the problems of financing
or delivery.

Our attack must be on several fronts and it must be reasonab.

coordinated.
The health system is complex and diversified.

Effective Interventions

The spate of legislative changes intro-

must be forceful and imaginative.

duced in the last decade has demonstrated that change is not easily
accomplished even with the best of intentions in the public and private
sectors.* As the Task Force on Medicaid and Related Programs put it, in
calling for competition among various organization,

"The concept

that any single formulation of resources could solve all the Nation' s
health care problems is as witless as the notion that a single remedy couli
cure all kinds of ailments."

-
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Blue Cross' accountability is Important, but it is relative.
We recognize, with others, that an important minority of citizens are
not protected adequately against the cost of health services,

Of these,

too many do not have access to or get the, care they need.. The government must help provide adequate purchasing power to these persons,.
even in the face of the serious Inflation we are now experiencing in the
health field.

Human compassion demands it.

And, we must seize the

opportunity to minimize inflation through judicious expenditures.

Blue

Cross' ability to assist those with insufficient mean's is limited. Over
the years we have done a great deal, but we recognize fully the need
for government action beyond the extent of present programs.
All Involved in the purchase of services must recognize the need to
purchase care reasonably.
and efficiency of care.

Money alone cannot guarantee effectiveness

Spent without an Incentive for change in the

present delivery system, additional funds can lead to disastrous cost
rises. Agencies in the public and private sectors have implemented
Incentives and controls. The record of none is preeminent. All must
join the quest for better programs so that various methods can be
evaluated and the leverage extended.

-
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Controls and incentives are ineffective without leadership and dynamic
organization.

Those of us who operate in communities and neighborhoods

across the country know this fact. A special obligation in this regard fall.on the Congress and the Department of Health, Education and Welfare.
At no other points do so many relevant forces converge and demand resolution.

Too much new legislation has been additive rather than substitu-

tive and addressed to expediencies rather than fundamentals.

HEW must

regear its operation to concentrate on measurable objectives, enunciate
workable policies, sponsor better coordinated programs and evaluate
results, while jealously protecting the public interest.

Blue Cross has

spent considerable money and effort in making area-wide planning work.
We can do more and do it more consistently.

It would help to have a

clearer notion of what the government commitments are in terms of goals
and processes.

Currently, such programs as Comprehensive Health

Planning, Regional Medical Programs, Hill-Burton, and the Childrens
Bureau may overlap and even contradict one another.
A mechanism must be found, with government help, to put health services
in better perspective.

Many of the chief determinents of disease lie out-

side the programs and orientations of most health programs.

Preoccupa-

tion with acute services is part of the problem, when more primary or
rehabilitative care is needed.

Also, health must be seen in the context

-
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of the total life style of education, family living, hosn,

income, etc.

The cost of getting people well as opposed to keeping them well in an
increasingly urbanized society are incalculable and, in an economy of
scarcity, it is too often those who need health care the most who suffer
the shortages.
Government and private programs need consumer input.

Both tend to

become obsessed with internal needs rather than effective service if all
decisions are made by "professionals." To assure that care is rendered
at a time and place and in a way satisfactory to the consumer, the consumer must participate In decisions and be taught both what his rights are
and how to purchase care.

None of this will come about without concerted

programs involving organizational change and health education.

It Is

impossible for government or Blue Cross to design a foolproof maze; the
consumer must be taught to meet it half way. And, it is he, the beneficiary
of service, less sidetracked by aspirations of personal achievement, who
holds the key to service innovations and to change.

The electorate is not

enough, nor is the event of an out-of-pocket payment and the demands
associated with it.

Policy-making officials at any level of government

need to provide for consumer representation, as do we in prepayment.
Today' s problems of financing and delivery cannot be appreciated unless
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seen In this type of context.

The roots are widespread.

They invade both

the public and private sectors and involve the fundamentals of public
policy and management.
contract is exempt.

Neither law, regulation, nor public or private

The' strengths and weaknesses of HEW and Blue

Cross are In a real sense interrelated.

CONSENSUS ON SEVERAL KEY
POINTS-LESS ON OTHERS.
In seeking Improvement in the present health system, many points of
view share a remarkable number of objectives and subobjectives.

For

example, most of us are determined to moderate cost increases by promoting greater efficiency and economy, to prevent financial hardship for
Individuals and families, and to seek administrative arrangements that
are not only economical but also responsive to changing public preferences
easy to administer and generally acceptable to providers as well as
consumers.
There is, at last, fairly widespread acceptance of the fact that the
health field A~ aberrant In classical economic terms, peculiarly free of
competition and the type of consumer choice that leads, through self
interest, to efficiency and economy.

-
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interventions is recognized in many quarters, even though there is
uncertainty about what balance to strike between the extremes of
laissez faire and top-down manipulation.
Inevitably, agreement on a proper strategy of intervention will be hard
to reach.

It Is encouraging to note that our country tends to be prag-

matic when the chips are down, drawing selectively on what seems to
work.

In facing social and economic challenges we see, as a result,

successful resort to performance contracting, In which both the government and private sectors play important roles, and such interforms as
COMSAT, public utilities, and port authorities.
In the health field, we are now going through a sifting process, attempting
to preserve certain values and change others.

It will not be easy. We

face conflicting emphases on such values as uniformity and flexibility,
varying interpretations of limited facts (nationally and Internationally),
differing confictions on such essentials as the proper role of government
and lack of confiction on such key issues as how to address the problems
of long-term care.
SEARCH FOR PROPER BLEND OF
PUBLIC AND PRIVATE EFFORTS
In any event, we must guard against the temptation to move from the
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disabilities of one extreme to those of another; from, for example,
excessive fragmentation to excessive rigidity.
In plotting the move, let us recognize that the present system is a
mixed blessing-not all bad or all good. We suffer doctor distribution
problems, but we have the third highest concentration of doctors per unit
population in the world. A few years ago, we had no community mental
health centers.

Now we have over 400. If 12 new medical schools in

the last five years seem modest, we should reflect on the fact that some
countries, with which we draw comparisons, have added precious few in
this century. Importantly, whereas the morbidity and mortality rates
among our poor populations are unconscionably high and we must act to
change this fact, overall we have seen significant delcines in infant
mortality, diseases of early infancy, maternal mortality, hypertensive
heart diseases, a decline in the actual number of mental hospital patients
and a viable growth In medical science and new techniques.

Frustration

among the poor in getting care is pervasive (Blue Cross commissioned a
survey of the general population with special subsamples in depressed
areas, including inner cities, Appalachia, and Spanish-speaking areas
to define the problems and report them), but confidence in medicine has
increase among the rich and poor alike-and with it demand.

-
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The public sector has played an Indispensable part in identifying problems
and in the development of corrective action programs.

But, it must accept

some share of the accountability for unfilled promises with the rest of us.
The excess number of costly beds we have in some sections of the
country and overlapping supportive functions relate, in part, to the enthusiasm with which some public programs met the shortages after World
War II and the equal enthusiasm with which improved health subsequently
became equated with bricks and mortar.
Observation of programs in and out of the health field reveals that there
are problems inherent in government as well as private policy and
operation.

I recognize the unfilled needs inherent In a myriad of private

transactions, but I also see the dangers, given a set of goals on which we
can agree. in the tendency of large systems living under the lash of legisto minimize differences.* Much

lative committees to be conservative,
depends, perhaps, on the product.

However, I think we could all agree

that health services, bedded, as they are, in subjective as well as objective considerations and in a strong tradition of professionalism demand
an unusual degree of decentralized sophistication and flexible administration. We have all heard health referred to as neighborhood business as
well as a national issue: it is with reason.

-
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International Comparisons Complex
In sifting our alternatives, reference to other countries is often made.
These are tricky, as are comparisons in other fields.

Life styles vary

con siderably with major consequences to the health of the population.
Economic and population characteristics vary, as do basic economic
prejudices.

We often see differences in morbidity and mortality.

How

often do we see that under essentially state financial programs there is
practically no group practice, for example, in the Common Market
countries; that there is little challenge of usage patterns in any country?
In one recent instance, the population of the country is trying to negotiate doctors off per capita payments so that those soldiering can be
identified through "piece rates."
NE]ED TO EVALUATE BASC
ALTERNATIVES CAREFULLY
If we are seeking incentives and controls at a more dynamic level from
prescribed budgets, a monolithic financing scheme does not seem to be
the answer, if comparisons have any value.
Monolithic Financing System
I hope that the Subcommittee will evaluate carefully the relative merits of
various alternatives In seeking change.

Personally, I have reservations

about the ability of a monolithic financing system, as I do about a

-
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monolithic delivery system to reach the goals we seek.* There are the
hazards of bureaucracy often cited, to be sure. As part of this, one
must ask himself whether it is possible to have little or no pluralism
in financing of health services and lasting pluralism in delivery.
are against it.
financing.

The odds

Beyond these considerations lies the problem of under-

IrA a political setting, health has only relative value. The

frontiers should be supported by private transactions as well-more than
one source of money serves not only to endorse innovation but to protect
health against the "more compelling" problems of inflation, international
trade, war, roads, wage settlements, etc.

Preoccupied with high expendi-

tures, we may fail to recognize the ever present danger of under expenditurebecause the health field is vulnerable not only to the realities of political
priorities, but to the hard to change tendency of people to be interested in
Put another way, the percent of the

getting well, but not in staying well.

GNP we are now spending on health can be viewed as a measure of our
dynamism or our profligacy.

Probably it Is both.

Certainly, it Is neither

alone.
The health system does, in fact, need more leadership and coordination.
Can we view the strategy Involved in a different framework ?

-
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Public-Private Financing System
In it, the government would play a key role with a heavy accent on
Federal leadership.

Government would guide, not direct; motivate,

not demand; assist, not provide; and evaluate, not ordain.

It would be

an Integral part of the management of the system.
With the necessary minimum of regulation, the management function is
seen as formulating policy, establishing objectives, fashioning Incentives,
evaluating results, and, always, protecting and promoting the public
interest-with the policies, goals, incentives, results and public interest comprehending not just the Federal health programs and their beneficiaries, but the health care system as a whole and the whole population.
In short, government would accept the challenge of governance which it is
designed and equipped to do and not attempt extensive operations which it
is less designed and equipped to do. It would capitalize on the considerable assets of the private sector through not only setting goals and other
leadership functions, but through performance contracts in major part based
on specification of desired outcomes rather than specific methods of
operation, and evaluation and Information systems that can assess per-formance in terms of output or results.
field should be under contract.

Further, not every facet of the health

Given greater leadership and structure key

areas can respond adequately to private demand.

-
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This approach rests on the firm belief that neither the public nor private
sector can get the job done alone.

The assets of both are needed in

moving ahead on both the demand and the supply sides of the problem.
Furthermore, It suggests the need to pace demand and supply through a
process that avoids the type of corrosive inflation we have seen In the
health field since 1965,- which affects medical as well as institutional
services.

In the last three or four years of new expenditures, only

approximately 30 percent represent new services or new citizens served
in both areas.

The idea that a magic wand can be waved over this

situation through a comprehensively operated financial or delivery system
causes me serious doubt. All things considered, I tend to place more
stock in a certain amount of honest adversary relationship and a greater
accountability through greater consumer as well as electorate input.
BLUE CROSS ROLE
Can the Blue Cross, as an example of private-mechanism, rise to the
above challenge? The answer is yeg.

The desire and ability are there.

Clearly, a system that touches the lives of so many people has a significant
amount of accumulated skill and material and system resources that are
responsive to changing needs and demands.

The record is clear that

Blue Cross can operate effectively in a variety oficemtan

gs,,

in the private market, in Medicare, the Federal Employee Program and

-
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CHAMPUS.

Medicare is a program that has shown many strengths.

I

hope that we all appreciate that its successes on an ongoing basis
are, in significant part, attributable to the performance of prepayment
plans, whose role was essential in starting the program.
To fail to exploit the assets of Blue Cross would constitute a needless
duplication of investment and skill, but ahuo, and of gr eater Importance,
it would seriously undervalue the worth of a blending of public and
private capabilities in getting things done.
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AFTER RECESS

Senator KENNEDY. The subcommittee will come to order. Our
final witness this afternoon is Mr. Ned Parish, executive vice president of the National Association of Blue Shield Plans.
Mr. Parish has been an administrator in the health care prepayment field for more than a quarter of a century, he has also served
on innumerable committees and commissions dealing with the financing of health care, including the AMA's commission on the cost of
medical care, the committee to establish part B carrier criteria for
the medicare program, and the committee that organized the first
conference on private health insurance in 1967 which was convened
by the Secretary of HEW.
He is presently a member of the American Public Health Association.
Mr. Parish, we welcome you here and appreciate your testifying
before us.
We welcome you, Mr. Parish, and extend our appreciation for
your patience for staying with us through the morning and this
afternoon.

STATEMENT OF NED F. PARISH, EXECUTIVE VICE PRESIDENT
(PRESIDENT-ELECT), THE NATIONAL ASSOCIATION OF BLUE
SHIELD PLANS, ACCOMPANIED BY JAMES D. KNEBEL, ASSISTANT
EXECUTIVE VICE PRESIDENT, AND) LAWRENCE C. MGRRIS, :R.)
VICE PRESIDENT
Mr. PARIsH. Thank you, Mr. Chairman. As you have indicated I
am Ned Parish.
With me are two other officers of the corporation, on my left is
Mr. James Knebel, assistant executive vice president and on my
right, Mr. Lawrence C. Morris, Jr. vice president for planning.
eappreciated your opening remarks of this morning, Mr. Chairman. They are eminently fair and to the point.
My testimony today has two points: One is to discuss the nature
of Blue Shield and to comment specifically upon some of its characteristics. The other is to offer an analysis, with recommendations, of
the basic position of the American system for the delivery and
financing of health services. Before doing that, however, I would
like to speak for a few minutes about Blue Shield.
As a national institution of significant size, Blue Shield is about
30 years old. In this period of time, we have grown to serve 64.5
million people in private business, and an additional 16.6 million as
carriers for the programs of Federal and State governments.
When we began, the American medical care system had a relatively narrow economic system. Fewer people saw physicians, and
they saw them less frequently.. The majority of physicians had little
training beyond the internship, in part because so many patients
were unable to provide an adequate economic base for the highest
quality of medical care.
From the economic base that we helped to make possible, more
people have been exposed to medical care, have learned its value,
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and want more and better care. It is the social pressure of this
awakened desire, expanding much more rapidly than the supply of
health resources, that has created a turning point, which is the true
meaning of the word "crisis."~
We would readily agree that the American system for the delivery
and financing of health care needs improvement. How could anyone
adopt a contrary attitude? Indeed there is no system, anywhere of
any kind, that does not need to have improvement. Trhe issues must
be, how badly do they need it, and in what particular areas?
What corrective measures can be practically applied, and at what
price?
Unfortunately, a great deal of oratory and unsubstantiated hypothesis has been injce into the current dialogue about what
priorities the Nation shul place on health, the proper role of personal health services in achieving national health, the commitment
of resources to achieve health objectives, and above all, the embodimnent of these decisions in a defined national health policy. I would
like to say, parenthetically, that we have been most favorably impressed by the potential for rational decisionmaking in Senator
Kennedy's and Senator Javits' proposal for a national council on
health issues and by the analytic approach of Senator Pell's systems
analysis legislation. The price of error is an unsuccessful restructuring of our h-ealthi care system can be disastrously high.
The capacities of the prepayment system, while subject to limitation in some areas and still under development in others, are clearly
a significant national resource. 'We should like to comment on some
aspects of Blue Shield in order to place in perspective some of the
incomplete information your committee has received.
Specifically we want to discuss the nature of Blue Shield, comprehensiveness of benefits, benefit cost, and the administrative costs of
delivering those benefits.
Blue Shield is composed of 73 plans, each with its own service
area, usually a State. The plans are organized for the most part
tinder special State enabling legislation. As a result of this, they
come under the surveillance and regulation of the State insurance
commissions to a degree unusual for commercial insurance companies. They are without exception not-for-profit corporations with
local boards of directors.
The plans are linked together by membership in the National Association of Blue Shield Plans, which owns the trademark "Blue
Shield" and administers membership standards-attached as an appendix-as a condition of using the trademark.
(The information referred-to had not been supplied then when
this hearing went to press.)
Mr. PARISH. These standards are designed to protect the interests
of the public by assuring fiscal soundness, adequacy of performance,
reasonableness in benefit pattern and level of payment, clarity and
truth in advertising and promotion, due attention to a utilization review and cost control, an acceptable refund of benefits to the subscriber, and other characteristics we find desirable.
Blue Shield plans usually work with companion Blue Cross plans,
offering prepayment for professional services while Blue Cross covers institutional services.

927
For economy and efficiency, some staff functions are usually
supported jointly. There is usually a board of directors making policy for Blue Shield and a separate board making policy for Blue
Cross.
While we encourage the most effective possible cooperation at plan
level, and engage in many joint activities nationally, Blue Shield
and Blue Cross are separate entities.'
It is necessary to speak generally and in terms of usual practices,
since the autonomy of the individual plans is very real, within the
framework of the membership standards. The prce of this decen'tralization is some lack of uniformity, but we feel that it is justified
by the values imparted by local boards of directors, representing the
concerns of the public and the medical profession, and by the accountability of each plan to its own community.
There has been considerable discussion of the inadequacies of private health coverage in providing comprehensive protection. However, we have made available considerably more comprehensive
coverage than all but a very few subscriber groups have been willing
to support.
The membership standards of NABSP require that all plans make
available for national contracts a comprehensive coverage program.
If purchased in full, in conjunction with a comprehensive Blue
Cross contract, this program covers essentially all necessary medical
care.
The specific items included are surgery, wherever rendered;
anesthesia, radiation therapy, diagnostic X-ray, wherever rendered;
laboratory and pathology services, wherever rendered; medical services in the hospital, home or physician's office; psychiatric care;
treatment of pulmonary tuberculosis, mental disorders, drug addiction and alcoholism; maternity care; well baby care; emergency
care; consultations; physical therapy; physical examinations; inhal
ation therapy; ambulance services; prosthetic appliances and braces;
and the rental or purchase of durable medical equipment.
We are continuing to develop this program. We intend to include
coverage for dental care, prescription drugs, and those eye care services not associated with disease.
These particular services are not yet underwritten throughout the
Nation, although some plans offer them in basic coverage.
All of the plans cover some of them in their supplemental contracts. One problem is the difficulty of providing high-volume, lowunit cost services at reasonable administrative cost. Nevertheless, we
expect to be able to deliver them universally in a matter of time.
it is illuminating to examine what types of services would not be
covered by such a program. They would include such discretionary
expenditures as nonprescription drugs and surgery for beautification. Coverage of these items would skyrocket their utilization, with
dubious benefits to the patient. Also excluded are workman's compensation cases, and services provided by Government or by an employer. Obviously these are separately financed.
With these qualifications, Blue Shield can, in conjunction with
Blue Cross, cover essentially all of the nondiscretionary health bill.
But having stated what we can cover, we must also state for whom.
No carrier can cover the expenses of those too poor to fund cover-
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discuss this in a few minutes. And no carrier can cover
We will of
age.
th expenses
those who can, but elect not to fund good coverage.
The role of consumer discretion in the adequacy of health coverage is vastly underestimated.
Very clearly, many consumers have elected to assume more personal risk rather than utilize the best prepayment that the best
carriers are willing and able to deliver.
We believe that some of the information the committee has heard
regarding benefit cost has been misleading through incomplete interpretation. Raw data on what carriers have paid for medical expense
conveys an impression of inflation that goes, beyond the facts. Certainly there has been inflation in medical costs. There is no way to
insulate a major service industry from the effects of an inflationary
economy. But two factors--changing patterns in the use of medical
services and expansion of the benefit pattern-have recently accounted for more change in the total cost of comprehensive programs than has inflation.
There is an excellent example of this in the Blue Shield component of the program for Federal employees.
From its beginning in mid-1960 through 1969, the Blue Shield
premium for the Federal employees program rose 112 percent-an
average annual rate of nearly 14 percent. On the surface, it would
appear that Blue Shield failed utterly to hold the cost of benefits in
line with the income of its subscribers. What actually happened is
that three elements took effect.
The premium was raised 25 percent by the addition of new benefits, most notable outpatient diagnostic X-ray and laboratory service, a significant improvement supporting both preventive care and
intelligent hospital utilization.
The premium was raised an additional 45 percent by increased
utilization. That is, having good coverage the Federal employees
tended to take advantage of it by seeing physicians more often, and
deferring fewer elective procedures. This raised the cost of the program considerably, but presumably -it contributed to the better
health of the subscriber, which is a major objective of comprehensive coverage.
Senator KENNEDY. This increased utilization, can you give us figures for that for the recordI
Mr. PAIRISH. Yes. I would be happy to.
(The information referred to follows :)
FEDERAL EMPLOYEE PROGRAM; BASIC BLUE SHIELD-INCIDENCE RATES' 198149

1961

1969

Percent
Increase
1961469

Surgery ------------------------------------------------.....
Anesthesia----------------------------------------------......
Inhhpital medical cases------------------------------------...
Maernity --------------------------------------------------

3.7
.8
1.2
5

6.2
1.0
1.6
.3

67.5
26.0
33.3
-4O

Weighted averages IIncrease over 8 years (percent)--------------------

45

' Incidence rate is defined as the quotient of the number of services divided by the number of contract mont!fs In force
during the
aepctive
years.,plt ~c nrae niniec ae aevrigIpat ntesbcito ae
sA weighted average IsaprpitsicInraeInIcdnertshvvaynImatonheub rpinrts
depending upon the type of service.
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Mr. PARISH. And finally, the premium was raised 42 percent for
higher unit payments to physicians. This is an average annual increase of 5.25 percent. This is entirely reasonable because there has
been a shift in the program from partial indemnity payment to payment in full, in most areas.
Administrative costs for the coverage of professional services are
higher than for coverage of institutional services, for the obvious
reasons that a, specific illness typically involves one hospitalization,
if that, but may involve several professional claims, amounting, in
total, to less than the hospital bill.
Furthermore, income per contract for Blue Shield coverage of
professional services is substantially less than for institutional coverage.
Thus, more cloihns must be processed as a percentage of a lower
gross premium. 'In 1969 Blue Shield administrative expenses nationwvide averaged 11 cents for each dollar of premium collected..
Senator KENN.EDY. With respect to the 25 percent premium increase does that reflect any inflation? Do you have knowledge that
there is inflation built into that?
Mr. PARISH. Yes, there is inflation. As we indicated here, there is
no way to keep this out.
Senator KENNEDY. But can you indicate what parts of those increases are because of inflation l
Mr. PARISH. Not at this time. I am sorry. The major portion of
this would be accounted for in the 42 percent increase in higher
unit payments to physicians. The reason for that is the fact that the
program has shifted in the last 2 years, now mandatory in 1969, that
instead of a fee schedule approach, partial indemnity with the beneficiary or subscriber having to pay something out, of pocket.
That has shifted. to the payment in full program, which obviously
r-esults in higher payments to physicians, but also to the heater predictability on the part of the individual for his medical bill.
Senator KENNqEDY. Earlier today we are talking about the Blue
Cross's attempts to refuse payment for what they considered to be
excessive costs.
Blue Shield has various review procedures. 'When your review
procedures reveal that the treatment offered does not warrant full
payment of the physician's bill,. does the payment of the balance of
the charge become the responsibility of the individual policyholders?
Mr. PARISH. I am not sure I understand the question completely,
Mr. Chairman.
Senator KENNEDY. If you make a decision that a payment is excessive and you refuse to pay it, who pays it?
Does that become the obligation of the policyholder?
Mr. PARISH. In the so-called paid-in-full program, which operates
on the fee basis, if the physician is a participating physician in that
program, he may not charge any additional amount to the subscriber. If he is a nonparticipating physician and if he has made a
prior agreement with the subscriber, then the subscriber is obligated
for the amount agreed to in that prior agreement.
Senator KENNEDY. What hap pens, say in the Federal health program, when. you have a fee for $,100,Mn Blue Shield allows you $50
for that procedure. What happens to the balance? Whbo pays for the
balance?
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Mr. PARISH. If that Federal emplo eels program-and the vast
maority of subscribers to the Fedora?? program are covered under
the usual, customary and reasonable approach-the fee paid as determined by the plan through its own determination that what is
paid for that procedure is payment in full for that procedure. And
the physician, if he is a participating physician in the program, may
not charge additionally to the subscriber.
He has agreed to this by a specific agreement. If he is not a participating physician and if no prior agreement-turn it around the
other way-if there was prior agreement with the patient that he
would even be liable for an additional amount of money, whatever it
might be, then the patient is obligated to pay that.
If there was no prior agreement, then the plan' and the program
will defend that situation and would support the nonpayment.
Senator KENNEDY. You would pay that?
Mr. PARisHr. Not necessarily pay it. To use a term, we would hold

the patient harmless in that instance. He would not be required to
pay it. Some other arrangement would have to be made. Either the
plan would stand for it, or the physician would reduce the charge.

Senator

KENNEDY. What

does it mean when you hold him harm-

less? Does lie pay?
Mr. PARISH, No, he does not pay.
Senator KENNEDY. How

about the example where someone is trav-

eling across the country, gets sick and does not find out whether the
doctor is participating or not. When he gets the bill, and finds that
under your schedule only a certain amount of that is paid, what happens to that? Will he have to pay the excess?
Mr. PAlusti. The Federal program is a national program, and so
that particular problem does not come into it.
Senator KENNEDY. There must be certain parts of the country
where they don't have the kind of facilities or necessarily the personnel who, even though the plan is national in nature
Mr. PARISH. It would be relatively difficult to encounter that since
we are broadly based across the country and each of the* plans is
handling its local business with its local physicians, and that physician pretty well knows, unless he is brand new to the community, he
knows here exactly where to go for this kind of information, to his
home base plan.
In the final analysisSenator KENNEDY. What percent of the physicians practicing in
Washington are participating, for example?
Mr. PAISH. I don't know, but we can supply that.
(The information subsequently supplied follows:)
NUMBER oF PRACTICING PHYSICIAN1S SIMVING WASHINGTON, D.C. AND FOUR
ADJOINING COUNTIES By WASHINGTON BLuE SHIELD PLAN
There are 4,802 privately practicing providers of professional service in the
District of Columbia and the four adjoining counties served by the Washington
Blue Shield Plan. An estimated 550 of these reside in portions of the adjoining
counties not served by the Plan in ita private business, where participation becomes
a factor. Of the remaining 4,252, 3,882, or 91.3%, hold participating contracts, in
the following distribution:

Physicians (M.D.) -------------------------------------------Physicians (D.O.)------------------ ---------------------------Dental surgeons --------------------------------------------------Podiatrists -------------------------------------------------------

Total-----------------------------------------------

3, 607
12
152
111

3, 882
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Senator KCENEDY. What percentage in the country?
Mr. PAW81-!. I can't give you precise figures but it would be, if I

may be permitted a ballpark figure, it would be in the 1980's in
terms of percentage. In private practice. We make that distinction,
because there are any number of physicians,. M.D.', for example,
who are teaching physicians or who are serving in Government or
teaching, or that sort of thing, that are not included as an active
practice group.
(Information subsequently supplied for the record follows:)
NumjiDR OF' PHYSICIANS SERVING NATIONAL BLUE; SHIELD PLAN

In 1970, there were an estimated 196,180 physicians In the active private
practice of medicine In areas served by Blue Shield Plans. Of these, a total of
149,280 physicians (74.5%) have signed individual participating agreements
with their Blue Shield Plans.
A number of Blue Shield Plans do not use individual participating agreements. Plans in seven states have formal agreements with appropriate medical
societies, covering their entire membership, In lieu of individual agreements.
An estimated 31,960 physicians In private practice (19.5%) are Involved In
these agreements.
A combination of 149,280 individual participants and 31,960 participants
under medical society agreement totals 181,240 Blue Shield participating physicians, or approximately 9301 of all physicians submitting charges for services
to Blue Shield subscribers.
It Is worth noting that Michigan Blue Shield has formal participating agreements with 68% of Its physicians. Through a unique system of "per case participation," Michigan physicians, in fact, participate at about 90%1. The additional de facto participation raises the total figure about 1250 physicians, and
results In gross participation of just under 94%.

Senator KENNEDY. How does an individual know if a physician is
participating or not,~ participating?
Mr. PARISHr. He does not. He does not have a 'tittle book that
would tell him. With that high percentage of physicians participating in the program, there would be a good chance of getting one.
The obvious way is that he asks, and obviously if he can't ask,
then he has to take the chances under an emergency situation.
That would be treated as an emergency situation anyhow, and
would be covered as if it had been participating.
Senator KENNEDY. I would like in questions put to you later, to
develop these thoughts with you a bit, -because we have had a lot of'
people who have written into the committee and told us about these
experience.~ I am not sufficiently familiar with of the details of
these plans and programs to know exactly what some of those problems are, but I woud like, if I could, to develop this further with
you and your staff.
Mr. PARISI-. In return for administrative cost the Blue Shield
subscriber gets in addition to claims payment, relief from having to
pay the physician and seek reimbursement later, claim submission by
the physician's office without trouble or expense to the subscriberBlue Shield compensates the physician through a guarantee against
collection loss--control of claims expense, confidentiality between
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himself and his employer concerning the details of the illness, and
most importantly the security of protection.
The employer also receives services from the plan. He gets education for his employees concerning their benefits; education for professionals regarding the coverage, utilization review, peer review of
unusual utilization or charging patterns, a virtual absence of paperwork and experience reports on how his money is being spent, to afford him full surveillance of his expenditure.
A significant, but often overlooked factor in administrative cost is
the social responsibility assumed by Blue Shield. The most important area is the continuing protection of the disabled or unemployable
subscriber. It is the policy of Blue Shield that no subscriber be deniied continuing coverage solely for reasons of health or of employability, whether dictated by health or layoff.
Obviously, this impacts not only upon administrative costs but upon
benefit costs. We consider it a major obligation to make coverage
available to the whole community without regard to health status,
employability, or hazards of occupation. Nor do we change, in most
cases, administrative cost differentials in the nongroup subscriber.
We believe, too, that wve have an obligation to assist where possible in the implementation of public policy, and we have, for examp~e, developed programs for foreign visitors at the request of the
Department of State.
We have extended coverage to discharged servicemen at the request of the Department of Defense. We have covered VISTA Volunteers for the Office of Economic Opportunity. We have participated in model cities programs for the Department of Housing and
Urban Development. We are now working with the Department of
Health, Education, and Welfare on programs of coverage for migrant workers. Rarely, if ever, have these programs recouped their
expenses.
We are also concerned with the welfare of the public. In the past
2 years Blue Shield plans and the national association have spent
over $1.5 million on an eminently successful program to educate
young people about the hazards of drug abuse.
Our program has drawn commendation from the President, the
House Subcommittees on Education, the Departments of HEW and
Justice, and the National Institutes of Mental Health. Its effects
have reached far beyond its direct cost, since the media have been
very generous in their contributions of space and broadcast time. We
are now launching a program of equal magnitude directed at alcoholism.
It has been alleged that the Social Security Administration is able
to administer health care programs more cheaply than Blue Cross
and Blue Shield. We do not know, and we doubt that anyone with
access only to public information does know what the precise costs
of administering the programs of Government are.

933
Certainly they have never been published. The expenses of the Bureau of Health Insurance, for example, exclude administrative, statistical data processing, accounting, and other support services received from other agencies of SSA, and by no means indicate the
total cost of administration.
Furthermore, SSA Administrative expenses now incorporates
services from other branches of HEW, the Treasury Department,
the Bureau of the Budget, the General Accounting Office, and possibly other agencies of the Government.
And Government accounting procedures make no provision for the
depreciation of buildings and equipment, which is a significant element of the plans' cost.
Mr. Chairman, we have felt a need to clarify some of the record
regarding the prepayment system. We have tried to do this briefly.
We would like now to turn to a discussion of some of the issues confronting the Nation on the financing and delivery of health care
services.
No one doubts that the present systems can be and should be improved. However, what exists is not a nonsystem, but a series of subsystems, sometimes competitive, usually complementary, and almost
always derived from the needs, resources, and specific circumstances
of a given area. Radical change could not be effected without a
breakdown of health care delivery if it were imposed without regard
to those needs and circumstances. And it is doubtful that a Government-operated system could decentralize its authority and decision
making ability to the local level enough to avoid this.
Senator KENNEDY. Why do you say that?

Mr.

PARISH. I

think if I could proceed to another point in the tes-

timony, Senator, I could make it clear, but it has to do with structure of Government itself, the extremely detailed fiscal responsibility
and the accountability.
SenatorlKENNEDY.

Doesn't it work under social security?

Mr. PARISH. We debated this issue with Social Security itself, sir.
We felt strongly, and I think safe to say, continue to *feel strongly,
that a decentralization of, for example, the recordkeeping of the
medicare program would have resulted in a more efficient administration.
Senator KENNEDY. There is nothing inherent in a Governmentoperated system that means it can't be regionalized to local groups in
terms of the record keeping and other kinds of procedures.
Mr. PARISH. I recognize thaC, Senator, and we operated initially
and for a period of several months prior to the iniitiation of the
medicare program on the assumi~ption that it would be decentralized.
We had a task force, if you will, of people in Washington working
with the Social Security Administration on that very point.
Suddenly, by regulation, that'was shifted, so that all records were
then kept in Baltimore, requiring the round-trip determination of
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eligibility, et cetera. The determination of whether or not the deductible has been met, and those things which we felt, and as I say, still
feel would have been better kept at the local level.
Senator KENNEDY. You have the local social security offices in differen t parts of the country.
Mr. PARIsi-. They maintain no records in that respect.
Senator KENNEDY. Is there anything that is explicit or implicit
in the Social Security System which prohibits the opportunity for
decentralization?
Mr1. PAxusti. To the best of my knowledge, there is nothing in the
law which would prohibit the decentralization no, sir.
The health care system is, in fact, no more disorganized and uncoordinated than the demands that have been made upon it. It works
remarkably well to do what it was designed to do; bring the highest
possible level of training to bear upon the specific problems of the
individual patient who uses the system, giving lesser priority to
economy in the delivery of care, or to service to those who, for
whatever reason, do niot present themselves to care.
This orientation is now widely questioned. But no clear-cut new
orientation is likely to emerge until new objectives are well defined,
acceptably priced, and supported by realistic incentives.
Senator KENNEDY. Isn't the real problem the lack of money, or
the availability of doctors, or confusion on where to go? Don't these
problems prove that the system is not really working in many cases?
Mr. PARISHl. &gain, as I indicated, there is no question that the
system needs improving. If we have responsibili ties, or if we have
created a problem, I think it has been the problem of providing the
economic health base for more and more people against virtually
constant supply of, providers, and this has created the clouding, the
problems which you, for example, in your bill addressed very perceptively.

Senator

KENNED7'k.

Do you agree that a solo practitioner that is

bein paid fee for se-;rvices is inefficient?
Mr. PARISH. I would have to answer that at least two ways, Senator.
One, it depends on his location, and while I am not a-Senator KENNEDY. Where is the solo practioner efficient and
where is lie -inefficient?
Mr. PARisih. A solo practice in a small town might be a very
efficient practice.
Senator KENNEDY. The number *of these seems to be getting
smaller very fast

Mr. PARISH. This is one of the charges made, that the rural and
intercity groups are not getting physicians, and I think there is
truth to that.
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Senator KENNEDY. This is a problem. Why is there such a shortage of physicians in these rural and intercity areas if that is an
effcient way of delivering health care systems?
Mr. PARISH. It may depend on the individual. I know physicians
who would not move from a rural area no matter what.
In terms of the economy, it tends to indicate that the solo practitioner is disappearing. You are getting all kinds of group practices;
groups of physicians getting together to share common facilities,
common offices, records, other areas of prepaid group practice, with
a capitation system. All of these thigarbginntomge
Senator KENNEDY. Does Blue Shield do anything to encourage
these new approaches?
Mr. PARISH. Oh, Yes.

Senator KENNEDY. What sort of things?
Mr. PARISH. In the instances of group practice, we have by official

action of the plans in our own meetings, encouraged the development-urged plans to develop these group practices and other alter.native forms of health care delivery within their own plan area. We
do this because we are firmly convinced that until and unless there is a
real viable choice by the individual, none of these things, none of the
claims that have been made for these various forms of practice, will
be proven or disproven and we have plans now-I don't have an accurate count, but several plans have moved into this area-Rhode
Island, Wisconsin, Pennsylvania, are a few example..
It is not being done reluctantly, but. with the idea of giving people a choice that they can make or exercise.
Senator KENNEDY. This morning, Mr. McNerney described how
Blue Cross tries to negotiate hard 'bargains with the hospitals in
terms of payments of services.

What does Blue Shield do in terms of hard bargaining with doctors
to keep fees low?
Mr. PARISH. Again, depending on the program. But using the progam which has emerged as the dominant prepayment theme in the
future, namely, the payment-in-full concept, we have by our membership standards, and it is an appendix to the testimony here, indicated a series of requirements which that plan must have in order to
qualify as a member in providing a favorable approach.
Under that they have to make this program pay based on the
usual, customary, and reasonable charges of physicians. This now
takes into consideration the patterns of charges fo'r similar services
provided under comparable circumstances in the same geographic
area. Such provision shall show evidence of professional support,
shall contain provisions for the development of individual physician
charge patterns, and shall have regular review and analysis.
(The information referred to follows:)
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APPENDIX I'
MEMBERSHIP STANDARDS OF
NATIONAL ASSOCIATION OF BLUE SHIELD PLANS

PREAMBLE
These Membership Standards provide objective criteria for evaluating
the effectiveness of a Plan's service to the public, to the medi- al
profession, and to Blue Shield as an interdependent association of
Plans. The intent of each standard is clear, and is to be met. It
shall be the duty and responsibility of the Board of Directors as provided
in Chapter VI of the Bylaws to determine a Plan's adherence to these
Standards.
SECTION 1.

PLAN APPROVAL

A Plan shall have substantial support o f the medical profession,
evidence of which shall be approval of the Plan by the appropriate
medical society or societies.
SECTION 2.

NONPROFIT OPERATION

A Plan shall operate on a not-for-profit basis. A Plan organized under
laws other than nonprofit enabling acts shall include In its bylaws a
,specific provision for operation on a nonprofit basis. No director,
officer, or any other individual shall receive, directly or indirectly,
any profits from the operation of a Plan. Compensation for services
performed or reimbursement for expenses incurred shall not be
considered profit.
SECTION 3.

FREE CHOICE OF PHYSICIAN

Subject to express provisions of law, there shall be free choice by the
patient of any duly licensed physician practicing in the area served by
the Plan.

SECTION 4.

PARTICIPATING PHYSICIAN AGREEMENTS

If a Plan utilizes Participating Physician Agreements, which in any
way affect the services and/or benefits provided in the subscribers'
certificates, such Plan shall secure and maintain the participation
of not less than 51 per cent of the eligible doctors of medicine practicing
in the area served by the Plan.

7/~ /
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-2SECTION 5. PATIENT- PHYSICIAN RELATIONSHIP
The personal relationship between patient and physician shall not be
abridged.
SECTION 6.

SUBSCRIBER 1ENEFITS

Benefits may be provided on at service or indemnity basis, or both.
A service benefit Plan shall provide acceptable proof of an adequate
attempt to provide a maximum family income limit high enough to include
potentially a suustantial majority .- 75 per cent or more - - of the
population In its area of operation. Such income limits shall be related
to a sca.edule of maximum payments for eligible services that is based
upon the normal average medical chcorges for such professional services
rendered in the area for persons within the income levels specified for
service benefits.
An indemnity Plan shall provide acceptable proof of an adequate effort
to establish and maintain a schedule of payments that approximates the
normal average medical charges for eligible services rendered in that
area for persons in the lower and medium income groups, comprising
a substantial majority - - 75 per cent or more ..- of the population in its
area of operation, thus providing its subscribers in these income
groups with a reliable ausurance that the Plans' payments will meet
the actual costs of the services covered by their contracts.
Whore indemnities are paid to the subscriber, It shall be clearly
stated that these indemnities are for the purpose of assisting in paying
the charges incurred for medical service and do not necessarily cover
the entire costs of medical service, except under specific conditions.
Each active member Plan shall make available a paid-in-full program,
based upon the usual, customary and reasonable charges of physicians
and which takes into consideration the patterns of charges for similar
services provided under comparable circumstances in the same
geographic area. Such programs shall show evidence of professional
support; shall contain provision for the development and maintenance
of individual physicians' charge patterns; and shall have regular
professional review and analysis consistent with Plan responsibility
to both physicians and the general public,
Effective June 1, 1970, such program shall Include the Blue Shield
Comprehensive Contract as approved by the membership on April 6,
1970.
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-3SECTION 7.

PUBLIC POLICY

A Plan shall be organized and operated to provide the greatest possible
service to the subscriber.
A Plan'. subscribers' certificates shall state clearly the benefits
and the conditions under which such benefits will be provided. All
A.

exclusi~ons, waiting periods, and deductible provisions must be clearly
indicated in promotional literature and in the certificates.
B3. A Plan's promotional activities shall be reasonable and shall avoid
any misleading statements.
C. A Plan's medical/ surgical claim expense over a reasonable
period shall be not less than 75 per cent of earned subscriber income.
D. A, Plan shall submit evidence that Its practices provide for
utilization review and control designed to safeguard the interest' of
all persons served by the Plan. Criteria for measuring the effec:tiveneus of a Plan's utilization review program shall be established by
the Board of Directors.
SECTION 8.

REPORTS AND RECORDS

A. A Plan shall maintain such records as may be required by the
Board of Directors and shall submit such reports and information
ato the Board may require.
B. A Plan shall notify the National Association of Blue Shield Plans
of any changes pertaining to the operation of the Plan, such as
changes in its bylaws, major policies, membership of governing
board, officers, certificates, rates, fee schedules, promotional
literature, or other items of importance.
SECTION 9.

FINANCIAL RESPONSIBILITY

A. A Plan shall maintain such reserves as are legally required;
th. y shall also be reasonably sufficient to protect subscribers' and
physicians' interests.
B. A Plan shall establish and maintain accounting practices which
conform with recognized accounting principles and will afford a
reliable financial statement. All operating statement data submitted
to the Board of Directors shall be on an accrual basis.
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C. A Plan shall provide adequate liabilities for medical/ surgical
claims reported but not yet paid and unreported medical/ surgical
claims, and shall reflect these liabilities in its operating statement.
Plans having less than 1. 25 months of average monthly medical/
surgical claims expense in this liability account shall submit at the
request of the Board of Directors satisfactory evidence that its
liability account for claims outstanding is adequate.
D. A Plan shall maintain an adequate reserve for contingencies over
and above all liabilities. A Plan's reserves, exclusive of 'lability
items included in paragraph (C. ) above, shall be sufficient to meet
medical/ surgical and operating expenses for a period of three months.
A Plan which does not meet this requirement, and has not added at
least 2 per cent of gross Income to its contingency reserves during
the preceeding twelve-month period, exclusive of liability items
Included in paragraph (C. ) above, shall produce evidence satisfactory
to the Board of Directors that its financial policies are sound.
E. A Plan shall submit to the Board of Directors a certified annual
audit report, containing a minimum of such information and
certifications as the Board may require.
SECTION 10.

PROFESSIONAL RELATIONS

A Plan shall maintain, as part of its regular organizational structure
and operation, an active program of professional relations directed
toward securing and maintaining close cooperation with practicing
physicians and with its approving medical societies, which shall
include the following:
A. A Plan shall submit to the governing board of its approving medical
society(ies) an annual report of Plan operations and progress, and shall
solicit and welcome the advice and guidance of its approving medical
society(ies) in all matters of medical policy, in the composition of
Plan boards and committees having jurisdiction over medical matters,
and in the formulation of administrative procedures affecting
professional relations.
B. A Plan shall utilize committees of the approving medical society
or shall establish and maintain a committee or committees, a majority
of whose members shall be doctors of medicine, responsible for
recommendations concerning (1) the establishment, review and
modification of schedules of payment for proftssioznal'services;-
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-5(2) the review of medical claims requiring individual consideration
and the establishment of claims administration policy.
C. A Plan shall publish a physician manual which shall include its
schedule of benefits and other basic information pertaining to the
operation of the Plan.
SECTION 11I.

PLAN PERFORMANCE

Each Plan shall be expected to effectively administer all programs
in which it participates, based on guidelines established by the
Board, and, where indicated, the Plan shall be expected to take
corrective action to improve performance to acceptable levels within
a reasonable period of time.
SECTION 12.

INTERPLAN OBLIGATIONS OF MEMBERS

Active membership in the Corporation involves the following
obligations, in addition to those set forth elsewhere in the Bylaws
and Membership Standards.
Each active Member shall participate in the following
programs as presently operated or as may be duly changed
by action of the Corporation:
(1) The Interplan Pooling Agreement on Name and Symbol.
(2) The Interplan Transfer Agreement.
SECTION 13.

ON SITE SURVEYS

The National Association of Blue Shield Plans shall periodically
review each Plan's adherence to the Membership Standards by
whatever means may be deemed appropriate.
On occasion, such review may include an on site survey of the Plan.
A written report on the survey shall be submitted to such Plan and
to the Board of Directors. Within thirty days of the receipt of such
report, the Plan may submit its comment to the Board of Directors.
*SECTION 14.

STANDARDS SUBORDINATE TO LAWS GOVERNING PLANS

The foregoing Membership Standards, and each section and clause
thereof, are subordinate to any law or governmental regulation
governing the operation or activities of a member Plan, and the
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-6foregoing standards shall not be interpreted, construed or applied
to require any Plan to violate the law or governmental regulation
governing its operation or activities, or to Impair a Plan's membership in the National Association of Blue Shield Plans, if the Plan
is acting under requirements of law or governmental regulation.
*For the membership year beginning in April 1971, this section
will be renumbered Section 15, and a new Section 14 added, which
reads as follows:a
SECTION 14.

PUBLIC REPRESENTATION

Each Plan shall provide for public participation in its affairs through
adequate representation of the public on its Board of Directors. The
adequacy of such representation shall be evaluated by the National
Association of Blue Shield Plans' Board of Directors.
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Mr. PARISH. In addition there is a requireent that the plan must
operate a utilization review program. Tiat is saying that we collect
data, plans collect data on individual physicians' charges. Those
charges are compared against other physicians charges within that
same community. The relate to the skills, the training, the education
of that physician so that the ph ysician who just arbitrarily, let's
say, decides that he is going to change his charge pattern and upgrade all his fees byT 50 p ret simply because he decides that is a
good thing to do wil not be paid on that basis.
Senator KENNEDY. What is to prevent M.D.'s f rom agreeing to
higher fees for themselves? In ternis of the establishment of various
fel'%s, you get the input from medical societies, f rom the doctors
themselves. In fact the fees do keep going uip.
It is difficult for me to see what steps areP being taken by the Blue
Shield to help control costs. I think Iwould accept that your p rocedure may prevent an individual doctor from raising hi
-esby
50
percent, but does lie really need to do that when al the doctors all
round are regularly. raising their fees through Blue Shield, and all
the total fees are going up, and going up rather dramatically, by 42
percent?
Mr. PARISH. Yes, Senator; but that 42 percent has to be taken
into account. That is because of increased coverage, and the increase
in fees is related also to the increase in living costs over the 10-year
period.
But I venture to say there is a 5.2 percent increase per year, and
that is probably less than the overall increase in general services. I
can't make that as a flat statement, but I believe it to be correct.
So that, sure, his fees have gone up, and he is entitled to that. We
feel strongly he is entitled to the same degree of increase thatafterall, he has office rent to pay and employees to pay and all the rest
of it, but the point is, lie can't do this every time he chooses to do it,
as an individual physician or as a group.
Most plans have a specific time limit for an increase, once a year,
and then only when demonstrated that these fees--that the increaseis justifiable.
Senator KENNEDY. Do you have any program to encourage doctors to go into group practice and do you offer any kinds of incentives to the doctors themselves
What kind of leverage do exert to get the physicians into the
group practice or health maintenance organizations?
Mr. PARISH. We have not attempted to do that. That is the responsibihity and the option of the physician himself. Our position on
this has been that if there are physicians who want to practice in
this kind of a setting, and if there are people who want to purchase
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that kind of coverage then we stand ready, willing and able to assist
iij that by two different financing methods.
Senator KENNEDY. You don't see any responsibility toMr. PARISH.

To tell a physician how to practice? No, sir, we do

not.

Senator KENNEDY. You are there, in other words, to represent the

physician.
Mr. PAISHI. No, quite the contrary.
Senator KENNEDY. If you are willing to accept that group practice is a more efficient way to deliver health services, then don't you
have a responsibility to the consumer to encourage this more efficient
delivery system?
If you are here to say you are not prepared to encourage or to require physicians to get on into more efficient patterns of care, then I
fail to see what possible continued justification there is for your organization.
Mr. PARisH. No. 1, the efficiency of capitation medicine has not yet
been proved. There are no reliable statistics on this point.
No. 2, iny reference to group practice
SenatorIKENNEDY. You are not sold on capitation?
Mr. PARISH. No. It has not been proven.
Senator KENNEDY. Who is supposed to prove it?
Mr. PARI~SH. We are, and we tire attempting to

do so. We are ac-

tively encouraging our plans to get completely involved in this and
we have solicited a grant from the Government along with the
Group Health Association of America (GHAA) for the purl. ose of
selecting areas of the country where we will try. to get from ground
zero a viable prepaid group practice plan. going in specific communities under the auspices of the Blue Shield plan in that areathe auspices of Blue Shield and GI-AA. W"e are doing it in some
areas on our own, but we are trying to establish them through the
national association, in conjunction with GI-AA, and the Blue Cross
Association.
Senator KENNEDY. If you felt the system was more efficient and
the doctors did not want it, what would you do?
Mr. PAmuSI.

If we felt the system really was proven to be more

efficient?

Senator

KENNEDY. Yes.

Mr. PARISH.

To the extent that we could be persuasive in this

area, we would be persuasive to the degree of what leverage we
have.
I don't knowv what that would be.
Senator KENNEDY. If you don't know, nobody else knows.
Mr. PAR~IH. We will find out.
(The information subsequently supplied follows:)
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Blue Shield Efforts in Capitation (Present)
1. NABSP has applied for Federal funds, in conjunction with the
Group Health Association of America, Inc. (GUMA) and the Blue
Cross Association, to support a demonstration project to develop
two organized prepaid group practices on a community-wide basis, in
half the time it has historically taken, through the combined
strengths of the three Associations.
NOTE: Prepaid group practice programs are to be developed under the
auspices of local Blue Shield and Blue Cross Plans. Several Blue
Shield Plans have expressed interest in taking part in this study,
including those in Chicago, Kansas City, Pennsylvania, Rochester (New
York), Columbus, Ohio and Minneapolis.
2. Project Conversion -- This is an approach to the development of
prepaid group practice health plans which offers a method for
converting fee-for-service clinics to capitation. This provides
Blue Shield Plans with an alternative for organizing and establishing
prepaid group practice plans based upon pre-existing medical groups.
3. NABSP has organized its staff to meet the demands of prepaid group
practice. A plan for organized development of the components essential to capitation programs has been approved and will enable our
Association to support its Blue Shield Plans as a technical assistance
agency in this area of health care delivery. The proposal gives high
priority to data collection, EDP usages, professional relations,
marketing and enrollment, and legal assistance.
4.

NABSP has designed a system which permits Blue Shield Plans to enter
into capitation programs with minimum disruption for physicians and
the '.wrorate plan. This system has been presented to the Department
of IUealh, Ee'ication and Welfare and has received recognition as one
which) msay
meet the requirements of Health Maintenance Organizations
as rroposed in legislation now pending in Congress,

Blue Shield Efforts in Capitation (Future)
In the future NABSP will continue to study the feasibility of all
alternatives in the delivery of health care. We will expand our
field of interest to encompass the entire range of health services
including financing, as well as delivery of health services. NABSP
is and will concentrate on areas such as:
Automated Multiphasic Health Testing
-as a means of providing improved delivery of health care in
the form of preventive medicine.
as a means to bring about better utilization of the physician's
time through creation of new careers in medical services.
Surgicenters
as a means of providing quality health care at reduced cost.
it is true that capitation group practice offers certain advantages to
physicians; it is equally true that there are disadvantages. The beauty
is in the eye of the beholder. To the extent that physicians have an
interest in group practice, NABSP 'and Blue Shield can be persuasive
to our fullest capacity. It is not our intention, ror will it ever be,
to attempt to compel the participation of physicians in prepaid group
practice. Just as we feel that there is no one way to cope with the
problems of the medical care system, we are convinced that there is no
one way for all physicians to practice medicine. Our obligation is to
offer a practical choice to the patient. We have conisited to do so.
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Senator KENNEDY. You have extraordinary power in setting the
fees. You have the power of the purse. That is the big stick, so to
speak, and if you are convinced that these prepaid group practices
are more efficient, then we are asking what you are prepared to do
about it, assumn that they are.
You say, "Wel, we are, going to try to encourage them. We don't
know whether they are or not, and if we make a determination they
are, we are going- to try to encourage them." If they are not prepared to do it, what are you going to do?
You are going to reassess what your strengths are in trying to influence physicians and they you will see where you go from there?
Mr. PARISH. We have been successful in the past in influencing
physicians.
Senator KENNEDY. Not in holding fees down.
Mr. PARISH. I think we have. It is a matter of judgment.
Senator KENNEDY. Do you think the American consumer feels
that?
Mr. PARISH. No, I don't think so. We are dealing with an unpopular situation to begin with. Nobody wants to pay for illness.
Senator KENNEDY. Not at the increasing charges they experience.
Mr. PAISH. I bought a television the other day, and I bought a
smaller set and paid more for it than I did 3 years ago. I enjoy
that, and I can look at that, by medicine is different.
Senator KENNEDY. You don't think the increases have been the result of inefficiencies, overlaps, duplications?
Mr. PARISH. I think they have been largely a result of providing
a large economic health base against a constant supply of providers.
This is something wve have no resources to combat. We have no influence over the educational process of physicians.
We can't make more doctors.
Senator KENNEDY. You have an influence over the fees.
,Mr. PARISH. We don't think the feAes are the problem. It is the utilization.
Senator KENNEDY. We have Blue Cross in there and they say,
"It really isn't the hospital costs that are the problem, it is something
else."
We have representatives of Blue Shield in here and they said, "It
really isn't the fees the doctors charge, it is really something else."
Every time we have a different group, they always say, "It isn't
us,"l it is always somebody else.
The person that i's the one that is shortchanged in all this is the
consumer, and the consumer is the one that is trying to get decent
health care.
Mr. PARISHI. We completely admit in this testimony to start with
that certainly there is an increase in physician's fees. The only contention is that this is not the only part of the problem, nor is it the
onlySenator KENNEDY. It is the only part you have influence over,
the only part that you have some kind of control over. It is important for us in Congress, in evaluating where we go from here, to
look at your organization and find out what steps have been taken to
hold down costs and assure quality.
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When you say that even if you are convinced that another system
is more efficient and more effective, then the only kind of leverage
that you have is to try and encourage doctors to change, then I say
it is about time that we in the Congress who are interested in the
consumer find wome way to insure that doctors change.
Mr. PARISH. May I mako two comments on that, Senator?
Number one, I believe I said, and if I did not, I should have said,
that when and if we are convinced that a capitation system of medical care was more efficient, would do a better job for the people, we
would then look at what we could do, and we don't know what those
circumstances are yet.
Senator KENNEDY. Why do you have to wait to look at it?
Mr. PARIMh. Because we don't believe that that system yet has
proven to be as efficient as a lot of people think it is.
Senator KENNEDY. You don't find a place in the country, not a
part of the country, where pre-paid group practices are more
efficient?
Mr. PARISH. Not in any concrete sense, no. I do not have tiny viable statistics in that area that would prove or disprove that statement.
Senator KENNEDY. The President has stated that he has found it.
Mr. PARIS-I. I understand.
Senator KENNEDY. And the Secretary of HEW suggests they
have located it.
Mr. PARISH. Yes, through testimony of people who argue that
way.
Senator KENNEDY. There are many Members of Congress and
Senators who believe in this approval. Yet we find you are reluctant,
with all the kind of skills and background and wherewithal you
have, to indicate that you have studied it, and, second, what the results of such studies are.
Mr. PARISH. Quite the contrary, Senator, we are studying it. We
have not made any judgment on this yet. It is not big enough to
make a judgment on.
Senator KENNEDY. What is not big enough?
Mr. PARISH. That system of prepaid capitation medicine-prepaid
group practice. It services a small portion of this country and in isolated areas. I think we learned one thing in this business, not to make
that kind of an assumption. You have to live with it awhile.
Senator KENNEDY. -There are hundreds of thousands, and mnillions of people who are living with it every day and suffering poor
health, and you-pardon?
Mr. PARIsh. I don't understand your statement.
Senator KENNEDY. You don't think there are thousands of people
right now waiting in emergency centers in the major hospitals of
our country, thousands of people who are trying to get doctors who
can't, or thousands of people who are getting operated on that
should not be operated on?
You don't feel the sense of outrage that the President of the
United States, the Secretary of HEW, that practically every person
that has appeared before this committee, with the exception of the
AMA, feels about what is happening with respect to health in this
country at this time?
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Mr. PAISHl.

We have a great concern and we are trying to do

something about it, and we have tried to do something about it since
it began.
senator KENNEDY. Are you doing anything more about it now?
Mr. PARISH. Yes, we are moving into the areas of prepaid group
practices. We are extending our utilization review mechanisms and
cost controls. We aire doing at very great (teal in this area, sir. It just
does not get turned around overnight. That is the only point I am
making.
Senator KENNEDY. It is going to be difficult to get it turned
around when the most you are ready to do is to try and persuade
doctors.
Mr. PARlISH. Again let me go back to my pointSenator KENNEDY. Let me just suggest~ that until you are, prepared to use the control of the purs1~e, you tire not going to be able to
~et a handle on the extraordinary kinds of increases in cost that we
have seen.
Let me ask you this: In the President's message hec points. out, for
example, that we have twice ats many surgeons in Califoria as we
have in other parts of the country, and four times as many tonsillectomies. What do you think the reason for that is?
Mr.'Aumu. Have not seen the statement. I am sure that California plan's record would prove or disprove this. I would be happy to
check into that.
Senator KENNEDY. I would have thought you would have told us
about things like this, rather than our telling you.
Mr. PARISH. With 75 plans there are lots of things that individually I just don't know. I would be happy, onl any question you or
the committee might have, to furnish the answer. B~ut that kind of a
statistic, I am sorry, I just don't know.
Senator KENNEDY. I am sure you have greater resources for these
kinds of information than we do.
Mr. PARISH. We do, and I wvill get it for you.
(The information referred to subsequently supplied, follows:)
W~e are investigating the Incidence of tonsillectomies with our California
Plan, and will comment as soon as we receive data. However, we would appre-

ciate some clarification of this question, so that we can be sure wve are supplyIng the Information the Committee wants.
Senator KENNEDY. Quite frankly, it would even be marvelous if

you came up and said, these are the outrageous situations that do
exist, and this is what we are trying to do about them. That action
Onl your part would reflect the sense of urgency that the American
people are feeling.
Mr. PARISH. I can only say that we are deeply concerned and we
will do something, or are trying to do something.
Senator KENNEDY. I apologize for the interruptions. Please continue your testimony.
Mr. PARISi-. The national health policy should consider the relative costs and benefits of programs for producing health personnel;
for public health management and 'reporting; for modifying environmental factors influencing health;a for assuring adequate family
income, for health education; and for the financing of personal
health services. It should also explore the potential of new ap-
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proaches to health care, and consider such special needs as custodial
care.
We propose, therefore, that a national council on health policy bo
established, within the office of the President.
The council would develop and submit to the President a statement of national health priorities based upon specific objectives necessary to promote the Nation's health. It would also submit a legislative program with recommended appropriations, to achieve those
objectives.
rho program would include a continuing assessment of the
strengths and weaknesses of the delivery and financing of systems ais
they exist from time to time, and woulddbe aimed at achievIng again
specific results through an orderly process of innovation andF development. However, it should permit maximum administrative latitude
in achieving the desired results. Recently developed alternative deClivery systems could not have evolved had they had to meet administrative requirements built on older systems.
A national health policy will in all probability call for adequate
financing of health care &r the whole population. But decisions its
to when and how to apply specific coverages involve not only policy,
but the availability of services.
Since there is probably not enough medical service in existence to
offer totally comprehensive care to the whole population, some phiasing-in of benefits will be the only alternative to promises which cannot be fulfilled.
The phiasing-in process should be in accord with the priorities of
an overall health policy, and synchronized carefully with the expanding capacities of the delivery. system.
The ii e
or health financing is already reasonably well met for a
substantial portion of the pOpulation by a combination of public and
private coverage and personal resources. Those for whom it is not
met tend to be the poor, the medically indigent, and the catastrophically ill.
Coverage for the whole population will be expensive, and must
compete for funding with other national priorities. If public flunding for health is to have practical limits, the efficient use of the
funds available requires that they be used for Personal service only
to the extent that private funds are not available.
Trherefor~e, the interests of the national health will be most eff~ectively and intelligently served by keeing the cost of basic personal
health services in the 'hands of tloefr whom they aire not a hardA delivery system evolving toward defined goals and financed for
the bulk of the population by private means, strongly implies financing the care of the poor through an underwritten system.
Separate systems mean duplication of costs and lack of integration. They may also imply, accurately or not, separate standards of
quality.
Government programs must conform to regulation to a degree
that increases their cost and seriously inhibits -both new methods of
administration and accommodation to new methods of delivery. This
is not necessarily the fault of the supervisory agency.
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Government is structured, properly enough, for extremely detailed
fiscal accountability. To preserve this accountability through channels remote form their central office, agencies must adopt regulations
based upon usual circumstances, from which exceptions are not
easil y made.
IN a underwritten rogram by contrast, the carrier is accountable
for its experience anS its results. It has freedom of administration,
subject to the requirements of prudent management, responsibility,
and public acceptance. It is not only able but impelled to experiment to meet new situations, to make intelligent exceptions and to
focus on results.
Competition between health carriers has benefted the public. We
believe it should continue. governmentt should purchase coverage onl
behalf of the poor on the basis of normal competitive business procedures and the potential of the carrier to achieve the objectives of
national health policy.
However, there will have to be basic changes in the conditions of
competition. Price competition made feasible only by substandard
benefts and minimal ad ministration has no place in a system aimed
at providing everyone with adequate coverage.
Realistic system of qualification of carriers should be developed,
based upon their ability to serve the reasonable needs and expectations of the public.
The criteria for qualification should be raised rom time to time in
coordination with an expanding supply of medical services as developed by national health policy.
We suspect, Mr. Chairman, that the potential of the private carriers for promoting constructive modification of the delivery system
have received insufficient attention. Major developments now current
and offering promise either for the effectiveness of the economy of
the health care system include health maintenance organizations,
prepai group) practices, neighborhood health centers, surgicalcr
centers, modeN cities projects, foundations for surgical ana medical
care, and better use of allied health personnel.
Not all Blue Shield plans have had an opportunity to work with
these developments. But Blue Shield plans are working with each of
them and are making significant contributions to the choices of the
subscriber, and to innovation in the health delivery system.
An important consideration in any system to assure the universal
availability of health care financing is cost maintenance. It has never
proven feasible or possible to put greatly increased amounts of
money into health services without inflating the costs, simply because the supply remains-in the short term-relatively constant.
This in one factor underlying our feeling that benefits should be
uipgraded over a period of time.
We are concerned, too, by the hypothesis that medical costs can be
controlled simply by appropriating a given amount of money and
forcing the delivery. system to live with it. This theory ignores both
the effect cof increasing utilization on total cost and the fact that the
impact of inflation varies from service to service.
Cost containment is turn can be influenced primarily through utilization review and methods of physician reimbursement. We believe

950
that of the two, utilization review holds the greater promise, in the
long run, for influencing the cost of a given level of benefits under a
program.
;ffor

example, one laige eastern Blue Shield plan has a utilization

review program linvolvig routine claims investigation, special
claims investigations, investigations of complaints from subscribers,
p~repaymnt review of unus'ial claims, and statistical and computer
review of accumulated data.
At the end of 1970 actions of this p lan's utilization review prograin resulted in savings of over $2 million based on refunds, claims
payment, and$liability reductions, and miscellaneous sources. During
1961) such savings$wero estiniatedl to lhave been $1.7 million.
Effective ttilization review and provider information systems
mlhould tbe criteria for qpiali tying carriers under national healthl P?0lic-y. Asj our ap~penidix leionstrates, utilization review is at requiremnent for the uswe of the Blute Shield trademark.
Senator 1iNI.Wouldl you tell mne it little bit about your view
on the question of deductibles and coinsurance? I thought we had
soeie very vaiuaible d'oiint~s on those mnatteis earlier formi Blue
Cross, an I Twats wondering what your views are.
Mlr. 1PA1sI[, Mir. Chairman111, I have neOver in my experience a
rather lengthy one, sen any concrete evidence--of statistics-tiiat
provide any rationale to the value of deductibles.
I have a strong personal feeling that they don't work. If they are
large enough to deter abuse, which is one reason that they are allemed to be in there, then you run the risk of delaying coverage or
doing without needed services.
If they are too small to accomplish that, then they have no effect
on utilization and are simply an annoyance.
As far as administratilvey, they are expensive to administer, and
difficult. 1 think if we have one things that has been learned with
medicare, it is this front-end deductible which requires people to accuimulate, bills and then finally present them, for payment, and wve
have traditionally paid from the first dollar.
To paraphrase 4r. McNerney, this morning, we have made minimal use of deductibles, and then only in cases of X-rays, 01' something like that.
But I repeat, I Just don't see them.
Senator KECNNEDY. Is this true of coinsurance as well?
Mr. PARISH. Coinsurance is better. It does share--it has the effect,
the rather good effect, I guess-of the individual sharing and recognizing, perhaps, the value of the beneft a little more. But since
those copayments are 80 percent on the p art of the carrier and 20
of the individual, I am not terribly sold on
on thebutpart
Percent
it is a method, one way of holding down the prethose, either,
mium cost for example.
Particularly in the instance of medical care, it does allow the indi.
vidual physician some leeway so that he may forgive the other 20
percent if 'he chooses to do so.
Senator KENNEzDY. That is very helpfl
I think the attitude of Blue Shield as well as Blue Cross on this is
very revealing and extremely interesting. Let mo ask you as well
about this. You refer to the regulation of Blue Shield.
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What regulation would you establishI
Mr. PARISIh. You are speaking now of Federal regulations?
Senator KENNEDY. Yes, Federal regulations.
Mr. PARISH. I think we touched on a couple of points in the testimony itself. Perhaps the simplest way to answer it would be that
wve provide our owvn membership regulations. They are called standards of membership, and we think rather highly of these, since most
exceed any requirement of the State to begin with. I think that if
there were to be a mandated program throughout the country it
ought to be mandated with a very hard look at the rivate sector
where it would be used. There ought to be a hard loo at the track
record of those companies who would be qualified to carry out-administer-any National health effort.
A very sad.experience, is to look through the published charts such
as the Argus or the Sp)ectator, and see th number of companies, individual companies, that are, incidentally, not. members, T am sure,
of the HIAA or the other responsible organizations, with returns
that are literally disgraceful.
Senator KE.N NEi,)Y. You have been very helpful and responsive to
the questions that you have been asked and I want to thank you for
your appearance here. The subcommittee will stand in recess until
tomorrow morning at 9:30.
(Whereupon, at 3:20 p.m. the subcommittee recessed to reconvene
at 9:30 a.m., March 24, 1971.)
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HEALTH CARE CRISIS IN AMERICA, 1971
WEDNESDAY,

MARCH 24, 1071

U.S. SENATE,
SUBCOMMITTEE ON HEALTH OF THE COMMITTEE
ON LABOR AND PUBLIC WELFARE,

Wcahington, D.C.
The subcommittee met at 9:40 a.m., pursuant to call, in room 6202,
New Senate Office Building, Senator Edward M. Kennedy (chairman of the subcommittee) presiding
Present: Senators Kennedy and Pell.
Committee staff members present: LeRoy G. Goldman, professional staff member to the subcommittee; Jay B. Cutler, minority
counsel to the subcommittee.
Senator KENqNEDY. The subcommittee will come to order. Senator
Packwood has asked me to express his regrets at not being able to
attend today's hearing.
Of the many facets of the health care crisis in America, one of the
most troublesome is that of a child whose life is shortened, crippled,
or left unfulfilled because of bad health.
There are too many children in this rich country whose parents
can't find health care, can't afford health care, or simply can't understand the importance of health care for their children.
For the poor, even emergency care frequently involves long trips
to a hospital emergency room, long, long, waits in line, degrading
questions over how the hospital bill will be paid, and hurried and
impersonal attention at last from an over-worked physician or resident.
We understand that in the face of this, the minor complaints of
children are frequently never brought to a physician, and that these
children do not receive the immunizations, dietary supplements, dental care, corrective shoes, glasses- and all the other services middleclass Americans take for granted.
If this is true, an unconscionable number of poor children must
grow up with limbs still twisted and all sorts of unnecessary health
problems.
The crisis in health care for children is not limited to the poor,
however. All parents whose children are afflicted with birth defects,
chronic disorders, or other long term illnesses find themselves involved in a tangle of specialty care which they cannot understand,
and which they cannot afford.
Exclusions or limitations on insurance often leave such parents on
their own to pay 'the -enormous bills, and all too frequently the system leaves them 'on their own to grasp and grope through referral
after referral, and to sort out sometimes conflicting opinions..
(953)
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All children have a right to a level of health care which gives
them every possible opportunity to live a full and productive life in
our society. This subcommittee is anxious to learn more definitively
the extent of the health care crisis for children, and how we should
respond to it.
I have a statement of the senior Senator from the State of Minnesota, Hon. Walter F. Mondale, who was unable to be with us today
and I order that it be printed at this point in the record.
(The statement of Senator Mondale follows:)
STATEMENT OF HON.WALTER F. MONDALE, A
THE STATE OF MINNESOTA

U.S.

SENATOR FROM

Mr Chairman, few sights are more pathetic than the f rightened,
pleading eyes of a sick child.
I cannot imagine a person being able to turn his back onl that sad
sighlt if there were anything at all that could be done for the youngster. And yet every day, in this land of plenty, thousands of sick
children do not receive proper medical care, simply because their
parents cannot pay for it. These children are conveniently out of
sight, and so they are tragically out of mind.
,Obviously no one seeks to perpetuate these conditions. The question is no longer whether something ought to be done, but rather
how best to reach the children who need help.
I have long had. an interest in the problems and. chaired hearings
looking into tem in the last Congress. We will soon be having additional hearings which will view this matter in the context of child
development fe,,gislation.
Taken in this present context, of national health needs, it is clear
that concentrated efforts to keep children healthy will pay long
range health benefits. A childhood illness left untreated can easily
create a lifetime of health problems.
The import of these hearings is broad indeed. I welcome the light
they shed on this vital topic, and I commend the Chairman and
the witnesses here today for their role in helping bring us closer
to the goal of adequate health care for all Americans, and particularly for children. I intend to work closely with the Chairman, as
well as with other subcommittees, in assuring that we reach this
goal.
Senator KENNEDY. Our witnesses this morning are experts in the
delivery of health care to children. Several have had extensive experience among the poor. We look forward to their testimony.
I would like to welcome our first witness this morning, Dr. William Weil, professor and chairman of the Department of Human
Development, the College of Human Medicine of Michigan State
University.
From 1964 to 1968 Dr. Weil was a program director for a national foundation birth defects center; from 1965 to 1968 he was the
A. 1. DuPont professor for handicapped children at the Univorsity
of Florida.
The immediate past president of the Society for Pediatric Research, he presently is chairman of a training grant review committee of the National Institute of Child Health and Human Develop-
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ment; and is a member of the committees of Nutrition and of
Handicapped Children of the American Academy of Pediatrics.
Finally, IDr. Weil is also secretary-treasurer of the Council of Academic Societies of the AAMC.
Dr. Weil, we welcome a man of your background here and look
forward to your testimony.
STATEMENT OF DR. WILLIAM WEIL, CHAIRMAN, DEPARTMENT OF
HUMAN DEVELOPMENT, MICHIGAN STATE UNIVERSITY, EAST
LANSING, MICH.

Dr. WEIL. Thank you, sir.
I think I will omit telling you a little bit about myself.
You have said more than I intended. For the last 2 years, I have
been privileged to meet the House Subcommittee on Labor, Health,
Education, and Welfare of their Committee on Appropriations and
discussed with them some of the overall aspects of health manpower
needed to care for the children of our country..
I outlined the need for a moderate increase in the number of practicing pediatricians, to keep pace with the growing population, and
the need for a major commitment to the development of a large
group of physician associates, in order to provide care for the 25
percent of our child population not receiving care today.
This year it is a special privilege for me to meet with your committee and I would like to review briefly the overall problem of
child health care in this country
Adequate health care for children, as a major determinant of the
effectiveness of the next generation of adults, requires the country to
place special emphasis on the child population as we determine our
health pirities.
should like to begin by quoting a quote from an article in the
1969 American Journal of Obstetrics and Gynecology:
That In this land of abounding wealth, during a time of unexampled prosperity, probably more than one fourth of the population Is living In poverty, Is
a fact that may cause great searching of the heart. There Is surely need for a
greater concentration of thought by the nation upon the well being of its own
people, for no civilization can be sound or stable which has as its base this
mass of stunted people.
This statement was written in 1899 by Seebohm Roundtree, after a study of
the poor In York, England. In spite of the miraculous accomplishments that
have taken place In every field of human endeavor during the 70 years since
these remarks were recorded, the "mass of stunted people" make up 20 per
cent of the population of our "prosperous" nation today.
I do not intend to reiterate the countless statistics which are pur-

ported to illustrate the inadequacies in our current health care situation in this country. High infant mortality rates, the wide disparity
in care for white and black, for poor and rich, for central urban and
suburban dwellers are all too well known to repeat again.
As we move into an era when optimal health services are to be offered to all, it becomes increasingly important to consider the ability
of the health professions to meet the public expectation. A first step
in evaluating this question is to recognize the difference between
health service demands, needs, and requirements.
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My own definitions of demand for health services is that it reflects
the viewpoint of the consumer and is probably determined more by
social values and social pressures, than by health Status or illness
burden. Trhe actions of two groups exert a powerful influence on the
consumers' views: the standards set by health professionals modulate
the social value assigned to health services; the statements of public
Polic made by social leaders modulate the social pressures for
health services. Because professionals generally must attempt to continually upgrade standards, and because social leaders must generally make policy which represents progress, demands for health
services in a socially aware society can be expected to exceed any existing level of supply.
The health service needs of a society are rarely equivalent to the
health demands. The need for health services is the result of political evaluation. Health needs are determined in large part by that
level of care which will safeguard the public health, and will satisfy, buz not of necessity meet, the demands for health services in a
manner that is socially acceptable and economically feasible. Health
needs dto not necessarily reflect existing, average, or optimal levels of
care.
Health requirements, on the other hand, generally represent the
views of the health professional which are based on health status,
disease burden, the state of the art and concepts of optimal social
and individual preventive medicine. For social stability, demands,
needs, and requirements must be reasonably concordant with each
other and with our capability to meet them.
Since the demands, needs, and requirements for health care today
appear to exceed, clearly, the capability of current health manpower
working within the existing system, change in the method for the
provision of health services is gaining increasing social acceptance.
If an increase in the professional manpower pool and modulation
of health services are to be effective in meeting health needs and satisfying health demands, then the changes must be supported and
identified clearly in statements of professional standards and expressions of public policy. Discordance between the profession, the body
politic and the public can result only in frustration.
The background. against which we must examine our problem
shows one-half million women delivering babies with inadequate maternity care,' 3.5 million children under 5 having no contact with a

physician in a year 2 over 15,000 unnecessary infant deaths in

1970,3

a mortality rate among black children 2 to 11 months of age almost
three times that of white children,4 a maternal mortality rate almost
four times greater for black mothers than for white,5 one-third of
our chronically ill children getting inadequate care.'
And I could go on and on, but don't intend to.
Senator KENNEDY. You refer to these figures on appendix 1.
What is the source of these figures? Is it the Cildren's Bureau?
Maternal and Child Health Care Programs Program Analysis, Dept. HEW, 1061-6,
p. 7 and app. A-2).
h.2,
Oea
2 oueof Physician
Visits. National Center for Health Statstcs, series 10, No. 49.
(esp. table 20).
3 Monthly vital statistics report. (National Center for Health Statistics) vol. 19, No. 12,
mar. 4, 1971.
4 Mortality of White and Nonwhite Infants In Major U.S. Cities, E. P. Hunt and E. E.
HuycttHEW Indicators, Ja., 1966.(epp.2,6i2ad1)
SSaistical Abstract of the United States 1968.
1
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Dr. WEIL. That is the chronically ill. These other figures are taken
from a variety of sources, primarily from the National Center for
Health Statistics, a series of documents which relate physicians visits to age, and the mortality data from other Federal documents,
such as infant and perinatal mortality in the United States, and so
on.
(The information referred to follows:)
APPENDIX I.-ESTIMATED NUMBER OF CHILDREN WITH CHRONIC HANDICAPPING CONDITIONS'
Esti mated
number
hIcppd
In 195
Eyeconditions needing specialist care'-------------..11,404,000
Emotionally disturbed------------------------- 4,600,000
Speech disorders------------------------------2,829,000
Mentally retarded (varying degrees)----------------- 2,440.000
Orthopedic ----------------------------------2,153, 000
Hearing loss ----------------------------------725,000
Cerebral palsy --------------------------------406, 000
400,000
psy-------------------------------------Cetpalate-cleft li---------------95,000
enita heat-isas-----------------------(1A,2000

Age group

Estimated
percent
Poftotal

Estimated
number
In 1970

5-17
5-19
5-20
0-20
0-20
0-20
0-20
0-20
NA

23.0
8.5
5.0
3.0
2.8
.9
.5
.5
N

12,500,00
5,400:000
3,270, 00
2,720, 00
2,425, 000
900,000
465, 000
465,000
2,0

ISource: Children's Bureau, 1966 report (footnote 1).
' Includes refractive errors.
a25,000 born each year; 7,000 die In first year.

Senator KENNEDY. During the testimony of the American Medical
Association, we reviewed with them to some extent this infant mortality rate. It is awfully difficult to get pegs, or standards, or yardsticks, with which to evaluate the dimensions of the health care crisis,
but I personally feel that infant mortality at least is one good indicator.
However, we had the members of the AMA discount the infant
mortality figures in relationship to other countries. They questioned
whether this was a useful or valid yardstick for other nations, and I
was somewhat concerned that they were trying to gloss over an enormous problem. Yet these are just cold statistics, and judging from
your testimony they don't even begin to reflect the tremendous
human suffering ana loss that loved ones feel in terms of these infant deaths.
I would be interested in any kind of elaboration you can give of
the horrendous situation that apparently exists among these children.
Is it getting any better, is it getting worse?
Dr. WFL. There, has been a gradual improvement in infant mortality. There is a gradual bringing to gether of some of these discrepancies, but it is slow, and I think I feel very, very strongly, as you
do, that these are, as I have stated, unnecessary deaths.
Senator KENNEDY. Yes.
Dr. WEIL. On the other hand, I don't think we are going to solve
the problem of infant mortality entirely by improving health care.
We can't look at this as a single entity. Housing, crowding, nutritior, these are all factors which are equally involved here, because
we ian look at-
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Senator KENNEDY. I am willing to accept that, but I don't accept,
I am unwilling to accept, this observation as a sort of substitute for
necessary action.
Dr.

WELL.

I

would agree with that 100 percent.

Senator KENNEDY. There are all kinds of problems that we are
facing in our society that demand action. But I don't think that our
failure to provide nutritional resources, adequate housing, employment or education for various groups in our society means that we
should not be attempting to provide quality health care. I know that
is not what you are driving at, and I would be interested in any
elaboration you could give of that particular paragraph.
Dr. WEIL. Well, we have been working recently in a Spanishspeaking Mexican-AmericanSenator KENNEDY. Do.-s this affect only the Spanish speaking and
the poor blacks, or does it affect poor whites?
Dr. WELL. Yes; this is a problem that affects not only those economically underprivileged, but affects every child in the country to
some extent.
Senator KENNEDY. This is not a problem involving just a particular part or ethnic group of our society, is it?
Dr. W~EIL. It is-accentuated in the central cities, with poverty, it is
accentuated with minorities, it is accentuated in the rural
areas.6 '' We have rural counties in Michigan which have infant
mortality rates which are identical to the central city of Detroit.
There are counties in Florida, where I lived, where there is no physician, no medical care. 9
There are counties in other parts of the country in identical situations. There are woefully inadequate facilities for emergencies in
great segments of the country, and many of these children who are
injured in accidents, who are poisioned and so on, have great difficulty getting to decent emergency services, particularly in the rural
areas, and tIs is more of a problem in the rural areas than in the
urban.
Senator KENNEDY. If you could steer our staff where would we
get information on the rural areas, the extent to wilich children have
been disadvantaged in terms of health, in terms oi infant mortality?
Dr. WEIL. I think Dr. Hansen might speak to this a little later.
He has had experience in the rural areas.
Senator KENNEDY. Fine. How would you characterize that paragraph? These are statistics, but the thrust of these hearings, obviously, is an attempt to try, among other things, to gather the sense
of the health crisis in this country.
Dr. WELL. All I can say is that it is shameful, that with the resources we have, the kind of country we have, that we should have
to get up and reiterate year after year after year this kind of information.
6The Relationship of Certain Biologic and Socioeconomic Factors to Fetal, Infant and
Early Childhood Mortality. H. C. Chase. Dept. HEW, Childrens Bureau. 1964.
7 Weight at B irth and Survival of the Newborn.
By Geographic Divisions and Urban
and Rural Areas. National Center for Health Statistics. series 21. No. 4. (see esp table iG).
8 See also ref. 2. table 1 of 7.
0
itibto
of Physicians, Hospitals and Hospital Beds In the U.S., 1967. J. N. Haug
and G. A. Roback, American Medical Association 1968.
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That is absolutely appalling. There are countries with much less
in the way of resources than we have who are doing a much better
job in getting health care to all of the children of their country,
which we are not doing.
Senator KENNEDY. That is Sweden. But that is a homogeneous society. We here in America are a polyglot group of different ethnic
backgrounds, and therefore it is more difficult in terms of our society.
Dr. WEIL. Perhaps some of the comparisons are invidious, but we
also have much greater resources than many of these other countries.
We have the technical skills, we have the people. We have not utilized them well. We are operating under what must be considered a
system of medical care that is not in keeping with our needs today,
and we just have not taken the time to concern ourselves with these
problems, and particularly with children.
They don't vote. They don't have a lobby, and we feel very frustrated at times that we can't present their case more effectively, because so much of what happens to our next generation of adults depends on the children.
There are data from the draft, for instance, which suggests that
better care for children would have increased available Physically fit
manpower, not just for the military, but for our whole society, 10
percent had they been given proper care as children. (See footnote 1,
table 2.7.)
These were individuals with visual defects, auditory defects, with
physical deformities, who end up, not receiving epare, as less than
productive adults. This is a shameful situation.
Shall I go on?
Senator KENNEDY. Yes.
Dr. WEIL. Improvement in these data requires changes in the public, in dollars and in manpower.
Education of the public toward better utilization of their health
system will be an extremely potent tool for increasing health care
effectiveness. Of special interest in pediatrics and obstetrics, an increase in the public interest and activity in disease prevention and
health maintenance is essential.
Money poured into direct payment for health care increases the
demand for care, exacerbating shortages and increasing the cry for
change, But change costs money. New governmental programs have
been superimposed upon the varied existing component modes for
the provision of care without considering-the totality of health
needs. These new programs are probably creating not only an inflation of health care costs, but by discoordinate reallocation of scarce
personnel, may actually result in a decrease of the total services provided.
One limiting factor in the health budget is the point at which additional cost will no longer produce a proportional increase in the
productivity of the population concerned.
As an example, a doubling of the funds for health professions education, in order to produce an across-the-board doubling in the
number of health personnel, could conceivably result in more health
care. But a marked increase in health expenditure would be neces-
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sary in order to provide a reasonable level of activity and income
for the individuals trained.
One alternative to such a spiralling cost resulting from a general
increase in health manpower could be selective increases in health
personnel which, through getrefficiency and changing emphasis,
would increase the gross natoa product at a rate greater than the
increase in population, by increasing individual productivity. This
could result from creating a- healthier and more productive adult
population. Improving the health of children is the most effective
way to create a healthier adult population.
Since, I cannot speak extensively abbut public education or the financial aspects of health care, I would like to turn to the manpower
problem. This has several dimensions which include the total number
of physicians, their geographic distribution, their specialty distribution, and organization of the system in which they work, including
the better utilization of other health professionals.
First let us look at our current supply of health manpower. (App.
II.) There is approximately one physician in active practice for
every 1,000 individuals in the population.
(Appendix II follows:)
APPENDIX 1.-TOTAL HEALTH PROFESSIONS, 3,375,000 (4 PERCENT OF LABOR FORCE)
Tottalpphysician ......
........
.......
.......
..............
.....-.
........
.......
......330,0000
Active M.D.'s------------------......--------------------------------------------

1300,000

Private practice (solo and group)---------------------------------------------------200, 00
Public health-------------------------------------------------------------------3,000
Teaching and research ----------------------------------------------------------27,000
Post-M.D. training-.-------------------------------------------------------------45, 000
15,000
---------------------------------------------------------------------Military,
Other
Federal.............................--------------------------------------10,000
Active O.D.'s----------------------------------------------------------------------Retired M.D.'s and O.D.'s-------------------------------------------------...........

10,000
20,000

1Includes 53,000 foreign graduates.

Dr. WilL. However, in different regions of the country this varies
from one physician to 800 population to one physician to 1,430, and
in the state of Mississippi it is one to 1,650.
The same problem of geographic distribution is reflected in pediatrics with 'ratios from one pediatrician to 12,000 population to
one to 22,000 and in obstetrics with one to 5,000 to one to 16,000. Expressed in another way, from one region of the country to another,
there is a range of 17 pediatricians per 100,000 children to 32 pediatricians per 100,000 children; the number of obstetricians varies
from.26 per 10,000 births to 47 per 10,000 births.
'Using average figures we can next examine the extent to which
our current child health manpower can provide for today's child
population.
One can make an estimate of the actual number of children who
could be provided with comprehensive care by the average working
pediatrician. Assuming 7,000 visits per year for a pediatrician, four
visits per year per child (80 minutes of care per child per year for
health and illness), each practicing pediatrician could care for 1,750
children a year.
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On this basis, the 11,000 pediatricians currently in prac-tice in the
United States could provide minimal level care for 20 million children. This is approximately one-third of the child population."' This
assumption is supported by the data of the national health survey
which indicates pediatricians accounted for almost one-third of the
children's visits to physicians' offices in 1966-67. Then assuming that
one-fifth of the time Of the 63,000 general Ipractitioners is spent in
child care, we can show by three alternative calculations that we
cannot possibly meet our country's child health care needs today :1
(1) If children visiting pediatricians average four contacts per
year, just adequate for good care, pediatricians care for 1,750 patients each or a total of 20 million children.
If the remaining 40 million children are seen by general practitioners, these average only two contacts per child per year and twothirds of children receive only 50 percent of appropriate care.
(2) If pediatricians aind general practitioners both average 2.8
contacts per child per year, and if 4.0 is considered appropriate,
only 70 percent of appropriate care is being provided.
(3) Alternatively, if the children seen b~y the general practitioner
receive the same level of care as that given by the pediatrician (four
contacts per year), then the general practitoners care for 22 million
children, leaving 18 million with no care.
No matter how this is calculated, at least 25 percent of the health
care required for children is not being delivered.
Senator KENNEDY. Tell me how you get those four visits per year
aiid also the one-fifth of the time.
Dr. WElL. All right. Briefly, it comes from two sources. One is
what actually takes place in upper and middle class families. The
children* average four contacts per year with the doctor, taking all
ages one through 18.
The recommended figures come from the recommended standards
of the American Academy of Pediatrics.'12
The time general practitioners devote to children is a guess, 20 percent to children, 20 percent for maternity health and 60 percent for
other health problems, and this has been supported inl two or three
other people's independent guesses, and that is all it is."'
We have no data. It is one of the amazing things, that we have so
little data in this country about our health care system, partly because it is a diffuse, indeendentSenator KENNEDY.What kind of data would you want to have
for youth?
Dr. WEIL. I would like to know how many doctors we have in
practice, where they are practicing, how many people they are caring for, with what level of care, ho~w much is going Onl inl the office,
how much in the emergency room, how much in the hospital.
If we had that data then, as we began to change our system we
could have some idea of what we are doing.
10Maternal and Child Health Information, No. 13, March 1971, .1
"'Infant and Perinatal Mortality In the United States, Natonal Center for Health
series 3. No. 4.
Stand~tcs
'Stnards of Child Health Care, American Academy of Pediatrics. 1967.
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Right now, many of us agree we have to change the system of
care. We have to get care better distributed. We have to look toward
more group practice, prepaid care, and so on.
But having done it, one of the real problems is to measure what
we have done. Part of the difficulty is that we don't know where we
are. We can quote infant mortality, other kinds of mortality statistics, but to specifically say "What is our health status today, and
what are the problems we are having" so that we can tell whether
we are doing better 5 years from now is almost impossible from the
data we have now.
I think what we have to do is to try to get systematic collection of
this kind of data. I think certain steps are being taken by the CDC
and so on, but I think this is not yet available.
is Well, by these various calculations and assuming what I have said
iso, we can provide care, no matter how you cut it, for 75 to 80
percent of the children.'
Senator KENNEDY. You are familiar with the national center for
health statistics?
Dr. WEIL. Yes.
Senator KENNEDY. That, as I understand it, is the principal
health data collecting agency within the Federal Government.
Do you think that ought to be expanded?
Dr. WEIL. Certainly much of the information I have been able to
get, I have gotten from their publications. There is much that I
would like to be able to get which they have not been able to collect.
I don't know how much of this is a limitation in their program and
how much of this is the almost impossibility of getting certain kinds
of data in our rather diffuse program for health care' in this country.
Senator KENNEDY. As I understand it, its authority was expanded
last year, but they have not gotten more money.
Dr. WEIL. This does not surprise me.
I am not up on the specifics.
Senator KENNEDY. I think that is a good point, though.
Dr. WEIL. If we have the ideal situation, with the medical manpower we have, we would end up with no more than 75 or 80 percent of the care necessary being given.
Certainly we are certifying Just over 600 pediatricians each year
but are losing 200-300 per year due to death aind retirement. In the
next 10 years the number of children under 15 will increase 17 percent and at the current rate of pediatrician production we will have
an increase of about 30 percent in pediatricians.
However, at the same time, if current trends continue, a 20 to 25
percent decrease in the number of general practitioners will more
than offset this gain.
This is shown in Appendix No. 3, "Physicians Providing Child
Care."
13Pediatric Practice in the United States, Yankauer, A., Connelly, J. P., and Feldman,
J. 3. Pediatrics (Suppi.) 45: 521, 1970.
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(Appendix III follows:)
APPENDIX Ill.-PHYSICIANS PROVIDING CHILD CARE

Pediatricians ---------------------------------------------General practitioners + 5------------------------------------Total ----------------------------------------------Children<15 ---------------------------------------------

1970

1980

Change

11,000
12,000

14,100
9,400
23, 500
70,000,000

+28
-22
+5
+17

23, 000
60,000,000

Dr. WEIL. The situation for obstetrics is basically the same as for
pediatrics with an increase of 10 million women in the child bearing
age and an increase in births as great as 25 percent unless marked
changes in family planning occur.
(Appendix IV follows:)
APPENDIX IV
(In millions]
1970
Children 0-14-----------------------------------------------------------Women 15-44 ----------------------------------------------------------Births (general fert. R.-88)--------------------------------------------------

60
42
3.7

1980
70
52
4.8

Dr. WEIL. Using these figures we have a method, based on maintaining the status quo, this is no increase in manpower from where
we are now, except as the population grows, for estimating the requirements for physicians 10 years f rom now. These figures, as
shown in appendix V, are based on several assumptions which are
indicated in the appendix and an additional assumption that general
practitioners spend 20 percent of their time giving child care and 20
percent giving maternity care. All of these assumptions are on the
conservative si de and if they are in error, it will make the situation
in 1980 even more difficult.
Senator KENNEDY. As I understand what you are saying through
page 7, at least a quarter of the children in this country are receivingno care at all.
Dr. WEIL. I can't answer that directly. Either a quarter are receiving no care, orSenator KENNEDY. Or up to two-thirds are receiving inadequate
care.
Dr. WElL. It is one way or the other. Either we have 75 percent of
our children receiving reasonable care and 25 percent none, or most
of them receiving inadequate care, but everyone getting a little bit.
It is probably somewhere in between.
You can calculate it either way, saying everybody gets a little,
and it is not enough for anybody, or that 3-quarters get a reasonable
amount and a quarter get none.
Senator KENNEDY. Three-quarters getting a reasonable amount?
Do you really think that that is the case, given the distribution?
Dr. WEn,. No, I don't.
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KENNEDY. See if
WEIL. This is where

you can sharpen it a little bit.
we don't have the kind of information we
need, but my guess would be that probably one-third of the children
are getting reasonable care.
Senator KENNEDY. And two-thirds are, getting what?
Dr. WELT. Two-thirds are getting zero to inadequate or minimal
care.
Senator KENNEDY. Of all the children in this country?
Dr. WElL. The children in this country, from one coast to the
other. We know, however, that there are more problems in the
Southeast than in the Northwest. There are more problems in some
States than in others.
It is interesting that States without medical schools have a lower
ratio of physicians to population than States with medical schools.
Senator KENNEDY. If this is Eituch a wealthy country, why is
health care so uneven?
Dr. WElL. There are three things. We have inadequate manpower.
and it is poorly distributed and operating poorly in a system that
does not have anything to hold it together.
We halve inadequate financing, and we have problems inl access
into the system for many people.
We have bad distribution, that is, both geographic and within the
profession, specialty, nonspecialty, primary care, specialist care.
We have dollar problems, ana1 we have public problems in terms
of getting access to the system.
Senator KENNEDY. Doctor, this leads me to the principal vehicle
that we have relied on over these years to influence the distribution
of resources-the private insurance companies.
You halve just painted what I think is a devastating indictment of
our current health situation among children. You have given the
reasons for it, but they come back to the fact that we have been
relying on the private insurance carriers, and in spite of all their
good intentions expressed before this committee and others, they are
just not the vehicle to do the job.
Dr. WEU4 . I agree with you, because the private insurance companies by themselves have first of all fundamentally n~o control over
the way in which medicine is practiced. They have iio way of insuiring people who can't afford private insurance, and these are two
critical elements.
If you can't have: some kind, or produce some kind of change in
the system, simply paying for care is not going to do anything for
anybody. It will help a small segment get care and avoid catastrophic kinds of expenses, but the private insurance company system generally does. not pay for ambulatory care, for the care of the
patient who is not in the hospital, and the majority of sick children
are taken care of not in hospitals, where there is no coverage.
Senator KENNEDY. That is an important point, as I understand it.
Insurance privately covers only those that go into the hospital, and,
as you point out, most of the problems which afflict children aire
treated in ambulatory situations.
Dr. WEIL. They should be, and they are by and large, but there
ay'.e still more children in hospitals than ought to be because of an
Senator
Dr.
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old problem: if they need an expensi .ve workup done and on a child
for a complex problem, it will only get paid for if the child is in the
h6gpital'. It won't get paid for, even though it might be possible to
do it, on an outpatient or office basis.
So$we see a certain amount, I am sure, of hospitalization resulting
from the fact that this is the only way there can be third party coyeator KENNEDY. That increases costs and adds to the inefficiency of the system.
Dr. WEIL. Yes. You add the hospital costs to the cost of the
tests, and the hospital costs may be unnecessary.
Senator KENNEDY. Could you give us any idea in terms of how
often that ha ppens?
We hear that frequently. A patient needs an X-ray, but, their insurance'does not cover outpatient care. If they get admitted into the
hospital, it will be covered.
Dr. WEIL. It is hard to get at that sort of information. Utilization
reviews and this sort of thing attempt to do that, but the number of
times is a question I can't answer.
I think it is a significant figure, and when we look at the differences between fee-for-service practices and p repaid medical care
programs, we find that the amount of hospitalization is reduced by
as much as 50 percent for children under prepaid programs in which
total health coverage both in patient and out patient, is paid for,
and I think this is then at least one indication that there must be
some excessive amount of hospitalization going on under our current
system.
Senator KENNEDY. Well, would it be inaccurate to suggest that

private insurance is really biased against children?
Dr. WElL. Yes, I thin kit is in some ways. That is a difficult question, but, to some extent this is true. Perhaps it is more true for
children than for adults. I think that our insurance system as we
have it today is biased against the optimal provision of health care
at the lowest possible cost, and I think this applies more to children
than it does to adults.
The other point that I wanted to make, and I think that because
of time I willI not go through all this, but I think if we are going to
provide health care for our population we are going to need to increase the number of physicians we train.
For the time being, if we are going to give any kind of emphasis
to child health care, the number of young people are increasing
greater than the total population, and we have got to put special
emphasis on the training of physicians for child health care, both
primary care doctors, family doctors, as well as pediatricians.
But I think equally important we have to realize that without a
fantastic upheaval of medical education we could never train enough
to give all the care that is necessary for children, and we
physicians
have to look to the use of the physician assistant, or physician associate as a major kind of health care deliverer in the next period of 5
to 15 years.
These people are available in our country. They can be trained,
they can provide health care at a cost which will reduce the overall
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expenditure, and I think provide it in ways which wili make it more
readily available to everyone.
I think that with that, I would like to close my own statement at
this time ind let you hear from some of the others who are here.
The data in appendix V indicate that to have 55,000 general practitioners, 16,600 pediatricians, and 21,100 obstetricians by 1980numbers that will simply maintain our current level of physicians in
child and maternal health to the population being served-we will
have to increase pediatric and obstetric training by 30 percent and
increase training in family practice five-fold.
To accomplish this Ill require new incentives as we will have to
recruit a larger percentage of each graduating class into these professions for the next 5 to 10 years, because not until then will the increasing enrollment in medical schools begin to be reflected in a significant increase in gaduates.
(Appendix V follows:)
APPENDIX V
1970

1980

General practitioners----------------------------------------------------860,
000 ------Loss I-----------------------------------------------------------15,:000..........-Current gain 2--.......................
2000
47, 000
Possible gain 83------- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 10:000
55,000
Pediatricians ----------------------------------------------------------11,000..........--Loss I-----------------------------------------------------------2,900..........--Current gain 2-------------------------- ---------------------------8,000
14,100
Possible gain 3-----------------------------------------------------------------8,500

Obstetricians--

---------------------------------------------------------

16,600

16, 000 .......

Loss'-----------------------------------------------------------------------4,400 ----------Current gain 82- - - -- - - - - - -- - - -- - -- - - -- - -- - - -- - -- - - -- - -- - - -- - - -- - -- - - -- - -- - - --.......................
18,600
- - - - -7,000

Possible gain

........

9,500

21,100

IAssumes even distribution by g and 40 active years for general practice, 38 for pediatrics, and 36 for obstetrics.
3Assumes a fivefold increase In students going into general practice, an Increase of 256 more students going into pediatrics and Into obstetrics over current levels.

2Assumes current estimates of 200,600, 700 per year for general practice, pediatrics and obstetrics respectively.

Dr. WEIL. If we take a broader view of the health professions
involved in the care of mothers and children, there are several other
manpower pools we have not effectively tapped. These include young
women, women whose children are all in school, and discharged
medical corpsmen. From these groups, plus other young people not
currently entering the health professions, we should be able to develop a growing body of physician associates.
Preparation for the health professions and services, in large part,
has been outside the mainstream of education in this country. Probably, in no other field of endeavor is there an educational structure
like that of the health occupations.
Today's general educational pattern progresses with regularly decreasing numbers through achievement levels such as high school
graduation, 2 years of college, 4 years of college, and graduate education-each a stepping stone to the next in a pyramidal fashion.
But in the health fields, the three largest occupational groups are
medicine, with 12 years of post high school education; and aides, orderlies, and licensed practical nurses with 0-1 years of education
after high school, and there are no educational bridges between these
three groups.

ow
A comparable trimodality for the distribution of income reflects
the organization under the current system; the high costs of the
services provided are in relationship to the costs on training. Without modification of the system, a more economic method for training
existing types of personnel or of proportional reduction in training
co-sts, would make very little difference to the total expenditures for
health services.
A m~re reasonable approach is the development of intermediate
professions with intermediate tasks, skills, roles and incomes. In
fact, in the very long run, it may turn out that we should be training proportionately fewer, highly skilled and highly paid physicians
under the current MD concept, and buffering the overall health service with a more evenly distributed spread of services.
If a pediatrician, using today's methods, can provide good care
for no more than 1,500 children, and if by 1980 we wished to provide such care for all children, then in addition to a five-fold increase in students going into general practice or family medicine, we
would have to recruit 2,400 students a year into pediatrics-lA/ of
each graduating class for the next 10 years. This seems beyond our
capabilities.
Alternatively let us increase the family practitioners as described
previously and increase the pediatricians at a rate that seems feasible---about 30 percent above our current one-and then examine how
we can equip the physician to -provide good care to 3,000 children instead of 1,500-in other words, let us find a way for the physician to
double his productivity rather than doubling the number of physicians for one of these alternatives, or the other, or a combination of
both, will ultimately be a demand, a need and a requirement.
One solution to this problem is the wider use of the allied health
workers. In 1900 there was one allied health person per physician.
By 1975 it has been estimated that the number will approach 20
such individuals per doctor. Within these numbers we should be able
to find a method that will utilize these individuals so that they can
effectively multiply the physician's productivity.
One such method, which should be independent of the type of
practice setting, i.e., solo, group, fee for service, or prepaid,. is that
involved in the wide usage of the physician assistant or associate.
One attempt at examining the feasibility of such a method is
given in apJ~endix VI.
(Appendix VI follows:)
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APPENDIX

VI

THE FEASIBILITY OF UTILIZING HEALTH ASSOCIATES
If we assume that the average physician taking care of children can deal
with approximately 7,000 health visits per year or 3 - 5 per child under our current
system, the same physician must handle twice this number when working with the
health associate.

In addition, for the pediatrician to be maximally effective, he

himself will see many children briefly but have more time to provide thorough and
extensive evaluation of the problems that require his level of expertise.

Thus, we can

assume that the average physician dealing with children will spend more time with
approximately 3,500 visits a year under the new system and this will leave approximately
10,000 visits for the primary attention of the health associates. This proportion coincides with the estimates arrived at by Bergman, et al. and approximates that noted in
the Yankauer survey. We estimate that pediatricians and general practitioners providing child care will each require either two or three health associates, seeing either
5,000 or 3,000 visits per year per health associate to achieve this goal. Thus, the
need for the country at large will range between 60,000 and 100,000 child health
associates for total coverage.

If we assume that

100 schools could produce this

group in a five year time period, 120 to 200 health associates must be graduated each
year from each school with such a program.
To determine the economic feasibility of the health associate concept we will
assume a solo practice pediatrician with a gross income of $60,000 a year, overhead of
$25,000 and a net income of $35,000. Taking care of 1,200 children a year with
approximately 5 visits per child per year the cost per child will be $50/child/year.

If, with two health associates, he con~ now take care of 2,600 children a
year and if these health associates have a net income of $10,000 each, the total personal
Income for the physicianand his associates will be $55,000. The overhead will have increased to approximately $50,000 and therefore the gross required will be $105,000;
divided by the 2,600 children this will give an annual cost of $40.30 per child per year.
If we alternatively assume the pediatrician will require three health associates for such
volume, the gross Income required will be $115,000 with the net child cost of $44.20.
Given a salary of $15,000 per year per health associate, with two health associates per
pediatrician, the child cost will remain at $44.20 and with three health associates -per
pediatrician, at this increased salary level the cost will be $50 per child per year as
under our present system.

However, the added benefits will be improved care for each

child as well as having provided care for twice the number of children In the country;
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Dr. WEIL. In essence it suggests that for comparable, or reduced
costs/child, this system would allow us to care for all children in
this country and at a level of care exceeding that which we have
today.
Senator KENNEDY. How do you change the system of care?
Dr. WEIL. There have to be incentives built into the system. These
can be economic incentives, social pressure type incentives. They can
be incentives created by making the field of child health care a more
ideal one in which to work.
The pediatrician among medical specialists is probably the one
with the lowest general level of income. He is working wifh a population in which, by and large, the parents are young, their own incomes are small, and the numbers are massive.
So he sees large numbers of children from relatively lower income
families than do the other specialists. He spends an unbelievable period of time with general medical problems which a lesser trained
individual could deal with.
I think that if we could create in this country a cadre of people
who could associate themselves with the pediatrician or a family
doctor and provide much of the general health care for children and
let the physician use his rather advanced training for the more complex problems, we, would improve the working arrangements in
which pediatricians operate and thereby increase the incentives by
making the job a better and more attractive one.
Senator KENNEDY. We are really going to need the help of the
medical societies in order to relax State laws and utilize paramedical
personnel. This is really' -an area where the medical societies have to
heln and assist.
The Federal Government can help provide the resources to universities and colleges for the training of returning corpsmen, for example, and setting up different kinds of programs, but unless the
medical societies are willing to accept it, it is going to be extremely
difficult.
Also we get into the question about national standards permitting
national licensing, and permitting these paramedical personnel to
help and assist. This too is something on which we are going to need
a lot of help.
Dr. WEIL. It is interesting that at this point, the survey done of
pediatricians and of the public with regard to health assistance for
child health is well in the majority now of physicians and the public
being ready to accept this kind of Input.
Senator)KENNEDY. It seems that those who are really on the firing
line, so to speak, are willing to have this kind of help and assistance.
The younger persons, the medical students and so forth, seem willing. They seem excited about the possibilities of paramedical personnel.
I think this is going to provide a challenging opportunity to take
on some of the more entrenched elements in our society.
Dr. WEIL. I would like to make a final point. One thing we forget
when we are talking about an increase in manpower-not only do we
have to provide for the training of these people, but we Yiave to
begin to provide for the training of the teachers.
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Ou:. training grant programs now through the NIH which have
provided us with our faculties, are being cut every year, and they
are down to where there were seven new training programs last year
in ci.ild health.
T1' ere had been 43 just a few years ago, and this is our source of
facu ty, and I think this is a major problem. Five years from now
we tire going to regret seriously the fact that we have not trained
enou gh faculty to carry out the education of the people we need.
Se nator KENNEDY. I am glad you mentioned that; it is an area
whe.-e there have been, as you point out, very severe cuts. Let me ask
you finally, are these problems you have identified related solely, to
the children of poor people, or do they affect, also, the middle inconme children, whose families have a $10,000 or $12,000 income
yer r?
Or. WEIL. I think they affect all children. As a matter of fact, to
som e extent the people of the lowest income bracket may be less affe.,,ted than those somewhat above that, the reason being that there
ar e now fairly good assistance programs in many areas for the very
11 iderprivileged economically.
There are crippled children's programs which have been excellentt iiey have been poorly funded, but have been excellent. There is
nedicaid, and a number of other programs for the very serious
)roblems for the people who have essentially no dollars.
The group that doesn't qualify for this, who are just above that
evel, and doesn't have enough yet to be able to afford care entirely
)n their own are the ones that perhaps are hurt the very most. This
s particularly true when it comes to chronic disease, because inevitably the -private insurance situation fails for the chronically ill.
A child with a myelomeningocele birth defect called "split spine,"~
nay have medical care costs exceeding $20,000, $30,000, $40,000 in
the first 5 years of life.
Most insurance companies don't stand still for that kind of payment. The coverage is not broad enough. It runs out after wxdollars
have been spent, or mxvisits have occurred, or so many days of hospitalization have taken place, and then it is inevitable that the families are left with the bill and if they are beyond the level where they
can get help from crippled children or medicaid, then it is a catastrophe.
Then they face the problems of education and so on, already badly
damaged economically, socially and ps 'ychologically as a result. So
there is a great group of people in the middle income level who are
being hurt today by medical care costs, or whose children are not
getting the kind of care that they ought to, and we see this repeatedly, little incidents like a family that has a child with a little fever,
and the question is to call the doctor or not.
Well, they just had filled out their various tax forms and they had
the rent due, and they know if they call the physician then and they
have to bring the child down, this is $9 or $7, or something so
"Well, it is just a 102 temperature, let's forget it, maybe it wil go
away.")
So this is postponed, and the next day the same kind of decision is
made. At some point, as this child is developing meningitis they will
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contact medical care, but it may be just a little longer than it should
have been.
I don't think there is one of us who works in hospitals who does
not feel, "If they had only come into the medical system a day earlier, 12 hours earlier, 2 days earlier, the end result might be different."
I am certain that there are financial restraints-restraints in any
family that delay these kinds of decisions.
Senator KENNEDY. You are opposed to deductibles?
Dr. WElL. I don't pose as an expert on the various kinds of insurance programs.
Senator KENNEDY. But you do see how they inhibit people from
getting health care. I think you have just made a good case for preventive medicine.
Dr. WEIL. I hope I have.
Senator KENNEDY. You hear frequently from those who believe in
the deductibles that, "Well, if we don't have that $10 or $8 problem
facing that parent, they are just going to come down and abuse the
devil out of the system, and waste a lot of doctor's time."
What is your reaction?
Dr. WElL. At least my experience in this has been that that does
not occur. I have had the opportunity over the years to provide
health care to many people on an essentially free basis because they
were medical students, or professional colleagues, and so on, andI
work entirely with the families, not wit the hysicians, but with
his wife and their children, and as professional courtesy, we never
charged these families, so they had essentially unlimited'accesa,
I saw these families regularly for preventive care maintenance of
health care, and I never felt abused. When they had a problem ora
question, I was available, and I enjoyed it, and I'think the illnesi~'-,
record of these families was such that it was less than in the general
fee for services situation.
I have friends in California who have their practice divided between fee for service and prepaid health care. The illness burden in
their prepaid health care service is less than it was in their fee for
service group.
They have then no deductible. They have free access to the system.
Senator KENNEDY. Where is that?
Dr. WEIL. This is a group headed by Dr. Alex Rogerson, in
Berkeley, Calif.
Senator KENNEDY. Thank you very much, Doctor.
Dr. WEIL. Thank you.
Senator KENNEDY. If you will, remain here, and there might be
other questions.
Senator KENNEDY. I would like to welcome our next witness,
John P. Connelly, who is an associate professor of pediatrics at
Harvard Medical School and executive director of the Bunker Hill
Health Center of the Massachusetts General Hospital.
Dr. Connelly is also chairman of the American Academy of Pediatrics and of the liaison committee of the American Nurses Association.
In addition to this busy schedule he acts as a consultant to the
National Center for Health Services, Research and Development at
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HEW and is a consultant to the Office of the Assistant Secretary for
Health and Scientific Affairs, at HEW.
Dr. Connelly, I appreciate your taking time out from your busy
schedule to be with us this morning.
I want to welcome you, Dr. Connelly, from my State of Massachusetts. I have had an opportunity to visit the Bunker Hill Health
Center. I guess it was about a year ago.
Dr. CONNELLY. Yes, sir.
Senator KENNEDY. I Was as startled by the various statistics that
you related to us at that time. We are aware of the work that you
are doing and very appreciative of your testifying here before the
committee this morning.
We welcome your testimony.
STATEMENT'OF DR. JOHN P. CONNELLY, ASSOCIATE PROFESSOR
OF PEDIATRICS, HARVARD MEDICAL SCHOOL, AND EXECUTIVE
DIRECTOR, BUNKER HILL CENTER OF THE MASSACHUSETiTS
GENERAL HOSPITAL
Dr. CONNELLY. Thank you, Senator.
Our testimony is organ6ized such that Dr. Weil would cover many
of the broad issues already discussed so far this morning. With your
permission I would like to focus specifically onl the IAfGH Bunker
Hill Health Center and the problems that we are attempting to
solve there because this higyhlights, I think, the major, or some of
the major, problems that are facing the health care system; namely,
the problem of access of medical care, the cost of medical care, the
necessary manpower to deliver such care, and, finally, the quality of
medical care.
It may be useful to first describe the center, to give a frame of
reference. The center, as you know, is an extension of the Massachusetts General Hospital to the 16,000 Charlestown residents. It represents-a major partnership between the Boston Department of Health
Hospitals, and the Boston Archdiocese and the school departments.
Twenty-five percent of the space and personnel are devoted to psychosocial health. Other specialists are scheduled as the need is
identified. We assume the responsibility for health care programs in
Charlestown before we got there, and school aid programs for the
eight public and parochial elementary, one junior high school, and
one high school.
,We have been operational since December 1968, and there are ap-pr&.A,iately 12,000 patients registered to date.
In eN of why the Massachusetts General is in the area I have
described, ' vfelthat it is basically a loss of the general practitioner. This lo9'9i4q reflected in the first chart which depicts a phenomnal change in nw&~ical practice from 1963 to 1967.
If one assumes that the '5Internitsts and pediatricians could provide
the primary medical care thk'.J .'he general practitioner has in the
past provided, you see there is a "gamin in the pediatricians and internists of 3,751, but a correspoding decrease of the family doctor
of 5,852 or a net decrease to the Nation of 1,100 primary caretakers,
or said another way, the yearly output of 10 medical _4chools.
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In our State of Massachusetts the deficit is 135 caretakers, the
yearly ouptof one medical school. To further focus down on the
local situtos, Boston has the highest concentration of physicians
in the world.
Senator KENNEDY. Do you have any recent statistics on what is
happening in the last year or two in these medical schools?
We heard testimony, as I remember, last fall from the medical
students association which indicated that there was a movement by
many of the younger medical students into the primary caretaker
area. They wanted to get out, so to speak, where the action is. They
wanted to be involved in the delivery of health services. They were
more interested in moving into these areas than the specialties. The
specialties were of less interest to them than the real health crisis.
I am wondering whether recent statistics show this at all, orwhether the trend is still pretty much as reflected in your table 1 toward the specializations.
Dr. CONNELLY. Well, the delay in collecting a significant trend is
approximately 2 years, so you could not accurately picture that.
I can say about the Harvard Medical School students who come
over to the health center that there is an increased interest and a
significant change in their attitudes about the delivery of primary
care in areas of need specific ally. That is an impression. Whether
they follow up on it I don't k now.
The student indicates he would like to have an alternative to
going into the military, such as serving in an area of medical need,
whether urban or rural.
I might contrast the general practitioner in the past wlio located
his office with little regard to the socioeconomic status of the neighborhoods. They are quite different than the specialists in primary
care; that is, the pediatrician and internist, who have set up shop in
more affluent surroundings.
The census tract in Boston and Brookline, in 1960, containing 40
percent of the most affluent population, housed the offices of 90 percent of the pediatricians and internists.
You could reverse that and look at it from the other side of the
coin. It means 10 percent of the internists and pediatricians are responsible, or will be responsible, for 60 percent of the populations of
greatest need.
Finding no one in at the general practitioner's office, today's
urban resident seeks out the emergency ward. This is reflected in an
astonishing increase in the MGH emergency ward per annum;
namely a 100 percent increase in the last 10 years.
We focus on numbers here, which do not really describe the problem of a mother who has to change streetcars twice to bring a sick
child to an emergency room. A patient is coming into the MGH
emergency ward every 3 minutes, 24 hours a day, 365 days a year.
This poses fantastic problems of personnel,. quality, and space.
Young children are brought in, next to a major accident case, the
young drug addict who is high, or the drunk who is brought in for
detoxification.
Separating all these things out takes a, major upheaval in the hospital, which in the past has not considered this their primary func-
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tion. Hospitals adapt to thm circumstances, but it is not an ideal
way to receive care. If a patient waits 6 to 8 hours in an emergency
room with a sick child and there are other children at home, this
could hardly be called sensitive, personalized care.
Senator KENNEDY. How often is that the case?
Dr. CONNELLY. Very frequently.
Senator KENNEDY. Is that the usual situation in the emergency
rooms in major hospitals?
Dr. CONNELLY. Six to eight hours is not an unusual wait. One has
to wait in line to get seen; and then may have to have an X-ray,
and wait in line there;- and then have to have the X-ray interpreted,
and wait in line there; and finally be discharged; I might say at fantastic cost, because emergency rooms are geared to serve patients
who have a major emergency, an expensive process.
Well, if hospitals provide all the facilities to meet major emergencies, the highest cost items, this cost has to be shared by everybody
who comes into the emergency room.
Now, a child' coming in for a minor illness such as a sore throat,
which is a potentially serious illness, but at the moment is a minor
illness, he has to share the same cost, or average out the cost of a patient who comes in with a cardiac arrhythmnia, or a, heart attack.
Besides this, patients may get a different doctor every time, and
be referred to the follow-up clinics again with a different doctor,
who has to review the whole medical history all over again, which is
time consuming. The point is continuity and the personalization is
not possible when patients receive episodic care in emergency rooms
or outpatient departments.
Senator KENNEDY. What do you do about that?
Dr. CONNELLY. Set up health centers in Charlestown, as o.L. possible solution. That is an access problem, and the people. are forced
into emergency rooms because of lack of access.
Senator' KIVNEDY. How long do they have to wait in Charlestown?
Dr. CONNELLY. I would say the longest wait we have known in
our 2 years. of operation is half an hour to an hour.
.I am going to intermittently depart from the prepared text hoping we mn-ay learn more that way
(The prepared statement of John P. Connelly, M.D., with attachments, follow:)
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TESTIMONY
before the
Senate Health Skibcummnittee
March 24, 1971
by
John P. Connelly, M.D.
Aspociate Profesoor of Pediatrics, Harvard Medical School;
Executive birector, Bunker Hill Health Center of the Massachusetts General
Hospital

The Bunker Hill Health Center of the Massachusetts General Hospital is a
community health service of the Massachueetts General Hospital in Charlestown,
Massachusetts. The Center is primarily but not exclusively for the 160000
Charlestown residents. It represents a major partnership endeavor between the
Boston Department of Health and Hospitals, Boston and Archdiocesan School
Departments, and the Massachusetts General Hospital in the health field.

The Center offers primary health care to all who wish to avail themselves of
its services. There are no restrictions of income, age or disease. Two teams -each consisting of a full-tine internist and/or family physician, pediatrician,
nurse, nutritionist and social worker -- constitute the primary caretaking unite.
Part- (half) tine physicians supplement these teams. There are full time ophthal
mologiots and dentists in the Center. Twenty-five percent of the space and
personal in the Center is devoted to psychosocial health. A full-time
psychiatrist, psychologist, as well as mental and social health workers are
integral and supportive team members. Other specialists are scheduled regularly
as the need is identified. All professionals have Massachusetts General Hospital
appointments in their respective departments.
City of Boston public health services, such as well-baby clinics, dental
services for kindergarten through Grade 8, tuberculosis control has been assigned
to the Massachusetts General Hospital. The responsibility of the school health
programs of the Boston and Archdiocesan School Departments has also been assigned_
to the Center physicians. Besides these preventive and screening services, prima
family-centered care is offered in an unfragmented continuum.
Operational since December 1968, the Center has been registering new patient
at a rate of approximately 400 per month. There are approximately 12,000 patient
registered to date.
The question arise -- why is the Massachusetts General Hospital in a
As we analyze today's major health problems in
decentralized health center? -the health care delivery system, they revolve around four basic Issues:
A.
B.
C.
D.

Access
Cost
Manpower
Quality
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-2Lack of accesi3 to medical care basically is a result of the loss of. general
practitioners throughout the land. This is reflected in Chart 1 which depicts a
phenomenal change In medical practice from 1963 - 1967, vis-a-vis general
practitioners, internists and pediatrIcians. While there has been a gain of
pediatricians and internists of 3,751, there has been a corresponding decrease
in family doctors of 5,852, resulting in a net deficit of 2,101 primary caretakers
or the yearly output of nine to ten medical schools. In Massachusetts this net
deficit is 135 primary caretakers, the output of one medical school.
Table 1
General Practitioners, Internists and Pediatricians in Solo, Partnership
Group or Other Practice, U.S.A. and Massachusetts, 1963-l967*
Massachusetts

U.S.A.
General

Pedia-

Year

Practitioners

tricians

1963
1964
1965
1966
1967

68,609
67,055
65,744
64,063
62,757

9,327
9,664
9,919
10,089
10,364

21,238
22,172
22,717
23,210
23,952

5,852
-8.6

+1,037
+11.1

+2,714
+12.8

Change:
1963-67
Number
Percent

Internists

General

Pedia-

Practitioners

triciana

Internists

2,169
2,072
2,026
1,964
1,898

335
355
360
358
355

766
802
826
862
882

-271
-11.1

+20
+5.6

+116
+16.3

Boston, with one of the highest concentrations of physicians in the world, as
a result faces an increasingly critical shortage of primary care physicians.
Go-:eral practitioners have tended to locate their offices with little regard to
the socio-economic status of the neighborhoods. They are dissimilar to specialists
in primary care, viz, the pediatrician and Internist who have set up shop almost
exclusively in more affluent surroundings. For example, the census tracts in
Boston and Brookline that in 1960 contained the 40% of the population in the
most favorable circumstances housed the offices of 51.5% of the general practitioners and 90.2% of the internists, pediatricians and obstetricians who were
located in the community.
Finding no one in at the family general practitioner's office, today's urban
resident seek's out the hospital emergency ward or outpatient department with his
problem. This is demonstrated in Table 2 reflecting the Massachusetts General

*Source of data: Distribution of Physicians, Hospitals and Hospital Beds in U.S.A.:
1963, 1964, 1965, 1966, 1967. Department of Survey Research, American Medical
Association, Chicago, Illinois.
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-3Hospital Emergency Ward visits per annum from 1960-1969
9 years.

--

a 100% increase in

Table 2
N.G.H. Emergoncy Ward Vits per Annm
1960
1961
1962
1963
1964
1965
1966
1967
1968
1969

38,258
41,296
42o792
47,191
53,172
56,073
58,085
62,530
66,176
78,050

There is little evidence that solo practice, fee for service, primary care
physicians will return to the inner city. Federal programs such as Title XIX
or XVIII (Medicaid and Medicare) have placed purchasing power in the hands of
the poor and also made it possible for the physician to increase their income
substantially in more favorable settings.
Health centers which could ba described as multispecialty group practices
are being experimented with. The staffing of such progrnma remains a problems -the answer most probably lies in the large city, university and referral hospital
where the ratio of hospital physicians in Boston has increased from 119.4 per
100,000/population in 1940 to 289.4 per 100,000/population in 1961. Such
hospitals have the administrative expertise, manpower backup and capital to
really effect change if they are willing to decentralize into communities which
turn to them for primary medical care (I.E. the focus on preventive health
services, on health maintenance, or management of persons with acute and minor
episodes of illness and on maintenance of patients with slowly progressive
chronic illnesses where the one-to-one relation over timo between the physician
and the patient may be the most important component.
In examining our hospital Emergency Ward usage, Charlestown was the heaviest
user per population base of the Massachusetts General Hospital (Table 3),
Table 3
?40H Inpatient
Adrrdnsione
(adm.(l,000/yr.)
Boston
Cambridge
Chelsea
Charlestown
East Boston
Dorches ter
Roxbury

12
13
29
32
8
5

MOH Clinic
Visits
160
140
300
360
10
100

NH EW
Visits
(Visits/1,000/yr.)
35
25
55
120
20
20
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-4It is an ideal community to serve in that it is one mile from the Massachusetts
General HostIttal, approximately 2 square miles in area, has the second largest and
oldest housing project in the Commonwealth, has a cross section of income, and is
relatively isolated: surrounded on three sides by water and the fourth by railroad
tracks. In addition, a George Robert White Building -- a City Health Unit -- was
available to deliver care. The community was one of many In the area north of
Boston which came to the Massachusetts General Hospital seeking help for their
increasing severe primary care problem.,
We were able to respond because of a willingness on the part of the City
Health Department to assign public health responsibilities to the Massachusetts
General Hospital in return for the use of this building as well as the willingness
of the Archdiocesan and City School Departments to assign the health care
responsibilities of the ten public and parochial schools to the Massachusetts
General Hospital. The key to the success of this venture lies in the availability
of a Children's Bureau (Maternal and Child Health Service, Department of Health,
Education and Welfare) grant for basic underpinning and the willingness of the
Massachusetts General Hospital to cosmmit its own capital funds to supply those
services not covered by the Children and Youth grant. One must mention that
private volunteer agencies such as the Easter Seal Society, Forsyth School of
Dental Hygienists, Harqard Medical, Dental and Public Health Schools, as well as
the Center for Community Health and Medical Care add key elements which assure
family centered, continuous, comprehensive, unfragnmented, coordinated and
personalized care. Care is organized in teams consisting of community mental
health, internal medicine, dentists, pediatricians, nurses, nutritionist.
Specialists are brought to the Center as needs demand.
As shown, sensitivity to community concerns, i.e. the type and content of
care received, is reflected In the Committee on Community Programs which has
representation from the concerned groups within the hospital (Department Chiefs)
and their counterpart groups in the community.
The services offered are shown on the flyer that was distributed. Likewise,
the brochure reflects that our doors are open 365 days a year with basic daytime,
weekend and occasional evening coverage, backed up by the Massachusetts General
Hospital Emergency Ward. The Center is now a significant source of medical care to
Charlestown and surrounding communities.
one of the key elements to the medical care process is the Evaluation Unit.
Fundamental changes which this unit have made, under the direction of Dr. Gordon
Moore, and in cooperation with the Harvard Center for Community Health and
Medical Care, are the establishment of a unit medical record with the Massachusetts
General Hospital, as well as a family record, and the establishment of a date
retrieval system by use of a medical encounter form for gathering data for the
Children's Bureau, as well as for internal management use.
This data is put into computers daily and reported quarterly.
the type of information secured are on the following tables.
A)

Examples of

Registrants by payment status
Using this data, we hope to arrive at a prepayment program with the
help of two recent fellows from the Harvard Center for Community Health
and Medical Care (Drs. Robert Robertson and Irene Butter).
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B.

The households registered at Bunker Hill for the first three quarters
of 1970 reveal that we are reaching the public housing as well as the
more affluent members of the area. It also shows that contiguous Boston
areas will and are increasingly turning to the Center for medical care.
We feel it is important that our Center not be viewed as a clinic for
poor people, bWit for anybody without regard to income or any other
restriction usually associated with health centers.

The volume and duration of encounters by professional service for the third
quarter of 1970 is shown in Table 4. These have particular significance vis-a-via cost particularly in the area of psycho-social health which consumes the
largest amount of time per encounter, yet poses the greatest challenge not to
mention the greatest expectation of the public.
Table 4
MGH-BHHC
Volume and Duration of Encounters
September 1970
Number
Pediatrics
Internal Medicine
Dantal Health
Social Service
Mental Health
Nursing
Nutrition

716
679
463
283
199
421
224

Duration
(Minutes)
18
24
43.8
55.8
48
28.2
30.6

Table 5 depicts encounters by duration of visit by provider. Only pediatrics
and internal medicine is shown. Basic differences i.nsuch specialties is
reflected in the average duration of visits for pediatricians at 17.5 minutes
versus the average duration of visit of 24.3 minutes for internal medicine.
Table 5
MGH-BHHC
Encounters by Duration of Visit
by Provider
March-June 1970

Provider
PEDIATRICS
AOl
A02
A03
A04
A05
A09

Total Visits
155
793
703
94
625
79

Average Duration
of Visits
(Minutes)_
13.1
20.6
15.9
15.0
16.2
22.5
Average 17.5
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Provider
MEDICINE
A20
A21
A22
A23
A24
A25
A26

-

Continued

Total Visits

Average Duration
of Visits
(Minutes)

584
655
241
45
152
53
16

21.1
20.6
34.1
25.8
38.0
15.1
45.0
Average 24.3

The content of Health Center practice is shown in Table 6. I would draw
particular attention to the fact that primary medical care has a significant
psycho-social, preventative, acute and minor illness component. If one looked
at this care front only the medical practice, the percent of consultations for
various groups of conditions is reflected in Table 7. This table compares the
recent report on primary care fron the British Medical Association with the
Bunker Hill Health Center practice. We really are not dissimilar in our
breakdown as you can see.
Table 6
I1GH-BHHC
Content of Center Practice
March-June 1970
2 of Consultation for Various Groups of Conditions

Emotional
Respiratory
Preventative
Trauma and Musculo-skeletal
disorders
Dental Treatment
Dental Prevention
Cardiovascular
Endocrine
Obstetrics--Gynecology
Dermatology
Eye
Gastrointestinal
Genitourinary
Other

19.1
17.0
14.2
11.5
6.1
6.0
4.5
3.9
3.2
2.6
1.3
1.0
1.0
9.0
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MGH-BHHC
Content of Medical Practice
March-June 1970
% of Consultations for Various Groups of Conditions
%
Respiratory
Preventative
Trauma and Musculoskeletal disorders
Emotional
Cardiovascular
Dermatology
Obstetrics
Eye
Endocrine
Genitourinary
Gastrointestinal
Other

BM1A*

25.5
18.0

33
10

13.0
7.0
6.0
5.0
3.5
3.5
3.0
3,0
1.5
13.4

8
12
7
10

10
10

* British Medical Association

In cooperation with the Harvard Business School, Professor Robert Anthony and
Mirs.Regina Herzlinger, a doctoral candidate, this basic data system has been
implemented into a cost managenent control system.
The management control system is, in essence, a feedback mechanism in which
the efficiency of practitioners and services are calculated and continually
distributed back to those producing the services. The system implemented at the
Bunker Hill Health Center calculates the following unit cost data:
1.
2.
3.
4.
5.

Cost per practitioner, by individual practitioner;
Cost per service, by service code;
Cost per service per practitioner;
Cost per department for different services; and
Overall unit costs of Bunker Hill

The implementation of the system enables assessment of the relative efficiency
of different practitioners by measuring the volume and duration of their encounters
and their effective costs. It, thus, provides an impetus for low volume, high
duration practitioners to improve their performance. This syten also enables
measurement of the impact of volume on costs. In some departments, incremental
'volume may lead to additional costs because the department is at a very near
optimal capacity. In other departments, the marginal benefits of incremental
volume exceed the marginal costs -- because the department is operating below
capacity.
In addition, the system measures the extent and efficiency of task delegation
by measuring the costs of physicians and nurses operating as a team. It, thus,
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-8provides an incentive for greater task delegation -- for the greater the delegation, the lower the costs. The system also measures the cost of the "overhead"
or support departments, as a percentage of total and unit costs.
When coupled with a profit-sharing system, the basic control system provides
a monetary incentive for efficiency by:
1.
2.
3.
4.

Changing volume of encounters;
Decreasing duration where appropriate;
Controlling "overhead" costs; and
Examining fee strictures.

An example of the usefulnesni of such a cost management system is seen in
Table 8 which shows the cost per encounter by department for the month of
October 1970. Pediatrics reflected the lowest cost and was therefore used as
the norm. Internal medicine was 25% more expensive per encounter and dental
health 16%. Social service and mental health are 130% and 227% more expensive
per encounter than a pediatric visit. Yet this is the are of greatest need and,
I might add, the area of greatest expectation from the public who are looking to
the medical profession to solve the alcoholism, broken home, drug addiction,
and other neuroses.
Table 8
MGH-BHHC
Cost per Encounter
October 1970

Pediatrics
Internal Medicine
Dental Health
Social Service
Mental Health
Nursing
Nutrition

N
()25
()16
(+)130
(+)227
(+)160
W+ 35

Since this is the area of greatest challenge, it may be worthwhile comparing
the number of hours spent in direct patient care versus the number of hours
available. Such a comparison is shown in Table 9. The only comparative time
motion data comparing similar variables was done by Bergman and Wedgwood* in
private pediatric practices which confirm pediatricians spend only approximately
50% of their available hours with patients.

*Bergman, A.B., Dassel, S.W., and Wedgwood, !'.J.:
pediatricians. Pediatrics, 33:254-263, 1966.
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IIGH-BHHC
Number of ficurs Spent ix.Direct Patient rare
Versus
Number of Hlours Available
October 1970
Hours
Available
Pe~dia~trics
Internal Medicine
Dep'tal Health
Men~tal. Health
Nu:sing

Nutrition.
Soclai Service
Re-tilar Staff
Trainees

Hours
in Direct
Patient Care

431
515
653
851
1,528
176

215.9
274.9
337.7
158.4
199.4
114.2

704
384

261.0
108.0

% Spent
in Direct
Patiznt-Care

Conisidering such high cost items as community mental health, the relatively
smaller amount of time spent in direct patient care confirms the need to reexamine the modus operandi of these specialties and to aggressively consider task
transfer to such persons as case aides and assistants of all functions not
absolutely requiring the highly skilled resources of social worker, psychiatrists,
psychologists, psychometrists, etc.
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Appendix 1

THlE PAST DENTAL BEHAVIOR AND PRESENT
!)ENTAL HEALTH STATUS

OF A SAMPLE OF CHARLESTOWN RESIDENTS

Myron Allukian, D.D.S.,M.P.l.
David Rosenstein, D.D.S.
William Bunch, B.S.

Dr. Allukian is presently Director, Community Dental Health, Department
of Health & Hospitals, City of Boston; Chief, Dental Health Service,
Bunker Hill Health Center; Assistant Clinical Professor in Ecological Dentistry,
Harvard School of Dental Medicine.
Dr. Rosenstein, formerly a student at Harvard School of Dental Medicine, is
now a student at University of California, School of Public Health, in Berkeley.
Hr. Bunch is a 4th year student, Harvard School of Dental '.4edicine.
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Introduction
Before a community dental program can be properly planned, some
knowledge of the need and demand for dental health and care should be
ascertained. The present study was so designed by the Dental Health Service
of the Bunker Hill Health Center with the aid of the Evaluation Unit *of the
Health Center. Two dental students from the Harvard School of Dental
Medicine were also involved in the study. One of the dental students (B.B.)
interviewed the subjects and the other CD.R.) analyzed the results.
Method
Adult patients who were sitting in the waiting room of the Health
Center were interviewed over a ten consecutive day period by a dental
student, during the summer of 1969. The interview lasted from five minutes
to twenty-five minutes depending on the number of individuals in the
interviewees family. The interviewee was asked questions about his own
pattern of dental behavior and that of all members of his family. The collected
data was then transferred to marginal punch cards and analyzed.
Results
Approximately 104 individuals in the waiting room of the Health Center
were asked to be 'interviewed. Of these, 102 consented, and were interviewed.
After the interview, the name of each interviewee was looked up in the medical
records to determine if the interviewee was registered at the Health Center.
Out of the 102 interviewees, 92 were registered at the Health Center, and they
made up the sample population of interviewees. The total sample of interviewees
and their family members numbered 459 individuals.

The family status of the 92 interviewees, median age of 34 years, is
shown in Table I and the age distribution is shown in Table UI.
Table I
Family status of the 92 Interviewees
Charlestown, Massachusetts 1969
76
7
8
1

were mothers
were fathers
were siblings
other
Table 11

Age Range
15-19
20-29
30-39
40-49
50--62
62-4.

Number of Interviewees
3
24
28
19
9
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The 92 ir'cerviewees and their families made up a total of 459 family
members which represented the entire sample. This came to about five
members per household. The age distribution of all 459 family members is
given in Table III.
Table III
Age Distribution of All 459 Family Members Surveyed
Age in Years

0-4

5-9

No. of Family
Members

76

92

Per Cent of
Total Sample

17%

20%

10-14

15-19

20-29

30-39

71

34

56

58

15%

7%

12%

13%

40-49
41 .
9%

50-62
15
3%

The status of all 459 family members is give in Table IV
Table IV
Status of All 459 Family Members Covered by Survey
-Individuals
Pre-school

95

Per Cent
21%

School

39%

Keeping House

12%

Working Full-time

15%

Unemployed

1%

Disabled

3%

Retired

2%

Military Service

1%

No record

7%

Tables III and IV were included to give some idea of the make-up of the
total population sample size. The age distribution of the total population
sample is fairly representative of Charlestown except in the age groups of
0-4, 5-9 and 10-14 where there seems to be a slightly higher proportion of
children (5-10%) in this sample. There were also less adults proportionately
in the age groups 50-62 and 62+.
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The welfare status, demand for dental treatment at the Health Center
and felt dental peed for the 92 interviewees is given in Table V.
Table V
Of the 92 interviewees, median age 34
83%

-

70%
66%
71%
38%

-

were interested in dental services at the Health
Center
felt they now needed treatment
were not on welfare
had last seen a dentist for an emergency 'visit
had seen a dentist within the last year
Table VII

The present status of missing teeth of the 92 Interviewees, median age 34
34%

-

completely edentulous (no natural teeth)
of these, 23% had no dentures (false teeth)

52%
1%

-

edentulous in the upper-jaw
reporting having all their natural teeth

The number of partial and full denture wearers for the upper and lower
jaws of 92 interviewees is shown in Table VII.
Table VII
Denture Wearers Among 92 Interviewees
Upper
Full Denture
Partial "

43
14

Lower
24'
8'

Fifty-seven interviewees, or 62% of this sample wore a partial or
full denture.
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Table VIII gives the reason for the last dental visit for the Charlestown
families. Approximately 71% of the 92 adults, and 45% of the 459 total
sample received emergency care at their last visit.
Table-VIII
Percentage distribution of Reasons for Last Dental Visit, for
92 Interviewees and all 459 family members.
Charlestown, 1969
Reason for Care

92 Interviewees

All 459 Family members

Emergency

71%

45%

Check-up

8%

12%

Treatment

17%

33%

Other

4%
10%
Table IX gives the percentage of edentulous individuals for the Charlestown
interviewees and the U.S. as shown by the U.S. National Health Survey, 1960.
Table IX
Percentage Edentulous Individuals For Charlestown and the U.S.
A&e
15-24

Charles town
7

-

1969

United States
1

25-34
35-44
45-54
Discussion
,,t,.ough one may consider the sample population under study to be biased
as they patients waiting to be seen in a health center, one must remember that
they were not dental patients, therefore one would not expect them to be different
dentally from the general population at large in Charlestown. Although 64% of the
to'tal sample of 459 individuals received some form of dental treatment within thelast year, only 26% of the total sample received definitive treatment, not emergency
care.
The fact that 62% of 92 interviewees wore a partial or a full denture
shows markedly that the number of missing teeth among adults is quite high.
This is also reinforced by the finding that 52% of the interviewees were
edentulous in the upper jaw, and 34% were completely edentulous. This was
also compared to national figures in Table IX.

-

6-

Although the interviewee sample size may be considered to be small,
the difference in percent of edentulous individuals by age between
Charlestown and national figures is so great, that one should consider
them seriously. In the 15-24 age group, 7% of the Charlestown interviewees
were edentulous as compared to only 1% of the same age group from the
National Health Survey, a seven fold difference. These have alqo been
substantiated somewhat by the clinical impressions of physicians from the
Health Center who have noticed more dentures among school children than what
they normally encounter in other communities.
The differences between Charlestown and the rest of the nation in terms
of dental need are substantiated by the findings of three large military
studies which show New England to have more dental disease (World War 11)
and higher draft-rejection rates for dental causes (World War 1) than any
other part of the then United States. (a)
Dental treatment is both expensive and time consuming. The two most
effective ways to deal with this disease are fluoridation and expanded
duty dental auxiliaries. Fluoridation can prevent tooth decay by up to
70% and expanded duty dental auxiliaries would help us give more care to
more people at possibly lower cost. If we are ever to make meaningful
impact into the dental health needs of Charlestown or the U.S. we would
need universal fluoridation and expanded duty dental auxiliaries.

unnng,
.H.Dental Research
of
Journal
(a) Dunning, J.M. (a)

32, 811-829, (1953)
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_________APPENDIX

WHAT IS THE BUNKER HILL HEALTH CENTER?
A Community Health Service of the Massachusetts
General Hospital established in Charlestown to
bring the hospital closer to the people it serves.

Suke

WHO IS ELIGIBLE FOR CARE?
Children and adults of all ages are eligible. The
Center isprimarily but not exclusively for
Charlestowen residents.

WHAT ARE THE SERVICES OFFERED?
Pediatrics
Surgery
General Medicine
Cardiology
Neurology
Mental Health
Nursing
Allergy
Otolaryngology
Family Health Services
(Ear, Nose and Throati
(Social Service)
Dermatology (Skin)
Dentistry
Radiology (X-Ra )
Speech and Language
Orthopedics
Nutrition
Medical Laboratory
Urology
Gynecology
Ophthalmology (Eye)
Physical Therapy
Obstetrics

WitF1 g 117s

II~\4~~11

WHEN ARE OUR DOORS OPEN? - 365 days/year
Days;

Monday thru Friday
8:30 am. - 5 p.m.
Saturdays
9:00 a.m. - 12:00 noon
Sundays & Holidays
9:00 a.m. - 11:00 a.m.

Evenings:

Wednesday
6:00 -8:00 p.m.
Tuesday (Specialty)
appointments only)
6:00-- 8:30 p.m.

Patients will be served by the Massachusetts General Hospital Emergency
Room for all hours other than above.
HOW DO YOU GET HELP?

You may:
Call for an appointment -241-8800.
Be referred by your physicia-nor private and public agencies.
/n case of an emergency, come in immediately.
HOW DO YOU GET REGISTERED?
Registration is the same asfor the Massachusetts General Hospital and registers you for the hospital as
well asfor the Health Center.
WILL INSURANCE COVER THE EXPENSES?
Some medical insurance policies cover our care. Others do not, If you have any type of insurance
coverage, be sure so tell us. it isalways wise to bring your certificate or policy number with you and
to check your coverage with your insurance company. We will gladly help if we can.
WHO ARE THE COOPERATING AGENCIES?
U.S. Department of Health, Education and Welfare -Maternal and Child Health Service; Boston
Department of Health and Hospitals; Boston and Archdiocesan School Departments: Catholic
Charitable Bureau; Department of Welfare, Commonwealth of Massachusetts; Harvard Medical School;
John F. Kennedy Family Service Center, Inc.; Easter Seal Society; Forsyth School of Dental Hygienists;
Harvard School of Dental Medicine. Harvard Center for Community Health and Medical Care.

10 70
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Appendix 3

A JOINT STATEMENT
OF THE
AMERICAN NURSES'

ASS ~CIATION
Division on Maternal and Child H alth Nursing Practice
AND THE
AMERICAN ACADEMY OF PEDIATRICS

GUIDELINES ON S1qORT-TERM
CONTINUI11G EDUCATION PROGRAMS
FOR
PEDIATRIC NURSE ASSOCIATES

January 1971
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JOINT ANIA-AAP STATEMENT

1. Introduction
The American Nurses' Association and American Academy of Pediatrics recognize
collaborative efforts are essential to increase the quality, availability and
accessibility of child health care in the U.S.A.

In order to meet the health

care needs of children, it is essential that the skills inherent in the nurs'.ng
and medical professions be utilized more efficiently in the delivery of child
health care.
Innovative methods are needed to utilize these professional skills more fully.
One such innovative approach is the development of the Pediatric Nurse
Associate* program.

This program will enable nurses, both in practice and

reentering practice, to update and expand their knowledge and skills.

It is

essential that physicians become more aware of the skills and abilities of
the nursing profession'and that such skills be expanded in the area of ambulatory child health to enable both the nurse and the physician to devote their
efforts in the delivery of child health care to the areas of their respective
professional expertise.
The expansion of the nurse's responsibilities would' encompass some of the areas
that have traditionally been performed by physicians.

Proficiency and compe-

tence in performing these new technical skills associated with the expanded
responsibility should be viewed as increasing the sources from which the nurse
gathers datit for making nursing assessment as a basis for diagnoses and action
and thits contributing directly to comprehensive nursing.

Nurses must therefore

be prepared to accept responsibility and accountability for the performance of
titles "Pediatric Nurse Associate" and "Pediatric Nurse Practitioner"
are used interchangeably.

*The
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-2these acts and must have the opportunity to be engaged in independent as
well as cooperative decision making.
The AN4A
and AAP are agreed in developing the following guidelines and concepts
for short-term continuing education courses for Pediatric Nurse Associates
(PNA).
HI.

Functions and Reisponsibi li ties

As nursing functions have changed over the years, and nurses have assumed
responsibilities that have formerly been performed by physicians, the two professionsi have issued joint statements concerning the changes.
dtcsin

The continuing

between the American Nurses' Association and the American Academy

of Pediatrics concerning the preparation of nurses for pediatric ambulatory
nursing practice represents a formalized joint effort of both professions to
collaborate and plan for the reorganization of certain health care services
to children.
The following responsibilities in ambulatory child health care include those
which are inherent in existing nursing practice:
Secure a health history.
Perform comprehensive pediatric appraisal, including physical assessment
and developmental evaluation on children from birth through adolescence.
Record findings of physical and dev elopmental assessment in a systematic
and accurate form.
Advise and counsel parents concerning problems related to child rearing,
growth and development.
Advise and counsel youth concerning mental and physical health.
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-3Provide parents and other family members with the opportunity to increase
their knowledge arnd skills necequary for maintenance or improvement of
their health.
Cooperate with other professionals and agencies involved in providing
services to a child or his family and when appropriate coordinate the
health care given.
Identify resources available within the community to help children and
their families, and guide parents in their use.
Identify and help in the management of technologic, economic and social
influences affecting child health.
Plan and Implement routine immunizations.
Prescribe selected medications according to standing orders.
Assess and manage common illnesses and accidents of children.
Work collaboratively with physicians and other members of the health
teami in planning to meet the health needs of pediatric patients.
Engage in role redefinition with other members of the health team.
Delegate appropriate health care tasks to non-professional personnel.
III.

Continuing Education Programs
A. Goals
The goal of continuing education programs for preparation of Pediatric Nurse Practitioners is to provide knowledge, understanding and
s1ll

that will enable them to assume a direct and responsible pro-

fessional role in ambulatory child health care.

The program should

build on previous nursing knowledge and skill and include some
knowledge and skills that conventionally have been the province of
the physician.

Experimentation is indicated as the health professions
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-4attempt to change their functions.
on completion of the program, the Pediatric Nuron Associate should be
able to:
Secure a child's health and developmental history from his or her
parent and record findings in a systematic, accurate and succinct
form.
Be able to evaluate a health history critically.
Perform a basic pediatric physical assessment using techniques of
observation, inspection, auscultation, palpation and percussion and
make use of such instruments as the oto-icope and stethoscope.
Discriminate between normal and abnormal findings on the screening
physical assessment and know when to refer the child to the physician for evaluation or supcrvision.
Discriminate between normal variaticns of child development and
abnormal deviations by utilizing specific developmental screening
tests and refer children with abnormal findings to the pediatrician.
Provide anticipatory guidance to parents concerning problems of
child rearing, such as:

feeding, developmental crises, common ill-

nesses and accidents.
Recognize and manage specific minor common childhood conditions.
Carry out (and) or modify a predetermined immunization plan.
Identify community health resources and guide parents in their use.

BEST Copy AVAILABLE

997

-5Make home visil.s in view of present ing health problems.
Make decisions arrived at prospectively and collaboratively with the
physician, in addition to decisions involving a level of traditional
nursing judgments.

Trust and a close state of interdependence are

essential for this collaborative decision making.
B.

Planning
Collaboration between nursing and medicine is vital in achieving
understanding of the preparation of Pediatric Nurse Associates.
order to ensure such collaboration, it

In

is necessary that nursing and

medicine assume equal responsibility for planning the Pediatric Nurse
Associate short-tern continuing education programs.
Planning should take into account national, regional and local needs
for abulatory child health care.
and state nurses' associations,

Planning should involve district

district or chapter chairmen of the

AAP, and nursing and medical schools.

Active participation should be

sought from consumer groups, since their orientation to the changing
roles of physicians and nurses will determine to a significant extent
the effective utilization of these professionals.
C. Organization and Administration
Every1 attempt should be made to establish the educational programs to
prepare Pediatric Nurse Practitioners under the aegis of accredited
collegiate nursing programs.

Whenever possible the program should be

developed in collaboration with a Department of Pediatrics of a College of Medicine.

Programs should conform to the existing policies
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-6and regulations governing the conduct of comparable, educational
programs.

As in the delivery of care, the organization and imole-

mentation of the educational program should be a joint Pediatric
and Nursing effort.

The educational programs should be financed as

are other continuing education programs sponsored by the institution.
A variety of funding sources may be included.
D.

Services and Facilities
The program should provide:
A health service for evaluation and maintenance of mental and physical
health of the students.
A counseling service for student guidance.
Library facilities which contain an adequate supply of books, periodicals,

and other reference materials related to the curriculum.

Appropriate teaching aids an(' classroom facilities.
Clinical facilities for demonstration, student observation and directed practice experience in public and private ambulatory and applicable
inpatient settings.

These facilities should be in institutions, clin-

ics or private offices which have sufficient qualified, experienced
child care personnel, and adequate numbers of patients to provide the
type and amount of experience for which the student is assigned.
E.

Faculty
Collaboration between nursing and medicine is vital in achieving the
goals of the program.

For this reason, the planning and implementa-

tion of the curriculum should be a joint effort of both professional
groups.
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-7The medical and nursinb codirectors of the program should ber.qualified through both academic preparation and experience as practitioners.

The faculty should meet the same requirements as other faculty

of the sponsoring institution.
Medical input will be primarily in those areas of health care that
have traditionally been within the province of medicine.

Since the

acquisition of new knowledge and skills is intended to enhance professional nursing practice, appropriate nursing faculty should assume
major responsibility for the development and implementation of the
program.
It

is envisioned that wherever appropriate, other members of the

health team, for example, psychologists, nutritionists, and social
workers, would aprticipate in teaching in order to assist students
in gaining perspective of the interdependent role and contributions
of other health professionals.

The nursing codirector of each pro-

gram is also the logical person responsible for the coordination of
the educational input of these other health professionals.
Other instructional staff should be qualified through academic preparation and experience to teach the subject (or subjects) assigned.
The student-instructional staff ratio should be in at least the same
proportion as similar education programs organized by the sponsoring
institution.
Joint appointments for faculty between Departments of Pediatrics and
the Schools of Nursing are recommended.

59-661 0 - 71 - pt, 5 --- 1I1
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Course Content
Curriculum should build on existing nursing knowledge and skills, updating and adding depth in the areas of normal growth and development,
clinical pediatrics and the behavioral sciences.

It should provide a

systematic program to increase th. nurse's ability to make a more
discriminative and accurate assessment of the developing child.
GROWTH AND DEVELOPMENT--A comprehensive review of growth and development and normal variations, including the use of the Denver Developmental Screening Test, or a comparable instrument.
INTERVIEWING AND COUNSELNG--Principles

of the interviewing process

and basic approaches to counseling parents in child-rearing practices.
FAMILY DYNAMICS--Stud~y of attitudes and knowledge needed to identify
factors that affect interaction between family members and critical
periods in family life.

Review of socio-cultural patterns and their

influence on family health.
POSITIVE HEALTH MAINTEANCE--asic child care, including physical
assessment, nutrition, immunization programs, safety and accident
prevention, dental health measures, and other aspects of anticipatory
guidance.
CHILDHOOD ILLNESS--Review of sys tems and the moat commonly seen
pediatric illnesses, with emphasis on preventicn, management, early
recognition of complications, and the more common emotional adjustment
problems of each age group; importance of health education for families
in providing better health care in the home.
COMMUNITY RESOURCES AND DELIVERY OF CHILD HEALTH CARE SERVICESReview of community resources,

traditional modes of delivery of services,
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-9the referral process,

and ne..,
patterns of providing comprehensive

health care.
FAMILY/NURSE/PHYSICIAN RELATIONSHIP--Interpret
physician team and role changes
ded role.

goals of the nurse/

required for practicing in an expan-

Review elements of working within a system while changing

the system.
CLINICAL EXPERIENCE--Planned
w..hich provide a transition

field experiences and directed practice

from theory to application should be in-

corporated into the program.

Thece activities should allow for the

application of previous and ongoing learning under the direction of

competent instructors and practitioners.

There should be qualified

preceptors in each field of practice to which students are assigned
under the general direction of the codirectors of the program.
G. Mmission of Students
Only registered nurses are e1gible for the programs.
Policies for selection of stu-icnts should be developed by the faculty
of the sponsoring institution in cooperation with those responsible
for conducting the programs.

Admission criteria should be based on

education and experiential factors, taking into account local needs
and resources.

Careful assessment of each applicant's qualifications

is indicated, to assure that those admitted have a common core of
!rowledge and skill.

If the applicant lacks preparation in an area

regarded as essential, he or she should be guided to correct the
deficit before entering the program, or to enroll in a supplemental
c3urse concurrent with enrollment in

program.

t ,he Pediatric Nurse Associate

Pre-testing for admission and appropriate placement appears
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-10advisable in the following areas:

knowledge of growth and development

of children, care of children with common health problems,

child psy-

chology, and family dynamics.
Because a larger purpose of this course is to change the current delivery practices of pediatric health care by placing in action working
models of "pediatric team" care, it

is recommended that the trainee

already hold a job within a practice setting that serves as a source
of comprehensive health care for all children in a family.

It is

recommended that each nurse accepted as a trainee be guaranteed by
her employer the opportunity to function in an expanded role in the
practice setting in which she works.

Adoption of this expanded role

by the nurse makes it necessary for her to relinquish responsibility
within her work setting for non-patient care tasks of an indirect and
clerical nature.

These tasks can be assumed by trained assistants,

aides and secretaries.
H.

Length of Program
Experience to date has indicated that a minimum of four months of educational experience is needed to attain the desired objectives.
The program should include a combination of classroom work, clinical
practice and work experience composed of approximately four hours of
class and eight to twelve hours of supervised clinical practice each
week, with the remainder devoted to on-the-job work experience.

1. EvaluationI
Special licensing or accrediting of programs or certification of individuals who coirplete the programs would be premature at this stage.

1003

Opportunity for experimentation in educational programs and in manpower utilization is essential for full exploration of ways to improve
health services.

The candidate who successfully cow-pletes the program

should be provided with a certificate of completion, or other written
statem-nts, according to the policies of the educational institution
under whose aegis the training was conducted.
It is imperative that the educationa., attitudinal and economic aspects
of the continuing educational programs for the Pediatric Nurse 'ssociate be evaluated within each program.

The data collected f':d6n on-

going evaluation can be utilized to modify and upgrade exist Lng programs in the area of prerequisites,

curriculum, facilities iindfaculty.

Each program should conduct ongoing evaluation of graduates to include:
Adequacy of cmre rendered.
Acceptance of expanded role by self, pediatrician and recipients of
care.
Productivity measures and cost effectiveness analysis.
IV. General Information
Inquiries regarding school programs and careers for Pediatric Nurse
Associates should be addressed to the:

Maternal and Child Health Division,

American Nurses' Association, 10 Columbus Circle, New York, N. Y. 10019;
or, Office of Allied Health Manpower, American Academy of Pediatrics,
1801 Hinman Avenue, Evanston, Illinois

60204.
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-12American Academy of Pediatrics
Committee on Pediatric Manpower

Robert D. Burnett, M.D. , Chairman
Donald J. Frank, M.D.
Paul S. Goldstein, M.D.
John Rhodes Haverty, M.D.
Henry K. Silver, M.D.
Alfred L. Skinner, M.D.
R. Luten Teate, M.D.
John P. Connelly, M.D., Consultant

Joint Ad Hoc Committee of
American Nurses' Association,
Division on Maternal and Child Health Nursing Practice
and the
American Academy of Pediatrics
John P. Connelly, M.D., FAAP, Co-Chairman
Robert D. Burnett, M.D. , FAAP
Donald J. Frank, M.D., FAAP
Stanley L. Harrison, M.D., FAAP
Robert A. Hoekelman, M.D., FAAP
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The Harvard Community Health Plan

In Cooperation with
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Membership is now- available in the Harvard
Community Health Plan to employees of Boston
area organizations and their families. You may be
among the :10,000 people living in greater Boston
who are offered the opportunity to join.
blue Cross and a number of insurance companies
are offering this new choke to many of their
enrollees through employer, union and other group
health benefit plans. If you are offered this new
"dual choice" option and if you live within the
geographic enrollment area shown on page 11, yu
may select the Harvard Community Health Plan
or decide to maintain your presen t medical expense
coverage - whichever you feel might better serve
y.our family's needs,. Once each year you will have
the opportunity to decide whether or not to conti~nue your membership in the Plan.
:hsbooklet tells you about the Plan. It describes
the broad range of prevent ive and treatment services
available, the group practice of medicine in both
the new Harvard-Community Health Plan Center
and the participating Harv 'ard affiliated hospitals,
and the advantages of prepaid comprehensive
family health care.

i' a4?

.:

~

Trhe Harvard Plan is a cow.o -hensive medical care
plan for families living in the greater Boston area.
It provides personal, ccrtfinuous, day-to-day cart'
a$cWellnt care'for major il/rf- --care in tire inedical
office, in the hospital and in the hionie, it helps to
protect your family's h-Ath by emphasizing
preventive services and prompt: medical treatment.
To meet your health needs, the Plan draws upon
the extensive resources of the Harvard Medical
School and several of its aff iliated hospitals. It has
developed an integrated system of health services
that assures effective care at any time of the day or
night, while at the same times securing for each
patient a personal physician who can provide and
guide his care.
Plan members are also protected in the event
of emergency either within tire Plant's service area
or when traveling outside, Payment will be made
for physicians' and hospital'services given in
non-Plan affiliated hospitals as a result of an
emergency illness or accide it. (Detaiils in chart
on pages 8 and 9.)
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11'-HarardC
riiinnit I cal~ lio oterc qaliYVon have [lhe opportunity to cl'nose a personal
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specialist In internal miedicine; for children he will be
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Most health services are provided at the Harvard
Community Health Center, a modern, newly
equipped facility that houses the doctors' offices,
laboratory anti X-ray facillcs 2-hour emergency
call service, a pharmacy, nursing services, counseling
services and health education activities. This is truly
Ia "one door-whole family" health center. Without
-. leaving ,he building, you can see the doctor, have
X-ray or laboratory tests and purchase drugs.
""The
Plan's first Health Center - in Kenmore
at 690 Beacon Street -is easily accessible via
public transportation or automobile from any part
of the greatc'c Boston area. Limited parking in
Sthie building i'savilable tonimembters.

LSquare

All hospital services, including room and board, use
of operating room, prescribed special duty nursing,
drugs and medication, X-i ay exams and therapy,
are fully covered. They are described in detail in the
chart on pages 8 and 9.
In the hospital your own group doctor plus
appropriate specialists, such as a surgeon, maintain
prime responsibility. Moreover, the Plan gives you
the benefit of care in a teaching hospital svhere a
team of physicians -- residents, interns and other
clinical specialists -- will get to know you well by
participating in your care. There are always
informed and responsible physicians in the hospital
who can add to the thuroughneb-' with which your
illness is diagnosed and treated, and who tan deal
with any situation which might arise at any time
of the day or night. ,

a Boston Hospital for Women
b Peter Bent Brighamn Hospital
tc Children's H-ospital Medical Center
d Beth Israel Hospital
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In the Health Center

WhatWer

You Pay

Doctor Olfice Visits Du; jug Schleduled Hours
After Scheduled Hours
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$1 per Visit
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In the Plan Health Center or Designated Hospitals
in any 12-mionth period

Mental Health Services'
Outpatient

One osiT wo Visits for E'valuiation
Subsequent Visit., up to Ffteen
Subsequent Visits in Excess of Fifteen

$t Pri visit
S,1p 'c visit
$10 li-c s-kit

Inpatient

Room and Board, Professionaml Sei Vices, Drugs,
Nursing Care, Shock'Therapy, for tip to 45 days,
"lhen Adnii~sion Arranged by Plan-Affiliated
Physicianl

No Chirge

Day--Night Services

Plan- Affiliated Physician May Substitute Two Day
,or Night Sessions for Each Day in the Hospital

No Charge

Roomi and Bo.,rd for Non-Ciistc-odii C,:udiiinns
Whn A admission is Arranged by Plan-Affiliated
Phy.-ician -- for up tc- 100 Days

No Charge

Amnbulace Servise (Autionzed by Plan Per-,onnel)

S1 per vsiti
53' percvis I
No Chiatg
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Services covered by the I larvard Plan are considerably broader than those covered by more traditional
health benefit plans.
Aside from nominal charges for some services,
Plan members do niot have to pay the usual
"out-of-pocket" fees for non-hospital care such as
Doctor visits, infant and child care, maternity
care, laboratory tests, psychiatric care and other
covered services Therefore, the average family's
total medical expenses should belower even though
the Plan's premium may be higher than that of your
present health benefit plan. Your care is prepaid..
Whenzever you and your familyi need it.
Prepayment f or broader care encou rages visits to
the doctor before serious illness develops and
vimlblv, plhya.i ians to prre.cribe' the most appropriated'
treatment. Members tit not ha,n' io' lit sick it,
beriefit from their health care plan.

Trhe Harvard Community f "a) h Plan hat; been
developed as a model of k,-.ality prepaid comprehensive family health care. Its purpose is to create a
pattern of care in which expanding knowledge of
medicine and of its organization can be most
effectively applied for your benefit. If your family
would like to participate in this program, contact the
department at your place of employment that
handles your present Hlealth Benefits Pl]an.
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Dr. CONNELLY. Dr. Weil mentioned the differences between hospital care and ambulatory care-Wi' percent of the patients who come
to Charlestown get taken care of at Charlestown. We have to refer
to the hospital only 3 percent of the cases, and that would include
such rare serious services as hand surgery, or a special neurological
consultant, et cetera.
Medicine and pediatrics are basically ambulatory specialties which
should be delivered in communities, niot in hospitals. I might add
one other statement if, when a contagious epidemic occurs in hospitals, 50 to 75 percent of patients can be discharged immediately,
which can be interpreted to mean that the vast majority would not need
to be hospitalized if local or community health care were available.
Senator KENNEDY. What percent of the expenses of running the
Bunker Hill Center are covered by insurance?

Dr. CONNELLY. Sixteen percent of patients pay cash, the remain-

der have some form of third party payment approximately equally
divided between commercial insurance carriers and Titles eighteen
or nineteen.
The crunch is felt in the 16 percent cash payers who fall just
above the income level to qualify them for medicaid. Working people such as policeman, fireman, or government workers who live in
our area definitely restrict their use of medical resources because of
fiscal considerations.
Well, if I may, I will skip pretty much the prepared testimony to
get on to the points that I would like to make.

Senator KENNEDY. Dr. Hansen, will you join them at the table to

help answer some of these questions before making your formal
statement?
Dr. HANSEN. Thank you, Mir. Chairman.

Dr. CONNELLY. One of the important points, again, that Dr. Weil

made is that if you go out to deliver health care, you ought to find
out what you are doing when you get out there-through evaluation.
We have established with the Childrens Bureau, and other Federal Funding, the data collection system that allows us to examine
the cost of medical care as it is delivered, at least in Charlestown.
Senator KENNEDY. How are you ever going to get the general
practitioners back into the city?

Dr. CONNELLY. The incentives that keep them there vary from

altruism to monetary incentives. I think the alternative to military
service for physicians to serve in these areas will at least provide
some help. Another approach is used in Canada, in the Province of
Quebec, where the fifth year of medical school is spent in rural areas
as a prerequisite to graduation. There is no such imprint period in
the AmericanI medical school for a student to make a decision to go
into such areas.
The new M.D. has no comparative data about where to practice.
When he makes a decision, lhe makes it without a reality base.
I would make rural practice training opportunity available to
him, if possible.
Senator KENNEDY. Do you think the forgiveness of loans to media'
cal education would be an'incentive?

101,1

Dr.

CONNELLY. To those wvho have to get the loans, yes, Senator.
Dr. WEIL. This is a problem I think we all face. With the formation of a medical school at Michigan State, one of the ways we are
attempting to get at this is by having the educational program of
these students take place in the community hospitals in the small
communities in central Michigan. Our students actually receive as
much as 18 months of their training in community hospitals away
from the university. By getting some experience with medical care
in this setting, using general practitioners as teachers, we are going
to give the student an opportunity to reaiiy find out what this is al
about, and then perhaps make some intelligent decisions about this
kind of career.
I think coupled with perhaps some educational and financial incentives, this kind of opportunity will give him a choic,3 that may
very well bring him back into primary health care.
Dr. CONNELLY. Shall I go Onl to page 7?

Senator KENNEDY. Yes.
Dr. CONNELLY. In the table which reflects a cost issue and a philosophical issue, pediatrics, as you can see, is a high volume, low duration specialty and if one skips down to social service and mental
health, these of necessity are low volume, high duration specialty.
Now, some health planners would say that no social service or
psychiatric or mental health commitment will be made in the service
that they organize. If that is so, then somebody has to do it, and to
put it back on to the pediatrician or the internist you will thereby
increase his duration and volume and not have solved the problem at
all.
I gave this chart to the last AMA session, in Boston, and several
physicians from the floor asked questions about it. One of the questions, or several of the questions were, "How do you not get into
that?"
In other words, how do you keep the winning combination or the
lowv cost items and not get into the high cost items?
I think it is terribly important that one meet the public's expectations. We had a young student from Camnbridge, England, survey
the people in Charlestown. We prepared six case histories and interviewed 25 parents who do not use the health center and 25 who do
use the health center. Among the case histories were, "What would
you do with a child who had a problem with drugs, alcoholism, and
violence"?
In all cases they want the health source to be involved in solving
that problem.
My message is that health care is going to be very costly because
of this issue. Significant psycho-social problems take a lot of time,
and time costs money.
Well, just to go on to table 6, this confirms the encounters by duiration of visit, that pediatrics takes about 17 minutes a visit, and. internal medicine is 24 minutes per visit.
The content of health center practice is shown in table 4. Twenty
percent of the primary health care demands are in the psychosocial
area which, again, as-I pointed out, are very expensive.

Other kinds of illnesses, are as shown. We were able to compare
the prmry medical care delivery at Bunker Hill with the. recently
Published content of primary medical care in England.
We can see that in England they see a few more colds than we do.
We have a bit more trauma; we have a heavier commitment to preventive medicine, and we have less gastrointestinal disease.
One of the important studies at Bunker Hill is in cooperation
with the Harvard Business School and specifically Professor Robert
Anthony and Regina Hertzlinger, a doctoral candidate, who have
given us a cost management control system from, which we have
been able to get costs per practitioner, cost peir service, cost per service by practitioners, cost by department for different services, and
overall unit costs.
The implementation of the system enables us to assess the relative
efficiency of different practitioners by measuring the volume and duration of their effective costs. It thus provides an impetus for the
low volume practitioners to improve their practices.
In some departments, incremental volume may now lead to additional costs because the department is already operating at full capacity. In others, it exceeds the marginal costs because the departmnent is operating at less than capacity.
It is a feedback mechanism that we give to our practitioners,
quarterly compatible with quality they improve their performance in
order to help us realize our ultimate goal of being a nonprofit but
self sustaining enterprise.
That, I might add, is not a likely possibility in the near futureif we could go on to the cost per encounter, you will see that pediatrics, because it is a high volume, low duration specialty, is the least
expensive encounter.
Internal medicine basically because it needs 25 percent more time,
per encounter. Social service and mental health are significantly
more expensive per encounter, and this is a question that again becomes philosophical. As you organized medical care, how much can
afford and how much can you afford to attack the major probyou
leoms of mental health?9
Given the mandate by the public that that is an area that they expect the medical profession to solve then the medical profession in
turn has to respond to that by including and making these services
available, but probably will always need to be supported from public
funds.
How much support is the question?
The degree to which you can support any of these programs is a
question th at your committee will no doubt wrestle with.
In terms of the manpower question, you could take how physicians or professionals use their time, how much is available and how
much is spent directly with the patient, and that is shown in the last
table. You can see the pediatricians spend about half their time in
direct patient care. This is confirmed in a study done in private
practice and published by Drs. Wedgewood and Berman, that indeed
pediatricians spend only about half of their time with patients.
Now, if we examined social service it is useful to realize how they
have to budget their time. It is the usual and necessary modus oper-

andi of this specialty to need to spend an hour -with the patient defining the problem, but then it may be necessary to spend uip to 4
hours trying to arrange help for the identified problem, making less
time available for more direct patient care.
In' terms of mental health, you will note at the health center we
spend only 19 percent of our time in direct patient care. This is a
deliberate effort on the part of the center to be-to spend the time
available at with the so-called gate keepers. Tphe mental health workers are in courts and schools and 1-eadstart programs in order to try
and indoctrinate healthy attitudes with the persons who will have
the most influence and time with them.
The traditional health education has not been a successful prograin, which is sad because if you rate what Dr. Weil said, the
mother decided when to bring her child to the doctor. She decides.
That means that the mother should be fully instructed in some basic
health facts to make elementary decisions.
This is not being done.
If we looked at this another way, we could say 95 percent of the
medical care in this country is given by parents, bat they have to be
instructed in how to give the medical 'care, and I am not impressed
that they were.
'Would you care to comment on that, Dr. Weil?
Dr. W-,T. I agree with you.
Senator KENNEDY. Are there any programs now with respect to
instruction for parents in health care? JDo we do anything out of the
Department of Education to provide evening courses, for example,
to parents, during the hours when the facilities are not being used?
I would think in terms of nutrition or in term-s of health that
these would be areas of need. IDoes anything like this go on today
that you know about?
Dr. CONNELLY. This is the heart of how we are trying to attack
the problem in the area that we serve, but I think it is not a universal phenomenon. I think funds are directed into educational systems
without a health input that is significant and while there may be
health consultation at the delivery point, you don't see nurses or physicians entering schools trying to influence or to provide data or
facts for future parents to make decisions about.
Part of this may be the way Federal funds are channeled at the
delivery -point. The Title V funds that go into education departments
do not have a significant health (medical) input, except in a consultant role.
One would hope that the medical input could be increased f rom
* the medical professions.
Senator KENNEDY. What kind of a turn out do you think you
would get at Charlestown at the high school if you had a program
* once a week on health and nutrition for the children?
Do you think the mothers would come?
Dr. CONNELLY. Yes. We have it on a voluntary basis now, and it
is a very popular program. Also, I personally give 1 hour a week to
the high school to cover various health issues, and found there
sponse is very satisfying.

I think, also, you could educate children about some of the major
hazards they will face, drugs, alcohol, violence, marital happiness,
nutrition, dental care of themselves and their children. This is anl
area where the Federal Government could make a significant impact.
Dr. WEIL. I think another area where this canl be looked at very
carefully is in the day care center programs, as these evolve. Because
as the mothers come in to drop the children off, and for a few minutes are held there, 10 minutes of the day of continuous input into
these families proves very effective as a method of health and nutrition education.
Dr. HANSEN. Let mne express a dissenting opinion here. I have got
some question about whether such programs actually work, because I
think what we are talking about is separating education f rom service and treatment. I think what probably makes the difference is the
kind of experience people have with the health source, and I would
like to give some data of Geiger from Columbia a point indicating
that as a result of receiving good health care without all the usual
hassles, people's attitudes about health improved dramatically.
I don't think we can change attitudes without a good experience. I
think if we are going to put people into the same old medical care
system, we are going to have the same negative attitudes towards
that care.
I would like to discuss that later.
Dr. CONNELLY. I would like to conclude my testimony by describing the nurse practitioner who has been able to share tasks, and provide primary care in a setting in which the physician is available.
We have six nurse practitioners at the health center in Bunker
Hill. The health center has graduated 150 of these young women
who go into various sites, half of then in private practice, the other
half in some form of public health delivery.
The American Nurses Association and the American Academy of
Pediatrics have last week issued joint guidelines for the content and
the supervision and production of these nurse practitioners.
I think they will make a significant impact in meeting the manpower issue. Again, only we can redistribute or get incentives to redistribute the medical care personnel into areas of need.
Senator KENNEDY. Doctor, how many general practitioners do you
have at Charlestown?

Dr. CONNELLY. We have three general practitioners.
Senator KENNEDY. Outside the health center?
Dr. CONNELLY. Yes. We have three general practitioners-excuse
me. We have two whose major practices is in Charlestown. We have
two others who are very elderly, or who have another area of interest.
Senator KENNEDY. How old are they?
Dr. CONNELLY. The average age of the general practitioner in
Charlestown is about 62. This is a very common phenomenon in the
inner city. The Massachusetts General Hospital has been asked by
communities to assume medical care because their doctors are retiring and not being replaced-areas such as the North End, East Boston, the West End, Chelsea-all have come.
Senator KENNEDY. What is your financing?

IM5
Dr. CONNELIJY. We have a Childrens Bureau grant and capital
funds from Massachusetts General Hospital, to provide service
which the Childrens Bureau does not provide. Additionally we have
contracted arrangements with voluntary agencies such as the Flaster
Seal Society.
Senator KENNEDY. What. percent of your budget comes from
reimbursements that you receive from patients that you treat?
*Dr. CONNELIJY. I don't think I understand the question.
Senator KENNEDY. The reimbursements that you receive from the
parents as well as children in Charlestown, what percentage is that
of your budget?
Dr. CO;-NELLY. The children and youth grant provides comprehensive medical care at no cost to qualifying children under 21 years
of age. Reviewing all patients who use thie health cost, 16 percent of
the patients pay cash because they have no insurance coverage. Half
of the remaining group have a third party commercial insurance
coverage which sometimes covers ambulatory services. The others
have title 18 and 19 Federal coverage.

Senator

KENNEDY.

Thank

you, doctor.

Our final witness is Dr. Christian Hansen, assistant professor, De.Jpartment of Community TMedicine, Rutgers University Medical
School, New Brunswick, N.J.
After completing his residency in pediatrics, Dr. Hansen joined
the Division of Indian Health of the Public Health Service and
worked with the Apache, Hopi, anid Na-vajo tribes in Arizona.
He then spent 2 years in the Peace Corps serving Turkey and Cyprus, before rejoining the D~ivision of Indian Health, this time
working mostly with the Sioux Tribes in South Dakota. For 5 years
he has worked with health centers around the Nation in Boston,
IMississippi, and Trenton and in 1968 he was part of a three-man
team sent to Nigeria Biaf ra, by the American Friends Service Committee to look into conditions in that country at the time of the civil
warl.
Dr. HANSEN. I am very impressed with your background and
your service, and I welcome you to the Senate Subcommittee on
Health.
Senator Williams wanted to be here to introduce you, but he is in
an executive markup and was unable to be here. But he wanted to
have the opportunity to present you to this committee.
WAe want to welcome you here.
STATEMENT OF DR. CHRISTIAN HANSEN, ASSISTANT PROFESSOR,
DEPARTMENT OF COMMUNITY MEDICINE, BURGERS UNIVERSITY
MEDICAL SCHOOL, NEW BRUNSWICK, N.J.
Dr. HANSEN. I want to talk about some of my experiences on the
firing line. I want to put some of my thoughts and experiences before you, and perhaps at the end of my comments I will make some*
recommendations. I would certainly emphasize what you and Dr.
W~eil said. We talk about a crisis in health care, especially for poor
people, but it seems to me that we are not responding as though, indeed, it is a crisis.
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It seems to me that crisis means there is a kind of catastrophe and
that something has to be done quickly. Yet there is a great deal of
somnolence and certain amount of gr~adualism that has- affected the
medical and health professions for years.
We are iust not responding. If we had epidemics of infectious disease you would see people froml the Communicable Disease Center,
Atlanta, Ga., and other places coming out to meet the emergency.
We have in some ways epidemics of sickness and death and yet we
are not responding. We seem reluctant to admit that there is a real
crisis and that poor people especially are dying because of not being
able to Lret the medical care they need. This says nothing about all
of the sickness in poor mothers and children that goes without any
kind of care because they can't get a doctor. If they could they can't
afford to pay for it or there would be no program to cover it in this
country where the sources of payment are a hodge-podge and where
many people fall between the cracks. Dr. Alonzo Yerby said a few
years ago that he estimated that there were about 13,000 people who
died in New York each year as a direct result of being poor. I suspect that not a few died because they could not get the medical care
they needed.
For example, the medicaid experiences in New Jersey suggests
that only one-third of eligible people are getting care. This is partly
because there w~as no attempt to get the doctors into this program
beforehand, there was no effort made to recruit pediatricians to open
up their private offices to treat poor children.
I think what we really need to improve the healthy care --f poor
people is a good, solid source of primary care. That means a doctor
and a nurse and all kinds of health assistants in a health center to
take care of them when they get sick.
This primary care is what is especially lacking for poor people.
This, is true in many rural parts of all of the States. I have had the
opportunity of seeing areas, of great need in rural parts of this
country on Indian reservations in North and South Dakota, Arizona, and New Mexico. This problem especially affects minority
groups, such as Indians, poor black people, poor white people, and
Spanish-speaking people in center city and rural areas.
We have to give special attention to who is available to provide
the care where people are. This is often the key factor in determining whether a child lives or not. There is evidence that the increased
death rates among infants, especially among poor infants that Dr.
Weil mentioned, and the tremendous disparity between them and
people who are better off, occurs between 1 and 2 and 12 months of
age.
What affects these infants during this time are the adverse environmental conditions, the stress, poor housing, contaminated water
and sewage systems, and inadequate diet and the fact that when the
infants get sick there is nobody to give them the penicillin for the
pneumonia or to treat the diarrhea. These are two diseases which
cause the death of many poor infants.
In the South and elsewhere, poor black people have to determine
whether they are "1$5"1 or "$10', sick. 'Whether or not they can afford
this cost of the doctor's office visit or whether they should wait to

see if things improve if they can't afford it. Unfortunately they
often have to wait too long and then it is too late. The infant dies
and becomes another statistic in the endless reports of a State health
department.
There has been some disagreement as to whether or not additional
medical personnel would make a difference in the health status of
poor people. I think that there is not much question but that more
doctors and nurses treating sick people and then adding the preventive measures would resultin better general all-around health especially in rural areas. There are great shortages of medical staff in
center city and rural areas.
We are trying to practice preventive medicine with low-income
people when they don't have a, good source of primary care, where
they can be treated when they are sick.
You can't sell preventive dentistry and medicine if people try to
find care and get all kinds of harassment and have a bad experience
in hospitals and clinics.
Health personnel have to meet people where they are, and where
they are is where they are sick. Through the treatment of sickness,
you add preventive measures, and that takes quite a bit of time and
effort to get results, but it can be done.
There was a report in the New York Times about some studies
that indicated that annual physical examinations did not decrease
morbidity or mortality.
I suspect those studies involved people who were better off and
who did not have the problems of stress, unemployment, depression,
and so forth, that we see among poor minority groups in this country. Health center programs in urban areas have found large populations of poor people suffering from years of medical neglect right
in the shadows of some of our grreat medical centers. The Senator is
no doubt familiar with all1 the statistics which indicate higher rates
for almost all diseases, especially acute infectious and chronic diseases as well as incredible amounts of dental problems in people of
all ages, especially children.
We have not even mentioned the unmet dental needs of center city
and rural p)oor children. All of us physicians could testify to the
countless numbers of young children that we have seen with many
teeth sheared off and decayed at the gum line-others with gaping
holes from cavities. Crash programs such as Headstart which I
heartily support have reached out to many of these children through
its important medical program. But unfortunately in some areas
there has been little support from the medical and dental community
for Headstart.
We also have to understand, as Dr. Weil mentioned, that poor
mothers and children get sick and die from different kinds of things
than middle-class people. We as pediatricians have been writing
about and studying the fact that poor children have more untreated
streptococcal infections with resultant serious rheumatic heart disease and other complications. They live in poor housing and the
small children eat lead paint from the walls and some of them die
and we are never aware of the correct diagnosis. They die more
often from accidents, many of which are preventable. tJhis is not
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just the fault of the medical profession but if we were to work together with parents in meaningful ways we could save a lot of children's lives. There are many less dramatic examples that I could
give if time allowed.
'We don't see middle class mothers dyingy in childbirth. We know
that there are. high mortality rates for poor mothers, and this is
three to four times as great for them. This may be partly because of
a lack of prenatal care, but it is also because of the fact that when
they come for care and delivery they are suffering from all of the
results of inedical neglect of chronic conditions, anemia, poor nutrition, stress, and probably other factors that we have not been able to
identify.
It certainly is true, as we found in the Tufts Delta Health Center
in Mississippi (see below), that there are other factors that affect
people's health besides the lack of doctors and nurses.
But I feel that we must not use this as an excuse for inaction. I
think we must not say that the problems are beyond us as doctors
and nurses. I think we have to get involved in poor housing, hunger,
unemployment and exploitation.
Traditionally health people have said:
I can't be concerned about poor housing. I can't be concerned about the fact
that this malnourished child with pneumonia does not have enough to eat.
All I can do Is treat the pneumonia.

We have to gret involved in these kinds of issues if we are going to
have a lasting effect upon people's health and well-beinp,.
There is a lot of talk about the environment, today. Others point
out that we were not concerned about the rats in Harlem until they
started to spread to Park Avenue. We were not concerned about the
problems of Harlem until other people in New York City started to

be affected by them.

Recycling waste is in vogue. That is fine, but we should talk about
recycling of human lives. We have a foetal monitor which is a system in which the status of the foetus is determined as the mother
goes through labor.
This is a luxury since we don't have good maternity care for all.
We have this monitoring, but we don't have fetal feeding. I think
our priorities are all mixed up.
There has been discussion about the fact that raising peoples expectations in health is not desirable. How are we going to meet people's demands for more medical care? Some would say that we havte
to improve the system of health care delivery before new demands
can be met. It seems to me we were not going to do this until we
create the demand. I think when we get the demand we will find
ways to improve the delivery system. Otherwise, we will postpone
the necessary change.
I think Federal legislation for health is necessary, but what really
matters is what happens at the local level where people are. We have
seen local problems in implementing legislation concerning desegregvation. We have also seen it in health, in education, et cetera. We have
read reports, for example, where several hundred thousand dollars
of unused medical funds were returned to the Office of E ducation
for migrant children, and then in New Jersey we hear complaints

that migrant families cost the hospitals $50,000 in unpaid medical
bills.
I think we also have to look at the quality of medical care that
people get. It is not sufficient merely to provide more hospitals or
clinics or more doctors' offices. WAe have to be certain that people of
all economic levels receive the best possible medical care. We can do
this only by building in some quality control so that there are constant checks on what doctors are doing for their patients. We have
to gret away from a double sta-adard of care-one quality for the
rich and a poorer quality for the, poor.
'We also have to look at the attitudes of the doctors and nurses
who are treating poor people. It is not enough to hire traditional
types of doctors and nurses and put them in a new setting and assume tlmat you automatically have a first-rate new program. Attention must be given to their attitude, sensitivity, and orientation and
more and more consumer groups are doing just that. They do not always like somec of the attitudes they find. There is a healthy questioning of the credentials of medical people who want to work in
urban ghettos. In the Trenton H-ealth Center, for example, the personnel committee of the board interviews all of the physicians for
the medical staff before they are hired. This is a healthy start.
There is no sense in mounting a health education campaign about
heart disease which tells people to get a checkup, and then when they
try to get a checkup they are turned away.
I have seen this happen. I talked with many patients to whom
this happened in parts of Mississippi and I am not trying to malign
Mississippi. I think some of the problems in the rural South are not
too different f rom the problems in other rural areas of the country.
I think we can lower the infant death rates and this has been
shown in the Tufts Delta Health Center in Mississippi. But for the
past couple of years, in other places, figures indicate the death rates
for poor infants are actually going up.
I think there are some reasons for this. NVWe are getting better reporting, and the higher figures represent a certain amount of better
reporting. But they also indicate medical help and shortages of people, et cetera.
We have to practice "catchup medicine." This means we have to
bring low-income people with many different kinds of health problems up to a maintenance level and then work to keep them healthy.
This takes time. Some of the skeptics point to maternal and infant care programs, and say, "Show us where these have made a difference." In some instances it is hard to show improvement quickly
because we are faced with mothers who have all kinds of medical
problems, such as untreated urinary tract infections, for example.
There may be some association between the mother's urny
tract
infection amid prematurity, which often results in mental rotation
and other problems. Some of this is preventable with special programs to reach such mothers.
What I am saying is two different things that are related. I am
suggesting that in many ways the traditional system of doctors,
nurses and hospitals has not worked, and yet for many poor people
we, need at least the traditional parts of the system, doctors and
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nurses and drugs and X-rays and laboratories in the new setting of
the health center.
Data from one health center has shown that you can properly
take care of 85 percent of people's health needs on an ambulatory
basis. This makes a lot more sense than putting people in a hospital
for diagnostic tests which can be done on an ambulatory basis. This
is one area where private insurance plans actually create a problem
as they encourage unnecessary hospitalizations for studies which
could be done in the OPD.
I know the Senator was at the dedication of the Columbia Point
Health Center in Boston several years ago where I had the opportunity of working with Dr. Geiger for a year. The Columbia Point
Health Center was the first OEO supported neighborhood health
center in the United States and was developed by Dr. Jack Geiger
and colleagues in the Department of Community Health and Social
Medicine of Tufts University Medical School. lIt provides comprehensive family health care for residents of a low-income high-rise
housing project in Boston and has been operating since 1965. It has
become very popular with the residents and 83 percent of the people
there are using the center as a primary source of medical care. You
may be familiar with ain article that showed that after 2 years of that
center's operation, there was an 85-percent reduction in the number
of hospitalizations for some of the people served by that program.
That article is published in the New England Journal of Medicine.
I think that is impressive guidance of the center's effectiveness.
Much to a lot of people's surprise, poor people there make good use
of the center, and as a result of good ambulatory care, they are kept
out of the hospital. When they are admitted to the hospital, their
hospital stay is shortened.
This is because there are doctors and nurses to take care of them
when they come out of the hospital and their stay is shortened, in
many instances.
Some have said that health center care is too expensive and it may
be. Dr. Geiger has -some figures which show that health care at Columbia Point may cost $200 per person per year. People say that that
does not compare well with what the Kaiser plan costs on the west
coast; about $125 per year. But when you compare the populations
served, you realize that you are not comparing similar situations.
We need more health centers built in areas of need. I think we need
a health center in every rural county in this country, and several of
them in all the major cities. If we can't mount this kind of a program where it is needed then I think it raises real questions about
the commitment that we as a Nation and we as professionals are
willing to make. Our patient is sick. We have the diagnosis and
some ideas about the cure but we say that it is to expensive!
Senator KENNEDY. The Kaiser plan does not serve the poor in any
event.
Mr. HANSEN. That is right. But, as you know, Kaiser received a
grant from OEO in Portland that enabled them to pay the insurance premiums of a group of poor people who were then cared for
by the Kaiser Health Center. I think that kind of program is desir-
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able, because I would like to see health centers become a central
source of care for people of all economic levels.
Senator KENNEDY. I would, too, but in terms of the comparison of
your figure at Columbia Point and the Kaiser plan, that is not exactly a comparable figure.
Dr. HANSEN. That is right, because the populations served are not
comparable. But they did have this pilot, project which demonstrated they could include low-income people into a source of care
where regular subscribers were receiving care, I think that kind of a
program should be expanded and duplicated around the country.
I want to make a few remarks about my experience with the division of Indian Health, because it makes me feel that we should be
planning at Division of Rural Health of the U.S. Public Health
Service, and a Division of Urban Health.
What we have here since 1955 is a Federal program that has been
responsible for providing total health care for Indian people on reservations. Since 1955, through the Public Health Service we have
been providing care for about 425,000 Indian people. The budget is
in the millions of dollars. We don't have that kind of commitment
for urban or rural health at the Federal level. I think we are going
to need special programs like this to meet the need.
There has been-criticism saying, "we have enough public crash
programs. Let's put the money in the private sector."
I think that we actually need more so-called crash programs, for
example, I think if it had not been for the OEO health programs,
we would not be as far along as we are today in raising some of the
issues of need and finding some of the answers. I think that some
important issues began to be raised in 1965 when OEO started to get
into the health center business,. I think it has had a positive effect
upon the rest of the medical care system. It has drawn attention to
the health needs of poor people. It has stimulated medical schools
and hospitals to get involved in community health and it supported
the development of health centers which are some of the most innovative and effective sources of care in areas of great need.
I am trying to, think of some comparisons between the Division of
Indian Health program with all of the problems that that program
faces and programs and problems in other rural areas. In many ways
the problems they face are involved with people with poor housing,
poor diet, no jobs, hopelessness in 1971. There are many Indian families on reservations who don't have a o.afe, water supply, have only a
privy outside their back door, who don't have adequate diets, food to
eat and many of whose children are incompletely protected against
polio and other diseases.
I think there is no question but that poor people just don't get adequate health services. When we look at the rural South, the situation is equally depressing. The Tufts Delta Health Center to be described below went into an essentially all black community about 4
years ago, and found that there the median annual income was about
$900 per year.
There were 75 percent male unemployed, and those people who
did have jobs had meaningless kinds of jobs, some still picking cotton in the fields for 10-12 hours for $5-$10 per day.
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We found 80 percent of families without any inside water, with
outside privies with contaminated water and with broken down
housing. That is the kind of situation in which Dr. Jack Geiger and
his colle-aues mounted what I think is the most exciting medical
care program in the U.S.A. today.
The Tufts Delta Health Center was developed through the efforts
of Dr. Jack Geiger and associates in the Department of Preventive
Medicine at Tufts University Medical School,. Boston, as a pilot
demonstration project in community health services for a poor rural
black population Of northern Boliver County in Mississippi. The
center's medical program began in the fall of 1967 and continues to
provide ambulatory medical care for about 15,000 low-income people
who qualify under OEO guidelines.
The health center offers complete ambulatory services in a new
medical facility containing examining and consultation rooms, emergency room, laboratory, X-ray, clinical and nursing services, social
service, and related environmental improvement and community organization programs. The staff consists of doctors, nurses, assistants
in all areas, social workers, home economists, sanitarians, community
organization specialists, laboratory and radiological technicians, a
clinical phychologist, and. other related desciplines. The community
health action section of the health center was instrumental in developing a farm food co-op owned and operated by the poor people
which raised 1 million pounds of produce to feed hungry members
during the first winter of the program's operation.
Te center is based in a small, previously all-black town of Mound
Bayou which has a population of about 3,000 people. The town
serves as a medical and social center for people from all parts of the
county and from neighboring counties. There are two small hospitals
which, although in separate buildings, recently merged under a common board and now jointly receive OEO funds for community
health services. These hospitals provide important inpatient services
for patients in the Tufts program.
Mound Bayou was the first all-black town in the United States
founded by freedmen after the Civil War. It has a black mayor and
black-owned and operated stores and businesses and is thus a unique
rural community. It was chosen as the site of the Center because of
documented medical need in the area, the interest of the community,
and because it was a safe place in which a mixed black and white
staff could live and work together to develop a program in rural
health care.
Mound Bayou is in a major cotton-producing area, but with the
introduction of mechanical cotton picking and the use of herbicides,
there has been increasing unemploymentfor many unskilled males
and fe 'males. Housing and sanitary conditions for many of the families are extremely inadequate. Seventy-five percent of the families in
the target area of the Center live without inside water and 90 percent of them live without flush toilets. In Boliver County, in 1964,
the infant mortality rate reported was 56.2 per thousand live births
for black infants. It is felt that the actual rate is higher because of
incomplete reporting and underreporting-Mississippi continues to
have the highest infant mortality rate year after year of all 50

States. This is related directly to the poverty of black people-the
infant mortality rate in M19-40 represented a continuing increase in the black rate. This accompanied a high maternal mortality rate for blacks in 1969-70, 'being more than three or four
times higher than the corresponding rate for whites. It may be particularly contributed to by generally poor prenatal care and the fact
that only 60 percent of black births were in a hospital and attended
by a physician. Of all the other births, 47 percent occurred at home
with the majority attended only by a "granny-midwife". A "1granny-midwife"l is a person skilled in the home deliver of mothers and
nominally under the supervision of a public health nurse. She has
been a great tradition in the South and she has done a superb job in
doing home deliveries for poor mothers who could not afford other
care. Unfortunately she is dying out and is not being replaced.
There is thus a gap in medical personnel caring for such mothers
now.
The population of the area served has a high proportion of young
people with a median age of about 15 years. Approximately 35 percent of the females are between the ages of 12 and 39 years of age,
which are in the fertile age range. Hence the emphasis in the program on maternal and child health services. These data give some of
the background setting for the area in which the Health Center program was developed.
Cost figures from that center suggest that with all of the attention
given not only to medical care, but also to sanitation, to improving
water supplies, digging safe wells, helping people to patch up their
houses, providing food, starting some training programs, et cetera,
that it costs in the area of $300 per person per year. The skeptics will
say, "That is very expensive, we can't afford to duplicate that around
the country."
But we are going to have to duplicate this kind of a program if
we are to have any appreciable impact upon the health of rural people, not only poor blacks, but poor whites, and upon the health of the
Indian people who move off the reservations.
This is another mistake I see. Indian people are encouraged to be
assimilated into the mainstream. When they leave the reservation
they get no or little health care. They are caught between the Federal Government which says "Now it is the State's responsibility"
and the State says, "It is really your responsibility."
Now let~ me return to the Columbia Point Health Center in Boston. There is additional important data that I would like to mention
that not only indicates a lesser need for hospitalization, but also
which indicates that as a result of a positive experience with the
Health Center, poor peoples' knowledge about the value of preventive medicine improved. Drs. Bellin and Geiger have this well documented.
Eighty percent of the Center's patients said they were seen within
30 minutes of going to the Health Center. That is the same figure
that Dr. Connelly gave for his center. The center was able to remove
the long waiting period in addition to everything else. Columbia
Point is a special kind of situation, because the health center is right
where the people are. I think this is where health centers should be,
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not attached to a hospital some place, but scattered throughout the
community, away from hospitals, providing the care where people
are.
There is impressive evidence for improvements in peoples' attitudes. There was an increase from 17 percent to 60 percent of people
after the Center started who had had a physical examination in the
absence of any complaint. That is preventive medicine. Even though
there is some disagreement, about whether this kind of examination
makes any difference in people's health. When you are talking about
poor people with a higher incidence of just about all chronic disease
and unrecognized defects, it is going to make a difference.
Here is evidence that we can change some of the prejudices we
have about poor people that they don't know what sickness is, and
they don't anything when they do get 'Sick or they don't care or
they are not smart enou ah to learn.
There was also a significant increase in the number of people who
felt that symptoms they had were important enough to seek medical
help. There was an increase in the number of people who went to a
doctor sooner because of complaints.
There was an increase in the number of people who felt that it
was important to have a general health check up even though they
were not sick. Ninety-five percent of them mentioned something they
liked about the center, and only 7 percent something they did not
like. Obviously it is not perfect. But they chose the health center
over all other sources of care, 3 to 1. Because of the health center's
being there, and cost was not a barrier, there was a decrease of the
number of people who had to go into debt in order to pay for medical care.
What this indicates is that it was the positive experience with
health care that counted. There was no special health education program except what each doctor and nurse did as they cared for patients.
Many of these special problems have failed miserably in the past because they have not been tied in with a good source of care where
people could go when they had a complaint and receive decent care.
This raises the important question-can the health center create
informed dissatisfaction with traditional methods of care?
I think it can, and I think that it should, because traditional
methods, as all our data indicate have not worked for many people
up to the present time.
Now I would like to discuss the issue of family planning and how
that relates to the maternal and child health problems of poor people. There is a lot of interest now in family planning. I think that
poor people, especially poor black people in Mississippi and I don't
pretend to be their spokesman, but I think I can make tis point,are beginning to wonder, "Why all the concern about family Planning? The medical establishment has not been too concerned about
our other health needs. Why the push?"
People are rightly suspicious. This point has been made many
times but I would Ilike to emphasize again that if family planning
services are not provided in terms of total health care for people
they are going to fail and poor mothers are not going to accept
them.

I did a study of over 150 mothers in Mississippi which demonstrated that with very little effort but with total health care, that
you can interest poor mothers in family planning. All our prejudices
that poor people are so ignorant they won't take the pills, they can't
lea rn how to use them, they don't care about how many babis they
have can be disproven with the right approach. We were able to interest 154 mothers in -voluntary family planning services. Twothirds of the mothers came into the program post deliver,v and onethird were recruited as I was taking care of their children. We
cared for them until they were pregnant, we helped them deliver in
.hospital, we cared for their sick child ren, et cetera.
There is P~n important message for Ipediatricians that the number
of children a mother has and especially, how close together they are
can affect the health of the children. If you can extend the interpregnancy period you can significantly reduce the incidence of promaturity withl all of its associated problems. The evidence is that
child spacing gives the mother it chance to recover. It is something
wve should all know. Dr. Beasley in New Orleans has some excellei~t
data thaft demonstrate this. If we can allow a mother to have a rest
between, pregnancies and this is, what family planning and child
pacing is all about,, then we can reduce her poor outcome.
One-third of the mothers in my study had had five or more pregnancies. They had actually had a mean number of nine pregnancies.
That is a lot of chiildreni. Many of them had had children year after
year after year without a rest.
Senator kENEmY. You are talking to at ninth child. [Laughter.]
Dr. WHIir 4 Let me slip) something in here. We were with a veterinarian friend of mine, le said, "Do you know why man is different
from a horse? We can breed a horse year after year after year and
keep getting excellent foals."
Thle point is that horse nutrition and cattle nutrition is so much
better than human nutrition, that I don't think the problem is simply numbers of pregnancies and how rapidly they ocemr, but they
occur in poorly nourished women a great deal of the time. If we look
at oI)viots examples we canl find plenty of mothers from good economic levels with good nutrition who had pregnancy after pregnancy and who have just as big babies year after year after year if
'they are well fed, if they are well nourished, if their housing is
goodI. The place where we really run into trouble is the undernourished, poorly housed, poorly fed individual.
What you are saying is certainly of great importance.
Dr. HANSEN. The point I would like to make to the Senator is
that when we talked to the mothers, who had an average of nine
pregnancies, they expressed a desire to have had only four children.
Many of them never realized before that it was possible to control
their reproduction. There have been studies that have suggested that
poor mothers, especially in developing countries, have large number
of children because they know that many of their children are going
to die before they are 5 years of age. I would wonder if this kind of
thing applies here, because of the high rates of infant deaths. Many
mothers whom we cared for in Mississippi who lost a small infant
or child in the past.

Mothers said, "If this sort of service had been available before
and not as a punitive measure pushed by racist welfare people as a
means of controlling the poor black population we might have been
interested." If family planning is presented in the setting of otaI
health care, people respond. Four-fifths of these mothers were still
active in the program 2 years later.
I also want to point out, and this relates to Dr. Weil's comments,
the high-risk nature of the mothers we were caring for. Eleven of the 54
mothers had had a history of a stillbirth or infant born dead.
Altogether at least one-third of them had had a poor outcome in
the past. Yet this is the kind of mother who will use family planning
if it is presented correctly. Fifty percent of the mothers had had lowblood counts, or anemia, during the time they were pregnant. This is
directly related to their not having enough food to eat while pregnant,
We have to be careful how wo offer family planning and I think
that if we are not people are not going to accept such services.
HEWV has about $3.5 million for-family planning ready to give
for services in the State of Mississippi. If this is not done with the
right kind of approach, this money could be wasted and poor black
people alienated more.
Senator KENNEDY. How does that compare to other States, do you
knowI
Dr. HANSEN. I don't have figures about that. I have some figtires for New Jersey. It is about half a million dollars. I and others
begin to wonder about this push for family planning for poor black
people in the South.
The other point I would like to make before I come to some final
statements is that what was very obvious to us working in center
city Boston and Trenton and in the rural South, was that we were
seeing people with tremendous health problems at both ends of the
line of a forced, migration.
We were seeing people as patients many. of whom had moved
from the rural South because 'of the lack of jobs and because of -all
of the other problems that they had. This is directly related to the
recent discussion about the welfare crisis in center cities. What are
we really talking about when we say "welfare crisis"? We are talkigabout poor black and poor Spanish-speaking families and poor
I te families from Appalachia flocking to the cities because they
can't make it in the rural, and poor health is one reason.
We have to offer some viable alternative for people at the other
end of the line. If we don't do something if only from the human
compassion point of view to deal with people's health problems at
both ends we will have failed as health professionals.
We find that many people want to stay. They want to stay in the
South. This is their home, where they grew up, and many people
would stay there if they had some hope of getting decent education,
decent housing, some job retraining through manpower programs.
But unfortunately, many manpower programs have failed because
even if they have provided some training, there haven't been meaningful jobs available for people afterwards.

We talk about attracting industry especially to the rural South
but unfortunately when industry goes down there, it very quickly
practices the same discriminatory hiring practices as southern insti'tutions. Poor black people don't get jobs, and if they do, they are
still pushing brooms around and emptying trash cans. Is that manpower training?
I would like to turn my attention to the idea of a National Health
Corps.
I think a National Health Corps is a good idea, but first we must
plan a workable system in which, the doctors, nurses, and dentists
and all kinds of assistants are going to work. I don't think we
should put dedicated staff of a National Health Corps, into the old
hospital clinics. We should not -put the young doctors and nurses
into emergency rooms of hospitals.
We can not reasonably put them into the private practitioner's
offices, because it is not going to work. We have to come up with
carefully planned, health care system where such staff people will
work. I would submit that the health center is the proper setting.
I would agree with the Senator that there is a tremendous
amount of idealism and genuine enthusiasm on the part of young
health professionals of all kinds.
I came from a free clinic last night started by medical students at
Rutgers in New Brunswick. This came about as a result of their interest in reaching out to the community, and trying to find the children in center city New Brunswick who don't have their polio shots,
who don't have measles immunization, and who have not seen a doctor or had a careful physical exam since birth. We are finding many
such children. Their mothers will bring them if they are approached
in a sensitive manner. Surprisingly, their. apathy disappears. When
a child doesn't have his Complete immunizations at one year, he is
also not going to have had the other examinations, the blood count to
rule out the iron deficiency anemia, or the tuberculin test either.
These students are out there leading traditional departments of
community medicine, saying, "Look, this is the kind of service we
want to do, this is real, thisi is where sick people are." They have
oftentimes received a very exciting response f rom community people
they are trying to reach.
Would lie to re-emphiasize that even though we agree that we
have a tremendous health crisis before us we are all guilty-of accepting this crisis without taking the immediate action required.
I don't know what is going to move us to act. We read the death
and 'disease statistics year after year. The United States is still
about 13th in infant deaths. We read that organized medicine says it
is because of different reporting systems and the other countries are
worse off than we in other figures. I have seen and I am sure you have
seen the depressing effect that the death of a mother and a baby can
have, not only on her family, but on the whole community. The infant
death rates in this country do indicate that our health care is very
poor for a lot of people.
We must think of this in terms of human wastage and the implications this has for people's mental health as well as for their physical health.
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I would like to summarize by saying again that what we need,
especially for low-income people, is a good source of primary care
where they Ican go when they are sick. I don't think the private
practitioner's office can be this place or the emergency room, or the
hospital clinic.
Hospitals take care of people when they are sick and they do a
fairly good job of this.
But what we have in hospital clinics is a system of forced servitude, with "charity" required from the doctors. This says that in return for your staff privileges in this hospital, you have to work in
the clinic. Doctors respond but reluctantly.
So mothers are required to come at 7:30 in the morning for maternity care in clinics and some don't come and we wonder why. No
system of charity medicine will ever meet the need.
Whien we opened a storefront maternity program in Trenton in
the evening, it was a tremendous success. We were offering mothers
convenience, sensitivity and a private ph sician relationship through
a coalition of public health workers and private practitioners reimbursed for their services.
We couldn't have operated the Trenton Neighborhood Family
Health Center, which is HEW funded., unless we had recrliited private practitioners who were interested in working with us because
we had HEW funds to pay them. They provided a continuous relationship with the mother, avoided the kind of thing we have heard
where the doctor spent 15 minutes going through the chart because
hie wasn't familiar with the mother. He sees the same mother each
time and the patient sees the same physician each time she comes to
the center. He delivers her in the hospital and he sees her post-partum. This is continuity of care and it is important.
This is an effective maternity program, it is not unique. We have
to make this kind of program available all over the country to offer
people in the proper setting a close personal relationship. Our initial
data indicates a lowering of the sickness and death figures as a result of this program.
I haven . mentioned the entire area of physicians' assistants and
pediatric practitioners especially. I will say that if such programs
are planned correctly and introduced properly these work out. It has
been said that we always do these experiments with poor people.
Why not try some of these on middle-income people? There are
some attempts to do this, which have been successful.
We can get patient acceptance if we make it very clear that we
are not giving second-class care. We have to let people know that
the doctor and the nurse and assistants are working as a teamn. The
pediatric nurse will be able to see more children and there will be
shorter waiting periods.
Such problems are a beginning answer to some of the manpower
shortages we have in this country.
Senator KENDY. You have stated what is really needed. Do you

think the President's plan will do it?
Dr. HANSEN. Senator, I am not completely familiar with the President's plan, but the parts that I am familiar with I don't like. I
don't think that we can rely upon the private sector of medicine to
make the necessary changes and to reach people who need care. Organized medicine simply is not inclined to make the effort.
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I don't think that the answer is in only providing some kind of
health insurance. We have to put some pressure upon the providers
of health services to take care of people they have neglected in the
past. Merely having a payment mechanism is not the entire answer.
.I suggested that the medicaid program in New Jersey is not working as it should because people covered are not getting the care that
they need. They have no option. They still have to go to the same
old clinics in most instances.
I would hesitate to comment more on the President's plans, because
I am not thoroughly familiar with all the details.
If there are specific parts of that plan that you would like my
thoughts on, I would be pleased to comment.
Senator KENNEDY. I would like to ask any of you gentlemen, in
terms of your interest and long experience in attempting to provide
some help and assistance in areas of great need, have you run into
instances where private insurance carriers are providing funding for
initiating health programs?
Dr. WEiL. I think the Columbia, Md., project is primarily supported by-was initially supported by private insuranc.:,e. This is the
new town of Columbia.
Senator KENNEDY. What is the average income of that group?
Dr. WEIL. As far as I know, at least at this point, there is very
little poverty in that group. This is a new town that is being
planned with primarily people who have jobs and income and so on.
So, it is not a poverty area.
Dr. CONNELLY. Senator, you might be familiar with the Harvard
prepayment plan, initiated by the Harvard Medical School with insurance carriers. There is a limited commitment to areas or people
who are under certain incomes. The nature of it is that it won't survive unless they have a large population base that is over a certain
income.
Senator KENNEDY. Is that open to the people in Cambridge?

Dr.

CONNELLY. Yes.
KENNEDY. Do

Senator
cess to it?
Dr.

the poor areas in East Cambridge have ac-

CONNELLY. It is, but one has to pay the
KENNEDY. What is the premium?
CONNELLY. There is an experimental

Senator

premium.

Dr.
commitment by the Dolartmnent of Public Welfare to pay $120 per annum, and this provides comprehensive ongoing care. There is a problem, however, that
is it is located in Kenmore Square, and if you live in Cambridge,
that is pretty far.
Senator KENNEDY. Maybe you could submit that plan for the ecord.

Dr.

CONNELLY.

Yes.

(The information referred to had not been supplied by the time
this hearing went to press.)
Senator KEND.You
are all involved in "on the firing line"
areas of health care. How do we get other doctors to go to those
same areas as well? You have all shown a disposition to do it. I am
sure it is at a considerable sacrifice in terms of your incomes as well
as your time and comfort, amid I know you three are extraordinarily
committed and dedicated people.
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How are we going to assure that we get other doctors to go out
into shortage areas, either urban, or rural, or the Indian reservations?
Dr. HANSEN. I think the way the Division of Indian health hospitals and clinics have been staffed in the past are part of the answer.
This is a two-year alternative to military service. It is a very positive
alternative. I think many physicians gyo into it for this reason, but
also some of them go into it with a certain amount of idealism. We
must recognize this kind of service and service in other rural areas
and in center city as just as important, if not more so, as military
service.
I was concerned some years ago when there were successful efforts
by the AMA to prevent this kind of two-year alternative service to
be used in staffing OEO health centers. I think that this was a tragic
move but typical of the AMA. I think that they also passed te
same kind of legislation so that you couldn't spend your two years
of service with the Peace Corps overseas. How short-sighted! Such
an experience for young doctors can stimulate their interest in similar service in this country.
I think that we have to change this kind of legislation. I think we
have to make it possible for physicians and dentists and nurses and
other people to spend two years or longer, if they are inclined, in
these areas of great need. I hink we also havie- to offer attractive,
salaries. There has been some improvement in these salaries so that
you can work iii a rural health center and you can make, between
$22,000 and $25,000 a year if you are a spec ialist. I think that is a
reasonable amount of money. We also have to change the whole approach to the education of suich physicians, dentists, nurses, et cetera
and show them that there are important health problems and expose
them in the proper setting.
I think there is some skepticism onl the part of older physicians
that the idealism of these young students is going to continue, but I
like to believe that is not true.. I believe it is going to continue to
grow and kee p us older physicians on our toes.
Dr. WElL. I think you have touched onl the points that are important. I think there is probably going to have to be some legalistic
kind of incentives, but in addition one needs to provide adequate income and an adequate working area, as pointed out earlier, a
kind of a center where they can do the job. they are there to do
effectively, efficiently, and I think that this will greatly enhance the
attractiveness of this kind of program.
Senator KENNEDY. I suppose recruitment is important as well, for
example, recruiting from inner cities with the hope that perhaps
they will return to their home areas.
Dr. HANSEN. Yes, let me make a comment about that. Tufts Medical School in 1968 had only 14 black applicants, and of that number,
eight were accepted. As a direct result of special efforts made actively to recruit black students on the part of the Tufts Medical
School, in 1970 this number increased to 165 applications of whom
24 black students were accepted.
I think this is a significant effort made onl the part of this medical
school. Happily the same kinds of efforts are being made on the part
of other medical schools, too.

But let me say that we shouldn't necessarily expect people from
minority groups to go back to depressed areas and make the kind of
commitment that the rest of us are not willing to make. We have to
put this in perspective.
We must not say that because you are black and from the rural
south, you ought to go back there to practice. It is the responsibility
of all of us, black and white.
Some of the reasons black physicians have not returned to Missisto practice are obvious. If you look at the average age of the
Msippi
back practitioner in Mississippi, it was about 60 years, except for a
few young very dedicated black physicians in Jackson who were dethe system."
termined to stay and "fit
Additional young black physicians have been attracted back to
Mississippi, working not inl the old system, but in several new health
center programs in the State. You know as well as I one of the reasonls that they didn't go back to Mississippi before that. They
couldn't get hospital privileges. All the black physicians in Mississippi were general practitioners until. recently. If they wanted to
admit a patient to a hospital in many instances, they would have to
refer it to a white colleague. This is changing but slowly and not because of pressures from organized medicine.
We have to solve this kind of problem before we canl expect physicians to return to work in a place of great need. Is the Federal Government disposed to press for compliance??
Dr. WEIL. I think we have to do two things. We have to be able to
keep them there, and this is very important. We. have to be able to
give them the kind of special lielp in areas where their background
is deficient, and then we have to be able financially, to support them
while in medical school, and with the reduction in student loans, this
group, at the time the medical schools are pushing hard to bring
them into medical school, are being doubly hurt now because there is
a further reduction inl student loans to these students.
Senator KENNEDY. I understand, Dr. Weil, you have to catch a
plane and have to leave in a couple of minutes.
We talked about the quality problem we are facing. Let's talk for
a moment about wealthy people. Do those people to whom money is
no problem regularly receive quality care for their children?
Dr. WETL. No. I have to concern myself a little bit with living
with my fellow practitioners for the rest of my life, but the answer
has to be no.
I think that we have quite highly variable kinds of care for those
wvho can afford it.
This is variable from city to city and community to community,
but I have been literally shocked by getting out into the community
hospitals where these people receive their care, and finding an extremely variable level of care to the same class of people.
There are complex reasons for this. There is the time available for
a physician to spend on a patient's problem. When there is a community of 300,000 people and eight pediatricians, they are running
every minute trying to get their offce load taken care of. They
really don't have the kind of time which is often necessary for the
complicated and difficult problem.
A
There is the problem of an opportunity to get away from their
practice to get their education updated. When they are in solo prac-
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tice, who is going to cover for them? Who is going to take care of
these people if thy want to take a week or monthi off to get updated? If they want to take part in an educational program, where
they will learn as well as teach, how will they find the time?
These are difficult problems. We have no way to reimburse them
for the time they give us as educators, but we try to involve then
because out of this educational role they learn.
Education and time are the real problems that the practicing physician faces in keeping his abilities up to date.
I don't think there are many physicians who want to give poor
care, but the opportunity for them to get to the point where they
can give good care, as there ought totbe, with the knowledge we
have today, is extremely limited, and as a result we see increasing
problems our'physician population ages, of being able to give up-tothe-minute kinds of care.
So having dollars is no guarantee whatsoever of being certain of
getting adequate health care.
Senator KENNEDY. How can they be assured that they are going
to receive high quality care, even the wealthy people?
Dr. WELL. We have no truth in packaging 1law for medicine, and I
am not quite sure how one would write it, but without something of
that sort there is no way that I can think of that an individual can
be certain that the care he is getting is the optimal that he could
have with the f-inds he has avail-able.
Senator KENNEDY. How can you improve on quality?
Dr. WEIL. I think one of the ways is something that is beginning
to grow, and that is group practice. I think when there are a group
of physicians working together to provide care, there is a lot. of peer
review that is informal.
The physician shares his problems with his colleagues, and if he
doesn't know, probably somebody else in the group knows, and I
think in general that if one could get this information, and I don't
have it, one could find that there is a better likelihood of getting
quality care in a group -setting than in a solo setting.
Senator KENNEDY. If those wealthy people to whom money is
really no problem can't be assured of getting quality care for their
children, you can, Just imagine what happens to those of more modest income, let alone the poor people of this country.
It points up the dilemma, the real crisis that we are facing in
health care for children in this country.
Dr. WEIL. We are running an antique car in a modern automobile
race.
Senator KENNEDY. The system that has been used has relied on
the private insurance system.
Dr. WEIL. The private insurance system in con-junction with the
fee for service system, which is the heart of this, and I think this is
doomed to fail,' and pouring more dollars into it is not going to
achieve any success whatsoever.
Dr. HANsEN. I have some further thoughts about that. I think
what one of the things we have to do is to try to dispel some of the
mystique of the physician. We have to discipline our colleagues who
are practicing poor medicine according to standards that we enforce.
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The problem now is that we act as though what goes on between
the physician and patient is sacred and that if hie makes a mistake,
its alright.
We have to get physicians to realize that medical care is not somehow above surveillance. Patients should be made to realize that they
are entitled to ask questions about what illness they have, what their
diagnosis is, what their treatment is and why and what are the options.
For example, there has been a certain amount of resistance on the
part of some physicians to labeling prescriptions. This is an indication of the way some physicians regard their patients. The doctors
feel that they are a kind of a god and that they have most of the
answers. The'answers they don't have really don't matter.
If physicians object to the labeling of prescriptions the patient
will not know what kind of medicine he has been given. He will
never know what the side effects of that medicine are.
If we look at the area of the quality of the continuing education
of physicians and relicensing we are dismayed. A physician can be
licensed to practice medicine in 1922 and he can still be practicing
medicine today on the license that he received 50 years ago--is that
not true Dr. Connelly?

Dr.

CONNELLY.

Yes.

Dr. HANSEN. Something has to be done about that. We re-examine
people who drive cars more frequently than we do physicians who
make major life and death decisions. I think that this lack of reexamination is archaic.
If we are concerned about this quality of medicine practiced, wve
must do something to change this situation. We must re-examine
physicians periodically. This could encourage those who are complacent to read the journals, go to scientific meetings and generally
keep uip with what is going on in medicine.
I am not saying all physicians are indifferent, but unless we make
this change, many patients, regardless of their ability to pay, are
going to get inferior treatment.
Consider the issue of chloromycetin, one of the drugs most good
pediatricians avoid. We find that some physicians are still continuing to use this toxic drug in the treatment of minor respiratory
infections for which it is never indicated. That is deplorable, and
that is still going on because we have no way to police what doctors
do, which drugs they use. There are beginning efforts to correct this.
When the issue of peer review is raised among physicians, it sends
some of them "into orbit." You often times can't get colleagues to
censure a doctor who is practicing obviously inferior and dangerous
medicine.
Senator KENNEDY. Why not?
Dr. HANSEN. There are a lot of reasons for that. I think part of
it has to do with the attitudes of physicians about themselves.
Senator KENNEDY. Are they different from other people?
Dr. HANSEN. I think that in the past the education of physicians
has suggested that, we are somehow above the rest of humanity, we
are a special kind of people, and our judgment and what we do
should never be questioned. Any questions that are asked are seen as

some invasion of what has been called ad nauseum the sacred doctor-patient relationship by organized medicine.
As you know, you often have difficulty in getting physicians to
testify against their incompetant colleagues. Just a month ago I
learned of an instance of a physician in this country who had been
personally responsible for the death of five patients, and hie was still
practicing medicine. Hi~i medical society knew it, and his colleagues
knew it. That kind of thing just has to stop.
I may not have answered your question. I am not certain why we
can't monitor ourselves. For many reasons we are not accustomed to
doing this but we must start.
Senator KENNEDY. Do you want to add anything?
Dr. CONNELLY. I don't think I can add anything except some experiences as a result of the formation of the utilization review committee at the hospital that I work at. This committee is, besides
making judgments by peers on the utilization of the hospital, is also
makig judgments about the content of the care, and this has been
extremely effective in improving the quality of care, because somebody is finally looking in this very private relationship, not in a punitive way, but to help improve the person that may need some help.
Senator KENNEDY. Isn't it just a fact that you can't really expect
doctors to censure doctors any more than you can expect lawyers to
censure lawyers, or Senators to censure Senators?
It is part of system.
Dr. HANSEN. I think all three groups are equally guilty if we
can't say what the truth is. We have to speak the truth about our
deficiencies. There is no question that each year people die in this
country because of incompetent practitioners. I wouldn't be able to
give any exact numbers. -Their colleagues know this and excuse it
and turn, their backs and walk away. As though to say, the consumer
be damned!I
Senator KENNEDY. Senator Pell.
Senator PELL. I have no questions, Mr. Chairman.
Senator KENNEDY. Gentlemen, you have been very, very helpful
to us this morning. You bring a varied experience in terms of understanding the problems that we are facing in our health care system. One of the most disadvantaged, as you have clearly shown, are
children. Many are not receiving any health care, and a much larger
percentage are receiving -inadequate care. Even those that are receiving health care face a great question about the quality of that health
care.
This should be a matter of the greatest concern to the American
people.
You have given us great insight into the problem, and we will
just have to try and see what can be done from this level through
congressional action. As you point out so well, there is also a great
deal that has to be done by thge medical community in and of itself
to meet its responsibilities.
I think you have been very frank and candid in making those
comments. I want to thank you very much for your statements.
.The subcommittee will stand in recess subject to the call of the
Chair.
(Whereupon, at 12:10 p.m., the subcommittee was recessed subject
to call of the Chair.)
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Washington, D.C.
The subcommittee met, pursuant to call, at 10 a.m. in room 6202,New Senate Office Building, Senator Edward M. Kennedy (chairman of the subcommittee) p residing.
Present: Senator Kennedy.

Committee staff members present: LeRoy G. Goldman, professional staff member to the subcommittee; Jay B3. Cutler, minority
counsel to the subcommittee.
Senator KENNEDY. The subcommittee wvill come to order. Senator
Packwood of Oregon has asked that his regrets be expressed at not
being present at the hearing today.
Aericans who live in the rural areas of this country have faced a
rapidly escalating health care crisis. Technological changes in f arming, forestry, fishing, and mining methods have, resulted in unemployment and loss of income for many. For these and other reasons
the standard of living in many. rural areas has remained shamefully
below that enjoyed by the majority of our population. Many rural
families simply cannot afford the adequate housing, the adequate
diet, and adequate sanitary facilities that most Americans take for
granted. A family in such straits has little to spend on health care.
Yet, the very lack of housing, adequate diet and sanitary facilities
makes these people more needy of health care. The cycle of poverty
seems inexorably to raise a man's need for help at the same time
that it removes his ability to obtain it.
It is easy to say in these situations that the total problem must be
addressed-and not just the health problem. While there is truth in
this assertion, health seems to hold a peculiar place in the poverty
cycle. If a man is disabled or weakened by bad health, he is less able
to do anything about his housing, his unemployment, his diet, or any
of the other problems that confron~t him. Health care seems to us,
therefore, to be a basic way of breaking into this cycle of poverty.
The health service problems in rural America, however, are not
limited to those who cannot pay for care. We have heard references
to hundreds of counties in America where there are no physicians
available-where the nearest hospital or physician is so far away
that health care is only sought out in emergencies.
For communities such as these, the "health care crisis" in America
becomes painfully simple. For them it is a matter of where can we
get a doctor? Availability of specialists and sophisticated facilities,
(1045)
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and even the costs of care take a back seat in the lack of any care at
all.
A family should not suffer poorer health care because it lives in
rural America-nor should it suffer poorer health care because it is
poor. While it is no doubt harder to organize many health services
iii rural areas, we feel certain that the doctors, nurses, hospitals, and
other health professionals of this country have the imagination and
skill needed to vastly improve rural health services. We must find a
way to mobilize this imagination and skill.
This morning we will hear testimony intended to clarify the extent and nature of the needs in rural areas, the kinds of solutions
beinir attempted, and what furtlhei' efforts are most promising. I
would like to welcome first this morning Mr. Tony Dechiant, president of the National F armers' Union. Mr. 1)echant joined the Farmers Union in 1943 and was elected president in March 1966, after
serving 20 years as its national secretary treasurer. HeI is also chairman of the board of the National Farmers' Union Insurance.
In addition to his work in the union, Mr. Dechiant serves onl the
executive committee of the International Federation of Agricultural
Producers and is vice chairman of its policy committee; is vice president of CARE; is a trustee of the American Freedom from Hunger
Foundation; and is director of the interagency Committee onl the
Food and Apriculture Organization of the United Nations.
Finally, Mr. Dechiant is at distinguished member of the Committee
of 100 for National Health Insurance. Ieo is )iere today however to
testify on the behalf of the National Farmers Union.
Mr. Dechiant, I am impressed with the service you are giving.
And we are pleased to have you testify.
STATEMENT OF TONY DECHANT, PRESIDENT, NATIONAL FARMERS'
UNION, WASHINGTON, D.C., ACCOMPANIED BY WELDON BARTON
Mr. DEciIANT. Thank you, Mr. Chiairmn.
I am gratified at thie opportunity to testify before this distinguished committee in regard to the Health Care Crisis in America.
The National Farmers' Union is deeply concerned with the need
to replace the existing health care situation in the United States
with a more workable system for financing and deliverying health
services.
About a month ago, February 24-27, Farmers Union held its
1971 national conven1tion) here in' Washington, D.C. We included a
plenary session onl health as a part of that convention; the health
session was designed to explore in a bipartisan manner some of the
vital issues involved in the health crisis. Our membership heard alternative ap~proachies to the health problem discussed by Leonard
Woodcock, Roger 0. Egeberg, and other spokesman.
As a part of National Fatriers' TUnion's legislative target program
for 1971, the voting delegates at the February 24-27 national convention called for:I
Enactment of national health insurance legislation, with provision for expanding manpower and facilities as required for effective delivery of heatlh
services to rural areas.

1047
There is no better time than now to superimpose a more systematic
and functional national health financing and delivery policy upon
the existing patchwork of Federal-state-local-private arrangements
that now exist.
Present arrangements in the health field have proven woefully inadequate---especially in controlling escalating costs of health services
and in providing effective delivery of care to those who are ill. Furthermore, preventive health care is virtually nonexistent for the
overwhelming majority of Americans.
What is directly needed today is comprehensive national legislation setting forth at health security policy for the United Sttescomparable in scope to the Employment Act of 1946. Just ats the
Employment Act provides the framework within which the Nation
strives'to help alfl those seeking work to secure meaningful em ployment, a national health security policy should spell out thie right of
all Americans to health care-includinig preventive, dental and psychiatric care-and authorize the network of policies and programs
necessary to achieve the objective of good health care for all~Ameicans.
Mr. Chairman, the Health Security Act of 1971-S. 3; H.R. 22introduced by you and other members of the Senate and House of
Representatives, and now pending before the Senate Finunice find
House Ways and Means Committees, contains essential 1)loviSionS
for a national health policy.
Your bill p~rovidles coin jpreliensive benefits, virtually universal coverage, and financing under Social Security supplemented by general
revenue. Its procedural requirement-through which payments for
services by the health security prgamwud be made directly to
lproviders'of such service rather than to individual recipients of
services--is realistically designed to bring the runaway costs of mnedical care under control.
Furthermore, in ait least two ways S. 3 goes beyond the problem
of health care financig and facilitates the'delivery of health services to those in relatively greatest need:
1. B3y placing health purchasing power into the hands of all
Americans-thus enabling them to demand health services when in
need-S. 3 can serve as a power ul inducement toward the acquisitions
and proper geographical distribution of manpower and Other resources, that are necessary for an effective health delivery system; and
2. By creating at permanent Resources Development Fund to improve and stregthen health facilities, Manpower, and planning, S. 31
can directly strengthen and im prove the health delivery system.
Mr. Chairman, the National Farmers' Union intends stronprly to
urge favorable action on S. 3 and H-.R. 22 by the Senate Finance
and House Ways and Means Committees and by the f ull House and
Senate. At the same time, we will probably recommend certain
amendments-including an amendment designed to achieve a proper~
balance between rural and urban areas in the allocation of money
from the Resources Development Fund.
The National Farmerxs Union feels a special responsibility to speak
to the health needs of rural people, although our membership is con-
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cerned that no American, whether hie or she lives in a remote rural
place or a congrested urban area, is prevented for any reason from
receiving good health care. Consequently, we would uirge this distinlguished Subcommittee onl Health to do the following in order to
serve rural health neceds.
1. In its field hearings on the Health Care Crisis in America, wve
urge the committee to go into the small towns and rural communities and hear extensive testimony by farm and other rural people on
their health situation and the unique requirements of getting health~
care to them when they need it; and
2. We urtgo the committee to use its jurisdiction and influence to
extend and fund existing Federal Progr'ams, and to facilitate enactmnent of additional programs that canl give special aid to rural and
other areas that exhibit a relative scarcity of health planning, manl)owV(o and facilities.
For the remainder of. my statement, Mr. Chairman, I will sketch
out thle health situation InI rur1al America and then suggest some programis and poliies for hiealthi delivery that canl help'r'ural America
to (tchl ill) with the rest of the. Nation.
As previous witnesses before this committee have pointedly out,
health care in the United States coin pares unfavorably with mniy
other "advanced" nations of the wvorld. Within the Vnited States,
the hecalth condition of rural people, and tlu, health services available to them) are clearly inferior to urban residents and to U.S.
citizens generally.
The President's National Advisor'y Commission onl Rural Poverty
hilghlighted thle rural dimension of thie United States health problem
tin its 1967 iilport, "1The People Left Behind." The Commission
1)oint(Ad out thiat, although as of 1962-03 about 30 percent of our
poj)tllation still lives ini rural Im'ells, only 12 percent of our physicians, 18 percent of nurses, 14 percent of pharmacists, 8 percent of
pediatricians, and less than 4 percent. of psychiatrists are Iocateci inl
rural areas.
In a February 1970 report, "Rurality, Poverty and Health," the
Department of Agricuilture's Economic 'Research 'Service used a fivegroup classification of U.S. counties to document. rural-urban
differ-ences tin manpower and facilities. The county groups ranged
from the most urban arid densely popuhited-group 1-to the
most isolated and sparsely populated-group 5. 1 have included
the relevant statistics in my stattement for thle record.
Senator KENNEDY. We wvill place the statistics you refer to in the
record at this point.

Mr.

DE.,CIIANT.

Thank you, Mr. Chairman.

(The information referred to follows:)

medical Personnel and Hospital Facilities Per 100,000
gpulation,1966
-Specialists
G
DeAc- Spec- Hos- Hospi- Plus Hospitalp
nt- tive, ial- pital
Based PhysiciIists Nur- ists tale
Beds
ans Per 100
s
sea
Beds
Metropolitan
Counties (1 million
or more)
34
70
328
137
1.8
401
34.2
Metropolitan
Counties (50,000 to
1 million)

28

52

340

95

1.9

381

25.0

Counties next to
Metro areas

35

39

254

38

4.0

323

11.8

Semirural Counties
(at least 1 township
with 2,500)
36

39

243

45

5.3

412

11.1

Isolated Rural
Counties

27

126

8

6.3

209

3.8

33
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Mr. DECITIANT. The statistics show that the ratio of specialist physicians, dentists, and nurses declines sharply as rurality increases.
Only for general practitioners is the ratio between medical personnel
and population roughly identical in urban and rural areas. Rural
counties have more hospitals than urban counties in relation to population but the rural hospitals are usually smaller, more often inadequately staffed, poorly equipped and lacking outpatient and extended care facilities.
Furthermore, even when allowances are made for the greater
proportion of older. persons living in rural areas, the incidence of
activity-limiting chronic health conditions is greater in rural than
urban areas. The Februrary 1970 report of the Department of Agriculture. reported the following statistics.
Senator KENNEDY. These statistics also will be placed in the record.
Mr. DECHANT. Thank you, Senator.
(The information subsequently supplied follows:)
PERCENTAGE OF PERSONS WITH ACTIVITY-LI MITI NG CHRONIC HEALTH CONDITIONS,' BY PLACE OF RESIDENCE,
1963-65

Residence

Unadjusted
fir age Age adjusted 2
(percent)
(percent)

_---------------------9.9
Large metropolitan areas.... ...........--------------Other SMSA--------------------------------- --------------------------11.4
Outside of SMSA:
14.6
Nonfarm ----------------------------------------------------------16.5
--------------------------------Farm ----------------------------

9. 8
11.9
14.1
15.4

1Includes heart conditions, arthritis or rheumatism, mental and nervous conditions, high blood pressure, visual impa,rments and some orthopedic i~rpairments.
2Age adjusted means that the effects of uneven age distribution among residences have been removed.

Mr. DECHANT. In addition to the greater incidence of health impairments in rural areas, the danger of these and other health
impairments is compounded by the relative paucity in rural areas of
transportation facilities by which either the ill can be rapidly taken
to a treatment center, or effective treatment can be brought to the
residence of those in need.
Rural people, moreover, are less prepared financially to cope with
ill health. Only about 40 percent of farm workers are covered by
any type of health insurance compared with coverage of 80 percent
for the population as a whole. Further, relatively few rural residents have sick pay or other income maintenance benefits.
In sum, rural America, as compared with urban areas and the
United States generally, is deficient in professional medical personnel, physical health care facilities, and ability to afford the financial
cost of illness. Rural areas are ahead only in sickness and the ill
health of its people. Clearly, catch-up programs of health services to
rural people are required.
CATCH-UP POLICIES AND PROGRAMS FOR SCARCITY AREAS

Mr. CHAIRMAN. I know that some of the proposals that I am

to mention are covered in bills now before this committee, and
going
that you will hold separate hearings on many of them later this
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year. However, I want to touch upon them briefly at this time, since
they can make important contributions to the delivery of health services in rural areas.
Both the Health Manpower Act of 1968 and the Nurse Training
Act of 1964 would expire at the end of June of this year. Bills to
extend both statutes are pending before your committee.
The Health Manpower Act and the Nurse Training Act contain
provisions for forgiveness of repayment of Federal loans made to
medical students and students of nursing, provided that after graduation they practice in areas of health manpower shortage. These forgiveness provisions-and especially the one for physicians-have not
been very effective as inducements to practice in rural areas.
We think that the provisions should be extended and strengthened, by providing a much larger and somewhat faster forgiveness
of loans for physicians and nurses. Doctors, for example, must be allowed to cancel several thousand dollars during the first year of
practice in a rural area, to make the inducement truly effective.
In addition to physicians and nurses, the forgiveness feature
might be extended to paramedics, assistant physicians, and medical
technicians.
The Emergency Health Personnel Act, enacted by the Congress
last year, provided that the Public Health Service of the Department of Health, Education, and Welfare may recruit medical doctors and allied medical professionals for service in rural and other
scarcity areas.
Personnel for this program could be recruited form among the
30,000 military medical corpsmen, trained as medical subprofessionals, who leave the armed services each year. The Public Health
Service is also authorized by the act to deploy some members of its
Commissioned Officers Corps-a force of nearly 6,000 doctors and
other professionals-to serve in scarcity areas.
The act authorized the expenditure of $10 million for fiscal year
1971, $20 million for fiscal year 1972, and $30 million for fiscal year
1973. Unfortunately, to this date the 1970 Emergency Health Personnel Act has not been funded and gotten underway.
The delay is tragic, for this program offers real promise of expanding health manpower in rural areas. There is reason to believe
that indirect financial inducements such as forgilveness of educational loans are insufficient-that we are not going really to get additional health professionals into rural and other scarcity areas unless
we have some sort of Government corps that can be assigned for a
duration of time to these areas. In any event, this approach is one
that ought to be included among our programs that are directed to
the problem.
Mr. Chairman, we urge you and this committee to use your influence to work for immediate implementation of the Emergency
Health Personnel Act of 1970 at a level of funding approximating
the authorized figure. Funds for fiscal year 1971 could be included in
the second supplemental appropriations bill, and further moneys
should be carried in the regular HEW Appropriations bill for fiscal
year 1972.

Clearly, this program could begin to make inroads to solving the
health delivery crisis in rural America, and we cannot afford to
delay its implementation.
Mr. Chairman, one thing that we have learned from the Peace
Corps, VISTA, and other essentially voluntary programs is that humanitarian incentives can be more powerful than financial inducements in motivating people to carry out neglected and badly needed
tasks and programs.
Parenthetically, Mr. Chairman, I have firsthand knowledge on this
front, since my son and his wife have just returned from 27 months
in the Peace Corps in Brazil. This experience should now be applied
in the health field. We clearly nedantoa
elhsrvice corps of
the kind that we proposed in several bills introduced in the 91st
Congress, and that have been reintroduced in the 92d Congress.
A national health service corps would provide a framework within
which the idealism and social commitment of our young health professionals and medical school students could be put to work, serving
the most disadvantaged people in our Nation. Furthermore, because
such a corps probably would be made up in large part of unmarried
young men and women as well as young married couples, the corps
approach would be able to get around one of the real problems of
getting~ and keeping physicians in small towns and rural. places: the
unwillingness of the wives of physicians to forego certain apparent
amenities of living in larger urban communities.
As a means of strengthening the facilities component of rural
health delivery, 1 strongly endorse the proposal for establishment of
area health education centers that was made by the Carnegie Commission on Higher Education in its October 1970 Report. The CarCommission called for 126 new area health education centers,
negie
which could be geographically distributed so as to bring essential
health services within 1 hour of driving time for over 95 percent of
all Americans.
According to the Carnegie Commission's suggestion, one or more
health education centers would be located in each of the States. Because of their dispersion throughout rural America, in many cases
such a center could go beyond strictly educational functions and
serve as the hub around which a network of health delivery services
could be developed.
The health centers could experiment with helicopters, cooperative
ambulance operations, and other means of improving transportation
facilities to serve the health care needs of surrounding rural areas.
The center could emphasize preventive medicine, and home and outreach services.
The resources development fund, as provided in the Health Security Act of 1971-S. &--could serve as a source of funds for these
and other activities operated out of area health education centers.
To place rural health delivery and outreach programs into operation, for the most part we need not move into untested activities
that may result in inefficient expenditures. For many outreach programs, pilot projects are in operation in various parts of the Nation
that afford experience on which we can now draw.
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One such project, operated under the auspices of the Arkansas
Farmers Union under contract with the Department of Health, Education, and Welfare, is the community activities for senior Arkansans (CASA). Among other health outreach projects, CASA has operated a mobile medical unit to conduct medical examinations in
rural areas in the vicinity of Little Rock, Ark.
Since its inception 2 years ago, this mobile unit has completed several thousand examinations, with a referral rate of about 40 percent.
Clearly, many of these people who were found directly in need of
medical care would not have received this check-up and referral in
the absence of the CASA outreach program.
The project demonstrates not only 'that in this way the health of
large numbers of medically deprived people can be measurably improved. It also shows that this can be done inexpensively. The
CASA mobile unit was constructed in a school bus and equipped at
relatively little expense.
Mr. Chairman, many of the recommendations that I have made
for the strengthening of rural health delivery are, I will frankly acknowledge, rather ad hoc and stopgap in nature. They do not add
up to a coordinated system of delivery services-although I think
that the Carnegie proposal for area health education centers, if implemented and elaboarated to its full potential, could provide a
foundation on which a more systematic structure of services could be
built.
Parenthetically, let me say that the health problems of migrant
farm workers are so massive and unique as to defy any attempt to
treat them as part of an integrated rural health care delivery system.
In a real sense, however, a coordinated system of rural health care
services will have to await the general redevelopment of rural areas
and communities. Only as we revitalize and rebuild our smaller communities and rural areas will we overcome the cultural, social, technical, and economic factors that impede the natural flow of health
services throughout the countryside areas of the Nation.
But we cannot await the greening of rural America generally before we supply essential health care to people who happen presently
to live in rural regions. We must employ stopgap measures of health
delivery today, while we work for more fundamental and long range
policies and programs.
Mr. Chairman, we commend you and thi's committee for your
leadership in combating the crisis in health care financing in America. We look to you also for continued leadership in delivering good
health care to the American people, regardless of where they live
and reside in the United States.
Mr. Chairman, I would be pleased to answer any questions that
you may have.
I would like to introduce my associate, Dr. Weldon Barton, who
has been working in this field.
Senator KENNEDY. We are glad to have you with us, Dr. Barton.
Mr. BARTON. Thank you, Senator.
Senator KENNEDY. How do rural people view the problems of getting health care? Is the problem the fact that care costs too much,
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or that family doctors have gone away, or that there are no hospitals or specialists in the area, and they do not know where or how to
seek the services, or that they distrust the health care they are receiving?
Mr. DECHANT. Mr. Chairman, cost is certainly a factor. As chairman of the board of a life insurance company that offers health and
hospitalization coverages, we are forced into the necessity of constantly raising rates, premium rates, to try somehow to keep pace
with escalating costs. And this is particularly tough in the rural
areas, because farmers have not been sharing in the general prosperity of this Nation.
At the moment we are at 70 percent of parity, which takes us
back to the days of the depression. You can go back to 1947 and find
at that time the same amount of net farm income that we had in
1970. In other words, after 25 years we have the same net income.
Inflation raises the same problem in the rural areas as it does in
the city.
We have taken 20 million people off the farms and out of rural
communities during the last 20 years, and moved them to the cities.
This is a rather senseless migration. This is why I have commented
on the shortrun emergency stopgap measures that are needed, and of
course the long-run re-vitalization of rural America.
Senator KENNEDY. With reference to financing, I understand that
only 40 percent of rural Americans are insured, is that correct?
Mr. BARTON. If I could respond to that, Senator, this has reference to farmworkers in particular. This is a statistic taken from the
Department of Agriculture's 1970 study that is reported in the formal statement. But it is with respect to farmworkers. And in terms
of farm operators and their families, I think you would find a somewhat larger percentage insured.
Senator KENNEDY. Is the low percentage of insured related to the
cost of insuring farmworkers or what? Why aren't there more people insured?
Mr. DEcHANT. In the rural communities there is just no concerted
effort, you see, to provide the coverage that you have in an urban
center. I have said many times, Mr. Chairman, that in rural America we have our poverty fully hidden away. We have it dispersed,
you know, in the small towns and the hamlets. In the cities the ghettos stick out like a sore thumb. But with some 27 percent of the Nation's population living on the farms and in rural areas, we have a
very high percentage of the poverty of the Nation, over 40 percent.
So the coverage just is not there. Because in the small towns there is
just no concerted effort to do the job.
Farm organizations have been- trying to provide services either
through their own insurance companies or in combination with Blue
Cross. But we just do not reach enough of them. There are many,
many of them not covered.
Senator KENNEDY. Would they like to be covered by insurance?
Mr. DECHANT. By all means. Of course they want coverage. We
have a floor in this country of sorts, you might say, for health needs.
But I say a lot of the planks are loose and many of them are missing. And this is why I thought so well of the bill that you have in-
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troduced, because I think it would start to do something on the economic front by providing a broader floor and a higher floor to cover
all Americans, because this is key. There are many Americans now
not covered. I think that this is inexcusable in this Nation not to
have a floor under which all Americans could be covered. In addition to the economic program that I think your bill really gets at,
and that is important, we are also concerned about delivery. Because
in the rural areas this is a problem, how you really get health care
out to where it is needed.
I was impressed with the Carnegie report, for example, and the
map in the report showing the proposed location of the 126 centers.
The fact that many of these would be located out in rural areas was
very appealing to me.
I
Senator

KENNEDY.

If they want it, why aren't the insurance com-

panies out there trying to sell it?
Mr. BARTON. If I could respond to that, I think I would say that
these people would like in many cases to be covered. When illness
comes, there is a tendency, I believe, particularly among rural people, not to plan ahead and look ahead as much, possibly, as you do
in urban areas. Urban people interact more and talk with others
about the possibility of their getting ill. But this is a real merit, it
seems to us, in your proposal for comprehensive coverage that would
get insurance to these people, a basic floor of coverage to all Americans, including all rural people, so that when illness comes, they are
covered. This is the point, I think, at which they will appreciate the
fact that they have the coverage in many cases.
Mr. DEcIIANT. Mr. Chairman, the other part of the answer to your
question is, why aren't they buying it. It does relate itself to income,
the fact that the farm sector has just not shared in the general income of this kind.
Senator

KENNEDY.

I

imagine it is difficult for them to afford it,

particularly with the kind of apparent farm policies that we currently have, in terms of providing a realistic income level to rural
people. And this coverage is expensive.
Mr. DECHANT. And, Mr. Chairman, I want to express my personal
appreciation and that of the Farmers Union members everywhere
for the consistent support that you have given farm programs in
this country. We appreciate it very, very much. They are the kind
of programs that my organization has been promoting.
Senator KENNEDY. We appreciate that reference.
Let me ask you this. In your statement here you refer to this
CASA program, Community Activities for Senior Arkansans, and
the mobile health unit that went around and visited. I wonder if we
have got any kind of information on the kind of problems that they
found in these communities?
Mr.

DECHANT.

We

can certainly explain them.

Senator KENNEDY. I think that it would be interesting to find out
what they really discovered, what the real health problems were.
Mr. DECHANT. We will make it a point to supply the information.
It was a tremendous operation. It was staffed by a Public Health
Service doctor and several nurses. And we were amazed at the
amount of referrals that were made for immediate treatment.
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Mr. BARTON.-We could add here, Senator, that in many cases they
found relatively elderly people that had never seen a doctor, had
never been to a dentist. They found this repeatedly. They found
people that were ill, and could not get the transportation to failities,
could not gaet to a doctor in a physical sense. And certainly we can
give you some detailed information in addition to this on the conditions that they found in those areas.
Mr. DEGHANT. In working with health problems of rural people,
Farmers Union discovered that one of the things they neglected
most was securing a periodic medical checkup. It is very difficult for
a person with limited income and no transportation to get to the
doctor's office, which may be 20 or 30 miles away, for a physical examination. Many times this habit of not visiting the doctor "till they
hurt somewhere," which may stem from either ignorance or apathy,
can lead to diseases and illnesses which become acute.
In June of 1968 a supplemental grant was secured from the Administration on Aging to implement a mobile medical unit. This
phase of CASA project is designed to provide a free multiphasic
medical examination for the elderly in the remote rural areas.
The six counties chosen for the CASA project were selected because they offer an excellent cross section of the rural population of
Arkansas. There are two counties which are in the mountainous section of the State, where the people are fiercely independent and
self-reliant. There are two counties in the Grand Prairie-type region. One county is representative of the delta farming region and
the other a mixture of all three types.
We believe that Arkansas offers, perhaps better than any other
single State in the Nation, a wide range of the types of people
found in the rural areas. Aside from the segment that has lived all
or most of ther lives in Arkansas, there is also a large influx of people from other States across the Nation who come to Arkansas to retirk .
Therefore, it is also believed that these figures are not only representative of the conditions of the rural elderly in Arkansas, but are
also indicative of the older rural population of the whole Nation.
A 66-passenger schoolbus body was secured from a local manufacturer and the inside was constructed to provide a mobile clinic
where medical examinations could be administered. This type of vehicle was decided on so as to offer a maximum of mobility and ease
of operation.
The unit. is staffed by a physician, two licensed practical nurses
and a driver-maintenance man.
When the fieldworkers receive the unit's schedule from the home
office, they secure exact locations, such as a local store, school, and so
forth, where the unit can perform the examinations. They then publicize, through posters, newspaper articles, and announcements when
and where the unit will be. Often they provide short-range transportation to the unit for persons unable to get there on their own.
Upon arriving at the unit, a short medical history and information is taken by one of the nurses. The patient then proceeds
through a battery of tests especially selected and designed to detect
the prevalent chronic diseases in the elderly. Many of these tests

give results not only of the disease tested for, but are indicative of
other physical abnormalities.
When all of the results are received in the office, the secretary processses the records. If the patient shows an abnormality in any of
the tests, he or she is sent a letter advising him to contact his private physician whose name was given to us when the patient came
through the unit. His physician is, at the same time, sent a letter advising him of our findings and a copy of his medical record.
We do not attempt to make any diagnosis at the unit, nor refer a
patient for a previously known condition. It is left to the private
physician's discretion as to what further tests and/or treatment he
may prescribe on the basis of our findings. After a period of time, a
list of the patients referred is sent to the field workers. They in
turn, visit these persons to ascertain if they have visited their physicians and, if not, encourage them to do so.
We have- been told that at least 85 percent of these people do see
their physicians.
Since the unit began actual operation in November of 1968, we
have examined over 3,200 people. Of these, we have referred 68.6
percent for at least one Previously unknown condition.
The following statistics summarize the referrals:

ARKANSAS
FARMERS
UNIONCASAPROJECT
ONREFERRALS
OF MOBILEMEDICAL
UNIT
REPORT
Height
weight
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acuity

Blood
sugar

NumberOfpersons
referred------------------------..
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7.1

lotraElectroHemaBlood ocular cardloVital
locrit pressure pressure
gram capacity
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407
2.1
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:
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We have encountered many cases where the patient's condition
was of such a serious nature that the need for immediate attention
was indicated. In such cases, the person was referred to his physician
at once. We have had many cases where doctors have told us that we
have possibly prevented either death or disability by stroke by detecting abnormally high blood pressure in the patient.
Senator KENNEDY. You stress the importance of the Emergency
Health Personnel Act, and point out that unfortunately the act
has not been funded or gotten underway for fiscal year 1971.
What do you think the reason for that is?
Mr. DEcHIANT. There are higher priorities, I suppose. The Pvesident, as I understand it, has recommended, instead of the $20 million that is authorized, $10 million forSenator KENNEDY. That is for 1972.
Mr. DECHANT. Yes. And nothing for 1971. In other words, there
were no recommendations and no funding for 1971. And this is why
I was pleading that if it is possible through the supplemental appropriation procedure to do something in 1971, it would be most helpful. And certainly to the extent that we could move to the $20 million figure in 1972, it would be helpful.
I suppose is a matter of priorities. I happen to believe that tivis is
a great priority in America, and one that we, must get at.
Senator KENNEDY. You point out in your testimony the lessons
learned from the Peace Corps, VISTA, and voluntary programs. Do
you know of examples in rural areas that you might be able to describe to us where volunteerism and voluntary programs have had
an impact in terms of health?
Mr. DECHANT. I do not have any specific examples, outside of the
one in Arkansas. And in our green thumb programs, for example,
we have found that in connection with operating green thumb and
green light, which, as you know, employ elderly men and women,
that they have many problems that no one is aware of, unless someone goes out and searches. And as these people heard about these
employment possibilities, we suddenly became aware that they had
health problems. And this is why I think a health corps could really
start doing something on the rural front in finding out what the
problems are. They are just out there vegetating; it is a very sad
thing. They do not know what is available,. A health corps could get
into the rural areas and be most meaningful.'
Our Peace Corps programs have been doing meaningful work
abroad, as I indicated in my testimony. My son has just returned
from 27 months in Brazil. Hte did not do it because there was any
money involved: he did it because of a deep feeling and wanting to
be helpful to people. And I think we can use these young people
here in America to do the same thing.
Senator KENNEDY. In urban areas when indigent people have
'health problems they go to the public hospitals. What happens in
rural America? What replaces the public hospital that exists. in
these urban areas? What do people do when they get sick and they
have no insurance and no money?
Mr. DECHANT. Well, they can go to the welfare office, you know,
to the county welfare, to see what kind of help they might get.

Let me give you a. typical example of what happens. Someone
comes down with a skin cancer or something. And many times, in a
place like western Kansas, the only thing you can do is go to Denver. That is 200 or 300 miles away. So it is a problem of transportation. And if the person does not have any way to get to Denver or
to Topeka or to Kansas City, then nothing happens. These people
j ust stay out there. And up in the great northwest area where we
hae many, many thousands of Farmers Union members, the clinic
at Rochester was always the answer, if you got sick you went down
to the Mayo Clinic. Well, there are thousands that do that. But
there are additional thousands of people who cannot afford to go. So
they just stay at home. Nothing happens. They work with the local
doctor, they go to the local hospital. There really is no effective way
to get people where they can get treatment. It all depends on incomie. Those that can afford to go to Denver, go. And those that cannot, stay out in western Kansas.
I am using that as an example because I was born in the State of
Kansas. I am familiar with how we operate out there. I had my own
case of being down with TB. And the problem was, where could you
go for treatment. It was a long way from the farm out in western
Kansas.
Mr. BARTON. I would like to emphasize, Senator, the loss of dignity that is involved in this. If a person does get care, if he is indigent in a rural area, he goes to the local general practitioner in the
small town near there. He may get some care, but he gets the type
of care or the amount of care that that local doctor wants to give to
him on a sort of a dole basis. And hie is made aware of it, he or she is
made aware of the fact that he is getting care as the doctor wants to
put it out, so to speak.
So this is the reason again for a floor under health insurance so
that these people can get care and get care with dignity as other
Americans get care.
Senator KENNEDY. Who is working now in these rural areas to
develop an innovative program to deliver health care to these communities? Are the commercial insurance agencies, local communities
or physicians and hospitals doing anything? Is there anyone doing
anything?
Mr. DECHANT. Unfortunately, Mr. Chairman, very little is being
done. On the health front there is a dearth of information. For example, on housing. We have the Farmers Home Administration.
And we have the Rural Housing Alliance. Our extension service out
of our land grant universities bring all kinds of information to us
on agriculture. In the health field there is a vacuum. Really nothing
is happening. We may be asking our extension service of the university to start improving our health program, to start having seminiars. The reason, Senator, that I was asking for some balance between urban and rural, is that it takes rural areas longer to gear up
and take advantage of public programs than it does the urban centers. It takes time for them to work out applications. They don't
have the expertise that we have in the urban centers. And the reason
I am hoping that amendments can be added to provide a balance is
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to make sure the money is not all gone by the time the rural people
get geared up to apply.
Senator KE NNEDY. Why do you think there is a vacuum in this
area?

Mr.

DECHANT.

Well,

for too long America really has not been

doing anything about the health problem. I guess most of our measures have been emergency measures. And in rural America little or
nothing effective has been done. The rural area desperately need revitalization, Mr. Chairman. In rural America we have to hit on all
fronts. We have got a bad situation housingwise, healthwise, and I
think it is time for America to adjust its priorities and end this
senseless migration to the large cities, where we have 70 percent of
the people now on 2 percent of the land space. In the long run we
have to reverse this ridiculous situation and revitalize rural America.
I think at the moment we ought to start on the health front, the
housing front, and let me also say, on the farm income front. Because this would solve a lot of problems.
Senator KENNEDY. That is a good note to end on. I want to thank
gentlemen, for appearing before us. I think providing quality
Sou,
health in rural areas is going to be one of the great challenges of
our time. Our own legislation tries to provide some innovations and
ideas to help in this area, but it is going to be extremely difficult.
Your comments have been very useful and helpful. And I want to
thank you again. Many of us in the Congress whose programs come
from urban States in the East rely on your organization to help
us fill our responsibilities and obligations to the people that live in
rural America. This morning you have spoken in behalf of the very
important areas of social need in rural America. You are continuing
the tradition of a great Farmers' Union. I want to thank you again
for your appearance here.
Mr.

DECHANT.

Thank you.

Mr. BARTON. Thank you, Senator.
Senator KENNEDY. Our next witness this morning is Dr. J. L.
'Snyde'r, who is representing the Council on Rural Health of the
American Medical Association; Dr. Snyder is also on the AMA's
Committee on Health Care of the Poor. A physician from Fresno,
Calif., and a member of the California Medical Association, Dr.'
Snyder serves the association on its committee on rural health, its
commission on community health services, and is a delegate of its
house of delegates.
In addition, Dr. Snyder is a member of the Advisory Committee
of the California State Department of Public Health, a member of
the California Governor's Agricultural Section of the Industrial
Safety Conference, vice chairman of the Fresno City Comprehensive
Health Planning Council, and a member of both th Fresno Foundation for Medical Care Regional Medical Program and the Southern San Joaquin Comprehensive Health Planning Council.
Dr. Snyder, I appreciate your making this long trip in order to
appear before the Health Subcommittee. I see that you are an extremely busy man and look forward with great interest to your testimony.
Dr. Snyder.
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STATEMENT OF LEOPOLD 3. SNYDER, M.D., CHAIRMAN, COMMITTEE
ON RURAL HEALTH, AMERICAN MEDICAL ASSOCIATION, ACCOMPANIED BY HARRY N. PETERSON, DIRECTOR, AMA DEPARTMENT OF LEGISLATION
Dr. SNYDER. Thank you, Mr. Chairman.
Mr. Chairman and members of the subcommittee, I am Dr. Leopold J. Snyder, a physician in the practice of internal medicine in
Fresno, Calif. I serve as chairman of the American Medical Association's Council on Rural Health. With me is Mr. Harry N. Peterson,
director of the AMA IDepartment of Legislation.
We are pleased to be here in response to your invitation to discuss
health care in rural areas.
We apologize for not getting the statement to you earlier. The logistics just did not allow it, I am sorry.
-As its name implies, the council on rural health serves to identify
and seek solutions to health problems in rural areas.
Our concern for the problems of health in rural, often inpoverished communities, covers a good many years. My own involvement
in seeking solutions to those problems hias taken me into virtually
every quarter of the country.
The one great lesson I have gained is that any attempt to find single causes for these health problems, or simple solutions to them, is
bound to result in total frustration.
The fact is, the health problems in rural and poor communities
are like the familiar headache remedy-a combination of active ingredients. A purely medical solution to the problems in such areas
would not be sufficient.
Rich or poor, rural or city dweller, our state of health is conditioned by such things as the circumstances in which we were raised,
the environment in -which we live, and the life-style we have chosen
within that environment.
Whatever use we choose to make of medical manpower and facilities to meet the challenges of rural health, then, will be far more
effective if we also attack the root causes of rural health problems.
Socioeconomic factors, I assure you, play a very real, and sometimes
devastating role in rural health.
Rheumatic fever, for example, is relatively rare among the wellto-do, but its incidence rises as one looks down the economic scale.
Heart disease and diabetes mellitus are comparatively prevalent
among the poor.
Cervical cancer occurs more often, and causes more deaths, among
women of the lower economic strata. Premature births aiid higher
infant mortality tend to be associated. with both low income and low
occupational status.
People's attitudes toward health care are among the barriers that
need to be hurled in some rural communities. Just as some people
prefer not to use the seat belts i their cars, people in some rural
communities do not always tak~e advantage of the available health
resources.
In a Mexican-American community in the Southwest, for example,
in my valley in California, a p,,,-rson with a mild disorder may pro-
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fer to treat himself, or be treated by a member of the family or a
neighbor. That may be true, even when there is a doctor or clinic in
the vicinity.
If the sickness persists or worsens, a diviner is likely to be called
in. The diviner may undertake to treat the malady with some home
remedy, or he may recommend the services of a curandero-a person
who is supposed to have received healing power f rom God.
Senator KENNEDY. I have not heard those terms before, the "diviner," and "curandero."
Dr. SNYDER. The Mexican-American will seek many of the folk
ways in treating his illnesses long before hie seeks medical care. He
actually seeks emergency Care, of course, rather than medical care in
response to pain and suffering. But hie has usually gone through a
long period of self-help with the resources of his folk medicine before hie does seek medical care. This is quite common in parts of
Texas, New Mexico, and California. It is still very, very Prevalent.
Senator KENNEDY. IDo these people practice illegally? They are
obviously not licensed.
Dr. SNYDEFR. They do not practice medicine. So the Licensures Act
does not really cover them. They do not usually prescribe drugs.
They do not perform specific procedures. And so generally they do
not come under the licensing procedures. People tend to keep hands
off of religious practices. I am not against this, though sometimes we
find that these may be hazards to health.
Cultism, which is still rife in this country, is one of the blocks to
adequate health care services.
Shall I go on, Senator?
Senator KE,,NNEDY. Please.
Dr. SNYDER. In order to cope with rural health problems in any
meaningful way, we need also to assess the resources available to us.
What, for example, is the state of our rural health manpower
today?
As you know, there are now more physicians in the United States
than ever before. Iii 1960, there was one physician for every 712
Americans. Now the ratio is down to 632 to 1-a considerable improvemnent.
The fact remains, however, that these doctors are not always located where they are most urgently needed. As examples of the disin distribution, let me cite some figures. Here in urban
parity
Washington, D.C., there is a physician for every 340 persons. In
rural Arkansas, the ratio is one doctor per 1,400 people. There are
some rural counties throughout the country with no private practicing physicians, some 136 by the last statistics I have seen.
The urbanization that has been taking place among health profession als in recent years merely follows a pattern among the population~ as a whole. That is, people have been leaving the countryside
and moving into the cities. A generation ago, in 1940, slightly over
half of the American people lived in cities. 'Today, approximately
seven out of 10 of our citizens are city dwellers.
Senator KEN NEDY. Are the doctors moving to the cities faster
than the rest of the population?
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Dr. SNYDER. I do not believe faster-well, they may, as my testimoiny will show shortly, there is a tendency for people who are more
highly trained, more highly educated, to go into the urban stream.
This has been the tendency. I think they have followed rural populations and possibly outstripped the migration into urban centers. I
think this may be valid. I do not know of any statistics concerning
this.
The reasons for this migration are well known to social scientists.
They tell us that, as rural communities experience a decline in population, or cease to expand the quantity and quality of services that
make rural living desirable, the people who could contribute most to
community betterment tend to leave.
They tell us, also, that people who are highly trained tend to be
among the most mobile elements of the total labor force. That is
particularly true of younger professionals. Consequently, it has been
the younger doctors and nurses, generally speaking, who have been
moving into the cities. Among doctors, at least, it is the older men
who have tended to remain behind.
There have been other trends that affect the rural health situation.
One is the recent trend among younger physicians to select fields of
specialization, rather than enter general practice. This trend, too,
has contributed to the shortage of physician manpower in rural
areas.
On the other hand, increasing specialization assures the patient of
a greater variety of medical skills. No one medical practitioner
today can possibly cope with the myriad advances being made
against diseases and disabilities.
Fortunately, in many parts of the Nation, those skills are accessible to rural dwellers. Modern, fully equiped medical centers may be
farther away, but-thanks to the modernp roads and highways-they
may be as close, or closer, in terms of time.
this points up another important turnabout in the delivery of
health care in the past generation. Formerly, the doctor traveled to
the patient. Now, the patient usually travels'to the doctor.
The resulting saving of time has enabled each physician to boost
his productivity of services manifold. A University of Iowa study
indicated that this gain in individual productivity in that State has
been proportionately greater than the increase in numbers of doctors.
Though a large segment of people in rural communities have adequate access to quality health care, there is also a large segment
which does not. In some instances, they live in remote localities, far
from the nearest health center.
Senator KENNEDY. How large would you estimate this latter segmrent to be, Doctor?
Dr. SNYDEiR. Well, as we indicated previously, there are 136 counties in this country which encompass-I have the statistics some
place-which encompass, as I recall, about a half a million people,
having no private physicians at all in their community. There are 60
million rural people living in counties that are not contiguous to a
major community, to a standard metropolitan service area.
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Now, these, by virtue of roads, and by virtue of their own mobility, in the case of the middle class at least, have been able to find
their own health care services. When we consider the 40 percent of
this Nation's poor that live in rural areas, if they are any distance
from an urban center, they are in trouble, simply because the physicians whQ are already present in those rural areas, who I might say,
give freely of their time and energy and skills to the poor as well as
the middle class, are just unable to take care of the total load.
Their immobility prevents them from very often coming to that
physician's office during the time that the offices are open.. So they
very often appear at the public hospitals at midnight, causing great
burdens there, which result in dislocation of the institution, but
more importantly, dislocation of the families.
In other cases, their lack of adequate health service can be attributed to reasons of economics, immobility, cultural attitudes, and a
liost of other causes.
The American Medical Association believes every person should
have access to adequate health care, whether he lives in a city, or
some remote rural region, regardless of his economic circumstances.
That is one reason the American Medical Association established its
Council on Rurail Health some 20 years ago.
During their testimony before this subcommittee on March 15,
Drs. Parrott and Roth discussed a related matter, the AMA's medicredit bill. As you know, the medicredit program would remove the
economic barriers to health care.
If I may be historical and fill you in on one function of the AMA,
the AMA's Council on Rural Health meets regularly, and also meets
regularly with an advisory committee, drawn from the leadership of
other organizations concerned with rural health. They include the
following:
The Cooperative Extension Service, the Farm Foundation, the
National Association of Farm Broadcasters, the National Extension
Homemakers Council, the National Grange,. the National Safety
Council, the Women's Auxiliary to the American Medical Association, the American Agricultural editors' Association, the American
Dental Association, the American Farm Bureau Federation, the
American Nurses' Association, the American Public Health Association, and the American Veterinary Medical Association.
The advisory committee assists the council in several ways:
(1) Provides a cross-section of rural health problems throughout
the country.
(2) Helps to establish priorities on health problems.
(3) Gives guidance in programs to alleviate these problems.
(4) Helps to evaluate the council's efforts in the solution of the
probes.
*(5) Provides the council with an opportunity to interpret medicine s program and health promotion efforts to leadership of these
organizations.
The council also works closely with State and local public and
private orga-nizations, in an effort to find the best health care solution in a given locality. Early in the game, we learned-to our dismay-that the problems of each locality are unique.

Therefore, some of the solutions have been unique and frequently
innovative. What will succeed in upstate New York, may be a dismal failure down upon the Suwannee River, in Florida, or the San
Luis Valley, in Colorado.
Some of the approaches in which we have been involved include
neighborhood health centers; satellites to hospital centers; rural
practices; utilizing allied health professionals; transportation and
communications systems; mobile health units; and deployment of individual physicians.
Let me mention some projects that are currently underway. In
Seattle, the University of Washington is providing former medical
corpsmen with a 3-month refresher course on civilian medical procedures. Upon completion of the course, these former medics are sent
to physicians across the State, who have agreed to act as their preceptors, and to employ them after 12 months of on-the-job experience.
Some of these men are already on the job, mostly in rural communities. This Medex program, as it is called, is supported by the
WVashington State Medica Association and its Education and Research Foundation, as well as the AMA's Council on Rural Health.
Also in the State of Washington, the AMA's Council on Rural
Health helped initiate a rural health project in Adams and Lincoln
Counties. Health providers and community leaders are working togrether to review their health service resources and deficiencies in
hopes of establishing innovative health deliver. Medex people will
be utilized. AMA's Education and Research Foundation has provided a $17,500 grant to share the first-year cost of this program
with the Washington State Medical Association and its Education
and Research Foundation.
Across the country, in Lawrence County, Ala., another project
also involves the services of former medical corpsmen. In this Appalachian area, there are only six physicians to serve a population of
30,000.
Basically, the project has two modes of patient contact-a family
care unit and outreach teams. The outreach teams introduce families to the community health service personnel, who can then begin
the history-taking process and refer the family to the family care
unit.
The University of Alabama has assumed the responsibility for recruiting former medical corpsmen to work as physicians' assistants
in Lawrence County. The project was developed by the Tni-County
Appalachian Regional Health Planning Commnission.
Senator KENNEDY. About Lawrence County in Alabama, are you
familiar with it personally?
Dr. SNYDER. I have not visited it. We have been extremely interested in this approach.
Senator KENNEDY. I am going down to the University of Alabama tonight. So I was wondering if you were able to add anything
to that?
Dr.

SNYDER.

I

am sure you will be able to ask the next witness

more about this. We have been very impressed with this approach as
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another way of approaching health care problems. I do not have
personal knowledge of this. We felt strongly enough about it so we
included it in a booklet of ours.
In Southern Monterey County, Calif., a small population is increased to 23,000 by a seasonal influx of migrant farm workers. A
group of 10 physicians and 80 supporting ancillary staff members
have undertaken to provide medical care to all eligible residents, includingy migrant farm workers.
Patients are cared for in the same facilities, by the same medical
staff that serves the self-sustaining. members of the community.
Transportation-including a van, equipped for wheelchair patientsserves the entire project area. Grantee for the project is the Monterey County Medical Society, with funds f rom. the OEO.
A community health program in Lafeyette County, Fla., is under
the supervision of the Division of Ambulatory Medicine and Com.munity Programs of the Department of Medicine at the University
of Florida's Collegae of Medicine. The program started on January
6, 1969, as a commiunity-oriented, comprehensive health care service
for the residents of the area.
A recently constructed county health clinic, with ample space for
the abulatory care of all country residents, serves as the base of operations.
The purposes of the clinic are threefold: To provide a teaching
and training experience for medical and nursing students and house
staff in community medicine; to furnish medical service to a community where it has not been readily available; and to provide for
the college of medicine a facility where problems of getting health
care to people and getting people in need of health care to health
professionals may be critically studied.I
Thanks to Space Age technology, another significant approach
may soon be attempted in the wilderness of southwestern New Mexico. This ia a 50,000-square-mile region of high mountain ranges and
portions of the Chihuahua and Sonora deserts. Some 95,000 inhabitants of the region are served by only three physicians.
The program here calls for a central health center and a series of
remote health stations. The stations will be staffed by persons
trained in health care, but not as highly trained as a physician.
They will be equipped with sensors, similar to those used by NASA
to monitor the health of the astronauts.
Thus, a patient visiting one of the remote health stations will
have attached to himself the electronic sensors, Which will transmit
heartbeat, respiration, blood pressure, and other vital data to the
computer-controlled center, where a physician would monitor the
symptoms and advise the allied health staffer by radio.
Mr. Chairman, I have mentioned only a few of the many efforts
now being made by medical groups and others, to help make medical
services more readily available in rural areas.
As part of the council's work program, we are now developing
Guidelines for Community Organizations for Health Services in
Rural Areas. These guidelines will be distributed widely. We hope
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they will stimulate rural communities to develop rational approaches
to solving their health service problems.
We have also produced a booklet entitled "Health Care Delivery
in Rural Areas-Selected Models," which is now in its second edition. The examples of rural health delivery systems described in this
publication vary widely as to sponsorship and services offered. Here
again, we hope that communities seeking solutions to health problems, by study of the models described, may find ideas and programs
that can be modified to fit their own needs.
Incidentally, I have seen some well-used copies of this booklet at
the offices of the U.S. Public Health Service, in IRockville, Md. With
your permission I would like to enter a copy into the record as an
appendix to my remarks.
Senator KENNEDY. That will be admitted.
Dr. SNYDER. Thank you, sir.
(The material referred to by Dr. Snyder follows:)
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Selected Models
BEST COPY AVAILABLE

FOREWORD
This pamphlet is written for those who are
concerned with the delivery of health services to all people living in rural areas. Its
purpose is to present an overview of the
problem as well as selected plans and
models for delivery of health services in certain rural areas of the nation. It is hoped that
from such experimental models a number of
plans will evolve which can be adapted and
utilized by local health planning groups for
their specific needs.
Bond L. Bible, Ph.D., Secretary
Council on Rural Health
Division of Health Service
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Health Care Delivery inRural Areas
Selected Models

Fifty-four million Americans (27%) live in rural areas. Trends
in the U.S. toward urbanization and specialization in medical
practice have resulted in a concentration of physicians in
larger cities. A resulting maldistribution of physicians In certain areas leaves some rural communities without immediate
access to medical care. In addition to the problems in communication and transportation imposed upon rural dwellers
by the distances separating them, we find that rural people
in the more sparsely populated areas have only about onehailf the access to physicians, dentists, nurses, hospital beds,
and other health resources when compared with the rest of
the nation. The health problems of rural areas are further
compounded by environmental hazards, an aging population,
and a high degree of poverty, In addition, an increasing
number of patients, greater demand for services, more difficult patient problems, more complex diagnostic and therapeutic procedures, and a greater need for continuing medical
education are all placing increasing demands upon the physician's time and skill.
CHANGING PATTERNS OF RURAL LIVING

If one word typifies the present rural community, that word
is change. Social and technological changes and the problems of adjustment to them are the underlying phenomena

which most characterize society and social action today,
both rural and urban. Among the changes affecting rural
living are these:
" Declining population in outlying rural areas as a result of
tremendous population shifts to urban, suburban, and rural
fringe areas;
" A decline in the number of farm families;
" Rising technology and mechanization in all fields of endeavor;
" Industrialization in rural areas, especially on the fringes
of metropolitan centers;
" Health care service area evolution;
" A trend toward larger units of action-school consolidation, church consolidation, multiple county and county-city
organization, and joint action;
*Growing dependence on services beyond the immediate
locality;
*Larger and more complex Institutions;
*Growth of special interest organizations with specific programs and approaches; and
*Maladjustments of community services and local governments.
There is great diversity of the rural population In the pres-

ent day rural community. The occupational structure Is
chang ing- n creased intermingling of non-farm rural residents with farm people-increased numbers of farmers working off their farms-more women employed outside the farm
home-greater mobility of all people.
The urbanizing and broadening influences of modern communication media and transportation such as radio, television, newspapers, highways, automobiles, and airplanes
touch even the most remote rural family and iend to gradually reduce rural-urban differences in health attitudes, needs,
demands, and behavior. Nevertheless, differences still exist
in availability of resources and facilities for human services
in rural communities of America as compared wth metropolitan centers.
Future trends and outlooks Indicate that the changes affecting rural life will continue, and In some Instances, at an
accelerating rate. The shift out of farming will continue, as
well as technological advances in agriculture. Much of rural
America will become "mixed income" communities.
The school and education will assume an increasingly Important role. Adult education will increase. The role of Institutions serving the rural community will change, but not decrease In Importance.
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VARIATIONS IN PATTERNS OF LIVING
Feedback from community study leaders In the 21 community action study groups of the National Commission on Community Health Services points up one major conclusionthat there Is no single blueprint for study and solution of
health problems that is applicable to all communities In all
situations. The cultural base of any community Is Important
In determining how human and natural resources are treated.
The uneven distribution of population creates Important

differences throughout the nation. In 1960, two-thirds of the
population of the U.S. were found to live in 212 standard
metropolitan statistical areas (SMSA's) and the counties clustered about cities of 50,000 or more inhabitants. There were
about 2,700 or 90% of the 3,043 counties in the U.S. identified as predominantly rural. Of the 2,700 counties, 250 have
less than 5,000 inhabitants each. These statistics Illustrate
the problem of density of population vs. space.
Continuing regional disparities appear when data on the
distribution of physicians, dentists, and nurses per 100,000
population are examined by year and region. The South's
supply of physicians, dentists, and nurses was at a lower
level than that of any other geographical region from 1921
to the present.
That the concept of region is often applicable to the development of health facilities is borne out by past regional
developments in the Southwest, Northwest, and Far West.
Wide variations In patterns of living in rural areas are evidenced. About 14,000,000 rural people continue to live at a
depressed level. Some may live In the midst of relative
prosperity, but are bypassed by economic and social change.
Rural America accounts for 27% of our total population, but
40% of the poor.
Some communities have become stranded where farmland
has been depleted or forests and mines have been exhausted. In such places, people have little access to health or
other community services. The greatest concentration of the
deteriorating rural communities is in the Southeastern and
Southwestern states. Others are scattered throughout the
country. Rural people of the Great Plains share in general
rural economic and social Improvements, but suffer a growIng handicap in their efforts to maintain adequate community health services as the population of the counties con-

tlnues to dr'croase Eise of transportation compensates to
some degree for the greater distances to community services. The lack of arrangements to meet unexpected health
emergencies affects all families in the Great Plains region.
Health care for migrant farm workers poses difficulties in
all areas of the U.S. Working in isolated communities, uncertain income, lack of resident status, and limited availability
of health services, are problems generally faced by migratory
farm families.
SUITABLE MODELS ARE IMPORTANT

With the changing patterns of life-demographically, economically, socially-dif ferent models for the delivery of
health care services are needed. Such suggested designs
will provide directions and guidelines for rural community
health planning groups to consider and, hopefully, to be
able to revise and adapt to meet their local requirements.
Physicians and health workers have long recognized the
need for community health planning to prevent fragmentation of services, needless duplication of services, and waste
of money. They are also conscious of the need for efficient
utilization of currently available health manpower and facilities.
Physicians are not needed in every hamlet, village, or
township. Today's modern transportation makes it unnecessary for a physician to have an office in each area where
relatively few people reside. In our educational system, the
one-room rural school has given way to larger multi-room
consolidated schools with modern facilities and adequate
resources. The same trend applies to medical services for
the rural population. In some areas of the nation where rural
and small urban communities are contiguous, health resources and efforts can be combined in larger and more

functional groupings which will comprise a population base
large enough to support a full range of efficient and high
quality health services and facilities.
Today's family physician locates himself so that he can
do the most good for the greatest number of people. More
patients are able to reach him in less time than his "horse
and buggy" predecessor. A patient who is 15 or 20 miles
away from his physician today is actually closer in terms of
time than a patient 2 miles away was 50 years ago.
Patients and families can more easily come to the physician and his supporting staff than in the past. Increasingly,
physicians' offices are clustering around community hospitals
in the larger towns. Often. the newer hospitals contain office
facilities for group practice, so that the emergency room,
clinical diagnostic laboratory, and radiology facilities can be
jointly used for ambulant outpatients as well as inpatients.
Wherever it is not possible for dispersed rural populations
to come to a town because of age, infirmity, or depressed
economic conditions, techniques can be used to take a
mobile office with allied health professionals and a simple
laboratory to the people. In some very isolated rural areas
it might prove more feasible to develop small permanent
satellite health centers with a vwell-designed clinic building
staffed by a physician's assistant in residence who could
serve in a similar role Io that of a corpsman in an isolated
military post or on a ship. Other allied health professionals
could be added as needed. The problem of ready communication with the physician is soluble by techniques developed
for transmission of data in the space program.
The dimensions of a health service area within which
residents should join to carry out integrated planning for
delivery of health services are likely to be already marked
by the trading or community patterns that have been drawn

by rural and city residents together as they drive to work, to
shop, to college, to visit, and to recreational and cultural
facilities.
The models described here are not to be construed as
predictions, but as concepts. A description of a model does
not imply endorsement of a particular method for the delivery
of rural health services. With our changing times, other
models will be conceived and developed as local conditions
may dictate. It is hoped thet from such empcrimenkt-a models
a number of plans will evolve which can be adapted and
utilized by local health planning groups for their specific
needs.
Each community needs to make a critical appraisal of Its
situation to determine the most feasible arrangement for delivery of Its health care. Some questions to consider are:
1) Is there sufficient population base at various age levels
to warrant patient demand for onG o.- more physicians? 2) Is
the community capable of providing nec;essary'flnanclal resources to support personnel and facilities? 3) Where do
people travel for medical care at present? 4) Are there
readily accessible major health centers available In the
larger community area?
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the people of his community. He functions with, and has
access to, expert specialists. He serves as a personal physician, oriented to the whole patient, who practices both
scientific and humanistic medicine. Quality health care ultimately depends on the caliber and conscience of the individual physician. Throughout our nation's history, the individual
practitioner has carried on as one of the vanguards of
medical care for the American family.
M~ar', general practitioners and specialists provide their
services through an individual practice arrangement. In a
recent survey of a random sample of 1,837 physicians practicing in non-metropolitan areas of the U.S., 58% were engaged in solo practice.

A Community Health Program In Lafayette County, Florida
is under the supervision of the Division of Ambulatory Medicine and Community Programs of the Department of Medicine at the University of Florida's College of Medicine. The
program started on January 6, 1969, as a community-oriented,
comprehensive health care service for the residents of Lafayette County, Florida.
Lafayette County is in north central Florida, 60 miles from
Gainesville. The Suwanee River is its easternmost border and
most of the 3,000 residents live along the River bottomland.
SOME MODELS AVAILABLE
A Solo Practice Model carried out by the individual practi- The County seat and only community of any size is Mayo, a
village of 800 people. The major industry Is farming-cattle,
In
of
health
services
In
the
delivery
tioner plays a basic role
all areas of our nation. The solo practitioner provides ade- dairy, and tobacco. There is a small boat building factory in
quate, integrated medical care for many people. For a num- Mayo. Six hundred people work for a pulp mill in an adjacent
ber of years, the physician practicing in a rural environment county, the source of major employment. This is a sparsely
has utilized his resources to the best advantage. He delivers settled, economically poor, southern rural County. There are
good medical care for a large number of people. He often 400 Negro residents who live in Mayo in an area referred to
trains his own medical assistants. He helps to provide suffi- as the "quarters." Although the one high school and kinderdient health manpower to take care of the health needs of garten are integrated, two completely segregated grammar

schools still exist Thpre has been no private physician practicing in Lafayette County for 10 years.
In Mayo there is a recently constructed County health clinic
which has ample space for the ambulatory care of all County
residents. It houses the office of the County health nurse and
serves as the base of operaions for the Lafayette County
Health Center,
The purposes of the clinic are threefold: 1) To provide a
teaching and training experience for medical and nursing students and house staff in community medicine. It was felt this
experience would have to be some distance from a medical
center. Then the students could live and participate in a community and see firsthand how people identify their own needs
and how. medicine may begin to meet these needs. 2) To
furnish medical service to a community where it has not
been readily available. 3) To establish for the College of
Medicine a facility where the problems of getting health care
to people and getting people in need of health care to health
professionals may be critically studied.
Citizens of Lafayette Coiunty comprise the Community Advisory Committee which was formed to help in the planning and
operation of this health center. They insisted upon a fee for
service for those able to pay. This has helped to make the
clinic self-supporting and has emphasized that this is nol a
project directed primarily at indigents but to all residents
regardless of their ability to pay. The clinic is demonstrating
the potential of being self-supporting. Since opening, they
have averaged approximately 25 patients a day and slightly
less than 100 house calls a month.
One resident in medicine and 3 or 4 medical students live in
Mayo. They are paid a small stipend to cover their additional
living expenses. They staff the clinic which has liberal hours
from 8:30 am. to 9:00 p~m. They are available, however, 24

hours a day, 7 days a week. All medical students will rotate
through this clinic experience. In addition to providing care
in the clinic or at home, the resident and students write a
health column for the local weekly newspaper, and participate in the community by assisting the science teachers In
high school and giving talks to local service clubs and church
groups.
There were two initial goals of the project. First, it had to
be a successful teaching and training experience for the medical student. Second, the citizens of Lafayette County had to
be receptive to this concept of health care. Both of these
goals have been met. At the present time this program in the
delivery of rural health services is working well.

(
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'Oklahoma's Project Responsibility provides a plan which In- The County is predominantly an agricultural area with a few
volves a cooperative effort between the University of Okla- oil wells. The Wakita clinic includes 7 beds for acute illness,
20 beds for extended care, and 24 beds for nursing home
homa's Medical Center, the Oklahoma State Medical Association, and other related medical organizations. Basically, It is patients in addition to offices for 3 physicians, and a
a four-phase program, with each phase running concurrently. pharmacy.
The plan provides for: 1) a state-wido inventory of the health
science personnel now serving the State of Oklahoma; 2) a A Pilot Project In Rural Medical Care in New Mexico Is In
projection of current and anticipated health needs based on operation at the Hope Medical Center in Estancia, population
step 1 and in consideration of public and professional de- 800. The project was developed by the chairmen of the Demands; 3) a reevaluation of the medical school curriculum partments of Community Medicine and Epidemiology and
and its hospital training program in family medicine with a Pediatrics at the University of New Mexico School of Medistrengthening of the allied health programs In relation to so- cine. It is being supported by Sears-Roebuck Foundation and
cial needs; and 4) the initiation of a pilot study program in the the New Mexico Regional Medical Program.
The Hope Medical Center was originally built for a family
delivery of health services in a community of need. For the
pilot study program, the community's health center will be physician with consultation from the Sears-Roebuck Foundaconsidered as an Integral part of the University of Oklahoma's lion's Community Medical Assistance Plan. However, it had
Medical Center teaching program. Tne physicians In the not been staffed for several years.
The project provides a rural-urban link for the delivery of
health center-an Internist, pediatrician, and general practihealth care by a specially trained nurse and a receptionisttioner-will have active teaching appcintments at the University. They will have a group practice arrangement on a fee- technician working as part of a team under rigorous medical
for-service basis. Residents In family practice and preventive supervision and consultation from the University.
medicine, as well as medical student! and other health profes- The plan for the profecf Involves these steps:
sionals from the University of OkiaV ma Medical Center, will 1) A comprehensive survey of the people was made to collect
serve on a rotation system at the community health center.
data on the present health status of the population.
The town of Wakita, located 135 miles northwest of Okla- 2) A designed pattern of preparation for the nurse was develhoma City, population 450, has be( n selected as the site for
oped by heads of various departments of the medical
the first pilot program. The citlze'is of Wakita have built a
school, and Included some Instruction In nurse midwifery.
modern community health center which was dedicated on
A very careful selection of the scope of practice for the
September 14, 1968.
nurse was determined by the panel of physicians relative
Wakita Is one of five small towns in Grant County. About
to providing care, health maintenance, services In selected
8,500 people live within a 25-mile radius of Wakita. The popuIllnesses, and emergency care. It was agreed that at no
lation has been relatively stable for INhpast decade. No other
time would the nurse make a decision which might be con6 physicians or medical facilities are avillable within 40 miles,
sidered as medical diagnosis, but she would make obser-

vatlons of signs and symptoms for the supervising physicians to consider. In selected instances, predetermlnec
standing orders would be instituted.
3) The health center has x-ray as well as laboratory facilities.
All x-rays which the nurse is asked to take are sent by bus
to the medical school for the physicians to review in preparing for subsequent telephone discussion with the nurse
oh' any patient requiring further assistance from the physician. The physicians are available by telephone at all
tines, and the two physicians in charge of the project give
one-half day a week in the center, at which time patients
needing their particular attention are seen.
4) The nurse is required to cover the health center 5 days a
week from 8:30 a.m. to 5:00 p.m., with the exception of
Wednesday morning. At this time each week, she travels
to the medical school to a) attend weekly pediatric rounds;
and b) discuss specific problems with other department
heads, and secure reading materials. These weekly visits
are considered her planned continuing education.
5) The office nurse, who had helped to staff the center when
the family physician was in charge, was interviewed and
met the qualifications and experience desired for the position. She participated in a six-month concentrated preparation program designed by the panel of physicians at the
medical school.
6) The respective medical and nursing practice acts were reviewed with the attorney general of the Stale in order to
determine that the scope of planned practice was consistent with current requirements.
The clinic was onened on February 10, 1969, and the program as planned is working effectively. The staff is composed
of a reception ist-technician, and a clerk. The program is operating on a tee system basis. The hope is that eventually it will

be self-supporting.
The project will be under periodic evaluation to determine
its future.
The area served by the Hope Medical Center is in the
Estancia Valley, Torrance County, near the geographical center of the State and embraces the villages of Willard and
Moriarty, the town of Estancla, and several small mountain
communities. The trade area population is 6,000 with one
physician available elsewhere in the County. The principal
industries are farming and ranching.
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Lawrence County, Alabama -An ideal Appalachian county
in which to test innovations In the delivery of comprehensive
health care Is Lawrence County in northwest Alabama. The
number of health personnel in the County has been rapidly
decreasing without replacements. There are only six physicians serving a County of more than 30,000 persons.
The Tri-County Appalachian Regional Health Planning Commission in Alabama has achieved encouraging results in bringing together local medical, public health and community
leaders working in concert with University of Alabama officials in Birmingham to seek solutions to the overall health
care problems in the County.
Project goals include development and establishment of a
model system for delivering comprehensive health care services to a rural community, establishment of evaluation,
criteria, and identification of an effective financial supporting mechanism. The project will be funded by the Appalachian
Regional Commission beginning September 1, 1970.
The model has two components of patient contact: first, a
family care unit and second, an 'out-reach' team. The outreach teams introduce families to the community health service personnel who initiate the history-taking process and
refer the family to the family care unit.
The procedure for delivering primary care is functionally
designed to best meet the needs of families within the community. The principes of family practice, including emphasis on outpatient service and preventive health care,
will receive first prio~ity. An advisory board from Lawrence
County will assist in implementation of the program.
The University of Alabama School of Medicine is giving full
support to the project. The University will assume responsibility for recruiting former medical corpsmen to work as physicians' assistants with the physicians of Lawrence County.

Demonstration In Organization of Community Health Resources Is a project sponsored by the Pennsylvania Department of Health and funded through the U.S. Public Health
Service in a five-county area in rural Pennsylvania. The project
aims are: 1) to develop local community organization in a
rural area in order to Identify and coordinate existing community health services as well as to plan and Implement
supplementary programs; 2) to demonstrate local committee
participation in community health education programs; and
3) to test a demonstration system in the delivery of health
services to rural areas based on self-supportive community
action.
To accomplish these objectives a behavioral scientist, a
community organization specialist, and a secretary will be
available to serve in an advisory capacity within the project
area. This team, backed up by consultants from the central
office of the Pennsylvania Department of Health, will collect
and assemble data on health resources and utilization of
health facilities in the five-county area.
The population of the five-county area is 236,400 with the
bulk of the labor force in manufacturing or service industries.
There are 6 general hospitals in the area with 104 extended
care beds. Atotal of 37 ambulances operate in the area. Three
of the five counties have only limited home health services.
A variety of clinics for preventive services are sponsored by
the Pennsylvania Department of Health. There were 277 physicians in the area in 1966, 123 of whom were located in Montour County where Geisinger Medical Center is located.
Interviews have been completed In 964 households randomly selected to provide a representative sample of the
population of the project area. Survey data will be analyzed
to determine knowledge of, attitudes toward, and utilization
of, local health resources,

The field staff has provided the stimulus for the formation
of a committee of local health leaders including representalion of medical societies; hospitals, and nursing associations.
This group is providing additional Information on local resources and major health needs,
The advisory committee provides the nucleus of a larger
committee composed of a more diversified representation of
the area. This larger committee includes representatives of a
variety of agencies and groups, both lay and professional.
This group will, from its firsthand knowledge of the area and
supported by reports from the project staff and professional
committee, establish priorities for health planning for the
project area.
As recommendations are formulated, appropriate remedial
steps wilt be planned. It is anticipated that many activities will
fall within the capabilities of the local area. Hopefully, the involvement of the community in program planning will provide
the Impetus for self-supportive local action. Through consultation, the field staff and state committees will assist local
communities in securing state and federal support when community resources prove inadequate.
The Rural Health Project in Southern Monterey Counmy (California) Is an attempt by a private group of physicians to demonstrate that, with the collaboration of the county medical
society, they can responsibly and efficiently conduct a program to provide comprehensive medical care to indigent patients. Within the purposes of PL 89-749, The Rural Health
Project is an experiment concerned with developing a new
way of organizing indigent care and at tho same time providing the basis for comprehensive health planning at the local
level.
The basic objective of the overall program is to provide

comprehensive, high quality medical care to all eligible residents, including migrant farm workers. This care is provided
In the same facilities and by the same staff as are utilized by
the self-sustaining residents of the area. There is no segregation of care. A thorough medical evaluation of each patient
is attempted, as well as the establishment of a continuing
relationship with the physician and other members of the
health team. In this manner, not only treatment for current
medical problems is provided, but also education of the patient in the proper utilization of routine preventive care.
The grantee for the Rural Healfh Projecf (RHP) is the Monterey County Medical Society. The Southern Monterey County
Medical Group is the delegate agency and provides physician
services under a grant from the Office of Economic Opportunity. It is a private group practice operating a major clinic
in King City, and two smaller offices in Greenfield and Soledad. There are 10 physicians in the group covering internal
medicine, surgery, and general practice. A number of visiting
staff provides specialized services. The George L. Mee Memorial Hospital and the Pioneer Hacienda Nursing Home are
collaborating agencies In the project.
Physician services provided at the clinics, and laboratory
and x-ray services at the hospital, are offered from 9:00 a.m.
to 5:30 p.m., 5 days a week. The King City clinic is also open
5 nights~ a week to accommodate RHP patients who cannot
come to the office during the day. The only charge for services rendered for beneficiaries of the project is a $1.00 fee
for each prescription filled. This fee is waived on request.
All medical services provided under the OEO grant are on a
fee-for-service basis.
Transportation from all sections of the project area to the
clinics and to the hospital is provided. Two station wagons
and one small van, equipped for wheelchair patients, are

used. This service is available to all grant patients on request,
A research component Is also embodied in the project
-plan.
The use of public health and social welfare profes-
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ina private group and the feasibility of offering

cresin the health field to members of indigent families
aebeing demonstrated. 'Health Aides" have been recruited
fromthe eligible population itself and are being used to
establish communication with the target population. Public
health professionals added to the group's staff under the
grant include a public health physician, a public health nurse,
and a health educator,
The population of the project area is about 17.000. An additional seasonal influx of 6,000 migrant farm workers from
March to October will run the total to 23,000. King City Is a
town of 4,000 people. The primary industry in the area is
agriculture.0
A total of 4,500 patients are seen monthly by the 10 fulltime physicians and 15 days a month of specialists at the
three group clinics. There are an average of 6,500 OEO
eligible patients in the area. Together, the clinics and the
Rural Health Project have a total of about 80 supporting
(non-physician) staff members. The project has been in operation since June 11, 1967.

In Seattle, the University of Washington Medical
School and the Washington State Medical Association's Edu-~cation
and Research Foundation have set up a program to
train former medical corpsmen, who are brought into the
Medical School for a three-month refresher course on civilian medical procedures.
The purpose of the MEDEX (from a French term meaning
physiciann extension") Project is to develop an extension of

00

the physician, a person trained by and for a specific physician,
working under his supervision and available to help him 24
hours a day. MEIDEX is a model of non-physicians extending
primary care transferable to rural or urban settings.
Upon completion of the three-month training period, these
MEDEX are sent out across the state to work in offices of
physicians who agree to act as their preceptors and to employ them after i2 months of on-the-job training. The physicians selected are general practitioners with a knowledge
of the experience of military corpsmen and who express an
obvious need for help in their medical practice.
Special attention is paid to the selection of the corpsmen,
the matching of the MEDEX and preceptors, psychologic
adaptation to the civilian medical scene, and the development
of the MEDEX's self-image, identity, and status. Based upon
present experience, any large-scale attempts to utilize
former military corpsmen in civilian settings should pay
particular attention to these areas.
The first 14 MEDEX are now on the job, mostly In rural
communities, and are sharply boosting physician productivity
and morale. They seem to have gained the respect of nurses
and other staff in physicians' offices and hospital staffs and
are very well accepted by patients.
MEDEX is not a radical innovation in health manpower,
nor is it a new training program being developed within a
university. It is P' joint project of potential uses of the
MEDEX personnel and the developers-trainers-evaluators
of the MEDEX program. It is an overdue effort resulting
from a global perspective to pull together existing resources
to meet a growing need in community health.
The AMA Council on Rural Health, in cooperation with the
Washington State Medical Association and the Washington
State Medical Education and Research Foundation, is cur-

rently exploring the feasibility of developing a project in
delivery of comprehensive health care to the citizens of a
two county rural area in Washington which will involve utilizing the health team efforts of allied health personnel,
including MEDEX,
The "Cross-Road Medical Center," which involves the establishment of a multiple physicians' center, is sponsored by the
Committee on Rural Medical Service of the Medical Society
of the State of New York. The Committee has just finished
a pilot study in three rural areas, composed of 30,000 people
who are without a physician. Results from the study will be
utilized in planning for the medical centers. The centers
would embrace a geographical area, which is without a physician, of possibly four or five adjoining communities or towns
cooperating to provide a population base which could support quality medical care, (approximately 10,000 to 30,000),
Each center would be staffed by physicians from the surrounding area on a part-time basis, until permanent physicians
can be obtained. The communities wilt provide a weltequipped facility, with a modern laboratory and staffed with
trained personnel. These centers would be related to the
hospitals and other medical centers in nearby cities, and the
physicians would have staff appointments at these hospitals.
The staffing of the centers may include specialists as well
as family physicians. The determination of the type of specialist can best be ascertained by size, age, and general
composition of the surrounding population. The Medical Society wilt utilize all resources available In the recruitment of
physicians for the designated centers.
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The Maine Coast Regional Health Facilities Plan is a unique
method for delivery of rural health care. The Plan was conceived as a comprehensive medical care program to provide
quality care, consisting of a central hospital with hospitalbased specialists and outlying satellite clinics staffed by
family physicians. The concept grew and evolved over two
decades and was launched with the opening of a community
hospital in Ellsworth. Three satellite clinics have been established and specialists travel to the clinics for afternoons of
consultations. The organizational aspects of the plan are still
in the process of development with the physicians and the
institution.
Even though there have been many obstacles in the growth
of the Plan, medical care has been provided for the patients
on a continuous, comprehensive and quality-controlled basis.
Preschool and school clinics have been established and
finally a contract for a school physician was obtained. Talks
by physicians were given to civic clubs, professional groups,
and church organizations. A weekly radio program was established and maintained for educational purposes.
Ellsworth is a city of less than 5,000 people, centrally located in the downeast area of coastal Maine. The two counties of Hancock and Washington contain fewer than 70,000
people and cover an area of approximately 3,000 square
miles. Ellsworth is the largest town in the two Counties.
Public transportation is practically non-existent.
The people of the area are primarily lobstermen, clam and
worm diggers, wood cutters, blueberry rakers, sardine packers, boat builders, artists and writers, out-of-doors people,
all seasonal workers, and all individualists.
In the two County areas, there are about 50 physicians and
7 hospitals, 3 of which are accredited. Initially, all of the

physicians were in solo practice. Efforts have been made to
develop a group plan for medical practice.
In the development of the Plan there has evolved a close
relationship with State health projects. Physicians in the
health center provide care to patients under the various programs on a fee-for-service basis as well as the usual contractual arrangement for a full day's clinic.
There is also an attempt being made to participate in the
Regional Medical Program, comprehensive health planning,
and mental health planning as welt as the programs in education and Head Start.
Another aspect of the Plan has been the relationship with
Harvard Medical School with fourth year students coming to
Ellsworth on an elective basis to participate in a program
titled "rural pediatrics."
In summary, the important aspects of the Plan are: 1) concern with the health needs of the people: 2) planning for
comprehensive health care; 3) quality control; 4) continuing
health education-for physicians, nurses, students, and the
public; 5) interrelationship of private, public, and civic (volunteer) enterprises; 6) involvement of multiple disciplines;
and 7) use of local talent and resources.
"A Physician-Monitored Remote Area Health Program" is a
proposal prepared by the New Mexico Health and Social Services Department and NASA Manned Spacecraft Center. The
proposal is under demographic study and review as to feasibility by Stale officials and agencies. The New Mexico Medical Society has a task force committee of physicians involved
in the study and review process.
The program revolves around NASA-sponsored physicianmonitored remote health centers which call for a system of
facilities equipped with sensors like those used on astronauts

in space that send back medical Information to physicians on
the ground.
An individual living in a remote area could go to one of
these health centers where health service personnel, persons
trained in health care but not as highly trained as a physician, could attach the electronic sensors which would transmit heartbeat, respiration, blood pressure, and other Information to a computer-controlled center where a physician could
monitor the patient's symptoms and advise the allied health
personnel about treatment. The allied health personnel could
also talk to the physician by radio or television.
As currently visualized, a healthy patient would be enrolled
In the remote health program during a regular visit to his
physician or by a mobile survey unit, Medical history and
other information would be recorded and stored in a computer.
The remote centers would be staffed by nurses and other
allied health personnel, would be located at schools, and
would be served by mobile units.
If a patient became ill, he could travel to the nearest remote center, if able, or be called upon by a mobile unit. The
sensors could be attached to the patient and his life signs
transmitted to the control center. A physician on duty at the
control center would request the patient's file from the computer and the nurse and patient could talk to the physician
by radio.
The physician could then prescribe medication or other
treatment until the patient could be removed to a hospital.
If started, the first phase would involve the southwest corner
of the State which includes 50,000 square miles of wilderness
area, high mountain ranges, and portions of the Chihuahuan
and Sonoran deserts. There are 95,000 persons in the area,
served by fewer than 30 physicians.

The Iowa Medical Society Task Force on Health Manpower
In Cooperation with the University of Iowa College of Medicine and the Health Planning Council of Iowa are working
toward the improvement of delivery of health care services
on a state-wide basis. A major project in 1968 was the sponsorship of meetings in the 16 functional economic areas delineated in the State. These meetings were designed to Inform
physicians about the medical manpower situation In Iowa,
and to suggest ways to improva health care delivery through
community planning.
A similar arrangement for meetings is scheduled for 1969.
These sessions will involve physicians, other allied health
personnel, and representatives from various other segments
of the community. The purpose of the meetings is to explore
the problem of what can be done at the local and area level
to imnrove the availability of quality health care in the State.
The Task Force developed a general statement outlining
the Medical Society's interest and involvement In medical
manpower studies and projects as well as offering ideas and
suggestions to alleviate existing inadequacies In the provision
of health care. The Task Force also proposes that an increasing number of allied health personnel be utilized on the
health team to assist physicians to make more effective use
of their time and energy in dealing with the increasing burden
of health problems.
One project conducted during the winter of 1968-69 was a
series of informal meetings at each of the University of Iowa's
several medical fraternities. These meetings afforded medical students an opportunity to visit with private practitioners
and to discuss the advantages of practicing medicine in
Iowa.
The preceptorship program has been reevaluated and updated to provide medical students with a valuable oppor-

tunity to observe the private practice of family medicine.
The Iowa Medical Society's House of Delegates in 1969
approved resolutions recommending selection of medical
students most likely to remain in Iowa, tuition forgiveness
program for physicians remaining in Iowa after graduation,
an approach to the solution of adequate medical manpower
through emphasis on the challenge of general practice of
medicine, and a program to sell the wives of physicians on
life in the smaller towns, such as county seats.
COMMUNITY INVOLVEMENT
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The number of models developed and in the process of development is quite lengthy. It is not the intention of this paper
to include an exhaustive summary of all plans.
This brief review of selected models of health care delivery
clearly illustrates that the search for rural health manpower
must generally be geared to an area-wide health care system. Nowhere can this be done better than in the small towns
with which we are most concerned. They can identify their
own nurses, active or retired, technicians, teachers who have
health skills, or others who can be trained to perform relatively simple. but nonetheless critical, services. A nurse with
special training or other specifically trained assistants can
relieve the physician of many time-consuming professional
activities and allow him to use his professional skills much
more productively.
The focus in these endeavors is on community consciousness. The greatest investments will be in deliberate planning
based on a belief in the rights of all its citizens to have access
to good health care. W ith modest expenditure, small communities can establish efficient emergency care through the
use of everything from a pool of private automobiles to weltequipped ambulances or (with greater expense), helicopters.

With prudent screening in each locality, advance arrangements can be made to have groups of patients seen with
the least possible loss of time at the physician's office.
It seems especially important for organizations concerned
with the delivery of health care to rural people to be deeply
involved with comprehensive health planning groups at all
community levels, It is ussentisi for rural leadership to be
represented on Community health planning councils so that
they can speak for rural people and ensure good planning
for future health care programs in their communities.
The elements of planning for the delivery of rural health
services have only been sketched. What is most urgently required is a strategy for its development and implementation,
an entirely local responsibility if it is to be successful.
CRITERIA FOR EVALUATION

Communities must establish measures or criteria for evalulating a proposed model for the delivery of health care
services which may be adaptable to the local situation,
Evaluation procedures should be built into each step in the
total process encompassed in planning and implementing
the health care system.
Logically, the process begins with an analysis of the local
situation or medical service area. Such an area may include
several communities and towns and may be multi-county in
size, depending upon the population density and trading
area. Facts are needed with regard to the health experiences
and health needs of the people in the area. An inventory of
the health manpower and health facilities available in the
area should be made as well as health resources which may
be called upon beyond that area. Consideration must also
be given to the relationship of any new plan or model for
health care delivery to the existing methods available.

Criteria for measurement of ideal community health services may be summarized as follows: 1) methods must be
devised to utilize physicians and allied health personnel In
the most efficient and economical way; 2) there must be
adequate facilities in the medical service area-hospitals,
laboratories, extended care facilities, and nursing homesto provide needed services; 3) there must be an effective
organizational anid delivery pattern o1 services so that professional personnel and facilities are efficiently utilized to
provide high quality health care; 4) there must be adequate
funds or sound financing mechanisms to permit construction
of needed facilities and utilization of services; and 5) the
community itself must recognize the advantages of excellent
health care, should seek to secure these advantages by
establishing requisite facilities, and by attracting needed
physicians and other health professionals where feasible or
combining with other communities in an enlarged medical
service area.

him to discriminate between scientific health care and
quackery.*
The widespread concern about health manpower has extended beyond that of the growing need for physicians. We
are now equally concerned with the preparation and effective utilization of those professions and services supportive
to the physician in providing health care. To utilize the services of the physician most efficiently, a nucleus of appropriate people in the community can provide valuable assistance. The concept of the health team is not new, only
the size of the team is being enlarged. Th physician-nurse
arrangement has today been augmented with a cadre of
additional allied health personnel. Problems are found In
both the availability of personnel and in the manner In which
they are utilized. However, the trend is certain that an Increasing number of trained, responsible members can effectively assume their respective roles on the health team that
is, in truth, a team.
In conclusion, we can say that the way for each person
UTILIZATION OF RESOURCES
to attain the goal of optimum personal health care lies within
Education for health is a fundamental aspect of community his community and its resources. Ultimately, the power is
health services and is basic to every health program. It found within the people themselves. As Thomas Jefferson
should stimulate each individual to assume responsibility said, "I know no safe depository of the ultimate powers of
for maintaining personal health throughout life and to par- society but the people themselves; and, if we think them not
ticipate in community health activities, The community has enlightened enough to exercise their control with a wholea responsibility for developing an organized and continuing some discretion, the remedy is not to take it from them, but
educational program concerning health resources for its resi- to inform their discretion by education."
dents. Each individual has a personal responsibility for making full use of available resources.
The objectives for health education, then, are to interest
each individuai in his own health and the means to Improve
it; to teach him where health services are available; to motivate him to use these services intelligently; and to enable

SUMMARY OF MODELS
CONTACT PERSON

SPONSOR

LOCATION

DESCRIPTION

Individual physician

Nationwide
ruralanid
urban areas

Individual physician carries on
medical care tot his patients

Community Health
Prygramn

University of Florida College of
Medicine with community
advisory Comnmitteet

talayette
County.
Mayo, Florida

Medical and nursing students with
resident deliver health services un51Cr
supervision of College of Medicine

Oklahoma's
Project
Responsibily

University of Oklahoma
Medical Center with state
medical association and
citizens of Wakita

Wakita,
Oklahoma

State-wide program with pilot project
in rural Wakita

Thomas N Lynn, Jr, MD. Chmn,
Department ot Community Health
550 N E 13th Street
OlslahornaCity, Oh 73t04

Pilot Project
in Rural Medical
Care

University of New Mexico School
oi Medicine. RMP, Sears.
and local community

Estancia.
New Mexico

Nurse practiioner specially trained
delivers services, under direct
supervision of School of Medicine

Robert Oseasohn. MOD
Department 0f Community Medicine
and Epidemiology
9th Stantordt Drive, N E
Albuquuerque.N M 87ide

Lawrence
County
Alabama
Plan

Tni-County Regional
Health Planning
Commission in Alabama

Moulton,
Alabama

Delivery of comprehensive health
care services through
health team approach

Robert H Rhyne. MD
Boy 217
Moulton, Al 35650

PLAN
Solo

Practice

________________
_____Gainesville.

R C Reynolds. MD
Division ot Anibulatory Medicine&
Community Programs
Univ vf Fia Coil of Med
Ft 3?h0-1-t

Demonstration
in Organization
ot Community
Health Resources

F'ennsylvana Department of
Health and Public Health Service
with locai community advisory
committee

Fivcounto
area in rural
central
Pennsylvania

Develop community organization.
involve local groups, and test
health cri delivery system

A L. Chapmn

Rutai Heaith
Project

Monterey County Medicai
Society. Southern Monterey
County Med~cal Droop and
OEO Grant

King City.
Caitforola

Provides comprehensive medical
care to all residents including

Noel Guillozet. MD)

migrant larm workers

King City Ca 93930

MEDEX

University o1 Washtngton
Medical School and
Washington State Medical
Association's Education and
Research Foundation,

serve as physician assistants
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MD

Bureau of Pvlannin

Ev9a~luation

5 Reseaich
t
Ha
l th
h'.i Oepl
i rr burg Partlt?0
215 Canal Street

Richard A Smith. MD
MEDEX
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Dr. SNYDER. As I am sure this Subcommittee is aware, the council's 24th National Conference on Rural Health, met last week at Atlanta, Ga. Some of the papers presented interesting new approaches
to solving rural health problems. Among the 700 persons in attendance. were physicians, nurses, allied health professionals, educators,
hospital adminiistrators, medical students, and health planners. Included, also, were representatives of voluntary health agencies, medic al societies, public health agencies, and farm organizations. Sponsorship) of this national conference is one of the activities of the
council.
Mr. Chairman, I can sum up my remarks by saying that doctors
are aware of the need for better health care ini rural localities. Together with other groups and organizations, we are actively developing new approaches to the problems.
Experience indicates that no one approach will solve the health
needs of every community, but solutions can be tailor-fitted as required.
While medical solutions are being sought for these health problems,
however, we believe that the root-causes to these problems-largely
socioeconomic in character-should be identified and, where possible,
resolved.
Thank you for the opportunity of presenting this statement on behalf of the American Medical Association. We-shall be pleased to attempt to answer any questions which the committee may have.
Senator KENNEDY. Thanik you very much for your helpful statement, Doctor.
Could you tell us a little bit about your meeting last week. What
was the general reaction of the people who were interested in the
problems of rural health and various existing Federal programs? Do
most of the people feel that rural America gqts short-changed in
terms of even the existing Federal programs?
Dr. SNYDER. It is difficult for me to assess the feelings of every
person there. I think generally those of us who are involved in attmting to provide health care services to rural America feel that
Federal priorities have been directed toward urban areas. This has
been of concern to many of us who have voiced these concerns loudly
to members of the public health service as well as to our regional
public health offices in our own communities. I do not believe there
is any question that rural people have been very placid about their
problems in general, and not just health problems, but the total
quality of rural life. They are long-suffering, they think more about
taking care of their animals very often than about taking care of
the health needs of their families. I have made this personal chiallenge at farm organization meetings, and after the initial shock they
agree that this is so.
The priorities for health in rural areas are low. Health education
is essential if we are to raise the health level not only as a priority,
but the intelligent use of health care resources as they become available.
Senator KENNEDY. Do you think that solo practice is going to be
the best means of providing the kinds of quality care in these rural
areas?
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Dr. SNYDER. I think that we are going to find that there is as
wide a variety of practice in rural areas as there is in urban areas. 1
think that the solo practitioner, as the predominant vehicle for the
delivery of health care service in rural areas, will not exist long, because the physician who is presently in rural areas, as he gets older
and more tired, is not finding any young physicians coming up the
pike to take over his type of practice. So I'think we are going to
fnd a wide variety of associations and linkages in the use of manpower, transportation, technology, the whole gamut of services without which the vital use of personnel and the like will be inadequateI think this is going to be the rural American health service in the
future.
Senator KENNEDY. Of course, even the utilization of these paramedical personnel requires adjustments in various State statutes to
permit them to begin to assume some of the less demanding tasks in
health care.
Dr. SNYDER. This is one of the great debates of today, of course,
what place should the variety of health professional assume as a
iust
egitimate function. I think that every State Legislature is now
wrestling with this. In California we have just recently passed legislation which will allow the physician's assistant to assume a role in
the gamut of providing health care services. And the State of Washington has been dealing with this. There are still a number of ques-.
tions to be answered, not only the certification or licensure-and we
do not believe that these people should be licensed, but rather certified-there are a whole variety of questions-how to codify their duties, the whole relationship of the malpractice problem, which I
know has been brought to you very strongly as a real problem to
medicine today-all of these things need to be answered. There are
no instant answers. We will need to have more experience.
Senator KENNEDY. What can you say about the qaityofhat
care in the rural areas? We have had testimony raising questions
about qurJity in the urban areas. I would think quality would be
even more uncertain in the rural communities of America. Is there
anything that you could say about this?
Dr. SNYDER. I presume you mean the quality of health care services specifically?
Senator KENNEDY. That is right.
Dr. SNYDER. Rather than health care?
Senator KENNEDY. That is right.
Dr. SNYDER. I think that we are dealing with a very, very human
element. I think there is a wide scale of capability which is very,
very strongly influenced by the volume of work that a man has to
do. I have- known many, many rural practitioners who are Just-they are superb, I can use no less strong a word. They develop a
wide variety of skills, and they have developed linkages with communities adjacent to them. They do practice a high quality of medical care. Again, there is every variety. I have seen other places
where the quality of care has gone down simply because of the mass
of work that a man is supposed to do, is forced to do. I think that
we have tried to address ourselves to these problems. I think the
regional medical programs are a good adjunct. But the American
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Medical Association and the various State societies have addressed
themselves to continuing education, and must increase their effort in
order to assure the continued quality of care.
Senator KENNEDY. Could you tell us from your experience what
you think are really the best ways of attracting the needed health
manpower into these rural areas?
Dr. SNYDER. The best, of course, is quite a challenge, because I do
not think we know what the best method is. I have opinions about a
variety of ways that it can be done. I think that first, we must address ourselves to the maldistribution of health manpower and the
causes for it. We have spoken~ of some of those, the urbanization, the
deterioration of the quality of living in rural areas. I agree with the
witness who preceded me, that until we attack those areas of quality
of life in rural areas, that we will not really comec close to solutions
in health manpower. I believe that the variety of situations in this
vast country is so great that to try to have one best solution is a task
which cannot be accomplished. This is one of the'reasons that we on
the council have spent many months in developing guidelines for
rural communities, in which we attempt to give some guidance to
how rural communities canl Join In the service shied, recognizing that
the small rural town is not going to have its individual physician,
but to develop a service shied which will allow important regional
development of a rural health service which will be more attractive
to physicians to gather together in anl association.
I think that we have to address education, I think we have to address transportation, and we have to address many elements in rulral
life in order to attract the providers of health care services. This is
a rather diffuse statement. But I have seen it work in my own community. We worked with two rural co,.nmunities outside of my city
for 18 months to develop such a systeml with the purpose of attractIng new physicians into the area, initially to be staffed by members
of our medical society from the major community resource, which is
the cityof Fresno. 'I think every community must evolve its own
destiny. think this is the answer.
Senator KENNEDY. What does your organization, the AMA, do to
alleviate this shortage of manpower in rural America?2
Dr. SNYDER. We have a variety of approaches to this. In the first
place, we have tried to define the problem. This is difficult, because
again there is no one answer to it, although I think the quality of
life in rural America is the chief answer.
We have worked very, very intensively with medical schools urging that. medical students a nd all health science students be 'givehi
community experiences so that they can make a more informed
choice of their ultimate careers.
We have worked intensively with our advisory committee, which
represents a national membership, to spread our concern and to
share their concerns, hoping that it will get down to the community
level where things have to happen. It cannot happen here inl Washl-ington, it has to happen at the community level. it cannot happen inl
Chicago at our headquarters, it must~ happen at the county society
level.
We have developed statements such as our. guidelines, such as this
pamphlet which has been put in the record, and a large variety of

literature which goes to our considerable mailing list. We have
worked with the AMA Physicians Placement Service and state
placement services to try to match physicians with communities hoping that we can strike a spark between the two.
Those are just some of the things that come to mind.
There are many others. The Council on Rural Health is not the
only council or committee of the AMA that is concerned with health
manpower distribution. And though we try to coordinate our program, we do have some differences in approach. And this is the approach that I know best.
Senator

KENNEDY.

What do you believe to be the most urgent

health problems in rural areas?
Dr. SNYDER. I think that the health problems in rural America
are not different in kind than they are in urban America. I think
there is some difference in degree, simply because there is more poverty. The rural area is a hazardous area. Sanitation is at a lower
level, because it is less scrutinized. We have spoken of the other
areas which so strongly affect health concerns. These are all part of
the total societal problem.
If we are to get down into some areas of Texas and New Mexico,
we find there has been a considerable amount of intermarriage, so we
find that diabetes is a very great problem. Because of dietary habits
gall bladder disease is a. prolem out of proportion to the rest of the
population. We find that nutrition is a great problem, that there is
inadequate information, inadequate knowledge of howv to use foods.
But basically the major health problem is the lack of priority, the
lack of education on how to use resources that are available. The
total lack of resources in the rural communities compounds the
whole problem that we have mentioned.
Senator KENNEDY. If you had the opportunity to send resources
into rural America, what sort of resources would you send in first?
Would you build more hospitals?
Dr. SNYDER. This is after the communities were prepared by adequate community organization and health education and all the
other things so that they could use resources effectively and
efficiently, I presume?
Senator KENNEDY. Yes.
Dr. SNYDER. I could not pick out any single resource that I would
send in first, because I strongly believe that medicine-that health
care in a rural community is going to be a team affair. I think that
I would send in teams of physicians-I would first of all send in the
primary physicians, the family practitioner, the internist, and the
pediatrician, hopefully the obstetrician and gynecologist, to form the
nucleus of an association giving them support with laboratories and
other technical aides, an d making certain that transportation is
added to their services, associating them with public health nurses
and health aides, so that adequate followup can be done. And I
would not build more hospitals, but rather use the hospital system
that we have now in a series of linkages which would allow them to
be used more appropriately.
Again, I have not emphasized one resource, because I do not see
any one segment of the health industry offering total solutions, but
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rather it would have to be appropriate placement of appropriate
personnel. Again this will depend on resources already present, the
distances involved. I cannot see replacing the brilliant nursing program in New Mexico with a large team for the care of 200 people. It
just is not economically feasible-socially feasible.
Senator KENNEDY. How would you'categorize the difference between rural health today and what it was, say, 20 years ago, 25
years ago? Are people sicker out there?
Dr. SNYDER. No, sir.
Senator KENNEDY. Are they healthier?
Dr. SNYDER. No, sir. I think that generally the population is actually healthier than it was previously. I think that our immunization programs reach deeply now to rural areas, possibly because of
schools' insistence on most students having adequate immunization
before entering school.
I believe that in my own experience the sophistication of rural
people who have had contact with the health providers rises. My
own experience is that rural patients, black, brown, or white, are
more sophisticated, and know better how to use resources than they
did. I think that generally with education going on through the cooperative extension service in nutrition, that nutritional status is
much uplifted in many areas. This does not cover the total country,
unfortunately, but I think there have been very significant advances.
Senator KENNEDY. Would you discuss the small community hospitals. What is their role? What is their role in providing health care.
Should some of these be turned into ambulatory care facilities? How
many offer ambulatory facilities now? Do we need more of them?
Dr. SNYDER. Again, we deal with a very, very human element
when wve speak of the small rural community hospitals. Some of us
felt that the emphasis on the building of rural community hospitals
3 or 4 years ago was not wvise. We feel that many of the community
hospitals in isolated rural areas cannot offer adequate hospital services. We sometimes wonder whether we need to call them a different
name. The rural hospital that is served by two or three physicians
and tries to do the types of sophisticated work which we see in
urban hospitals I think must fall short. However, we deal with the
very human element of communities wanting their hospital just as
they want their doctors. And I assure you they will fight. long and
hard to keep them. I think that they are providing services, however, in the rural area. They are keeping people close to home with
illnesses which otherwise would carry them far away from their
homes, with the dislocation of family and the like. And so they do
do a job for rural America. I think that we have to learn new ways
of linking the small community hospital with more sophisticated
hospitals so that there can be a smooth transition of the types of
services needed.
So concluding this rather rambling response to your question, I
think that if we had more health resources in rural communities,
that rural hospitals would be used more appropriately, and that
there would be more ambulatory care. However, I would not like to
destroy the rural hospital system until we have proven that there is
a better way to take care of rural people.

Senator KENNEDY. I want to thank you very much, doctor. Your
testimony has been very helpful. I do not think there is nearly the
kind of focus on rural health that the need warrants in this country
at this time. I think we are going to have a very difficult time trying
to meet these problems. We see enormous health problems in the
urban areas of the country, but I frankly am more optomistic about
meeting those than I am about meeting the problems we see in rural
Axmerica.
I want to thank you very much for coming here this morning.
Dr. SNYDER. Thank you for your courtesty.
Senator KENN E DY. T recognize the distinguished Senator from
West Virgifiia for a statement.
STATEMENT OF HON. JENNIINGS RANDOLPH, A U.S. SENATOR FROM
THE STATE OF WEST VIRGINIA
Senator RANDOLPH. Thank you, Mr. Chairman.
Before taking the opportunity to present the next witness. I wish
the record to reflect my commendation to the Subcommittee on
Health through its chairman who presides today, and the members
who join with them, in the very carefully programed hearings which
are now in progress, covering in depth and scope many of the problems that are acute in both urban and rural America. From the
standpoint of the strengthening of the health programs of the Nation and its people, I think no more important hearings are in progress, or have been in the past, or will in the remainder of the first
session of the 92d Congress, then the hearings you, Mr. Chairman,
are conducting.
I did ask the privilege of presenting Dr. Nolan this morning. He is
not only a personal friend, but I wanted to underscor-e his preeminence in the area of aiding those persons who live in a State like
West Virginia, which is a rural State-and perhaps there is only
one more rural than West Virginia. We think of it as a State of
manufacturing and mining. That is true. But we are a rural people,
living in the valleys and on our hills. Because much of the population lives in small communities, often with great distances between
these communities, communication is difficult.
I wanted to underline the efforts of Dr. Nolan at this hearing. Dr.
Robert L. Nolan is the professor and chairman of our division of
public health and preventive medicine at the West Virginia University Medical Center. He is also our professor of pediatrics at the
University. Dr. Nolan is a creative and constructive leader in this
field. He has done so very much to strengthen the general programs
of our center in West Virginia.
A few years ago we in West Virginia did something that was perhaps innovative, in that we placed a special tax upon so-called soft
drinks, with all that tax money going to construct the medical center
at West Virginia University. It was a tax which our people-those
selling the products, and those consuming the products endorsedAnd the efforts that have been carried forward have been very, very
constructive. We did not realize what problems we had until we
faced them as we have.
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Mr. Chairman, the testimony of all witnesses who come before you
is important. But there are certain problems which I think Dr.
Nolan has a special understanding of. And I am sure, as on prior
occasions, that hie will today make a major contribution to your most
significant hearing.
Senator KENNEDY. I want to thank the distinguished Senator
from West Virginia. He is the senior ranking member of this Labor
Committee, and he is greatly interested in the problems of health.
And I think that we are extremely fortunate, of course, in our full
committee to have his energies and interests demonstrated time and
time again. He has many responsibilities, but the fact, for example,
that he was good enough t61o come down this morning and introduce
this doctor is an additional indication of his very deep and sincere
and continuing concern about the health of the people of his State
and the people of the country.
So it is always a pleasure to see my colleague and f riend. And I
want to say how much we appreciate his kind words about Dr.
Nolan. He underscores what I think all of us realize;~ that he has
had a varied background and experience, and he is uniquely qualified to talk about the problems of rural health.
So, Dr. Nolan, I want to welcome you to this committee. And we
are looking forward to your testimony.
Senator RANDOLPH. May I make this further comment, M r. Chairman, that I have attempted even at night to have a synopsis made
of your hearings, because I consider it a matter of prime importance. And I assure you of my personal and official support, within
the committee and the Seniate, of the broad purposes that you are so
ably advocating in these hearings.
STATEMENT OF ROBERT L. NOLAN, M.D., PROFESSOR AND CHAIRMAN, DIVISION OF PUBLIC HEALTH AND PREVENTIVE MEDICINE,
WEST VIRGINIA UNIVERSITY MEDICAL CENTER
Dr. NOLAN. Thank you very much, Mr. Chairman.
And thank you very much, Senator Randolph, for your gracious
introduction.
Gentlemen, I appreciate your invitation to participate in this
hearing. today to present some observations and recommendations
concerning health matters in rural areas.
For a variety of reasons studied by countless commissions and
committees, rural people do not share in the same opportunities as
the rest of their fellow Americans.
Rural health conditions in this country today are the heritage of
decades of continuing neglect and indifference, which have left our
deprived rural regions far behind the rest of the Nation. Whatever
elements we attribute to the "health crisis" in the country today,
these are severely aggravated in our rural areas, where conditions
similar to underdeveloped countries often prevail.
Poverty in rural American dominates the lives of an estimated 14
million people, or one out of four living in rural areas, compared to
one out of eight in urban areas.
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In the urban ghetto, help can be summoned from the surrounding
affluent regions; people and agencies are available who can give
their skills to provide assistance. In an emergency hospitals do exist
within the city, an ambulance may be found, and so may a doctor.
In the isolated rural areas there may be no ambulance, no hospital, no doctor, just no help available. Te resources that we take for
granted in the cities simply do not exist in many of our rural areas.
These shortages in rural areas also affect those with financial resources, who must travel long distances for needed health care and
also have no access to adequate emergency care.
Rural areas share the other liabilities of the ghetto: unemploymnent, inadequate housing, crowded dwellings, and-discrimination. In
addition, the rural areas are plagued by an absence of transportation
which is almost complete, and which the new Railpax will not resolve, isolation created by geography, weather, and poor roads, lack
of strong public or private institutions, dispersal of population impairing political effectiveness and community organization.
In many rural areas even water, waste disposal, electricity, and
modern heating-basic needs associated with a modern civilizationand all lacking.
RURAL HEALTH ISSUES-WEST VIRGINIA ILLUSTRATION

The situation in West Virginia is illustrative of problems in other
rural areas. Almost 60 percent of West Virginia's Population is dispersed in rural areas, many living in relatively isolated "hollows,"
without access to health and medical services. There is a severe
shortage of physicians, dentists, and nurses in these rural areas; in
some counties there are no practicing health personnel available at
all.
The State's own health task force report in 1967 noted:
(1) There were only 96 M.D.'s per 100,000 population, compared
with a national average of 142 M.D.'s per 100,000. Furthermore, an
undetermined number of these physicians (average age 53 years)
were not in full-time practice. In the last 10 years over 60 communities with populations of less than 10,000 have been left without physicians as rural practitioners retired and were not replaced. In 13
counties there was only one physician for four times the patient
population recommended by the American Medical Association
(1/700), and in the six counties the population load for physicians
was six times the recommended ratio.
(2) Although it was estimated that the State needed 720 public
health nurses, as a minimum, there were only 136 so identified, or
one-sixth the need. In addition, less than two dozen of these nurses
were actually trained in public health.
(3) Of A West Virginia families, 32.6 percent had total incomes
of less than $3,000 per year.
Senator KENNEDY. The people in West Virginia?
Dr. NOLAN. Of all the families in West Virginia at the time of
this report in 1967 almost 33 percent had total family incomes of
less than $3,000 per year. This represented 150,637 families. Only
44,193 families in this group were receiving welfare assistance. That
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is, assistance payments based on 52 percent of need determined in
the early 1960's.
Senator KENNEDY. What was the percent of those low income
families that were actually receiving'any kind of welfare assistance?
Dr. NOLAN. It was a little over one-fourth of that number of families.
Senator KENNEDY. Only one-fourth were actually receiving it?
Dr. NOLAN. The problem is that the eligibility line is so low because of limited State resources. This may have represented most of
those who were in fact eligible who had been identified.
There is also a problem in such rural areas of identifying and assisting those who are eligible by existing State criteria and ederal
criteria for benefits, but who do not have access to the system in
order to get the benefits that they are legally entitled to. The rest
had to fend for themselves and had no organized support for medical care.
(4) Local county health departments in the remote areas typically
do not have a full-time health officer and have to rely upon an already overworked local physician for a few hours of part-time service per week. Programs and services in such departments are very
limited and rarely are able to make a significant impact upon unmet
individual health needs.
(5) Water and sewage services essential for health were found to
be inadequate in 120,000 homes in West Virginia.
(6) Of the 521,142 homes in the State, 375,000 disposed of solid
waste in such a manner as to create a nuisance and public health
hazard.
(7) There was no adequate public transportation in rural areas
for either ordinary or emergency medical care.
On pages 4-A, 4-B, 4-C, and 4-D we have summarized the data
with regard to a typical West Virginia rural county in the northern
portion of the state.
(The information referred to follows:)

A TYPICAL WEST VIIhOINIA RURAL COUNTY
Latid area in square wilesa
Urban places in square miles
190 9
49.0 42.0

Persons per square mile
Urban
10.1

*Percent population

645
1.6
1970
39.5

flural/nontarm
7.

Rural/farm
11.

Table I
Population Distribution and Percent Change 1950 - 1970"*
'Zpca1 Rural County
110.
%
Change Change
1970

1950

State ot West Virginia
No.
Change
1970
Change

Age Group

1950

Under 5

3,929

2,206

-1,723

-43.9

240,107

139 ,021 -101 ,086

-142.1

9,284

7.585

-1,699

-18.3

562,809

508,309 - 54,500

-

2o-414

10,336

6,917

-3,419

-33.1

720,383

511,954 -208,429

-28.9

45-614

5,232

5,552

+

320

+ h.14

343,727

390,833 + 47,106

+13.7

138,526
2,005 ,552

5-19

65 and over
Totals

*Source:
**ore

2,618

3,195

+22.0

31,399

25,1455

-5,9414 -18.9

OEO Community Profile Project.

9.7

5,9

+4o.i

1,7144,237 -261,315

-13.0

-194,120

+

Computer Printout, OEO, Charleston, W.Va.

U.S. Census.
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Table II
Poor Families, 1960 and 1966

Number of Families
1960
1966
State of West Virginia
Typical Rural County

462,100

482,900

6,549

6,079

Percent U. S.
Percent
Percent
Poor Families
Counties Having
Poor Familiesa
Lower Percent of County Families
in County
Number
Percent- Poor Familiesa
of State Total of State Total
_M60
96
1960 1966
1960
19661966
1966
139,1400 105,900
2,894

2,110

30.1

21.9

44.2 31.2

80

100.0

100.0

1.14

2.0

814 b

aln the typical county in the United States in 1966 there were 1,221 families ranked as poor.
of total families in that 'typical" county.

This represented 15.1%

bEighty-four percent means that only sixteen percent of all U. S. counties had a great proportion of poor families
than this typical rural county of West Virginia.
Source:

CEO Community Profile Project.

Computer Printout, OEO, Charleston, W. Va.
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4-c
Health Characterist ics
Five year average Infant mortality rate 1961-19651

27.0?

Physician to population ratio 1/4,242
1/8,485
Dentist to population ratio
Health officer part-time contributes approximately ;Iday per week to public health duties
1/25,455
Public health nurse to population ratio
1/25,455
Public health sanitarian to population ratio
General hospitals
Beds

I
54

County health department budget - 19702
Federal %

Total
Typical Rural County
Monongalia Countya

4.8
63.7

33,580
702,167

State X

Local 2

Per Capita Exp.

39.4
3.3

55.8
33.0

1.32
11.02

Approximate per capita governmental expenditures for health contrasting rural
West Virginia with urban Washington, D.C.
West Virginia - Combined expenditures of W.Va. Departments of Health, Welfare, and
Mental Health. 1970 Fiscal Year
7,823,000
15,500,000
17,400,409
40,723,409
41,000,000
1,700,000

State Department of Health
State Department of Welfare (Medicaid)
State Department of Mental Health
TOTAL
- $24.12 per Capita

District of Columbia - Total expenditures of the D.C. Department of Public Health.
9 b
19 6 9 -1 7 0
89,000.000
800,000

Sources:

Footnotes:

-$111.25

per Capita

lest Virginia Department of Health, The Past Twenty Years of Maternal and Infant
Health in West Virginia. Compared with the U.S. 1946-65, June 1968.
2
West Virginia State Health Department.
ith Monongalia County, where the resources of West Virginia
aCoprio
University are located, shows relative inability of rural counties in lacking
sophictication in grantsmanship and health manpower to compete for and
capture Federal funds for health.
bDistrict of Columbia figures include equivalent appropriation categories for
ment:nl health and welfare cited as separate items In West Virginia.
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Other Socio-Economic Characteristics

Income

1

Total P'ersonal Income (1963)
Total wages and salaries
Total transfer payments
Per capita personal income (1965)
Median family income (1960)
% families <$3,000 (1960)
% families >$10,000 (1960)

$33,773,000
21,917,000
5,277,000
1,271
3,214
46.4%
3.6%

Public Assistance
Average Monthly Public Assistance Cases July 1968
360
Total
128
OAA
9
AB
85
AD
138
AFDC

-

June 19692

Education3
Median school years completed
Y%completed < 5 years
X completed high school or more

8.6
10.6
25.7

4

Housing

All occupied housing units
All hotising units with plumbing facilities
All housing units lacking plumbing facilities

7,681
5,869
2,656

Sources:
1

Leyden, Dennis R. and Rader, Robert D., County Personal Income
West Virginia, 1962 - 1965, Bureau of Business Research, W.V.U.,
1968.
2 December,
W. Va. Dtcpartnent of Welfare: Annual Report, July, 1968 to June,
1969,,Charleston, West Virginia.
3l960 Census
41970 Census
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Chart A

List of Medical Conditions Observed in Hidalgo-Staff County Health Survey
Conducted by Field Foundation March 3-8, 1970.
1. chronic sinusitis
2. chronic bronchitis
3. otitis media with perforation
4. unexplained adenopathy
5. failure to thrive
6. positive serology
7. T.B.
8. T.B. on I.N.H.
9. costochronditis
10. osteoarthritis
11. scoliosis
12. fractured rib, untreated
13. hypertensive cardiovascular disease
14. obesity
15. peptic ulcer
16. tapeworm
17. ascariasis
18. pin worms
19. hypertension, untreated
20. fungus infection of
skin
21. varicose veins with
throabophlebitis
22. dental caries
23. epistaxis, recurre-it
24. tinea corporis
25. INV. septal defect
26. diabetes mellitus
27. splenomegaly
28. ovarian cyst
2.anemnia
30. enuresis (age 12)
31. hematuria
32. bronchial asthma
33. bursitis
34. reactive depression
35. cholecystitis!
cholelithiasis
36. cataracts, unoperated
37. hernia, unoperated

38.
39.
40.
41.
42.
43.
44.
45.
46.
47.
48.
49.
50.
51.
52.
53.
54.
55.
56.
57.
58.
59.
60.
61.
62.
63.
64.
65.
66.
67.
68.
69.
70.
71.
72.
73.
74.
75.
76.

protein malnutrition
hyperkeratosis
conjunctivitis
fipetigo
glaucoma
sarcoidosis
cardiomegaly
goiter
pyelonephritis
hearing loss
gastritis
glomerulonephritis
hemorrhoids, bleeding,
untreated
pellagra
ariboflavin('qis
epilep..
sebo-zrheic dermatit~s
alc-pecia areatsi
cecrv2'-itis
rickets
hyperthyroidism
visual loss, untreated
infantile diarrhea
cerebral palsy
untreated fractured
knee
scabies
chronic pancreatitis
iodine deficiency
goiter
unbiopsied neck
nodule, 3 cm.
diverticulitis
iron deficiency anemia
endometritis
feeble-mindedness
cystitis
urethritis
esophagitis
chronic alcoholismexposure to pesticides
cleft palate, uncorrected, 6 years

77. spinal cord lesion with
L,3deficit
78. co ng estive heart failure
79. maduromycosis
80. tonsillitis
81. psoriasis
82. recto-vaginal fistula
83. paraplegia, field injury
84. mental retardation
85. thrush
86. amebiasis
87. bilateral pterygium
88. ruptured lumbar disc
89. hiatus hernia
90. Dyorrhea alveolaris
91. arteriosclerosis obliterans
92. teltdon injury, unrepaired
93. -,nbilical hernia
94.. laryngotracheobronchitis
95. bilateral scrotal hydrocele
96. birth defect
97. club foot
98. G.I. bleeding
99. congenital heart disease
100. migraine
101. strabismus, uncorrected
102. cellulitis
103. craniostenosis
104. cancer of prostrate
105. heart block
106. infantile hemiplegia
107. cystocele
108. emphysema
109. vaginal bleeding
110. broken hip
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Dr. NOLAN. This illustrates more than other things the exceedingly low per capita and family income. For example, on page 4-A
is illustrated the population ratio which characterizes this rural
area.
West Virginia has lost 13 percent of its total population in the
last 20 years. But it is also significant, looking at the last column of
that page, to note the percent change, that it is the young people
who have left, the people with skills that could help rebuild the
rural areas, and that we have actually an increase in the proportion
of aged during this period.
Senator KENNEDY. How do you account for that?
Dr. NOLAN. The State has made an effort to provide effective educational opportunity through its university and State college system,
although its secondary and primary schools are very weak. And as
the young people work their way up the educational ladder, they app~reciate that opportunities outside West Virginia are far more attractive, and that their best hope for economic survival is to leave
the State.
The man who helped me find my parking space this morning a
block from here- told me that hie had worked in the coal mines in
Mannington for 23 years, and he now works as a policeman for the
U.S. Capitol, and that lie had to come up here to find out that there
were better ways to make a living, that he did not have to work in
the coal mines all his life. And, many other West Virginians have
come up here to get better jobs. Some of them are working with him
on Capitol Hill in the police force. I think we see this pattern
throughout the State.
Senator KENNEDY. How do you account for the increase in the
elderly?
Dr. NOLAN. I do not think we have an in-migration of the elderly.
But we are losing the younger population. Therefore the proportion
of total population that the aged comprise is increasing primarily
through the loss of the young. And I think there is also represented
here, between 1950 and 1970, an actual total increase in the aged,
representing a progression in age among the population group. So
the trend I see is a loss of young people, an increase in the aged,
and the resultant population distribution.
There may also be some retired people returning home, but I do
not think that is a major part of it.
On table II we see the comparison between this typical rural
county in West Virginia in terms of its numbers of poor families
and the percentage standing nationally, and also the distribution for
the State in regard to poor families.
Senator KENNEDY. Can you explain what this table shows line by
line?
Dr. NOLAN. What we see in regard to the second line here, the
typical rural county, is that the percent of poor families in that
county, using the OEO guidelines, is 31.2 percent, and that its ranking in 1966 means that only 16 percent of all other U.S. counties
had a greater proportion of poor families than this particular
county. That is under the column "Percent U.S. Counties Having a
Lower Percent of Poor Families." In 1960 its position was relatively
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better, because 20 percent of U.S. counties had a more adverse position, that is, they had a higher percent of poor families. So that
while the gross percentage has decreased from 44.2 to 31.2 percent
from 1960 to 1966, the relative standing of that county has gotten
worse, because affluence in the country as a whole has increased more
rapidly than in this rural county. We are measuring this in relation
to. family income. The other line merely summarizes the overall picture, for the State as a whole, not by county, but by population.
Page 4-C summarizes the situation in that same northern West
Virginia rural county, indicating the present physician-to-population ratio; one doctor to approximately 4,200 people, and one dentist
to approximately 8,400 people, and.one public health nurse and one
sanitarian for the entire county.
Also there is contrasted here the county health department expenditures for this typical rural county with the county in which
the West Virginia Uiniversity Medical Center is located. And this
was offered to demonstrate that even Federal funds do not become
available to the poor rural counties for health and other needs where
there are no full-time personnel or sophisticated individuals available to apply for the grants and to develop techniques for matching
funds. As it relates to the matching requirement, I would like to
just comment briefly that the poor institutions and the poor counties
often cannot match money to induce the participation of the Federal
Government in various programs.
Senator KENNEDY. I think that information would be very helpful if you could submit it for the record.
Dr. NOLAN. I would be delighted to supplement my testimony fin
that respect.
Senator KENNEDY. If you could give us that it would be very
helpful.
Dr. NOLAN. Yes.
There you see below the comparison for the State of West Virginia as a whole in regard to all health expenditures
Senator KENNEDY. Does that participation by the local groups
provide a cost-consciousness in the local community?
Dr. NOLAN. A cost conscious?
Senator

KENNEDY.

YeS,

a cost consciousness.

Dr. NOLAN. I think it is highly desirable when it is available. But
if a man is broke and he cannot put up the money, you cannot be
coiiscious when you have to match 20 or 30 percent for a program
and you only have a few dollars. Now, if the scale went down to an
infinitiely small amount so that matching can be only token, then we
could still have the cost consciousness, but we could also have the
program.
I do not intend to sound critical in mentioning that but the
Senator KENNEDY. I am not sold on cost consciousness.
Dr. NOLAN. In the District of Columbia, for example, the expenditures were-and of course the District of Columbia is not meeting
all its health needs either-$111.25 per capita. But, comparison with
the State of West Virginia's expenditures in similar categories
shows $24.12 per capita.
We see on page 4-D that in this county, among other things, 46
percent of the families had less than $3,000 income in 1960-unfor-
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tunately, we do not have the new figure-and 3.6 had incomes over
$10,000 a year.
The median school years completed was 8.6; 10.6 percent of the
population completed less than 5 years of school, but only 25.7 percent completed high school or more.
I am sorry to take so much time to go into t&at, but I wanted to
offer an example of a county which is not the worst off in the State
either; it really is in a median position in many respects.
Furthermore, in surveys conducted locally by physicians of our division, there has been well-documented inadequate housing, absence
of water, lack of preventive medical services, and a variety of untreated medical conditions ranging from parasitism to heart disease.
Turning to the national picutre, over 130 rural counties have been
identied without any private doctors at all. A study of Minnesota,
North Dak'.ita, South Dakota, and Montana revealed that as of 1965
two-thirds of the total of 1,600 towns were without physicians.
Looking both at our situation in West Virginia and nationally,. in
the rural areas we see that these circumstances have their expression
in:
(a) Higher maternal death rates (one-half the 1,343 maternal
deaths in the United States per year occurred in rural areas and
small towns);
(b) Higher rates of disability and death from accidents (30-40
percent higher) ;
(e) iHigher infant mortality rates in rural areas (one-third
higher) ;
(d) Longer periods of disability and hospitalization for specific
illnesses.
MIGRANT HEALTH PROBLEMS

The picture with regard to migrant health may be even worse
than the worst situations in Appalachia. In March and Aporil of last
year I had the privilege of participating in a Field Foundation
study of migrant health conditions, which included my own visits to
Southwest Texas and South Florida. The complete report of that
work was very ably presented by a group of physicians, who were
my colleagues in this study, before the Senate Subcom~mittee on Migratory Labor on July 20, 1970.
Our team of physicians, which had intended to examine only 50
families in great depth at McAllen, Tex., found over. 1,400 patients
waiting for medical help. Most of these families were in seasonal agricultural work and unable to obtain needed medical treatment.
Word had spread rapidly of our presence and over 900 people
waited on the first day o1l the team visit, lining the streets around
the small clinic made available to us in McAllen, Tex.
On chart A is a list of the untreated conditions that were observed
during that survey. Infectious disease, metabolic disorders, malnutrition, and congenital defects, all of which had gone untreated, were
quite common.
I think it is significant that the residents of this area who lack
medical care flock to obtain health services when an opportunity is
available. No public or private program was available to those who
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had flocked to the survey team for assistance. Once more we had evidence that the migrants had been passed by, despite the ostensible
existence of programs that were supposed to help them.
It was in this same area that a widespread epidemic of poliomyelitis occurred last year, which tragically proved the absence of adequate immunization there.
Typical of the migrant situation was the following individual case
history:
In Hidalgo County, Tex., in a small crowded hut, we mnet a sick
gentleman of 63 years of age. He looked much older than his age,
quite weak and emaciated. He had worked in various parts of this
country continuously as an agricultural laborer since 9 years of age
when he left school to help support the family. He was willing and
anxious to work, but too weak to do so. He had experienced. weight
loss, easy fatique, polydypsia and polyuria. Although at physician in
a rural town had apparently diagnosed diabetes mellitus and prescribed insulin, his condition had not improved. The man did not
understand the use of the insulin, and no one was available to explain to him or administer it. He had no electricity or refrigeration,
which is necessary to preserve the insulin, and the insulin lay useless
on a crossboard along the wall.
Although disabled, he was not eligible for social security disability or retirement and had no0 unemployment coverage.. Local resources had Ipaid for the physician's visit and the prescription, but
there were no programs or persons with any kind of follow-uip care
or responsibility. After a lifetime of hard work helping to produce
our food, we had excluded him from the benefits we make available
to virtually everyone else.
This was a recurring theme that we saw in our visit to the agricultural areas.
As you know, last summer NBC had a documentary in regard to
the migrant labor conditions which produced a great deal of resp~onse. And some of it was quite positive on the part of the industry
as well. At that time Martin Carr of NBC also filmed a great deal
of material concerning the health conditions. That did not-become a
part of the documentary. But I mention that in passing,. and
thought the committee might wish to make that material available
to it. And I am sure that NBC will cooperate if you have that interest.
Recurrent themes observed in various rural areas have included:
(a) Refusal of local hospitals (even those built with Hill-Burton
funds) to admit patients without a cash deposit.

Senator

KENNEDY.

Do you know examples of that.?

Dr. NOLAN. Yes. In our interviews with families at Pathokee, Fla.,
this past spring, there was a recurrent comment by the residets
that unless they had $50 in cash they could not be admitted even inl
the case of serious illness-what they sawv as emergencies-for care
in the local hospital, although it had been built, to the best of my
knowledge, with Hill-Burton money.
In rural Appalaichia, we hear similar comments by people, both in
our area and in other regions, that until money is available, the priv~ate community hospitals will not admit them for care.
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I want to emphasize that that is not true of the State institution.
There is no financial barrier in emergencies at the State institutions.
But often hospitals which have been built with Federal funds are
not required to care for patients without despoit money.
(b) Difficulties in applying for existing benefits under State or
Federal programs;
(o) Discriminatory practices in school lunch programs in violation of statutes and regulations;
(d) Inability to qualify for Federal home impr
10 loans because of lack of financial resources;
(e) Refusal of categorical Federal health pro;
example,
family planning, maternal and child health, et oc
to provide
needed medical care for a diagnosis discovered
result of the
project;
(f) Inability to find a job;
(g). Poor schools;
(h) Impassible roads; and
(i) No transportation.
It is widely acknowledged that health cannot be effectively separated from needs for equal opportunity and access to housing, environmental preservation, education, jobs, medical care, welfare, and
all other public services. Yet we have not addressed ourselves as a
Nation to any kind of comprehensive attack upon these problems.
Furthermore, the proposals now awaiting consideration, illustrated by the proposed Health Maintenance Assistance Act of 1971
(S. 1182), and the National Health Insurance Standards Act outlined in the President's 1971 Message on Health (House Document
No. 92-49) are unlikely to result in effective delivery to needy rural
areas and certainly not to those where seasonal agricultural workers
live.
The area to which I have referred does not have the economic resources nor the technical ability to attract such programs as these
proposals envision. And unless there are compelling incentives to
serve these neglected groups, they can be expected to be left behind
again.
The President's National Advisory Commission on Rural Poverty
in 1967 aptly described rural poverty in the United States a national
disgrace. The most powerful and wealthy Nation certainly does have
the capacity to deal with these problems.
RECOMMENDATIONS

FOR ACTION

In my judgment we have had enough studies and documentation.
I respectfully offer these recommendations for your consideration:
(1) For appropriate committees in the Congress to give their
combined consideration to the 1967 Reports by the President's National Advisory Commission on Rural Poverty: The People Left
Behind and Rural Poverty in the United State8. The recommendations of this Commission are well-developed, comprehensive, properly focused, and should be implemented forthwith.
(2) For prompt development of the National Health Service
Corps authorized by Public Law 91-623, enacted December 31,
1970, but not yet funded nor planned for implementation.
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When passed, as you know, that wvas called the Emergency Health
Personnel Act of 1970.
(3) For establishment of a federally-financed rural network of
community health services and health related programs to assure
comprehensive health services for all residents in rural areas. The
State and local communities have been and are unable to finance
such programs.
(4) Fo'r economic incentives for health institutions (for example,
medical schools, hospitals, health departments) to involve themselves
more directly in the solution of rural health problems, and conversely economic penalties for those which decline to become so involved.
(5) For establishment by Federal statute of a new civil right to
medical care for everyone in an emergency, with appropriate civil
and criminal penalties for denial of this right.
(6) For establishment by Federal statute of a new civil right to
medical care for every sick child, with appropriate civil and criminal penalties for denial of this right.
(7) For new statutory criminal and civil penalties applicable to
any public official or employee obstructing, impeding, or delaying
any public or private benefit to any person relating to health, education, welfare, or employment.
(8) For Federal rural multipurpose ombudsman program rendering direct assistance in health, education, welfare, employment, and
other services to rural families throughout the country, and visiting
each family at least once a year to assure rural famil-y assistance.
(9) For economic and other incentives for individuals with
needed skills to settle and work in rural areas.
(10) For prompt Federal action to halt all adverse land use practices such as strip mining, uncontrolled timbering, and pollution
practices, which are destroying the natural beauty of our rural areas
and threaten to make these regions uninhabitable.
(11) For establishment of a Rural Development Agency for
human resources and needs within the Department of Health, Education, and Welfare, with responsibility for developing, coordinating, and delivering programs to people in rural areas.
(12) For allocation of 1 to 2 percent of all appropriations for
health, welfare, education, and other personal service -programs to
assure the self -enforcement and delivery of benefits. to prospective
recipients. This could finance legal services for assuring availability
to the beneficiaries.
(13) *For allocation of at least 10 percent of appropriations for
categorical health service programs to permit such programs to assume financial responsibility for diagnosis and treatment of health
conditions discovered among their beneficiaries, which are not otherwise within the scope of their programs.
The present statute and regulations ordinarily prevent this approach.
(14) For an amendment to the U.S. Constitution to guarantee to
every adult responsible for his own support or the support of others
an opportunity for gainful employment consistent with his skills.
The Federal Oovernment should be the employer of last resort. We
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must stop forcing people to subsidize our economic system through
their own unemployment and resulting poverty. There is much productive work that can be done throughout the country, including
work in the health professions.
(15) For an amendment to the U.S. Constitution to eliminate the
present inequality of opportunity of all kinds for people in the various States by a new definition of "equal protection of the laws," rea uniform national standard and full equality nationally in
quiring
the avail ability of all services and programs related to local, State,
or Federal government. Inequality Of opportunity in which government actively participates cannot be eliminated until we adopt a
uniform, constitutionally mandated national standard of equality.
I believe implementation of these proposals could permit a unified
comprehensive approach to rural health needs and arrest the progressive deterioration of rural America.
Thank you, Senator.
Senator KENNEDY. Thank you very much, Dr. Nolan.
Do you believe that we have a health crisis in the rural areas
today, West Virginia and the other areas that you have studied?
Dr. NOLAN. Yes, I think that we do have a serious health crisis in
these areas. While it is true that some programs have been made
available in the past two decades to these areas in small ways that
were not available before, the contrast in health opportunity between
the rural areas-the distance has widened over the past two decades,
and relatively our rural areas are worse off than they were 20 yeai~s
ago by comparison with the rest of the country.
But I think there is a crisis in rural areas which goes beyond
health matters, it goes to all the things related to health, and the opportunity for a happy life, and a productive life.
Senator KENNEDY. But there are Ateps, that can be taken to alleviate some of the harshness of the h(-alth crisis in rural America, are
there not?
Dr. NOLAN. I would think so, even in the absence of a comprehensive approach as holistic as I have outlined, there are many things
that we can do in the interim. Some of those are in the President's
report, and some I have tried to enumerate today. One efforu would
be the implementation of the National Health Service Corps proposal which has already been passed tnd is law.
Senator KENNEDY. What do you thAink is the future of solo practice in rural America?
Dr. NOLAN. I think there is every evidence that it is coming to an
end. The rural physicians are retiring, they are leaving and not
being replaced. They are seriously overworked and understaffed.
They are doing yeoman service. They should get support and assistance. But I think the days are over 'when we can expect young medical graduates or others to settle down by themselves and string it
alone 24 hours a day anywhere. And in a rural area a man is s-enously isolated from the resources he needs for his patients and for
his family.I

Senator

KENNEDY.

Would

work in West Virginia?

a Kaiser type of program, an HMO,
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Dr. NOLAN. The Kaiser Permanente program does require, and
implicitly the HMO proposal does, an employed population group,
hopefully one that is concentrated well enough to permit the organization of group practice, although that is n~ot a priority necessarily
of the HMO proposal. I would say in a preliminary way that we do
not have the financial resources, either public or private, to support
either of those programs in most of our isolated rural areas. The financial power lies outside those areas, it lies with the Federal Government. And there would have to be some sup plemention,,and in
some areas almost complete support, of rural health programs. That
would depend on the resources in the particular locality.I
Senator KENNEDY. You have painted a dark picture of the rural
health situation. Is it even worse for those who live in rural America if their skins are black or brown?I
Dr. NOLAN. Well, the majority of the rural poor are caucasian in
rural America, not black or brown. However, there are large black
population groups in rural areas and a large Mexican-American
migrant seasonal worker population in Texas, Florida and elsewhere.
I think that makes it easier to discriminate against them and identify
them. But even if we eliminated ethnic and racial discrimination we
would not eliminate the problems of rural poverty today.
I should also mention that there are rural areas, towns, communities,j with financial resources that cannot attract physicians. So it is
not just the paucity of money.
Senator KENNEDY. Really, one of our most important needs is the
attraction of physicians into these rural areas, is it not?
Dr. NOLAN. Certainly physicians and dentists and others have to
be the nuclei of any program.
Senator KENNEDY. What emergency measures do you think could
be taken to attract physicians or these other skilled personnel?
Dr. NOLAN. Well, if we had implementation of the National
Health Service Corps proposal, this would offer young physicians an
opportunity to perform their military service in that program. And
that was underlined in the exploration of that act so that there is no
question that they would get credit for their 2 years of service with
the Public Health Service under that program. That is an indirect
incentive. But I think also the young people are looking toward an
opportunity for service in this country, and such a program would
offer them a Vehicle for participation, without necessarily making an
economic commitment of their own.
Now, as it relates to others outside the scope of Public Health
Service organized programs, the support by the Federal Government
of loans or grants for centralized rural clinic buildings and equipment could be an inducement. It might be desirable to have an income tax incentive for people with sp ecial skills who are willing to
work in rural areas. We may wish to offer special educational incentives, both for the practicing professionals to get further postgraduate training themselves. an~d for their families to avoid paying a
personal penalty for rural service.
Those measures would be helpful on a temporary basis for the individuals. And in addition, there could be incentives to relate rural
health, medical and dental practice, with the larger medical centers,
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so that the people in practice in the rural areas could get relief, and
return to the major medical center for retraining, and also for some
respte romthe demands of practice.
Integrated programs of that kind would certainly be a professional incentive.
In the long haul I think we have to look at all the characteristics
of rural life which are presently unattractive to young people and
which are causing them to leave the rural areas and work toward
their resolution in order to hold professionals in these areas for the
future.
Senator KENNEDY. How would you characterize the quality of
health care services in community hospitals in rural areas?
Dr. NOLAN. I think that they var-y just as the quality varies even
in the city, although we do not usually like to talk about it very
much. We also have varying quality, for instance, in legal work. It
is a characteristic of professional work, it is not at all one standard.
Senator KENNEDwY. Does that go for the Senate too?
Dr. NOLAN. You are freer to comment on that than I am.
But the difficulty in the rural situaation is that physical resources
for these offices and institutions are quite limited. There are very
few diagnostic materials available directly to the physician. We do
not have an integrated network, such as Dr. Snyder indicated is
being explored in New Mexico, available in rural areas. We hope
there may be in the future. And in addition, the doctors and other
health professionals are seriously overworked. They just do not have
enough time for each patient.
So I think I must conclude, somewhat painfully, that in most
rural areas, while the major problem is shortage of facilities and
manpower, and communication, and referral services, and a whole
variety of things, that the quality of care compares unfavorably
with the median levels in the city and the suburban areas. There is
just more time to spend with patients in an area where there is one
doctor with 340 people than where there is one doctor for 4,200 people. And this is not a reflection upon the individual practitioner
himself. If you are going to handle 10 lawsuits in one afternoon you
are not going to do as good a job with any of them. And we have
the same problem with-medical care. But, I would say that rural
people do not have access in general to the same quality of care as
those in other areas.
Senator KENNEDY. I think this observation supports what I feel is
the situation and that is that the physician is trapped by the system.
And it is the system really that produces this kind of result rather
than the physician himself.
I want to thank you very much, Dr. Nolan. You have been very
helpful.
Dr. NOLAN. Thank you.
Senator KENNEDY. That concludes our hearing for today.
The subcommittee will stand in recess until Tuesday of next week.
Thank you very much.
(Whereupon, at 12:20, the subcommittee adjourned, to reconvene
on Tuesday, April 6, 1971.)

HEALTH CARE CRISIS IN AMERICA, 1971
TUESDAY, APRIL 6, 1971

U.S. SENATE,
SUBCOMMITTEE oN HEALTH OF THE COMMITTEE ON

LABOR AND PUBLIC WELFARE,

"Washington,D.C.

The subcommittee was called to order at 9:40 a.m. in room 4232,
New Senate Office Building, Senator Edward M. Kennedy (chairman of the subcommittee) presiding.
Present: Senator Edward Al. Kennedy (presiding).
Committee staff members present: LeRoy G. Goldman, professional staff member to the subcommittee; Jay B. Cutler, minority
counsel to the subcommittee.
Senator KENNEDY. The subcommittee will come to order. Today
we resume our hearing into America's health care crisis. Specifically
the subcommittee will take testimony on one of the most important elements of the health crisis-the quality of health care.
In testimony presented to the subcommittee since the inception
of our hearings it has become clear that the cost of health care
is out of control. As a Nation we now spend $70 billion each year
on health and much of that is eaten up by the inflation which
results from the inefficient way in which health care is organized
and delivered. We have also learned that this Nation faces grave
shortages of all kinds of health manpower. In addition, much of
the manpower we do have is inequitably distributed. And we also
know that the educational institutions which train this Nation's
health manpower are in dire financial straits. As the dean of the
Johns Hopkins School of Medicine said: "We are prestigious, but
we are broke."
.We also have learned that today's health care system is not designed for the benefit of those it should serve-the consumers of
health care. All too frequently, inconvenience, inequity, and indignity are the results of having to seek health care in this country.
With ever increasing frequency, there is reason to believe that the
quality of health care which is delivered is at best uneven. For
example, in an article in the New England Journal of Medicine
last fall, Brook and Stevenson looked into the delivery of medical
care in the emergency room of the Baltimore City Hospital. They
concluded: "Effective delivery of medical care was provided for
only one-fourth of the patients." They further concluded: "By
every criterion included in the study the medical care was both
ineffective and inadequate." Any fair inquiry into the nature and
magnitude of the Health Care Crisis requires an understanding of
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the extent to which the quality of care is poor. We should have a
system of health care in which the consumer has an adequate basis
for knowing whether services rendered has improved his health,
not affected it, or worsened it.
Today's witnesses are qualified to inform us in respect to this
problem. And we will find their testimony valuable in terms of the
extensive field hearings upon which the subcommittee is about to
embark.
Our first witness this morning is Dr. J. Willis Hurst, professor
of medicine and chairman of the department of the Emory Universityv School of Medicine, and chief of medicine, Grady Memorial
Hospital in Atlanta.
The author of six books and approximately 150 scientific articles
on heart disease and one book on teaching medicine, Dr. Hurst has
served as a member of the American Heart Association's Council
of Clinical Cardiology and later as vice president of the council;
as a member and later chairman of the subspecialty board in cardiovascular diseases of the American Board of Internal Medicine; as
a member of the National Advisory Heart and Lung Council; as
a member of the President's Commission on Heart Disease, Cancer
and Stroke in 1964 and 1905; and as a member of the National Advisory Council on Regional Medical Programs. He is presidentelect of the American Heart Association. Among his many honors,
the most recent have been the Master Teacher Award presented by
the American College of Cardiology and his selection by the American Heart Association as one of three, American teachers to participate in "Four Cities of Cardiology"-Scandinavian Countries.
Doctor, would you be kind enough to come forward?
We will include in the record the article of Dr. Brook and Dr.
Stevenson at the conclusion of the testimony of the witnesses this
morning.
We welcome you, Dr. Hurst.
STATEMENT OF 3. WILLIS HURST, M.D., PROFESSOR AND CHAIRMAN,
DEPARTMENT OF MEDICINE, EMORY UNIVERSITY, ATLANTA, GA.
Dr. HuI~sT. Chairman Kennedy, members of the subcommittee:
five dangers to avoid.
Dangers await us unless the following. concepts are considered
as we attempt to solve the health care crisis.
1. THE EITHER-OR PHILOSOPHY

The popular technique of asking one to choose between two possible solutions to a problem may at times be dangerous. The proper
answer may not be either of the solutions offered but may be something else. The "Peanuts" cartoon by Charles Schultz makes the
point. Lucy is seen in her stand playing the part of a psychiatrist.
She asks Charlie Brown the following question: "Do you prefer
sunrise or sunset?" Charlie answers, "Sunset, I suppose." Lucy then
responds by saying, "People who prefer sunset are dreamers!I They
always give up! They always look back instead of forward! Sun-
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risers are gogetters!I They have ambition and drive!I Give me a
person who likes a sunrise every time!I Yes, sir!I I am sorry, Charlie
Brown ** * if you prefer sunset to sunrise I cannot take your
case * **you are hopeless!" Lucy then walks away. Charlie then
remarks, "'Actually, I- have always sort of preferred noon." The
design of Lucy's question restricteAI Charlie's response. The phrasing
of some questions being asked today restricts one's response and, in
my judgment, prevents a proper answer. For example, we hear
that we must choose between the delivery of health care and medical research. This type of statement obscures the correct answer.
The correct answer is that we must have both and that we must
strive to achieve, a proper balance between the two. We are led to
believe that wve must choose between the quantity of health care
and the quality of health care. I disagree.. I believe w! need to increase the quantity of health care and the quality of health care.
We are told that we need more general physicians and less specialists. The fact is we need more of both and we need a system to relate each group to the other. We are led to believe that we must
choose between governmental support of medicine and the priavte
support of medicine when the true answer is that we will need
both. The list of such questions and statements is endless.
We must not fall into the trap and give a hasty answer when
the truth may be in a third option. Voices will be raised to say
that many of the third options will cost too much. My response is that
it will cost too much not to look at third options. I am convinced
that health care will not be improved in quality or quantity unless
all citizens recognize that it will cost a, great deal more than it
costs now. The voices will say it can't be done. I will say that we
must rearrange our priorities of values and that medical care
should be near the top.
2. THE PURSUIT OF EXCELLENCE MUST CONTINUE

I realize that a discussion regarding excellence is not a popular
subject but we must consider it because it is right. When it becomes difficult or nearly impossible to pursue the best then mediocrity will reign. All Americans must be inspired to give the best
that is in them The fact that a few medical scientists were able
to improve the world of medicine and in turn the health of the
people is why we haev a health crisis. Their research paid off. That
is; why we have something to deliver. Since we physicians do not
yet know enough, then it follows that research must continue in
order to have something to deliver. It also follows that we need
a more effective delivery system in order to deliver the fruits of
research.
The problem may be likened to an arrow. The sharp tip of the
arrowhead should le made up of those individuals who choose to
do research in the medical problems that plague mankind. The
remainder of the arrowhead should be made up of those who spend
their lives setting the highest possible standard for patient care.
The long arrow shaft should represent the delivery of the bulk
of medical care in the country. While the role played by indivi~du-
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als at the arrow tip, at the remainder of the arrowhead and at
the arrow shaft is different, each must strive for excellence. The
arrow will not enter its flight until the citizens place it into their
financial bow and shoot it into the air. Should all of this be done,
then our society will be on its way to solving the health crisis.
We must encourage our talented young people who will make
up our future health personnel. Therefore, the institutions that
train them must be supported. The medical students, interns, residents, specialty trainees, nurses, and allied health personnel must
be appropriately supported. We cannot run the risk of training
them to chance alone. We must develop a way to insure its occurrence and the training must be excellent.
When you have your heart attack-whichi you are likely to haveyou must have a highly trained man at your bedside. This does
not mean that there should not be far more generalists than specialists. It simply means that we must have both and that we cannot
leave the development of either to chance. If you wish to prevent
your heart attack-which you are likely to have-then you must
support the development of research people to work on the subjetbecause no one can guarantee you a method of prevention today.- A young intern in my program recently diagnosed leukemia.
on himself and died in 1 month. He is on my mind. We need more
research to prevent such tragedies.
Should excellence in the field of medical care not be held as a
national goal, then we will be less than we could be. If excellence
in medical care is not to be an objective, then it is likely that
excellence will not be sought generally in this country. Should the
pursuit of excellence be ignored, the spirit of man will die. The
failure to appreciate excellence is dangerous indeed.
3. HEALTH EDUCATION IS NECESSARY IN ORDER TO DEVELOP A
WORKABLE HEALTH CARE SYSTEM

In my opinion, a new health care system will not work unless

a health educational system is developed in parallel with it. Without a health education system the citizens might underuse or overuse the new health care system. It takes health knowledge-not
just health concern-to use a health care system properly. Accordingly, I urge that health be taught in every grade in school. We
must start in the first grade and continue to teach health throughout the individual's student days. After he leaves formal school
then a health education system must be available to him for the
rest of his life. The physician's waiting room and the hospital
lobby must become educational facilities for the patients who wait
there. All hospitals must become educational centers for patients,
visitors, and for those who work there. Remember a citizen today
should know about as much about health as a physician knew 50
years ago.

Continuing education must become a way of life for physicians
and all health care personnel. It is impossible to have a good
patient-care program without continuing education for those who
deliver the service.
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It will be dangerous to underestimate the need for health education for all citizens including those who deliver the service.
4. COST ACCOUNTING IS NECESSARY BUTT IT MAY BE DANGEROUS

We must never forget that human life and comfort are priceless. Whereas it may be necessary to put a dollar figure on~ health
matters in order to have some simulance of order, it is inhumane
and uncivilized to carry the concept to an extreme. I plead with all
who hear my words not to be an extreemist in this regard. Any
thoughtful person should recognize that the improvement of health
care will cost mithy times what is currently expended. It will be
dangerous to underestimate the cost of good medical care for all
of thie citizens.
5. WHO SHALL DO THE PLANNING?

The planners of a new health care system must involve people
other than physicians. No one can doubt that. It will be dangerous,
however, to plan without the help of physicians. Accordingly, I
urge you all to seek the help of thoughtful physicians to assist you
in planning for the future. Not to do so will be a mistake.
SUMMARY

Whereas I have stressed some of the dangers I see ahead of us,
I wish to emphasize that I am in no way pessimistic about the
future. I actually believe wve are entering a golden era, an era that
will show the profession of medicine serving mankind in its finest
way. The dangers are highlighted in order to emphasize that we
must have balanced programs. We must develop an approach that
considers a p roper balance between research, education, and patient care. This is no cliche. It is, I am absolutely certain, the
truth. Juist as a boat with too much weight at one end capsizes, an
unbalanced health care system will sink and its passengers-the
patients-will go down with it. The proper balance between research, education, and patient-care must~ become the common purpose of those who wish to improve the medical care of the citizens.
Senator KENNEDY. Thank you very much, Dr. Hurst.
Is the quality of medical care today in the United States uneven?
Dr. HURST. Uneven?
Senator KENNEDY. Yes.
Dr. HURST. Yes, it is uneven.
Senator KENNEDY. And how do you know how pervasive that
problem is?
Dr. HURST. Your question is the extent to which it is uneven?
Senator KENNEDY. Yes. And how can we measure the quality
of care?
Dr. HURST. I would think the proper answer to that question
will be highlighted when Dr. Larry Weed makes his presentation.
One of our problems is that there is really an inadequate way to
measure exactly what we are doing. Some of Dr. Weed's ideas 1.
think will make it possible to make such measurements.
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On the other hand, I am not certain that we should waste our
time now trying to make precise measurements, because I believe
there is sufficient evidence available so that one can be confident
that it is right to state that it is uneven. I would say that it is uneven in two ways.
One would be the individuals who do nut have an adequate income, who unfortunately may also be illiterate, who do not know
how to use the health care system that we have now-which I think
everyone would admit is inadequate. Accordingly, their participation in what we now have is inadequate.
At the other extreme, though, I would like to call attention to a
large group of people who are college graduates and who are quite
literate and who are financially able to obtain medical service. It
does not follow that they know much about health. That is why
I have pointed out here that we must have a health education system, because even if they go all the way through college they may
not be knowledgeable about health. Accordingly, they may end up
being able to pay for service and misuse the system in a way that
is, to a degree, opposite to the first group~ that I was discussing.
I do not know the size of that group, but "itwould be considerable.
So that I see glaring examples of underuse and overuse. Both
occur because of inadequate health 'knowledge of the citizens themselves. It is not entirely the citizens fault. Our school system simply
does not have a good health education system in it.
Senator KENNEDY. Of course, I suppose one of the philosophical
problems we face in trying to strengthen the quality of health
care by those involved in the practice of it is not unrelated to the
kinds of problems that we face in other professions-I mean politicians and the Senators are slow in trying to police their own
members; lawyers traditionally have been reluctant to police fellow members of the bar and I imagine this is certainly true in the
medical profession as well.
At a time when there is a very general and legitimate concern
by people across the length and breadth of the country about the
quality of care, we ought to ask ourselves whether the old ways
are really good enough. Are we just going to go ahead and make
more elaborate the existing kinds of procedures in order to police
quality health? Or are we going to really examine the peer review
system? What would you say about this dilemma?
Dr. HURST. Well, I would draw a comparison to the current system of evaluating a research grant at the Institutes of Health. I
do not believe that the current method is a perfect method, but I
think it is the best one that has been conceived of by man thus far.
It is as sound as the principles of our country.
If Dr. X wishes to receive a research grant, then he knows that
he must write this material up in a proper way; that this is submitted; and that it is reviewed by his peers (the peers are of two
types. One group inspects his facilities and program and another
group, who is unknown to the grantee, reviews the material carefully); and that these men are honest people who may make mistakes but they are the best the country has to make judgments on
such matters.
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If he gets through that, he then faces the national council in the
appropriate institute when again it is looked at by a group of peers
that are expert in the field.
Accordingly, to be awarded a grant, he must have a very good
peer review by -knowledgeable people.
I would suspect that there could be some sort of parallel plan
developed for the practice of medicine.
Senator KENNEDY. I do not underestimate the importance or the
significance of revie,.w in research-that is obviously of great importance. But I feel we have much less ability to establish these
kinds of criteria in terms of actual practice. ow how does someone in solo practice lend himself to peer review?
Dr. HURST. Let me restate it this way. As I indicated, I can see
a parallel developing between the research system and the practice system. The new type peer review would not be a duplication
of the current system. Let me explain further. At the present time
I see hositals working very hard to improve standards. You. can
also say that a physician enters the system with his patient at this
point. A good medical record-as Dr. Weed will relate to youmakes it possible to have a good peer review internally. I would
also point out that the hosiptal accrediting agency--a national
body-which is an outside agency, is already in existence and
means business. Further refinement of these techniques will bring
results.
To move on, though, to your question about solo practice. I
would see a system developing that goes something like this:
First of all, I would suspect that many group practices will
develop. I would also hope that when a group develops, that they
would be located in a building that is virtually attached to the
hospital..This will improve efficiency and make it possible for them
to organize themselves for night and day coverage for their patients that are ill in the hospital. They will be able to see their
outpatients-their ambulatory .patients-in one end of the hall and
their vbry acuately ill patients in the other end of the hall.
Now if this happens, you could make these physicians-and their
records-subject to the same audit system as the hospital. [See
earlier discussion.]
Then I would see certain physicians working out in a community. The word "solo" practice might be the wrong word, although
there might be only one physician in the facility. I would see him
asaudin force where many allied health people were involved.
The facility would be very different, I think, to the current solo
doctor's office. A new system would be established where the physician, with a team. of nonphysician assistants, would be a guiding
force for the health of a group of IPeople. The physician, and his
assistants, would have a specific relationship to a nearby hospital.
Now in that system the physician should fit into the organizational structure of the hospital to which he is related. He, and his
assistants, should be going to the hospital many times per week to
educational programs. This would solve one of the problems of solo
practitioners, with the enormous workload they carry, who have
no time to do what they want to do. At present there is no rela-
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tionship established with nearby facilities and no real relationship
established with an educational system.
Now what I have said is that with group practice developing
in buildings attached to hosiptals that the physicians are able to
organize. themselves into educational systems, and fall under the
peer review program and the national accrediting system program
much more easily. I am also saying that the physician who is in
solo practice but has paramedical people working with him, will
also be organized into the educational system of a hospital to
which he is attached. The solo practitioner would then fall under
the same audit system that the hospital and group practice system
falls under.
The audit system I have described will include all physicians
and will utilize an internal peer review system and an external
national accrediting system.
If you have a good recordkeeping system, as Dr. Weed will describe, you will have the essential element which is required for an
assessment to be made. Our efforts to improve should not have
punitive overtones. I believe we can do much to train young men
to create better records; to accept an audit; 'to set high standards
because it is the best way to take care of patients; it is the best way
to retain sharp minds and it is the best way to engage in an educational system.
Senator KENNEDY. Well, thank you very much, Dr. Hurst. That
is very helpful, and we appreciate your comments and your statement this morning. It is very valuable to the members of the committee. I want to thank you for appearing before us this morning.
Our next witness is Dr. Lawrence Weed, who is the director of
the Promis laboratory, Medical Center Hospital of Vermont, Mary
Fletcher Unit; and also professor of medicine, University of Vermont.
A member of the American Society for Microbiology, Dr. Weed
has been an AEC fellow at Duke University, an assistant professor of pharmacology and medicine at Yale, director of medical
education at Eastern Maine General Hospital, associate professor
in microbiology aind professor of medicine and director of outpatient clinics of the Cleveland Metropolitan General Hospital.
Dr. Weed has written numerous publications.
We want to welcome you here, Dr. Weed.
Senator Prouty of your State regrets that hie could not be here
this morning. He has some kind anid generous remarks about you,
Dr. Weed, and I am going to ask that those remarks be put in the
record at this point, prior to your own comments.
(The statement of Senator Prouty follows:)
STATEMENT oF HON. WINSTON PROUTY, A U.S. SENATOR FROM THE.,
STATE OF VE~RMONT

Senator PROTY. Mir. Chairman, I regret that a prior commitment out of the City, precludes my attendance at today's hearings
of the Health Subcommittee of the Committee on Labor and Public
Welfare.
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I would have particularly liked to welcome a fellow Vermonter,

Dr. Lawrence Weed, to our hearings.

Dr. Weed is a professor of medicine at the University of Vermont's College of Medicine. He also directs the Promis laboratory
in the University's Medical Center Hospital. This center has attracted national and international attention. Dr. Weed's problemoriented medical record system is being adopted by medical centers
throughout the country..
As we seek new financing methods and new patterns of health
care delivery, we must also develop new control mechanisms through
responsive record systems. Dr. Weed has assembled an expert team
and has made considerable progress towards reshaping our medical
record system.
I commend Dr. Weed's genius to our subcommittee and while I
could comment at length, I think my point can best be made by
including at this point in the hearing record a copy of an editorial
from the January 7, 1971 issue of the New England Journal of
Medicine.
The editorial is entitled "Ten Reasons Why Lawrence Weed is
Right." I believe this morning the members of the subcommittee
will find many additional reasons why Lawrence Weed is right.
(The editorial follows:)
[From the New England Journal of Medicine, Jan. 7, 1971)
TEN REASONS WHY LAWRENCE WEED Is RIGHT

The innovations of Lawrence Weed concerning medical records are correct.'

The purpose of this note is to encourage all physicians to hear what lie is
saying. Here are 10 reasons why we must.
In the first place, lie has devised a inedical-record system that encourages
the student, house officer and practicing physician to use sound logic In his
thoughts about patients. In this sense his system Is the essence of education
itself.
Secondly, the display system that hie has created for medical data enables
one to use the record as efficiently as one uses a dictionary.
Thirdly, lie has devised a medical-record system that allows the physician to
communicate his thoughts to nurses and other personnel who are assisting him
In the cmnmediate care of the patient. This makes it possible for the physician
to be the director of the health-care team Involved in the care of the patient.
Fourthly, hie has designed a medical-record system that enhances the continuing education of the physician and all who assist him In the care of
patients.
Fifthy. the logic system and display of It prepares the student and physician
for the computer world that Is coming to our rescue. The system teaches those
who u-3e It how the computer can help us. Without .such understanding the
computer will be looked at as an unwelcome Intruder.
Sixthly, group practices are Increasing daily. The medical record will be the
common bond between several doctors and a patient. If the medical record Is
of poor quality, or If the data cannot be found quickly, the "group" may be

Inefficient and could, after much effort, deliver less than the best medical care.
Weed's system will Improve the medical care given by a group.

Seventhly, certain types of clinical investigalon require excellent records.

Weed's system of record keeping will Improve patient care by making It possible to do more accurate clinical research.
Eighthly, the attending man on a teaching service has, In years past, felt

compelled to give an Irrelevant lecture dining ward rounds. Now-with Weed's
display system-lectures on ward rounds will be eliminated. The Weed system
makes it possible for the attending man to check a patient's medical problems
and simultaneously to check the student's and house officer's ability to collect
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data and Interpret data, to develop a proper plan of treatment and to observe
patients properly. Ward rounds can become patient rounds and not lecture
rounds.
Ninthly, the traditional method of presenting the patient's medical history,
the results of the physical examination and laboratory data has run Its course.
It Is time for a change. The presentation of Irrelevant medical data may be
useful for a junior student If his teacher shows him It Is not pertinent to the
problem at hand, but the persistence of such a habit throughout the years
Impedes the development of logic. The Weed system encourages a more meaningful way of talking about patients.
Finally, patient care is Improved directly or Indirectly by each of the nine
reasons listed above. This, of course, Is the goal of all our efforts.
These 10 reasons-and there are more-all coalesce to enable a physician
to improve the care of his patients, improve his learning and Improve communications to others about his patients while he is spending his days and life
with patients.
What has Weed said? He has emphasized the point that good patient care
depends upon the education of those Involved In the care, and to a large degree
education depends upon good records. He has highlighted the medical record
as a teaching document that should enable the physician 2to learn while he
cares for the patient. He has suggested the following plan. By enumerating
the problems by numbers It becomes possible to develop plans that are clearly
displayed by use of the same numbers. It becomes possible to write orders that
are identified by the same numbers. It also makes it possible to number the
Items In the progress notes and In the discharge summary in the same way.
Displaying the problem list at the front of the chart and displaying the Initial
plan, orders, progress notes and discharge note In a clear way (by the problem
numbers) make It possible to develop a chart that Is very meaningful for the
doctor, nurse, student and patient.
Piet Hein, the Danish genius (the Inventor of "Grooks"), points out,
We shall have to evolve
problem-solvers galoreSince each problem they solve
creates ten problems more.'
The Weed system will not solve all our problems and It will create a few new
ones, but it will Improve the care of the patient and Improve the education of
those who work with it.
3T.WMI~s HUR~ST, M.D.
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Senator KNEDY. Dr. Weed, you may proceed.
STATEMENT 'OF LAWRENCE L. WEED, M.D., PROFESSOR or MEDICIN, UNIVERSITY OF VERMONT, BURLINGTON, VT., ACCOMPANIED) BY DR. HAROLD A) CROSS, HAMPIDEN HIGHLANDS,
KMN

Dr. WEED. First of all I would like, Senator Kennedy, to mention
that I have Dr. Harold Cross with me, who is a general practitioner
from Maine. He and Dr. John Bjorn have written a book entitled
"Problems Oriented Practice." And if I accomplish nothing but to
have some of the people on the committee read this book, I think
that alone will be the best contribution I can make. One of the
problems has been that we in the academic life do not function
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effectively with those who are out doing the work. And it is this
lack of integration that has caused a lot of the problem.
Senator KEFNNEDY. It is not only that relationship, but it is also
the relationship between those involved in the public sector and the
practicing doctor. So do not leave us out when you are talking
about those who have not been included in the working relationship
and need to be.
If you would like to come up, Dr. Cross, you are more than welcome.
Maybe you could identify him for the record.
Dr. WEED. Dr. Cross is a practitioner with Dr. John B~jorn in
Hampden Highlands, Maine. They have been in general practice
since 1958 there. They have worked with us as we have tried to
look at the system so that we would not run the risk of ending up
with ideas that were just totally irrelevant and do not work anyway.
So Harold is always there to point out, "You don't know what you
are talking about," and we try to straighten it out. And over the
years we have developed this sort of a relationship.
Well, now to get on with the matter of quality, I would like to
state right at the outset that the medical record will be the principal
focus of my remarks. And I do not hesitate to say that because
we have not made it the principal focus in any discussion of the
health care system, we keep ending up with pieces that do not
quite fit together, and we do not know quite what has been accomplished with all our money and effort.
The very words "quality" and "efficiency" imply that you know
what you are after and that you know whether you have gotten it
after you are done. And without the medical record that seems to be
impossible.
'With your permission, I would like to go to the board so I can
leave with the committee a framework upon which you can build
a whole system.
I would like to start the framework not with the doctor's wants
or the government's -wants or insurance wants, but with the patient's
needs. Ideally in this country there should be a list of the patient's
problems sitting on his record. He should have a medial record
in this country that you can open and find on the top pag a complete list of his problems, with no ambiguity and no diagnostic
guesswork. And that list should include social, medical, psychiatric,
and demographic problems. [Blackboard discussion.]
We know that if problem one is pneumonia and problem five is
no heat in the house, then to give him penicillin alone is inadequate
and even deceptive.
If you will get a complete problem list in front of the average
human being, h is commonsense will take over. So we need the list
in front of us. Now we do not have that, so we make decisions out
of context. [Blackboard discussion.]
The next thing that has to happen to record is that plans should
be titled and numbered with respect to problems. Miscellaneous
lists of welfare orders cannot be evaluated problems. [Blackboard
discussion.]
The list of problems is determined by the initial information.

1122
What do we guarantee a patient? This means what questions,
physical examination procedures, and laboratory work should be
done in order to get a complete li4st of problems. On comprehensive
care, do you want the $50 tune-up or the $100? The patient should
know what we do and what he is payring for.
What I would like to do is quickly go through this simple scheme.
Any layman would ask, "Why don't we have it?" We shall just
take each box and say where we stand, and you will see how badly
off the system is. But we can also say, "'What can we do about it?'
Number one (box 1) is the data base. Every doctor in America
makes the content of this his own personal matter. Somec do certain
things and some don't. Some look at eyes and some don't.
A 'Physician wises uip after a while. If he is going to be audited
on what he did for the problems-as with certain auditing systems
existing-he better not identify problems he cannot or does not
choose to identify. If you don't ask eye questions or about ulcers,
you can't be penalized for treating them wrong. A complete 1list of
a person 's problems is basic to any medical care system.
As long as this is allowed to be at the discretion of the doctor, in
a very basic way he will, make the list of problems suit his background and training. It is a human thing to do. No one disciplines
him in an ethical, unemotional way. This poor specialist may be a
gastroenterologist or a gastric surgeon who does nothing but take
out stomachs and it's long since gone out of his mind how you find
and formulate eye problms.
We do not hav e complete lists of an individuals problems. Pick
up any medical record in America and at the end of the data basethe initial information--they scribble their impressions, not an
honest, complete list of problems. This is not a scientific document.
They will put " 2 perforated ulcer" or "rule out diabetes." You have
to guess that the exact problem was unexplained abdominal pain
or vaginitis.
They have been taught to guess. In the second year of school they
may make guesses and even get a prize for whoever gets the most
right. That's not the way it should work.
The physician should state what he knows is wrong with the
patient-in simple honest terms-and what is going to be the next
step he will take to further delineate the problem? That is what
science is. We haven't had that.
Furthermore, at the end of the workup, we have the list of impressions but we simply have not kept it up to date. They scribble
in the middle of the record. The doctor says that is the list of
problems. The patient then falls "How could I put that on the list?
he asks. That happened after she came in. But we wanted a complete
list of problems. Why doesn't lie add to it and keep it organized
and up 'to date?
The minute you do not have a complete list in front of you, you
deal with problems out of context. What I mean by that is if ou
have problem. one is heart failure and problem five is a broken ip,
the right treatment for the fifth problem requires prior treatment
for the first (indicating.) [Blackboard discussion.]
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Specialists do not keep complete problem lists too well. The patients, however, did not and cannot specialize. But we wijll talk about
why we specialized.
So we do not have simple rules and discipline. It is Asimple matter
but it turns out now that what I think health-care systems need is a
lot of very simple things, like what Lombardi did for football. He
did a few simple things right every time. We just get too complicated about it. We should have a data base, a complete list of problems, plans, and progress notes titled and numbered with respect
to each problem.
Progress notes are not numbered and titled with respect to problems. Rather they read "Doing well." Patient has diabetes, hypertension, gout, what does "doing, well" mean? As James Thurber
said when he was asked, "How is your wife?" In what away." It
is meaningless. You have got to put down what problem you are
talking about. And if you are not competent to deal with all of
them, put them down-at least you are announcing the problem
and saying, "They are within my expertise. But they must be dealt
with." In the past we have had what you call "source oriented medical records." Data were recorded in groups according to source and
not according to problem: all the temperature charts, all the orders,
the nurses' notes, doctors' charts, laboratory data, X-ray data. And
if you want to know what happened to Mrs. Jones' ear or her hip
or her chest, you obviously have to read the whole record. Turn
every page. Because you never know what fragment will drop out.
On the lab sheets might be an ear culture. Why do you have it
mixed with the urine test? Why are you putting those together?
There's no point in that. What's his answer? His answer is, "Well,
we have always done it that way."
Such a system of keeping data absolutely defies any audit of any
sort. That does not mean we should not have reviews and audits, but
the minute you audit a person without telling him what the game is,
without an organized structure in a scientific way, you absolutely
will have guaranteed resistance to the audit because people do not
take kindly to that.
We know it is arbitrary, but we must draw the line, set up the
rules. The sine qua non is a set of rules and medicine does not have
a set of rules. So you set up a set of rules and you make the medical
record the basis of it.
Having done that, you then audit for performance. You continue to do that. The progress note is an important part of the
record, like going from St. Louis to Seattle-you never go the same
route twice. There is a tornado; that bridge is washed out every
year; there is a detour sign. You weave your way through with
multiple variables. The shape of your path is not; known until the
input stops. It is known only in retrospect. You get there if you
know the goal. And simple rules of scientific behavior.
A doctor-should be a guidance system. He should not be an oracle
that tries to know all the answers. He should not be a memory machine. And everything we have done is to set him up as a memory
machine, an oracle: I people say to you that isn't true, then just
look at the way the examination is. You can judge a system by the
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wythe person is examined. He is given boards in this and that,
and he examine him on what he knows and equate what a man
knows with what he will do today, tomorrow, next year, in 20 years.
You cannot do that.
Many mistakes in hospitals do not havre to do with not knowing
or not being easily able to find out; somebody, didn't bother. AN
we go around saying when we find a mistake, "We better give him
a course, a postgraduate course; we have to specialize more." But
you simply should say, "Why didn't you look it up? Can't you read?"
But medicine has been a memory-based science, and what happens when you memorize? If you are going to be tested on your
memory and you are scared of flunking, the inevitable result is
specialization. "I will narrow to the eye and learn all there is about
At." You force specialization when you force problems being dealt
vith out of context. And then you make the patient the chief
negotiator for health care and he wanders around without a record
like a guy without a bank book, trying to. put the pieces together.
He stands bewildered, in the middle of a disorganized system without a workable medical record.
There are other points, but I think that's enough to start.
Senator KENNEDY. How do you characterize the system in terms
of the quality review we have at the present time?
Dr. WEED. At the present time, since no one has defined clearly
to the doctor what the goal is and what the rules are, the quality
review must be unfair.
Furthermore, we use what we call peer review, and even allow
the peer to be someone in competitive or joint practice, and in any
other field it would be called "conflict of interest." You cannot ask
one person practicing in the community with another person to look
at the other fellow if he is referring him cases. You do not ask one
teller to review the other teller in the bank.
Now medicine has got to develop. a set of rules and then people
must audit from the outside. And in any system that is developed
you should tie in, in my opinion, the fin~ancing to this set of rules,
i.e., "We'll give you the money if the record is kept in this way."
And if the patient is guaranteed random audits, you don't have to
audit everything. it is the same as the Internal Revenue Service;
they do not audit every return, but you are very careful around the
first of April since you do not know if it is going to be yours that
is audited.
That is the way medical audits should be handled.
They talk about the industrial defense establishment complex
and race problems and Vietnam! One of our biggest problems, I
think, in the whole country is this fantastic testing complex. We
equate knowledge with performance. We have to develop a means
for examining performance at random. And if a man always does
the right thing, he defines the problems and handles them beautifully it is irrelevant if he memorizes anything or not. He is a problem solver. Whatever he did, he'solved the problem..
Right now we take him away from his practice and we quiz 'fim.
In 1918 a man, Dr. Codman, at Massachusetts General wrote a
marvelous little book-I am sure the committee would love to get
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ahold of it-and he prescribes looking at the end result. He was
thrown off the Harvard faculty because of it. He died a bitter man.
He printed the book at his own expense, and he says everything we
are saying today. This was before World War II and NIH microbiology. The last chapter begins, "The day of the general practitioner is passing." That was in 1918.
.But one can hope that there are reasons that they failed and we
might succeed now. We can problem-orient our records so we can
look at them and audit for thoroughness, reliability, sound analytic
sense, and efficiency within those rules.
I do not think a doctor should be given the patient or the practice
or the money to pay for his work whether it is from the Government
or Blue Cross unless an audit of problem-oriented record is built in.
What Government in my opinion, should do for the people is what
the people cannot do for themselves. And the one thing the doctors
cannot do for themselves as individuals is set standards and review
their own work. So we should spend much more money and time
on the audit system of a problem oriented medical record.
Senator KENNEDY. Do you think you can expect the insurance
companies to establish that?
Dr. WEED. I really do not know what groups will come to the
fore. I am always impressed when you define the system very, very
clearly, like with a football team, and when they all come out it is
hard to tell sometimes whether they are good linemen or quarterbacks; some are good enough to be the waterboy; and I would like
not to Prejudge any group, no matter what. Let's define the game
and let s have a go at it and see what you can do and give them
some time; and if they do not succeed and come up with something
rigorous, get on with it. In fairness to all groups now, they are like
a bunch of contractors digging holes an~d the architect has not
arrived; and they are criticizing what they have done, and it is at
this point that the medical schools bear the blame, not the AMA
or the practicing doctors. The medical schools send people out without a feedback loop. They let Ph.D.'s teach biochemistry without a
system for looking at him in 5 or 10 years to see whether he was
successful. We never should start any system without completing
the feedback loop. Then it grows itself. There must be a disciplinary
mechanism.
I have been pretty impressed as we have moved around the country that the conscience patients and doctors is very, very powerful
if you delineate a very clear way where you think they are wrong.
They do respond. But there has been so much of the sort of
bureaucratic mumbo-jumbo that they do not really feel inside the
system is fair to them. No one has emphasized clearly enough that
with our medical records we have no system.
You know, you fall down on this line, and a guy comes and says,
"CBy the way, this is not the goal line; it is down here." Well, this
is a nice time to tell me. They are so skeptical now that the game
will not be fair.
I might bring up one point I think is crucial in the defining of
the game. Say a committee like this were going to take this task and
define the game and demand a specific type of medical record -and
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it was a condition for financing. There will be doctors (some of the
most powerful voices in the American medical profession and the
academic centers) who will rise up and say, "Yo1u can't do it. If
.You define you will do away with diversity, you will do away with
the art of medicine. It's dangerous."
I think the answers to those questions are, number one, that without structure, as Stravinsky said, if you don't have something to
,work against, a well defined set of rules, in music or anything else,
you do not have creativity, you have chaos. As Newton said, he
moved because he could stand on the shoulders of the giants of the
past, he worked from a very well defined system. But the trouble
is we go around stepping on each other's feet. To be explicit does
not interfere with progress; it allows us to progress.
Second, the art of medicine is to be honest with a patient; above
all, to do what is right. It is nice if you have a pleasant manner and
so forth to go along with it; but the worst thing is to have the
patient wake up 6 months later and have her realize, not suddenly,
but slowly, in a painful sort of horrible fashion, that that kind,
sympathetic man did not know what he was doing. And then to
realize on top of that that he was thrust into a system of data that
was based upon his memory.
There is not a patient in the world who does not know intuitively
that no doctor knows everything. And if your mother goes to that
physician, you want the feeling-that no matter what is wrong with
her, he will solve it. You do not want the feeling that, "I hope she
does not have something that was not on his medical boards or in
his head."1
Now if that is what you want, that is what you have to test for.
There is no other route for testing that except th rough performance.
Senator KENNEDY. Do you think we ought to give licenses to
physicians to practice for life, or do you think there ought to be a
review after 10 or 15 years?
Dr. WEED. I think we should review performance, and at random,
and the license can be removed at any time, like an automobile
license or anything else.
I think that you have got to recognize in the system there will be
a random audit, and I think that licensing boards in the United
States-and now there are 50 of them, autonomous units-I think
they have fallen into the trap of using the national testing services
and national boards, and then saying he can practice in the State
of Vermont, or somewhere else.
I do not think it has ever been presented to them in a realistic
way how to audit performance.
Now we can easily define rules. Medical schools of this country
should be charged by the Government-who is paying for thingsthey should be charged to come up with a goal and a set of rules
by which we can audit for performance. And we will pay for the
audit. And anyone who is audited in medical care in this sort of
rigorous way, you can save a fantastic amount of money. This
intellectual notion that when a man tries to carry so many problems
per patient, seeing so many patients in a hospital, with hundreds
of patients going through an officer-with the human memory as
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a fundamental kind of machine, he is destined to fail. And as he
fails, in his anxiety he spends money-"iLet's get this and let's get
that."
Senator KENNEDY. In your comparison up here, you talked about
establishing the rules of the game. As. you pointed out, doctors do not
lend themselveb to this kind of precision, or perhaps the human body
does 'not lend itself.
Now I am all for establishing rules you can Judge by, but I can
remember one time I had a very bad dislocated shoulder from skiing
State- when I was in college. The bone was coming out
up nyu
ofthe middle of my side; and the head of it had been shattered
rather badly, and it was very badly torn. We went down to Boston
and I was examined by the doctor. My father said, "Well, you ought
to be examined by more doctors; get three or four doctors." So they
all examined it. We came into a final meeting, and three doctors
there thought it was important to operate, to remove these fragments that might cause difficulty later on. Then one doctor said,
"No, don't operate." And I remember my father saying, "You can
do whatever ybu want, but that fellow that says 'don't operate' has
as many degrees as those who say 'operate.' And I would not go
ahead and have them operate." Which I did not do, and thank
goodness, it has worked. very well.
I had a similar experience with my back, quite frankly, in terms
of differences. I can see a doctor programing a data base, talking
about a dislocated shoulder-and another doctor saying,
Someone Is going to review me next April; and If I advise that fellow not
to have the operation, disagree with three or four good doctors, I may have
trouble when the computer bank comes. I better go ahead and tell him to
operate because that way I know I am safe.

I am all for trying to establish a quality control audit, but the
doctor that makes that kind of a case, you know, I think makesgo ahead.
Dr. WEED. Perhaps I was not as clear as I should have been. You
are absolutely right. The set of rules should involve defining the
data base (box No. 1), formulating all your problems (box No. 2),
and developing titled and numbered plans and progress notes for
each problem (boxes Nos. 3 & 4).
The physician must be expected to define the problem at the level
of his understanding. Then we will look at what he did for the
problem, look at his well-defined plan and progress notes that we
will have in a good problem-oriented record.
The question will then be: Is that plan consistent with current
medical standards of a rather broad spectrum? And to operate or
not operate on your shoulder certainly is. So he can do either and
still be right if he follows you carefully.
Then we will look above all-and this is what I meant to saythat so often a decision is not right or wrong; it is what you make
it. This is true if you go through hospitals and look at fluid therapy
where we worry about people being drowned, or mangled shoulders
and everything else. The doctor should be a guidance system. If we
decide not to operate, but if in 3 weeks or 3 days that shoulder doesn't
function, we can change that decision.
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As Whitehead says, you must teach people "sustain muddleheadness"; you teach tolerance of ambiguity, but you must have a data
system that allows it. So what you are auditing for is thoroughness,
reliability and then sound analytic sense. Did he follow carefully,
keepooddata, after any decision and then readjust his course
Once you ht~ve this sort of a structure, you can let the doctor look
at himself. "1I)o you think you did that as efficiently as you could
have?" He himself will say no.
So I think 95, 98 percent of the problem, the major part of the
expense is at the level of audit on big polmanlckof discipline
and neglect. And academic people w I immediately pull you cown
to a specific example of some debate about some sophisticated thing
in the neurological~ syndrome and say, "How would yo~u decide that?"
and then torpedo a whole audit system on the basis of 1 percent
of the problems.
Senator KENNEDY. Doesn't this lend itself, though, to the kind of
review that you would have of individuals who arehaving a general
check-up more than those that have a particular pain or ailment?
Unfortunately, people are often coming into the system only when
something really hurts. There aren't that many consumers who know
about preventive medicine.
I can see where this kind of a system, in trying to determine
general health, could be enormously valuable. But what about the
individual case, particularly of if it's very difficult?
Dr. WEED. Well, first of all, we developed this sort of a system
in the presence of a busy general practice and we ran busy clinics
in big city hospitals. This is where we found the system most useful.
Also it was very useful on the busy wards where people came in
with terminal diagnosis, or vague aches and pains. For example
problem No. 3 might be bellyache. What is your plan for that?
Now if the person puts down his plan for that is to measure the
feet or give 13-12 shots every week at $50 a shot, then you can sense
right away there is trouble.
Now, we have used problem records of services for a long time,
and they adapt themselves to this. But I think Harold might remark
on this because he has been in practice.

Dr.

CROSS.

If you take an accident room, the emergency services

that come in, and tally up what the common ones are, they are sore
throats, ear aches, punctures, lacerations, and burns .If you wanted
to do an audit the only consistent thing will will find is their name
and address and the date and probably the doctor that saw them.
Well, now if you took the specific thing about puncture wound,
practically everybody is educated enough to know there ought to be
a tetanus shot. But you won't find this. We had a man die of
tetanus who was employed in the hospital and went to the accident
room. No tetanus shot, no record of one given.
They haven't defined what the data base is to be except it is the
patient's name and address, who to send the bill to.
Now on the sore throat we could decide maybe we ought to give
a throat culture. I think if we polled the people in this room we.
would have a lot of agreement on that. This will take care of prci.-
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ably 80 percent of emergencies that come in, and this information,
you see ,once it is defined can be obtained.
Dr. WEED. But there is one other point I think that is crucial
here about being explicit--if Harold -had somebody that comes in
with a sore throat and he looks at the data base he has the clinical
judgment--he is the one who has to make a decision as to inadequate
data. So hie has a sore throat, he gets a culture and temperature
and gives a penicillin shot. Two weeks later the patient comes in
with pulmonary edema and nephritis. He goes back and he looks
at the decision. He said it is clear why he -missed that on the sore
throat, he did not do a urine test that would have told him the
patient has kidney and heart involvement. He doesn't panic, he
knows where he is and he can reevaluate his system and update it.
Or as we said in this particular instance, he said well, just a
minute, if you know the game you don't want to spend any more
of her money or any more time, are there any other options?
Like in a football game, once you set the goal and you tell them
they are not going to get points until you go over the line you
think of things like forward passes. But as long as anything goes
he will not grow and the system goes into this confusion.
Senator KENNEDY. There are those who will say that the delivery
of health care, the practice of medicine doesn't lend itself to computerization evaluation, that these are very subjective, individual
decisions and recommendations, and we just can't afford 'to have
computers dictating medicine today. How do you react to that?
Dr. WEED. Well, first of all, I take each box, of course-first box
No. 1, you want to ask questions and get a maximum amount of evidence. The evidence is overwhelming now in our laboratory and
many places that the computer is useful here.
Senator KENNEDY. People will say well, if the computer can do
it, why bother with the doctors? Let's just program everything into
a computer and come out xxith a recommendation. Why do we need
a doctor or professor?
Dr. WEED. The data base, getting the information, the computer
does quite well-you have a chest pain, you get that. Paramedical
personnel are doing a remarkable job on getting physical data. A
17-*year-old girl is already doing the blood count, stool culture, and
so forth. Pathologists ha~ve long since stopped looking at the patient himself for much data. Now the next thing is, even with this
data base, to list the problems. How much of that can be computerized now? Very little. But there are certain things we. can say, if
the patient says sore throat we can put in the problem, list the plan.
We want a culture, we want this, this, and that. If the urine is
positive he will be admitted.
In other words, to the extent that the doctors will agree on a
given series of acts every time for a given problem and you can
write what you call an algorithym for him and that can be programed To the extent they are not sure, that is when you have
clinical judgment. Clinical judgment is a willingness to make a
decision on inadequate data. It will be quite a long while before that
formulating problems for patients is computerized, but it is our
aim to do it; not that you want to use the computer itself, you want
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to make that explicit pathway because it is from explicitness that
growth occurs.
What about the computer for plans if a problem is clearly defined-it is amazing how you can get experts to agree on a plan.
Now your shoulder is an example of when it is diffiult. You will
need the doctor not the computer for a long, long time to handle it.
But I would suggest that the success of your shoulder was not
nearly so determined by yes or no to operate, but the competence
of the man who took either step. If you -had been operated on by a
superb orthopod with a good anesthesticist you would have been
air~ right. If you had been followed carefully by a good man, he
didn't see the right progression, he would have moved in to operate.
Now going to the last two boxes from the planning to the progress
notes, you will never computerize that completely, because if you
have multiple problems it is like a chess game-the chessmen never
change, the rules never change, but there are an infinite number of
games. Your pathway through those variables is infinite, and you
need someone to guide you.
The physician needs to be pulled out of box number one where
he spends all the time asking questions and doesn't take time to
explain. We need the physician to explain to You your problem. If
you have diabetes and hypertension and depression you need him to
help you to learn to live with these problems. That is theoretically
what they went into medicine for, and if that doesn't interest them
I really question if they should be doctors anyway.
There are chemists at MIT that can do the molecular biology far
better than the average doctor in a medical school, and you really
need the physician as a person who can capture and understand
these data, use the computers as an aid. And
I said, you will
never get all these steps done. Supposing you get 99 percent of that
done. You get that done, what will that mean? Instead of you seeing
five patients this afternoon, telling Mrs. Jones you can't see her
until next week, you will see 65 patients this afternoon and you
will get 200 people, taken care of. I do not believe in listening to
physicians arguments against paramedical personnel and computers
until everybody is taken care of and they are sitting on their-hands
with nothing to do. But as long as half the population is getting no
care it is almost immoral for them to talk about the fact that they
might be displaced, because they talk about being,3 displaced on one
hand and then wanting 50,000 more doctors on the other. You can't
do that.
Senator KENNEDY. Recognizing that this kind of plan doesn't exist
today, how pervasive is the problem of quality care in the country?
Dr. WEED. With no rules and. no goal line I can't answer you.
However, if you want to know what my feeling is, I think the
overall quality is very, very bad, if you consider all the people.
When I talk about quality I want to talk about the whole 200
million people, I want to talk about all the problems. Not to think
quantitativel about people as qualitative implications for most of
thle people. An to talk about high quality care to a single patient
with pernicious anemia when there are nine patients out there with
pernicious anemia that haven't been found yet, then you get 10.as
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percent score for quality with that definition, the quality is terrible.
'Wereas we are apt to talk about the quality of Dr. Jones's patients
versus Dr. Smith's, wherein those diffrences are insignificant cornp.ared to the fact that this patient got none at all; and I think as
tar as efficiency is concerned I wilr agree with Ginsbergr-I think
we have to seriously question whether the problem is doctors.
If you train more doctors and plunge them into this present
system I think you could make matters worse. I think, as Mr. Fuller
says, one-quarter ton satellite is equivalent to 200 tons of transoceanic cable, and I think there are secrets in medicine-if you
turn the right screw it would be incredible what could happen to
efficiency.
Most efforts for efficiency have been directed to box No. 1, getting
a data base. You either pay for and audit in all four boxes or you
are kidding yourself, I think.
Senator KENNEDY. You say you havo3 to change the system. Change
it to what?
Dr. WEED. Well, I think the first. rule should be that we will
demand problem oriented records. Nobody will get funding for the
care of any single individual unless there is a problem oriented
record with a complete problem list, up to date progress notes in
that record. Any doctor who doesn't agree to that, it is like an7r
teller who doesn't agree to keep tho books in the bank-she isn't
going to work there--because he knoi7s intuitively you cannot audit
him and discipline him and be successful if there is not an organized
way to keep fhE books.
The first step to that is all the medical schools must teach problem oriented records and audit of performance. We must systematically tie it to funding doctors. It has been proven over and over
again that they are pragmatists, they learn very, very quickly if the
demands are clear, and good for the patient, and you mean what
you say. You walk upstairs with the surgeon, he scrubs, gets the
green sheet, gets the purple sheet--hle has a million rules that he
never breaks. He is as compulsive as you can get. But you get them
downstairs with information-and they are sloppy. You see, the
trouble is people haven't come to think of information with the same
rigor that they think of action. But information is the basis of
action, and they will adapt when somebody makes the rule. We have
a computer now, three terminals, on the ward, GYN-OB surgeons.
The first month it was'pretty rocky, but it is incredible how rapidly
the have decided to take care of the whole patient.
. enator KENNEDY. Well, Doctor, I want to thank you. You have
given us a most imaginative contribution about quality. We have
talked a great deal about it, the administration has also. But you have
perhaps developed it into a most precise and unique form, and it is
a terribly exciting idea.
I would like to work with you, if we could, to see what could
be suggested legislatively and whether we could make some proposals in terms of any health legislation that we have.
What you are really touching on is evaluation of quality. I think
the American public is sick and tired of pouring billions of dollars
into programs and not really realiz"Ing the benefits and value that
come from them.
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This has been true in elementary-secondary education. We don't
really know what functions really work in educating a child. We
have some ideas and some things borne out to suggest that they
are obviously of value.
But the same thing is true of health. And what you have suggested here today is that we try to provide evaluation for the sick
person who obviously is entitled to it and for the profession, in
order to increase quality. It is a very imaginative program suggestion.
Dr. WEED. You will be plagued with this question and the art of
medicine. I have found it useful to point out to the students, and
they catch on very quickly, that music is art and living in Cleveland
for 9 years and going and watching George Szell and Robert Shaw,
you realize that they are great as was Toscanini because they are
disciplined. When Toscanini says three beats in each measure he
means three beats in every measure. Hie says the art will come out
naturally. The Lord--gave him the creative talent, you provide the
discipline and art will take care of itself. Stravinsky, Wyeth; they
all say that medicine is no different.
And I think if government could in some way provide this discipline the power 'in this generation of medical students is overwhelming-they have great capacity to deal with ideas. They are
crying out for structure and discipline, and we don't even need to
vaguely worry about imprisoning their minds because they take
the challenge and they say, "Why did you do it that way, let's
update it to this." And you start to work with their mind. But when
you let them. p lunge in to no system, they say "What are you
doing?" and if you just say "you will understand some day," as
you get older you will have a rebellion on your hands.
Senator KENNEDY. Thank you very much.
(Further information received for the record follows:)

A.
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BACKGROUND PAPER FOR CONCEPT OF
T~IONAL LIBRARY OF DISPLAYS
The best possible medical care, documented in on going
medical records on all types of clinical problems, should form
the basis for a highly relevant undergraduate and postgraduate
medical education and also be the foundation for a proven, upto-date health care system.
(the medical record)
"In its current state itAis an instrument full of serious
faults being sometimes irregular, diffuse, objective, and
incomplete. Developed standards. for the preparation of
the medical record do not exist. The medical record need
not be simply a static, pro-forma repository of medical
observations and activities grouped in the meaningless
order of source - whether doctor or nurse, laboratory
or x-ray department - rather than with respect to the
problem to which they pertain; it can be problem oriented,
and thereby it can become a dynamic, structured, creative
instrument for facilitatingI comprehensive and highly
specialized medical care."
The information in that record has come directly from the
pen of doctors, nurses, and oaramedical personnel who in turn
received their information from textbooks and journals and lectures.
"Information is in itself a discipline, and it must be
disseminated at the speed of light - understood and used,
not necessarily memorized. The tyrannical use of the
memory in the name of scholarship has caused great trouble,
and the amount of information we try to absorb or merely
memorize affects our ability to make full use of it. We
physicians have memorized information so it would be
available when we needed it, but therein was the trap.
We never could remember enough; we could not retrieve
from our memories accurately and quickly enough to cover
all possibilities, and so we specialized and distorted
the original problems or lost sight of them altogether.
Think what we have naively expected of man's mind in the
practice of medicine: In the four phases of medical
action we have expected that the physician would get
all the pertinent information, see the right clusters
and accurately formulate the problems, plan properly for
each patient, and never fail to follow through, making
the necessary modifications. Furthermore, we expected
that in the mind of a single physician somehow the information ia journals and from meetings and the results of
specialization would be instantly coupled to the multiple
problems of a single patient so that maximally effective
action would result.
observation of a-,tion and study of the physician's per-
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-2formance, even in the most sophisticated places, have
clearly demonstrated that such expectations have not
been fulfilled. We never did succeed in coupling the
plight of a given patient in the middle of South Dakota
or Harlem, or even in the university, with the best
there is in medicine. The specific needs of a given
patient will never match in all important details the
information in the mind of a physician who is randomly
trained, imperfect in recall, and never completely up
to date.
In an educational economy where the media of exchange
have been memory and facts and the pursuit of knowledge,
we find ourselves bankrupt in terms of goals, quantity
of quality care, analysis and meaningful synthesis. We
saw no other way out, because up until now information
energy has been gathered, stored and made available in
crude and primitive ways. Before the electric light
and electric motor were developed, hours and days were
spent making candles to provide a few candlepower of
light. Now with the flick of a switch, we take for
granted the immediate availability of electrical energy
for all sorts of tasks. But with information energy
a professor of medicine or a town's most experienced
physician can spend a couple of days scrounging around
for a few facts he can heliove. much as your c'reat
grandmother made the candles.
The computer can change all that and can do to the
availability of information energy what the electric
light and motor did for the effective use of electrical
energy. The computer with the proper terminal can
act as a true extension of one's mind, much as the automobile is clearly a useful and now indispensable extension of one's muscles. It may be upsetting to the
world's best athelete that a 70 year old arthritic
man can travel faster than the athlete when coupled to
the right equipment and it may be upsetting to the
world's best intellect that a mediocre mind can out
perform it when coupled to the right equipment, but that
is a reality that many will have to get used to.
It
is easy to get used to - if you worry more about getting
jobs done and getting many people cared for than you do
about who does it.
As there must be a source of electrical energy and as
it must be regulated and directed, so must there be
equivalent sources and direction for information energy.
Up until now the human brain, operating at the patient's
bedside and crudely replenished by random contacts with
the literature, has been the source of and has set in
motion all the information energy that was directed to
the patient's needs. The average physician's brain
fell behind in every way, and worst of all there was
no central superbrain, complete and up to date, acting
as a standard to which all could turn. Failure was not

1135
-3met with new technics to develop a superbrain, fed by
investigators and immediately available to us all at
the touch of a finger as we approached problems. Rather
we met failure with largely irrelevant discussions of
the art of medicine and the need for compassion and
pitiful attempts at
human feats of memory that were
2
doomed to failure.
"Every patient can thus be guaranteed a minimal recorded
data base of historical information routinely acquired
by his interaction with an organized, computer-administered series of branching questions. The doctor will
always be expected to audit this information, enlarge
upon it where indicated, and integrate it with information he himself has elicited. In this way recorded
historical data will no longer narrowly be based on a
single encounter, and busy physicians, representing a
wide spectrum of abilities, habits of thoroughness,
attitudes, and levels of efficiency, will not risk the
omission of important problems.
The statment of present illness and the progress notes,
usually related in an unstructured manner, are the portioris of the medical record that present the greatest
difficulty in computerization.
Although it has been
awkward and too time-consuming to ask enough simple
"yes-no" questions to obtain the desired record and
then to print-ont responses in narrative form, it has
been possible to tie together logical choices from displays appearing in rapid succession on the TV-like
screen. Forexample, the physician is first asked to
identify the body system appropriate to the patient's
present illness or identify the specific proglem when
writing a progress note. He is then confronted with
a display containing the common symptoms presented in
diseases of that particular system or displays containing
the appropriate and up-to-date choices for the analysis
and management of a specific problem For example:
GASTROINTESTINAL
Jaundice
Pain
Sore throat and/or mouth
Gassiness
Hiccuping

Dysphagia
Anorexia
Bleeding Mouth or gum
Abnormal Stools
Vomiting

The physician indicates his choice of a symptom by touching
it with his finger where it appears in the display on
the screen. The next frame, which is displayed immediately
and automatically on the screen, asks whether the symptom
was gradual or sudden in onset. In like manner, a rapid
succession of displays appears in which the following
characteristics of the symptoms are presented:
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When symptom commenced
Intensity
Quality
Severity
Location
Radiation
Number of episodes
Length of episodes
Time of episodes
Relieved by
Made Worse by
Associated with
Course, getting better, getting worse, staying the same
The frame displayed for each characteristic contains
from two to ten choices, and if the number of descriptive choices makes-it necessary, two frames are used
in rapid succession for a given characteristic. The
"type of onset" frame contains two choices, for example,
whereas the "associated with" frame may contain ten or
more, depending upon the symptom. (See Figure 1 for an
example of a Present Illness from a patient's record.)
These frames not only provide a consistent, logical means
for entering the present illness and progress notes but
also are effective teachers of the physician. They continually call to mind a range of symptomatic characteristics, with regard, for instance, to abdominal pain, that
will be the foundation of a sound diagnosis, These frames
should be developed and approved by experts in each
field, so that every patient gets the benefit of a high
sophistication in the formulation of the branching series
of questions employed in exploring his particular complaint, regardless of his particular physiciah's experience,
specialty, and capacity for analysis. This approach, it
will be observed, is based on recognition, as opposed to
recall, and thereby introduces consistency and thoroughness into every performance. Similar displays have been
developed for objective data."
INITIAL GOAL FOR THE DEVELOPMENT OF THE
MEDICAL CONTENT OF THE PROMIS*SYSTEM:
Starting with a method of organizing medical content in clinical records as defined by the problem oriented medical record,
and a system involving the computer as a tool, it was necessary
to translate medical content into a form which could be displayed
for a medical user.
*

Problem Oriented Medical Information System
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NEW PROB>

JAUNDICE
ONSET: GRAnUAL (INSIDIOUS).
COMMENCED: 3 WEEKS AGO.
SEVERITY AT WORST: MODERATE*
PRECEDED B3Y REMITTENT FEVER, ANOREXIA, WEAKNESS/LASSITUDE,
OTHER PRODRUMAL SX: PRURITUS, DARK URINE,
NAUSEA/VOMI1 ING9 LIGHI-COLORED STOOLS,
QUALITY: YELLOW.
CONTINUOUS SINCE ONSET W/FLUCTUATIONS,
LOCATION: INVOLV.SKIN/EYES:
ASSOCIATED WITH: WEIGHT LOSS-APPROX. 20 LBS., RUO MASS, AF30.
PAIN/TENDERNESS, ANEMIA, CONCURRENT PREGNANCY,
OVERALL COURSE: FLUCTUATING.
PATIENTS ATTITUDE: IS WORRIED, FEARS MEDICAL CARE, ACCEPTS
STATEMENT OF PROBLEM.

FIGURE 1

BEST COPY AVAILABLE
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The first step was to create a skeleton structure,
first approximation,

as a

which could then be rapidly and flexibly

expanded into a body of medical information,

coupled directly

to an individual patient's clinical problem.

The ability of

the physician user to interact directly with the medical content
by using the technology to do this, and the coupling of universe
of medical content to specific problems are the two major
characteristics of the system which underlie the approaches to
developing the medical content,

embodied in what we are calling

"displays".
The initial process which took place in order to compile
the medical content was a synthesis of remembered experience,
a review of classical textbook descriptions of disease, and a
review of the appropriate current literature.

Since the initial

goal was to create a structure as rapidly as possible, approximately within a year, this literature search was of necessity
a first approximation.

Once the, initial skeleton (framework) was

complete, direct interaction with consultants in the various
subspecialities either in the form of soliciting

written input

-

flow charts etc., or by working directly with consultants in
front of the CRT was the next step in building the content.

This

process, as well as updating from the current literature is
currently going on.
The drug information frames were constructed in an attempt
to provide the physician using the system with basic facts about
commonly used drugs.

Physicians seem to assume more knowledge

then they possess about familiar drugs, but show no reluctance
to look up the facts when using unfamiliar drugs.
*

Cathode Ray Tube (User Terminal)

Hence, the

emphasis in the system has been on frequently used drugs
which Are the usual offenders in adverse reactions.

In order to

establish which drugs would be included in the first edition
of the PROMIS drug information system, the Pharmacy Department
of the Medical Center Hospital of Vermont surveyed their files
and extracted a list of the 130 most commonly used drugs at
this center.

Drugs were added to this list as treatments for

specific problems were developed.

At the present time 167 seper-

ate drugs are represented in the system (not counting different
preparations of the same entity).

The drugs were classified

according to the American Society of Hospital Pharmacists format
and each major class was reviewed either by an experienced
pharmacist or an internist interested in pharmacology.

The infor-

mation was' largely abstracted from standard text books and articles
in pharmocology with supplementation from the current literature
as needed.*

The drug data was organized in displays entitled

-

"Check Problem Lst For", "Side Effects to Watch For", "Drug
and Test Interactions", "Usual Dosage", "Mechanism of Action",
and "Metabolism and Excretion".

All the information was then

subjected to critical review by other physicians interested in
clinical therapeutics.
The drug information contained on the displays cannot be
viewed as a finished product, how-ever.

For the past year the

medical library has been copying articles related to drugs from
the current literature, and the facts derived from these articles
will be incorporated into the displays as they are reviewed.
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the next year, but significant new information can be added
(and has been in the past) as it becomes available.

In'the past

few months users have made many important contributions to the
frames and it is anticipated that more changes will be made as
interested users relate the drug information to specific problems.
Ideally,

these frames should be periodically subjected to critical

review by experts who have been provided with the latest informition from the medical literature.

The present library litera-

ture survey and user review constitutes a crude beginning in the
development of up to date, library of drug information displays.
* References
Textbooks:

Goodman and Gilman, The Pharmocological Basis of Therapeutics
Modell, (ed)0' Drugs of Choice 1970
Conn, Current Therapy 1970
Williams, Textbolok of Endocrinology 4th ed.
Journals Frequently Consulted:
Clinical Pharmacology and Therapeutics
Clin-Alert
The Medical Letter on Drugs and Therapeutics
Specific Review Articles:
Dunphy, J.W., The Pharmacist's Role in the Prevention of Drug
Interactions, American J. Hosp. Pharm. 26: pp 307-377, July 1969.
Elleing, M.P. and H.F. Kabat, Drug Induced Modifications of
Laboratory Test Values, Amer. J. Hosp. Pharm. 25: pp 465-519, 1968.
Hartshorn, E. A., Drug Interaction, Drug Intelligence pp. 174-180,
July 1968.
Husser, D.A., Inhalor Compilation of Drpg Interactions, Amer. J.
Pharmacy, pp. 109-156, July-August 1969.
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-8Specific Review Articles (Cont):
Stuart, D.M., Drug Metabolism, Pharmindex, Sept, Oct. 1968.
Zupleo, A.G., Drug Interactions According to Therapeutic Activity,
Pharmacy Times, pp. 38-50, Oct. 1969.
It is thus apparent that the medical content of the system
is viewed as a textbook, or encyclopedia organized in a structure
determined by two considerations:

the problem oriented approach,

in which current observations are systematically linked to each
of the patient's problems; and the computer tool itself which
permits an ever-expanding body of medical knowledge to be coupled
via the computer to each of the patient's problems,

not retrospec-

tively, but "on line."
From this point on, what is needed is a library process
systematically organizediira-von-regional,
update, revise,

maintain,

non-local setting to

and accredit the content of the body

of medical knowledge currently in the system.

This should be a

systematic method of providing input from the whole spectrum of
literature source material

-

the strictly library function

-

and input from consultants interacting directly with the medical
content by using the computer system as his tool.

The capability

of the computer system to allow this direct interaction is what
should be exploited in establishing a comprehensive approach to
bringing current medical knowledge to bear directly on to the
individual patient's problems.

Until a concrete mechanism for

doing this is accomplished, the present system cannot be disseminated for general use.
"Until now, the storehouse of medical information energy
has been the medical library. There has been no effort
at the library level to couple directly all the available
information on a given problem to the needs of a given
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patient. The physician has been expected to explore
the sources himself (although collective reviews have
been disigned to help him) and to take the necessary
time to do so. It is now possible to develop a library
of displays which can be logically linked, by a touch
of the physician's finger, to a large variety of problems. As a physician uses the terminal of the computer
to define the problem or treat the patient, the latest
information, precautions and options become immediately
available to him. Such a library of displays will
transform the medical library from an information repository to a coupling agency that will make information
interact in specific w-iyA with the problems to which
the information is relavant.
The potential significance of a national library of displays related to medical problems through the computer
as a point of interaction for the research and applied
activities of us all is exciting to contemplate. The
computer allows a speed and multiplicity of correlations
of action and knowledge never before attainable.
It
is our hope that the present islands of independent
and uncorrelated intellectual activities will be linked
by a communication system that will reinforce that which
is right and will force abandonment of that which proves
false as rnitple mi~nds interact with similar problems.
If we allow the computer to act as our memory, what would
happen if by chance one were stranded without the laboratories or computers? We might actually act more wisely
because of the insight that computer displays had given
us.* One should not be ashamed to admit that a combination of logic, drill and repetition is the basis for
good education and reliable performance." 2
"In creating such a library of displays it is recoqnized
that no absolute answers are known and becuase of this
many will hesitate to define and explicitly relate new
information to problems for the use of physicians.
such
hesitancy grows out of the misconception that to explicitly
define courses of action and alternative logic pathways
is to fix and limit one's options and thereby inhibit
progress and perpetuate error. In reality the reverse
is true, explicit definition of logic pathways serves as
a well-defined point of departure for discussion, action,
feed-back loops, and correction of the computer displays.
Intellectual growth requires that you define your facts
and logic so that
they can be systematically criticized
3
and up-dated."
"To leave the paper at the mercy of the fallible recall
mechanism of the human mind introduces an unknown degree
of omission of information into the system that makes
impossible an audit in terms of these concepts of a
sophisticated guidance system."14
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records as we have known them, conferences as we have
stumbled through them - all must be given a better
framework of discipline and form. This can be done
through the creative use of modern means of precise
and immediate communication. Until we accept the principle that great art does not exist in opposition to
structuring and form but requires them, we will never
be able to reap the great benefits that the electronic
and computer age holds in store. What was precisely
communicated on paper by Bach, faithfully performed by
Casals, and captured in recordings by modern technology
is now available to countless thousands. In the same
way, medicine at its best can also be generalized and
made available to all if, for each problem, the best
current medical standards for defining and treating
that problem are available by modern electronic means
to each physician. And this aim can and should be
achieved in such a way that, as the physician actually
records his data and plans the treatments, the very
communication tools he uses will have built into them
the parameters of guidance and the currency of information he needs to define and solve problems. The
best talent medicine has must be availabe to him through
computer displays at the time he performs, because it is
at the point of integrating knowlcdgc _,nd action that
he needs help, not in learning the facts themselves.
I recognize that up-to-date and precise communication
will not alone lead to the best in medical practice,
any more than precisely transcribed music makes a
great performer, but it is equally true that without
precision and form much art can never be transmitted.
There will always be individuals whose performance is
superior in a total sense because of subtleties yet
to be defined in medical practice, but for most patients
the physician's "art" will be sufficient-if they can
be assured that their doctor is aware of the highest
standards of medical practice and if he handles the
data ,in their problems in a disciplined and orderly
way."
"The role of the computer in a diagnosis or, what is
more appropriate to our discussion, formulation of the
problem has been the subject of study by many investigators. Easy success in applying the computer to diagnostic problems was not to be expected and has not been
The word "diagnosis" is
achieved for several reasons.
in itself ambiguous. We call an ulcer a diagnosis and
a fever a symptom when neither term is clearly understood.
Mathematics, and particularly Bayesian theory,
has not been as helpful as one might have hoped because
patients inconveniently do not provide either single
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or mutually exiusive problems, nor do physicians show
consistency either in behavior or in the quality of
the data they employ. Furthermore, physicians randomly
mix data collection and therapeutic action and thereby
create new problems that defy traditional methods of
analysis. The need for and value of help at the strictly
diagnostic level has also been to some degree overrated.
Rational management if often based on the physiological
state of the patient, as measured by standard parameters,
and not on any categorical etiological diagnosis. The
quantitative aspects of disease in terms of criticality
and severity frequenLly determine therapy, and they are
not always implicit in the simple statement of the
diagnosis.
What course of action should be followed in the face
of the above difficulties? We should use modern computer techniques as described here and by others as
well as all available resources of modern technology
to make the initial data base as large as possible.
"Diagnosis" is frequently obvious if all the data are
available initially. A consultant's expertise consists
often of little more than organizing a crucial element
of information already available, so that the true
nature of the problem become obvious. Modern techniques
can provide a "synthetic" expertise of this type as
they record and present massive amount of data in closely
logical form. Gradually the computer will help the
physician to become an intelligent "guidance system"
by grouping certain abnormal findings and by directing
the physician to obtain specific additional data as
abnormalities appear. Understanding therefore will
The recorded data in
come securely in small steps.
medicine and the relevant mathematical techniques are
simply not available at this time to permit the massive
quantum leap from a few symptoms to the hypothetical
world of diagnosis - nor need they be for the intelligent,
effective management of patients.
At the present time no operational system exists that
permits a medical teacher or member of an accrediting
agency to take a patient's record at random, select
one of the patient's problems, review all the data pertinent to that problem in sequence, and so assess whether
current medical standards are being properly applied.
Also at the present time the details of the relationship
between patient's problems and hospital resources and
costs are very obscure. A medical record maintained
by the technique described will make possible a fiscal
management in which specific utilization of medical
resources and services for the care of the patient,
problem by problem, is a matter of the medical record.
It will enable the hospital to establish a dynamic unitcost-accounting system similar to that employed by more
sophisticated industries. The advantages of such a
system have broad and favorable implications for the
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of fiscal'planning, organization of resources, and
measurement of efficiency, and in the effective, ongoing education of medical students. The economic and
organizational aspects of medical care, to a far
greater degree than students are presently aware, will
determine the quality and quantity of care they will
be able to deliver.
Until medical education, medical care and medical research
are done in a manner, using the technology, such that they
reinforce and amplify one another (that is to be working on
one automatically results in a contribution to the other two
by the communication techniques involved) then we are doomed
to further fragmentation, great expense,.and massive undertakings
that are never properly coupled to yield that which all three
divisions are after and that is the best possible patient care
for the maximum number of people.
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Senator KENNEDY. We have two more witnesses this morning, Dr.
Bunker from Stanford University, and Dr. John Stubbs. We are
going to have to take a recess at this point, and I apologize in terms
of inconveniencing those witnesses. We will meet again at 1:30 and
hear those two witnesses.
The subcommittee will stand in recess.
AFTERNOON SESSION

Senator KENNEDY. The subcommittee will come to order.
I would like to welcome our next witness, Dr. John Bunker, who
is professor of anesthesia at the Stanford University School of
Medicine. Even though Dr. Bunker now resides in California, he
was born in Boston and was graduated from Harvard University
and Harvard Medical School, so I want to express our great appreciation not only for his coming all the way from Califo~rnia, but
also his service for many years at Massachusetts General Hospital
and at Harvard.
Among his memberships, Dr. Bunker was on the pharmacology
training committee of the National Institutes of Health from 1961
to 1965; was on the committee on anesthesia of the National Research Council from 1959 to 1970; has received many other dishonors.
ticuished
We are very glad to welcome him to the subcommittee this afternoon, and we express our very sincere appreciation for your adjusting your program to meet our schedule, Doctor.
STATEMENT OF JOHN P. BUNKER, M.D., PROFESSOR OF ANESTHESIA,
STANFORD UNIVERSITY MEDICAL CENTER
Dr. BuNKER. Thank you, Mr. Kennedy.
Mr. Kennedy, it is a privilege to speak to you today on the subject
of the quality of medical care, and I wish to express my appreciation for the courtesy shown to me and to the university which I
represent. I would like to take this opportunity to say, in addition,
how pleased I am personally that the Subcommittee on Health has
undertaken consideration of the, complex, bait enormously urgent isbnje
of the quality of medical care.
Dr. Hurst set Dr. Weed up this morning, somewhat by collusion,
I suspect. Dr. Weed set me up, but, not by collusion because actually
we have only talked recently on the telephone and I find that he
and I have come to very similar points of view from very different
backgrounds or experiences.
I too, would like to throw my vote with the computers. I am
surrounded by computer experts at Stanford, and although I don't
know how to run them myself, I am absolutely convinced that computers will be essential for the practice of medicine in the future,
the reasons for which were well summarized this miorning. And I
am certainly not concerned about the possibility that I may- be--out.
of a job when the computer takes over; I rather liked Dr. Weed's
suggestion that at the very least the doctor will be able to return
to the patient, hold his hand, and help him to live with his problem,
because it is interesting that this is the one thing that patients hold
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against us most today, that we no longer do hold their hand and
give them the compassion they need.
It is my purpose in my remarks today to make a formal recommendation, to recommend the public support of medical education,
rather the contrary from the position that I think organized medicine has taken in the past. And I make this recommendation because
I believe that it is only when the public pays for medical education
will it be able to participate in determining how medicine will be
taught and how it will be practiced.
My recommendation is based on considerations of the quality of
surgical and medical care and of the impact of economic incentives
on medical manpower and medical practice.
My personal, intense, concern with the quality of medical care in
the United States derives largely from my experience as chairman
of the national halothane study, a National Research Council sponsored study of the possible role of anesthesia in fatal postoperative
liver failure.In the course of the national halothane study all postoperative
deaths occurring over a 4-year period in 34 specially selected hospitals were examined. In the process, we were able to bring together the most comprehensive data on surgical mortality which has
ever been published in this country.
Incredible though this may seem, Dr. E. A. Codman, as Dr. Weed
correctly pointed out, told us exactly what needed to be done over
50 years ago, and I would like to read a brief excerpt f rom Codman's recommendation. He asked that the medical professional "formulate some method of hospital report showing as nearly as possible
what are the results of the treatment obtained at different institutions. This report must be made out and published by each hospital
in a uniform manner, so that comparison will be possible. With such
a report as this as a starting point those interested can begin to
ask questions as to management and efficiency." In other words, the
quality of medicine.
The distinguished doctors in Boston and, as a matter of fact, the
American College of Surgeons, to whom Codman reported, chose not
to do this, and here we are more than 50 years later, still in need
of basic data on surgical end-results.
In the national halothane study we looked at all postoperative
deaths. Death at best is a crude index of the quality of medical or
surgical care, but it is certainly an important one. The most important observation of the national halothane study was that postoperative death rates varied greatly from hospital to hospital. The variation was 25-fold without adjustment for differences in patients cared
for; after adjustment for differences in age, operation, sex, and preoperative physical condition, there was still a three-fold variation in
postoperative deaths.
In other words, a 40-year-old woman entering for an elective
hysterectomy would appear to have three times as great a chance
of surviving in one hospital than another.
Now these data came from 34 carefully selected hospitals. They
had to be good enough in their record rooms to provide us with the
data. We don't know anything about what may occur in some of
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the less well staffed hospitals where very possibly the results might
have been even more striking.
Senator KENNEDY. Can you give us the hospitals? It would be
enormously helpful for our subcommittee to have this information
in terms of the range ofDr. BuNKER. The information is available. However, we did this
carefully protecting the anonymity of all hospitals, and the code
has never been broken. It may be broken with their permission,
however, in a future study which I would like to tell you about and
which we are just starting.
Senator KENNEDY. Well, could we have just the broad data without breaking the code?
Dr. BUNKER. I have a copy of the report that I can give you
afterwards, the report of the institutional different ,
Senator KENNEDY. We will make a copy of the report a part of
our appendix.
Dr. BUNKER. This was published by Professors Moses of Stanford and Mosteller of Harvard 2 years ago.
Senator KENNEDY. How many hospitals?
Dr. BUNKER. Thirty-four. We started with about 50 and 15
dropped out at once because they couldn't get us the data. Then
we did the study with 35. The most distinguished of all the hospitals had to drop out because they couldn't find all the records for
us to review. This was a teaching hospital where the professor often
keeps all the records of his patients under his desk, and we were
never able to get them all. So finally there were 34 hospitals.
Senator KENNEDY. A-nd how extensive was the study itself? Was
it very exhaustive?
Dr. BUNKER. We really don't know the explanation for the differences in postoperative death rates. There were two possible explanations that I should mention. One is simply that the quality
of medical care varied this greatly.
The second is that there may still be considerable variations in
the population. I mentioned that we corrected for many variables,
but indeed we didn't have any really good scoring method for comparing Mrs. Smith in hospital A with Mrs. Brown in hospital B,
and I am personally convinced that the criteria used by surgeons
and other physicians for treatment vary enormously. In other words,
some physicians will limit their practices to desperately sick patients where the indications are very clear, while other physicians
and surgeons, very possibly for good reasons, will limit their practices to good risk patients where presumably the mortality would
be much more favorable. To be able to make reliable comparisons
of the practices of these two surgeons or the two hospitals which
they represent ,or 34 or the whole country, isn't possible right now;
but this is what in f act we are now preparing to do as a second
National Research Council study.
Prof., Gardner Childt from Michigan is the chairman of this study
of institutional death rate differences, and I am the vice chairman.
We are just in the proces of selecting a staff for this study, and we
conceive of this study. as an investigation of the quality of medical'
care. We will start with surgical death rates, but in fact we really
.
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want to know how quickly the patients returned to work, were they
made more comfortable, are they better, was the objective of the
operation achieved? These kinds of data are simply not available
on a national basis, and even on a regional basis they are rarely
available.
I suggest that there are two possible explanations of the observed
differences in death rates. One is that there are genuine differences
in the care available within one hospital or another, the other is
that there are different populations, and I think that both are probably true to some extent. To answer these and related questions will
require vastly more precise data than currently available, *and possibly even beyond that called for by Dr. Weed this morning.
In the absence of reliable and objective data on the quality of
medical care offered in the United States, we can say something
about the selection of patients for surgical care and possible variations in hospital pouations. Prof. Charles Lewis of UCLA has
recently reported three and four-fold variations in the frequency
with which common operations such as cholecystectomy, appendectomy, and hemorrhoidectomy are performed within a single State,
Kansas. He was able to relate these variations in operation rates
to the number of surgeons and hospital beds. The more surgeons
and hospital beds in the community, the more operations were performed.
Senator KENNEDY. W~hy is this?
Dr. BuNKER. Well, our information on the indications for surgery
is probably not sufficiently precise to indicate with the kinds of
precision, for example, that Dr. Weed might call for exactly when
an operation is in order. You and he talked a little about the indications for shoulder surgery. I have my own equivalent of your
experience. I have torn cartleges in my knees, and I shopped around
until I found a professor of orthopedic surgery who was willing not
to operate on me. When I asked, "what will happen if I don't have
my cartleges out?" he replied "we really don t know because we
have not ever mnt operated." It is not a unique story. Unfortunately,
although we know something about the risk of operating, we don't
know much about the risk of not operating.
Perhaps even more seriously I am concerned about the fact that
what information we do have of a basic nature about indications
for surgery and end results may be used by our most prestigious
institutions, but very possibly not in the community as a whole, and
there is a wide variation in the practice of surgery.
Incidentally, I should mention that I say surgery because this is
the world I live in-at least I am in the periphery of it as an
anesthesioloist-but I don't believe that there is anything that I
might say a out surgery which isn't true for medicine as a whole.
Surgery is just part of medicine. It is a little easier to talk About
in some ways because there is a specific identifiable procedure which
is the focus of your attention. It is easier to collect statistics about
operations, but the problems are the same throughout medicine.
A year or two ago, I looked at the question of surgical manpower
and operations in the United States and in England and Wales and
I found very much the same kind of situation that Lewis described
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for Kansas. There are twice as many surgeons in the United States
as in Britain and we do twice as many operations. I don't know
whether the British operate too infrequently, whether we operate
too often, whether it is somewhere in between, or maybe both countries would be better served by more surgery. We don't have the
evidence to date.
Senator KENNEDY. Well, is anybody trying to collect that evidence?
Dr. BUNKER. There is a great deal of activity on this f ront. In
fact, I should report that the American College of Surgeons and
the American Surgical Association have now mounted a very large
scale review of the whole question of the delivery of surgical services
in the United States, and they have the consultation services of some
of our more distinguished leaders in organization of medical care.
So I think we can expect from them within a year or year and a
half a good position paper.
In terms of developing the new data which we need, this may take
a decade, because we are really way behind. I can't believe the National Research Council study which I just described is going to
take less than 10 years even to begin to get really reliable answers.
returning to the question as to why there are such large variations
in the volume of medical services, Lewis suggests that as more medical services are offered more are utilized-a. sort of Parkinson's
law. This extraordinary idea would appear to be totally inconsistent
with the public image of medicine today as scientific and precise,
each illness a discrett and identifiable entity, each calling for a
specific remedy. Now I guess Dr. Weed pretty much dispelled that
illusion this morning
However, the public does have this image. I think even members
of this. medical profession would like to harbor this illusion. This
image is not an entirely accurate one, and there are a good many
factors which may help to explain the Lewis-Parkinson efect. First,
cise yardsticks to measure the overall medical needs of the public.
despite remarkable advances in medical practice, there are few precise yardsticks to measure the overall medical needs,' of the public.
In the absence of specific guidelines, doctors tend to favor active
intervention. When in doubt it is always easier for the physician to
do something rather than nothing. It is easier to do something rather
than nothing whether the something is operating or prescribing a
drug.
Talcott Parsons, in an interesting comment as far as surgery is
concerned, says "after all, the surgeon is trained to operate, he feels
active, useful and effective when he is operating."
Second, the patient himself has no way to judge either his needs
or the quality of his medical care, and he generally overestimates
both. I think we in the medical profession are largely at fault in
having allowed our patients to develop overexpectations, of what
medical care can provide. More medical care is equated with better
medical care, and the patient's demands tend to increase in direct
proportion to his affluence. Again, where there is doubt, doctor. are
apt to accede to their patientsl demands.
Third, it is now increasingly clear that our medical resources fall
far short of medical potential. There are not enough doctors or dol-

lars to bring the last word in medical care to all citizens. Therefore, when more medical care is offered, it is to be expected that
more will be used. In other words, if there are more hospital beds
and more surgeons in one community than another it should not be
too surprising that more procedures are carried out. And, as a direct
corollary, more medical care for one sector of the population means
less for another when resources are limited.
The governments of countries where the organization of medicine
is already under state control are well aware that their own medical
resources are limited. Enoch Powell, the arch conservative of British
politics, on completion of his service as Minister of Health, spoke
of the "infinity of demand," and I think his perceptions are of
sufficient interest to quote:
There Is virtually no limit to the amount of medical care an Individual is
capable of absorbing. The moment it was established that the cirvical smear
test enabled Incipient or prospective cancer to be diagnosed, this check-up
became a "need" of very woman between relevant ages. But we would all
benefit from having our Incipient or suspected ailments detected and treated
sooner: everyone knows that hie suppresses or Ignores medical conditions that
could be alleviated or removed.
Not only is the range of treatable conditions huge and rapidly growing.
There Is also a vast range of quality In the treatment of these conditions.
Every general practitioner knows that lie palliates with pills psychiatric or
psychological disorders to which a great amount of skill and care could be
justifiably (in a professional sense) devoted. There Is hardly a type of condition from the most trivial to the gravest which Is not susceptible of alternative
treatments under conditions affording a wide range of skill, care, comfort,
privacy, efficiency, and so on.

And his final point is an interesting one:
There Is the multiplier effect of successful medical treatment. Improvement
in expectation of survival results In lives that demand further medical care.
The lower (medically speaking) the quality of the lives preserved by advancing
medical science, the more Intense are the demands they continue to make.
In short, the appetite for medical treatment vient en mangeant.

In the United States we are only just now recognizing our own
severe limitations in medical resources and in particular medical
manpower. The cry for a greater number of doctors has been raised;
even more urgent is the need to examine how and where the doctors
we now have spend their time and energy. More doctors in the
wealthy communities mean fewer for the poor. An excess of surgeons means a shortage of pediatricians and general practitioners.
More heart-lung machines means fewer medical dollars to invest in
other medical needs. It is the paradox of American medicine that
we provide luxury care for the wealthy, but often do not provide
basic care for the poor.
This brings us to a consideration of the economic incentives which
determine how and where medicine is practiced. And I think this is
critical.
In a free market, medical services respond to economic forces, but
in a manner which may not correspond to the public need. For example, fee-for-service reimbursement provides a strong monetary
incentive for treatment of disease after it occurs, and relatively
little incentive to prevent disease before it occurs. Fee for service
also would appear to encourage physicians to concentrate in areas
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that are glamorous and remunerative, while other areas, which are
less glamorous and less remunerative, may be relatively neglected.
Most'serious of all, fee for service encourages the perpetuation
of time-honored one patient and one physician relationships; it tends
to lock us into the practices which we learned as younger men when
we get older. I like to tell about the nose and throat surgeon in the
locker room a number of years ago. He was hidden behind a row
of lockers and there were two young eye surgeons who were complaining that they had only done two or three cataracts that day,
and the conversation went on in this vein. After a while the nose
and throat surgeon rushed around the corner and said "You young
men should be very grateful that you have something that, can't
be cured by penicillin." There didn't seem to be much Wft for'him
after mastoidectomy disappeared.
In a free market such as ours, medical 'manpower is unplanned
and uncontrolled. Only very recently have we begun to make estimates of the total numbers of doctors needed in the immediate and
distant future.
I am among those who don't feel that numbers of doctors is the
highest priority item, and I am convinced that at least as important
as the numbers is how we use those we have.
But the medical profession has made no attempt to determine how
many physicians are needed in each specialty, and one can only
speculate as to whether the present distribution of physicians by
specialty is an appropriate one. Clearly there are acute shortages in
some areas, such as general practice; and, on the basis of my comparison of surgery in England and Wales and in the United States,
Have suggested that there may be an excess of surgeons in this
country.
In the absence of planning, there are identifiable forces which
determine the quantity and variety of graduate (residency) training.
The physician, himself, usually has a clear career goal at the time
of graduation from medical school. Having paid for much of his
education, he understandably feels free to choose a medical specialty and a place of practice based primarily on his own personal
preference.
The young physician's choice is, of course,, limited to the spectrum
of hospital appointments offered. The appointments offered are determined, in turn, primarily on the basis of the interests of the
teaching staff, and the service needs of the hospital, which are very
large-and therefore there is not really much of a limitation. There
are many more teaching appointments offered, I would assume, than
could be fully justified, and I think there can be little question of
the fact that our training programs, our residency programs have
been staffed largely on the basis of the service needs. I think this is
unfortunate. Education is much too serious and difficult a matter to
tie the care of the indigent to teaching programs.
In any event, nowhere does the national need enter into the decision as to what kinds of physicians to train.
The failure of our teaching institutions to respond to the public's
needs can again be attributed, at least indirectly, to the-free market.
The public wants medical care and naturally chooses to buy it di-
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reetly from practicing physicians. The public is willing to. pay
dearly for this immediate care, and therefore it is not surprising
that little of the medical dollar is left over for medical education.
Left to their own devices to find educational funds, and never entirely successful, the teaching hospitals concern themselves primarily
with meeting parochial needs.
Reform in the organization of medical manpower and practice
must begin in our medical schools and teaching hospitals, since it is
in these institutions that the patterns for the future are established.
The needed reforms will undoubtedly require a considerably greater
investment by the public in medical education. Indeed, I believe that
all, or most, of medical education must be paid for by the public,
or its representatives in Congress, and that only then will the public
be in a position to demand that its national medical interests be met
by our teaching institutions and by medicine as a whole.
Spec ~Iy I believe that medical students, interns, and residents
should be supported by Federal grants awarded to teaching institutions, or by stipends paid directly to the trainee. In return, the
institutions themselves, in consultation with appropriately constituted and appointed lay groups, could be expected to undertake the
responsibility for coordinating the training offered to meet nationally
or regionally determined manpower needs and to integrate postgraduate training into the patient care process.
In short, I suggest that only when the public pays for medical
education can it participate in determining how medicine will be
taught and practiced.
Senator KENNEDY. Well, now you have mentioned here this afternoon the fact that when you have an excess of surgeons it means you
have a shortage of pediatricians and general practitioners. H ow
are you going to turn that around? What should the Federal Government do in order to try and remedy that situation, or should we?
Dr. BUNKER. Let's talk about the numbers of surgeons. The young
surgeon finishes the most prestigious training and sits on his hands
for 5 years when he is at the peak of his abilities, and we hear this
over and over again. I can't give, you exact figures, but there can
hardly be any question about tis.
Approximately 10 percent of the physicians in Britain are surgeons. Approximately 20 percent of our physicians are "qualified"
surgeons: That is certified by a surgical board or fellows of the
American College of Surgeons. There is another 10 percent of our
physicians who list themselves in the annual report published by
the AMA as full-time practicing surgeons, but who do not have these
qualifications. And there is another slightly less than 5 percent who
list themselves as part-time surgeons.
It is a little hard to figure out what they all do. But by rough
calculations one has to come to the conclusion that something like
three or four operations are done a week by many men who list
themselves as full-time practicing surgeons. There are simply too
many surgical training programs, and since it is a glamorous specialty we wind up training too many surgeons.
I would suppose that the only way to control this would be to
limit the numbers of men who are trained and the numbers of posi-
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tions. I would think that if the Government should support our
teaching institutions and support, for example, appropriate stipends
for medical students and for residents after graduation while they
are still in specialty training, the least that the Government should
expect in return is that the Medical schools as a group coordinate the
numbers of men they train to meet national and regional needs.
Senator KENNEDY. Why don't the medical schools do that, and not
have the Federal Government interfere? We always hear about the
Federal Government interferring in these kinds of situations; schools
jump up and down about the long arm of the Federal Government.
Why don't the medical schools police themselves in this?
Dr. BIUNKER. Well, I think that is a reasonable question, but there's
no very satisfactory answer. I'm afraid we tend to our own knitting.
We want to teach, we think we are good at it, and we build a teaching program around the staff of a size that we want and the numberber of patients we think we have to treat. In other words, the
basis on which we select our men for training is quite literally our
desire to teach and our needs to take care of those patients. And
even at Stanford I find that our residents do provide the critical
manpower for taking care of the very complex medical problems
that we see.
We have a very distinguished heart surgical team, as you know,
and Shumiway is a brilliant surgeon, but it is the young men whom
he trains who are there all nih and all day and who keep some
of their terribly sick patients alive. And this is true for other areas
of medicine.
We are in very difficult financial straits at Stanford, however
wealthy we may look from the outside, and I think this is true of
all of the other medical schools. We are struggling with our local
problems to the extent that we tend to overlook the needs of the
country as a whole.
Senator KENNEDY. Now the President suggested capitation grants
following publication of the Carnegie Commission Report. We have
legislation in to raise them to more sufficient and adequate levels. Do
you think it would be reasonable for us to put in restrictions on capitation grants for medical schools unless the school provides a better
balance of numbers in its fields of specialization?
Dr. BUcNKER. Absolutely. I am not personally convinced as to
what form the support of the medical school should take, but I
think if it comes from the people or their representatives you must
and can expect a responsible approach to the question of how many
specialists are trained.
Senator KENNEDY. How are we going to insure we are getting
quality from those physicians who operate three times a week in
order to keep in practice? We heard this morning that you can't
expect to have peer review really be significant or important if one
tattling on another. And I agree that within the prophysiciantis
fessions itis all pretty much the same, whether it is politics, medicine, law, or whatever. But how are we going to really get some
quality control?
Dr. BUNKER. Well, I agree that doctors are not likely to police
each other, particularly their close working associates. I don,,t be-
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lieve that peer, review will work without some very specific incentive.
And I think those incentives can be found.
At the present time, of course,. the economic incentive in the practice of medicine is fee for service; in other words, in support of
solo practice of medicine. I believe that the incentives should 15e, can
be, and already are in many groups on a group basis. Doctors are
willing to police each other if they have an economic stake in it.
if in a group practice you have a group of doctors whose incomes
depend upon the success of the group as a whole they will not allow
the incompetent physician to do something for which he is not
qualified, and doctors do indeed police each other when they are
economically tied to each other. So I believe very strongly in economic incentives in the practice of medicine.
I might also comment that as a corollary I do not support a national health service of the inflexible, monolithic variety such as the
British have. They have problems almost as great as ours.
Senator KENNEDY. In terms of quality.
Dr. BUNKER. Yes; the doctors are very unhappy. They are underpaid and there isn't much incentive to put out a lot of extra effort.
I think that one can retain the advantages of enterprise and incentives that are so important in this country, and rightly so, but
build medical practice around groups of physicians; and the groups
of physicians must interact with groups of patients.
Senator K.ENNEDY. This is group practice rather than solo?
Dr. BUNKER. Group practice, doctors as groups, and paraprofessionals at all levels. In other words, groups of medical professionals working with groups of patients.
Now I commented a little earlier about how difficult it is for the
individual patient to evaluate the quality of his medicine. But groups
of patients do have ways, and they have already been very successful in consumer groups in setting standards, and in insisting on how
they wish medical care to be organized. So I am very much in favor
of the involvement of the public in the organization of systems. But
I hope it can be kept local; I would like the incentives and the
control , the, responsibilities to be kept at a community level. By so
doing, I think we can retaili much of what is best in medicine in
this country.I
Senator KENNEDY. You talked earlier about luxury care for the
more affluent people. Is luxury care always quality care?
Dr. BUNKER. No; there is some evidence that in fact beyond a
certain point you do the patient harm by overdoctoring, so to speak.
I don't consider that a major problem, however. But it is certainly
true, that when the very rich buy medical care away from the very
poor, it makes it that much harder to do a good job for the poor.
And, interestingly, this is an issue in Great Britain right now. Four
percent of the practice of medicine is in privately insured private
practice in Britain, and they are arguing violently over the question
of whether that 4 percent is draining off care which should be given
to the people through the National Health Service.
I think it is of some concern, but that isn't where I would place
my major emphasis. For example, although there may be some
overdoctoring and there may be some unnecessary operations I don't
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think this is a central problem . To suggest unnecessary operations
implies bad faith on the p art of the medical profession, and I don't
think that that is the problem. There may be some scoundrels among
us, and undoubtedly there are a few, but I think most doctors do
the best they can, and they genuinely believe in what they do. But
without the guidelines and without more appropriate incentives it
is inevitable that medical care is distributed on the basis of ability
to pay..
For instance, there are proportionately twice as many surgeons in
California and Massachusetts as there are in Alabama and Mississippi and there are four times as many anesthesiologists; this must
be economic in origin.
Senator KENNEDY. I think most middle class Americans who can
afford health care somehow believe that they are getting quality
health care at each instance. What is your reaction to that?
Dr. BUNKER. I think quality medical care in the coiintry as a whole
is far less than it could be, far lower than its potential.
Senator KENNEDY. You wouldn't get too much of an argument on
that, but generally people feel that if they can afford either an insurance policy or can afford to go to a doctor, then they are receivin- what they are pyng for and they are getting quality care.
Wat can you say about the kind of quality care that those in the
middle income brackets receive? Are they getting quality care from
the insurance company or from the physician?
Dr. BUNKER. I have stated in print that I thought the quality of
surgery in Britain is better than it is in this country. But, you know,
the only evidence I had for this is that in Great Britain surgery is
done exclusively by men with the proper credentials and only 60
percent in this country is.
Senator KENNEDY. Isn't that a responsibility for medical societies
in terms of policing their operation? There are so many sides to
this question. If you want to keep the Federal Government outside
on the problems of quantity and quality, you would have the various
societies and medical associations really policing themselves. It is only
when you come up against the question whether. the consumer really
needs to be represented that you get the strong arm of the Federal
Government coming in.
Dr. BUNKER. Wel1, the medical societies in some areas are taking
a responsible position. For example, in Santa Clara County the medical society is ahead of the medical school in the development of an
experimental health services delivery system.
Think very possibly many medical societies try to represent what
they conceive as the views of their constituents and perhaps view
reorganization along some of the lines discussed today by Dr. Weed
and perhaps alluded to by me as undesirable. I think we can expect
and demand a lot from local medical societies. I doubt that they
are going to take individual leadership across the country.
Senator KENNEDY. Doctor, I want to thank you very much for
coming. r, intend to insert into the record both your article in the
New York Times of December 19th about when to operate, and a
special article on a comparison of operations between surgeons of
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the United States and those in England and Wales as part of the
record at this time.
f(Prepared statement of Dr. Bunker and articles referred to
THE QUALITY OF MEDICAL CARE, MEDICAL EDUCATION, AND MEDICAL MANPOWER

Mr. Kennedy, members of the Subcommittee, it is a privilege to speak to
you today on the subject of the quality of medical care, and I wish to express
my appreciation for the courtesy shown to me and to the University which I
represent. I would like to take this opportunity to say, in addition, how pleased
I am personally that the Subcommittee on Health has undertaken consideration
of the complex, but enormously urgent issue of the quality of medical care.
It is my purpose, in my remarks today, to recommend the public support of
medical education, because only when the public pays for medical education
will it be able to participate in determining how medicine will be taught and
how it will be practiced.
My recommendation Is based on considerations of the quality of surgical (and
medical) care and of the impact of economic incentives on medical manpower
and medical practice.
My personal, intense, concern with the quality of medical care In the United
States derives largely from my experience as Chairman of the National Halothane Study, a National Research Council sponsored study of the possible role
of anesthesia in fatal postoperative liver failure. All postoperative deaths
occuring over a four-year period In 34 specially selected hospitals were examined. In the process, we were able to bring together the most comprehensive
data on surgical mortality which has ever been published.
Death at best Is a crude index of the quality of medical or surgical care,

but it is certainly an important one. The most Important observation of the
National Halothane Study was that postoperative death rates varied greatly
from hospital to hospital. The variation was 25-fold without adjustment for

differences In patients cared for; after adjustment for differences in age, operation, sex, and preoperative physical conditions, there was still a three-fold
variation in postoperative deaths.
The cause for these differeneces is by no means clear. Two possible explanations should be mentioned. One is simply the quality of care varies greatly from
one hospital to another. The second Is that there may be marked variations
in the populations served by different hospitals. Both are probably true to
some extent. To answer these and related questions will require vastly more
precise data than currently available, data and methods of the kind described
earlier today by Dr. Weed. Currently the National Research Council is developIng plans for a new study with exactly this purpose.
In the absence of reliable and objective data on the quality of medical care
offered In the United States, we can say something about the selection of
patients for surgical care and possible variations in hospital populations.
Professor Charles Lewis of UCLA has recently reported 3- and 4-fold variations In the frequency with'which common operations such as cholecystectomy,
appendectomy, and hemorrhoidectomy are performed within a single state,
Kansas; and I have reported two-fold variations In operation rates between
England and WVales and this country. In both studies the numbers of operations
were shown to vary directly In proportion to the number of surgeons or hopsital
beds. Lewis, and others before him, suggest that this may reflect a sort of
Parkinson's law.
Lewis suggests that as more medical services are offered, more are utilized.
This extraordinary idea would appear to be totally inconsis'nt with the public
Image of medicine today as scientific and precise, each Illness a discreet and
Identifiable entity, each calling for a specific remedy.
But the public Image Is not an entirely accurate one, and there are a good
many factors which may help to explain the Lewis-Parkinson effect. First,
despite remarkable advances In medical practice, there are few precise yardsticks -to measure the over-all medical needs of the public. In the absence of
specific guidelines, doctors tend to favor active Intervention. When In doubt, It
Is always preferable to do something rather than nothing-whether the something Is operating or prescribing a drug.
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Secondly, the patient himself has no way to judge either his needs or the
quality of his medical care, and he generally overestimates both. More medical
care is equated with better medical care, and the patient's demands tend to
increase in direct proportion to atiluence. Again, where there is doubt, doctors
are apt to accede to their patients' demands.
Thirdly, it is now increasingly clear that our medical resources fall far short
of medical potential. There are not enough doctors or dollars to bring the last
word in medical care to all citizens. Therefore, when more medical care Is
offered, It is to be expected that more will be used. And, as a direct corollary,
more medical care for one section of the population means less for another.
The governments of countries where the organization of medicine Is already
under state control are well aware that their own medical resources are limited.
Enoch Powell, on completion of his service as British Minister of Health,
called it the "Infinity of demand" and wrote:
"There is virtually no limit to the amount of medical care an individual Is
capable of absorbing. The moment it was established that the cervical-smear
test enabled incipient or prospective cancer to be diagnosed, this check-up
became a 'need' of every woman between relevant ages. But we would all
benefit from having our incipient or suspected ailments detected and treated
sooner: everyone knows that he surpresses or ignores medical conditions that
could be alleviated or removed.
"Not only is the range of treatable conditions huge and rapidly growing.
There is also a vast range of quality in the treatment of those conditions.
Every general practitioner knows that he palliates with pills psychiatric or
psychological disorders to which a great amount of skill and care could be
justifiably (in a professional sense) devoted. There is hardly a type of condition from the most trivial to the gravest which is not susceptible of alternative
treatments under conditions affording a wide range of skill, care, comfort,
privacy, efficiency, and so on. Anyone who thinks that In treatment for a given
condition there is a definite and limited quantum of demand would do well to
consider why the oil sheikhs come to London consultants and the private wards
of London teaching hospitals.
"Finally, there is the multiplier effect of successful medical treatment. Improvement in expectation of survival results in lives that demand further
medical care. The lower (medically speaking) the quality of the lives preserved by advancing medical science, the more intense are the demands they
continue to make. In short, the appetite for medical treatment vient en
mangeant."1
In the United States, we are only just now recognizing our own severe
limitations in medical resources and in particular, medical manpower. The cry
for a greater number of doctors has been raised; even more urgent Is the
need to examine how and where the doctors we now have spend their time and
energy. More doctors In the wealthy communities mean fewer for the poor.
An excess of surgeons means a shortage of pediatricians and general practitioners. More heart-lung machines means fewer medical dollars to Invest In
other medical needs. It is the paradox of Anmerican medicine that we provide
luxury care for the wealthy, but often do not provied basic care for the poor.
This brings us to a consideration of the economic Incentives which determine
how and where medicine is practiced.
In a free market, medical services respond to economic forces, but In a
manner which may not correspond to the public need. For example, fee-forservice reimbursement provides a strong monetary Incentive for treatment of
disease after it occurs, and relatively little Incentive to prevent disease before
It occurs. Fee for service also would appear to encourage physicians to concentrate In areas that are glamorous and remunerative, while other areas, which
are less glamorous and less remunerative, may be relatively neglected.
In a free market such as ours, medical manpower is unplanned and uncontrolled. Only very recently have we begun to make estimates of the total
numbers of doctors needed In the immediate and distant future. At least as
important as the numbers of physicians Is how we use those we have. But the
medical profession has made no attempt to determine how many physicians
are needed In each specialty, and one can only speculate as to whether the
present distribution of physicians by specialty is an appropriate one. Clearly
there are acute shortages In some areas, such a general practice; and, on the
basis of my comparison of surgery In England and Wales and in the United
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States, I have suggested that there may be an excess of surgeons in this
country.
In the absence of planning, there are identifiable forces which help to determine the quantity and variety of graduate (residency) training. The physician,
himself, usually has a clear career goal at the time of graduation from medical
school. Having paid for much of his education, he understandably feels free
to choose a medical specialty and a place of practice based primarily on his own
personal preference.
The young physician's choice is, of course, limited to the spectrum of hospital
appointments offered. The appointments offered are determined, In turn, primarily on the basis of the interests of the teaching staff, and the service needs
of the hospital. Nowhere does the national need enter Into the decision as to
what kinds of physicians to train.
The failure of our teaching Institutions to respond to the public's needs can
again be attributed, at least indirectly, to the free market. The public wants
medical care and naturally chooses to buy it directly from practicing physicians.
The public Is willing to pay dearly for this immediate care, and there Is not
surprisingly, not a great deal of the medical dollar left over for medical education. Left to their own devices to find educational funds, and never entirely
successful, the teaching hospitals concern themselves primarily with meeting
provincial needs.
Reform in the organization of medical manpower and practice must begin In
our medical schools and teaching hospitals, since It Is In these Institutions that
the patterris for the future are established. The needed reforms will undoubtedly require a considerably greater Investment by the public In medical
education. Indeed, I believe that all, or most, of medical education must be
paid for by the public, or Its representatives In Congress, and that only then
will the public be In a position to demand that its national medical interests
be met by our teaching institutions and by medicine as a whole.
Specifically,' I believe that medical students, Interns, and residents should be
supported by federal grants awarded to teaching institutions, or by stipends
paid directly to the trainee. In return, the Institutions themselves, In consultation with appropriately constituted and appointed lay groups, could be expected
to undertake the responsibility for coordinating the training offered to meet
nationally or regionally determined manpower needs and to Integrate postgraduate training Into the patient care process.
In short, I suggest that only when the public pays for medical education can
it participate In determining how medicine will be taught and practiced.
[From the New York Times, Dec. 19, 1970]
WHEN To OPERATE

(By John Bunker)
The National Center for Health Statistics has recently released the first comprehensive and reliable data on operations performed In the United States.
Considering the fact that more than half of hospital admissions are surgical,
this kind of Information is long overdue. And, of course, such data are essential
if we are to begin to plan, as we must for comprehensive medical care on a
national scale.
The National Center reports that approximately 15 million operations were
performed In this country In 1965, and again In 1966--the most recent years
for which data have been made available-or one operation a year for every 13
persons. This might seem like a good deal of surgery, and Indeed, It Is twice
as much as Is performed In England and Wales, where the comparable rate In
1966, was one operation for every 26 persons. Not surprisingly, there are proportionately twice as many surgeons In the United States as there are In England and Wales.
Such remarkable differences In medical manpower and practices cry out for
explanation, but, unfortunately, our knowledge of the Indications for surgery
are not sufficiently precise to determine whether American surgeons operate too
often, or the British too Infrequently. Probably both are true to some extent,
and it seems reasonable to assume that the United States, as a wealthier
country, can afford the luxury of operations that are desirable but not essential.
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That wealth is a major factor In the distribution of physicians and medical
care can be observed within the United States Itself. Consider, for example,
the discrepancy in numbers of surgeons between our poorest and our richest
states: Alabama, Arkansas, Mississippi and South Carolina have proportionately
half as many surgeons and half the per capita income of California, Connecticut,
Massachusetts and New York. There are no published data on how many
operations are performed In each state, but It seems likely that operation rates
vary with the number of surgeons from state to state, as they do between the
United States and Great Britain.
Detailed information on surgeons and operations for a single state, Kansas,
has recently been made available by Professor Charles Lewis of U.C.L.A.
Lewis compared operation rates and surgeons among 11 population regions In
Kansas and made the startling observation of three to four-fold variations In
rates for common operations such as appendectomy, cholecystectomy, herniorraphy, and tonsillectomy. The numbers' of operations were shown to vary
directly with the number of surgeons and hospital beds, and Lewis suggested
that this might reflect a sort of Parkinson's Law.
Lewis suggests that as more medical services are offered, more are utilized.
This extraordinary idea would appear to be totally inconsistent with the public
Image of medicine today as scientific and precise, each Illness a discreet and
Identifiable entity, each calling for a special remedy.
But the public image is not an entirely accurate one, and there are a good
many factors which may help to explain the Lewis-Parkinson effect. First,
despite remarkable advances In medical practice, there are few precise yardsticks to measure the over-all medical needs of the public. In the absence of
specific guidelines, doctors tend to favor active Intervention. When In doubt,
it Is always preferable to do something rather than nothing-whether the something is operating or prescribing a drug.
Secondly, the patient himself has no way to judge either his needs or the
quality of his medical care, and he generally overestimates both. More medical
care Is equated with better medical care, and he patient's demands tend to
Increase in direct proportion to affluence. Again, where there Is doubt, doctors
are apt to accede to their patients' demands.
Thirdly, it is now Increasingly clear that our medical resources fall far
short of medical potential. There are not enough doctors or dollars to bring
the last word in medical care to all citizens. Therefore, when more medical care
Is offered, it Is to be expected that more will be used.
The governments of countries where the organization of medicine Is already
under state control are well aware that their own medical resources are limited.
Enoch Powell, the arch-conservative of British politics, says, in his new book.
that the welfare state simply cannot afford an artificial kidney machine for
every patient whoe kidneys fail. Dr. Esther Ammundsen, Director of the Danish
National Health Service, points to the widening gap between what Is medically
possible and what Is economically feasible. She goes on to suggest that "The
day is not far away--yes, It may be here already-when we simply cannot
supply the personnel necesary to care for each other."
In the United States, we are only just now recognizing our own severe limitations in medical resources and In particular, medical manpower. The cry for a
greater number of doctors has been raised; even more urgent Is the need to
examine how and where the doctors we now have spend their time and energy.
More doctors In the wealthy communities mean fewer for the poor. An excess of
surgeons means a shortage of pediatricians nad general practitioners. More
heart-lung machines means fewer medical dollars to Invest in other medical
needs. It is the paradox of American medicine that we can provide luxury care
for the wealthy, but cannot provide basic care for the poor.
Dr. John Bunker, Professor of Anesthesia at Stanford University, is writing
a book on anesthesia and surgery.
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SPECIAL ARTICLE
SURGICAL MANPOWER*
A Comparison of Operations and Surgeons in the United States and in England and Wales

JOH

1'i~.BUNKER, M.1).

Abstract There are twice as many surgeons in
proportion to population in the United States as in
England and Wales, and they perform twice as
many operations. Fee-for-service, solo practice and
a more aggressive therapeutic approach appear to
contribute to the greater number of operations in
the United States. More frequent use of consultation, closely regulated and standardized surgical
practices and restrictions in facilities and numbers
TU
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of surgeons appear to contribute to the lower rates
of operations In England and Wales. Indications for
surgery are not sufficiently precise to allow determination of whether American surgeons operate
too often or the British too infrequently. Determination of surgical manfpower needs requires better information on how much operative treatment the public
health requires and must also take into account the
total medical manpower needs of the country.
ittethitietit tse oft Ithe Ithysiciatks, tuitl mtid itteilitities
ini their elistri Ittiitin nay have a g eater rile thltat
aII)' atlleged efie-ietie iti tht-ir ac-tual it: tturs.1 Theli
eisliritpirtiitc ge-tgrlphie (iittetratiiit itt JtINs
etatus int wealthy setetiiits of the cetittitry is eiiitt
kottwleelge. H arder toi irhetutify, an te herefor:e less
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weell apspreciatedi, is the possibility of theL ialistrihlttion of phtysicianis among the medical Specialties.
Evidence is presented lter(-in that serious ilclistriItitin does exist in that -area of medicine with
which 1 am most familiar - the operating roomn all(I
its proprietors, aneSthesiologiSts'-anld surgeons.
It has long lb-en (lhe goal of anesthiesiologist-4 in
the Unuited~ States to provide all anesthectic care reqiuiredi for surgery, obstetrics atnd dentistry.
In its
efforts to achieve this goal, the gmosvth of anesthesiology ats a medical specialty has heen dramatic: in
1941) there were 1(M01 physicians specializing in
anesthesiat; and in 1969 there are over 91)1)1. Bt
despite snich rapid growth, it is estimated that anesthtesiologists canl personal ly pr ovide anesthesia for
less than halfI the patients ot ttergoi ng surgery, and
they' canl hardly hegin to offer anesthetic care foir
obstetrics and foir dental surgery. There is no evidence that lit rther rapid expansion is apt to occir
and therefotre there is little prospect that the shitage in anesthesiology manpower wvillIdimi nishi with

tunle.
Although it is widely acknowledged that there is
anl acute mnanpowver shortage in anesthesia, not
imuch attention is giv-en to mnanpowver problems in
surgery.
It is assumed that there are prohably
enontgh general suirgeons,'l although there may hie a
shortage in some of thle surgical specialties. But no
serious thought seems to have heens given to thle
potssibiility of anl overall excess. Certainly, there is at
marked imbalance in (lie ratio of anesthesiologists
to surgeons, hut is it pttssible that thie imbalance is
ditte mitre to anl excess of surgeons than to at shortage otf anesthetists? Evidence in support of this
hypothesis will hie dleveloiped by at compaarisoin of
anesthetic and surgical matnpower and prac-tice in
the( United States and in England and WVales.
There were 90)24 physicians engaged fill -timie
in) the( practice and teaching iif anesthesia iii the
United States in 196i73 for at Civilian population tif
197,43,), and iii England and WVales, also in 1967,
there
were
2298 physicians
specializing
in
anesthesia' for a lpopuilation of 48,391,000, 4.6 and
4.7 per 11)0,000 population respectively. At that time
there were 74,746* physicians devoted to the fuilltime practice of stirgery or its specialties in the
3
United States
as opposed tio 8,924t in (;rm.at
4
Britain l - :39 and 18 per 1011,01)1)
pimisulatiit respectively (Tahle 1). There were, its addition, 11,851)
physicians in general practice in the United States
engaged in part-time surgical practice.s Thus,
whereas the ratio of physicians engaged full time in
the practice of anesthesia to population is almost
exactly the same, there are proportionately more
than twice as many surgeons in the United States as
in England and Wales.
There are also priipiortitinately more operations
*These figures arbitrarily include surgeons in training. If only rully
trained. practicing surgeons are considered, there are proportionately
tive limes as many surgeons in the United States.

TABLE~1. PhyrsiciainsEngaged in I-tll-Tinie Pati-nt Care- aid
Cliicarl Trainiing. General Surgi'r
ianSuirgiical Specialtii's.
1i907.
WAONi~rSsmIN
AIII SIAmS'

Private or group practice
Hispimal fail-time staff
Medical-school faculty
Residents & fellows
Interns

SUMtAmSS
INsts%4-1
ks&

W %I-

3h,636 (onsuliants
2,349 Other postitraining
hospital full-time situP
2,000 Senior registrars
12,840 Registrars & senior house
921
officers
7474(ouse officers
Other

2,841
52
4781
3.906
1.1311
_42-

I, l do~ injam
Uited Slur-.. 19673inurgeon%
imni-ci emmykoitttill & inamum.
-inmimn& imemmh 114ii1notmmciuei
nAdpird ruimlaie 63. Pan 2,pago~116.AnnailiRismiofmimn
Ntmnmr iifirmllS
fomrr 1967.'

pe-rtftrtte-d ill acute,
slmmt-stay htospital s itt the(Untitedi States thtan ii Etngland atnd WVales. F'romt
samlie statistics, collected In the Nationtal Center for

I Health Statistics for the H ospital Sitrvey,15 it is estimnated that 14,0)000 operations were perfortmecd in
the Utnitecd States in 1965, a rate of 7400) per 100,000) poptilation, and from sample statistics collected
lby the Ministry oif Health for the British Hospital
t
In-P'atient Enutifry, it is estimated that approximately' 1,700,000 operations were performed in England and WVales in 1966, an operation rate of 3770
per 100t,M1) population. Cottparison of these- overall

operation data must lie made with caution, since
there were many differences in how they were collected.t

Com pari sonls

of

individual

lpricedlitres,

however, call lie tmadle with ctinsidetahly greater
confidence and indicate rates for many operations
that are two( or more times as great for the United
States as foir England and Wales (Table 2).
All anesthesia in Britain is administered by physicians, over 90 per cent of whom are specialists or in
specialty training, whereas in this cottotry less than
50 per cent of all anesthetics are administered lby
ain anesthesiologist, or by a physician in specialty
training. EckenhoW atttrihutes this discrepancy to
the greater operatiag-roorn efficietncy and speed of
sttrgery in Britain, Although marked differetnces in
organization and efficiency of operating-room care

rdo exist, the principal reasoti

wvhy the Ainteri-

canl anesthesiologist cantntt keep upl with his
British colleagite is that hie has twnice as imttch woirk to

tho.
Why are there proportionately tmore than twice as
many surgeons in the United States, atar wvhy are

twice as tnany operations performed? Socioeconomtic, organ ization al, phli losophical, geographitFor example. the United Siaies data are hased on up to three operations for each patient discharged. whereas the Bitish data are
hased on a single operation per patient. This difference tends to inflate
the United Stales data. possibly hy as much as 30 per rent. On the
other hand. ",e British figures include diagnostic procedures
(l ysloscopy. bra choscopy. breast biopsy and so forth). whereas the
United States figures do not, and in this case it is the British data that
are inflated. It is estimated that approximately 4,500,.000 diagnostic
procedures ie petforned in the United States annually, enough largely to offset the multiple-operation effect.
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TABI F 2.Coitpairttire Rates fo~rSelected Operationts.*
OPRATION

RAIEllt00.000POUke
ATION
INCA,
AND&WALES
0966)

Thbyroidectomy
Inguinalherrionbhaphy
Appendectomy
Cholecystectoory
All operations
os eye
Extraction of tens
Tonsillectomy with or without
adenoistectomy
Adenoidectonty
withouttonsillectomy
H4emorrhoidectomy
Circumcision
Hysterectomy
(includingsubtotal,
total & vaginal)
171.7

All operation%
on breast
Partialmastectomy
Competeisimpte)mastectomy
Radicalmastectomy
Other operations
on breast

'Cncuttnd from samptestatistis fromU & Publiclialth Service'&froamRegistraGcnnnralsttfitce.iHspta tn-PdtantEnquir IU S. figure%
basedonup toa3operions/
patientwith eception of appendectomy.
for which apnnrdectomy
isinc todedonlyof O6rsahi -teis
ohereusdatafor l'ngisnd &Ware%
basedon Ioperaoorp..~trnr.ohichis
eitheor"mous siosoprtioin.'"frst mentoned"oroeratonreted t pinipaldiao sissl

cal and population differences between
countries all appear likely to b)e itnvtolved.

the two

SocloEcoNohtlc DIFFERENCES
The key to an uincerstaninlg of differences in
medical manpower appears to lie in the British National Health Service (NIIS). Sttrely, a socioeconomic system as different in organization and
philosophy as tite NMIS slsotilcl present differing
demnatds for ittecical and surgical services, and 00
their utilization and equality. Tltese possibilities
have b)een considered its the past bsy many others,
hut it has been clifficilt to sort otit tlse effects of this
vast experimentn" in delivery, otf medical care from
the effects of the tnaoy other dramatic changes in
the practice of medicine that have occotrec.
Social reotrganization of medicine occur-red wvith
dramatic suddenness in Great Britain and was iationwide. So many changes took place sitnultaneously that it Itas been difh'tcttlt to assess the effect tf
inclividttal factors. In the Uttitecd States, by contrast,
social reorganization otf medicine has occurred slowly, regionally and piecemeal. Specialized regional
Iprograins have been introduced, sotne as controlled
experiments in delivery, otf patiettt care, and many tf
these programs cats provide the basis for tneaningfol
coihtlaristins of the effects of sctmsev' tlte relevant
factors. Whlat are the effects of insoraisce in consparisots with no insurance, of prepaid in ctsttpariSon1
with indemnnity insurance and of grottp practice versits solo practice? These are t-,-rlsaps the principal
issues ts consider, and a gotod tssany data cats bte
brotiglst to hear ots theta.
Itisoraisce, by itself, appears to increase the uitilizatitit tof physicians' services, presuially in re-

5pll55
to previously ttilltet tisecical nseedls. Ins a
t
stttcy of iecical services ctttductecl its 1953, Win
Asdlerstttsn repttrtecd oplerationt rates for iiured personts that were double those for the tttitsstirec, withs
ats even greater dlifferentialI attsong ltw-inconse faitilies. Its attensptittg t) explains these diffe'retnces,
Atnderson considered it "very likely tltcre is at
higheltr psropotrtiotn of sto-calledl 'elective' stirgery
antotig Itse intiired pe'rsonss, atd at hsighser psropotrtittt
of 'ensergeilcy' tsr 'ttstst' surgery atisong tlte titsitred e rsonshtt."
Thte effect tf itistralice its increasing rates of oiseratiotns vatnishies whsetnote goes from indeninity to
prepaid insitratice, and it is itow swell establ ishedc
that rates tof operations fosr prepaid groulisealths
platts suich as the H ealths I ustratice Plan (1111)~)fin
News York City. the grttup-lpractice option of the
Federal Etisployces IHealthi Bensefits Prttgratts atnd
t
tlse Kaiser Fisuticatitti llealts P lans are apslstttititately half thocse of the osuial Ble Shield fec-for'ervice itistrattce Vlat.tits Stich prt'paytsett plants,
however, are lby their
tttre grttup-pratctic- pslatns,
anto it is itot clear hiowv tsicl otf tlse effect is related
to tlse ssethstd of Isavustett uand sow trsucl to t(tie
torganizaititot tof pshysicianss' service..
Thse effect of itlicl
of lsaytsett tott tlse volttte
of usscdicauIatnd sUrgical services prosvidedl has atqunired conmside-raible nsotuoriety. Fee-for-servic- itivatialtlv restilts itt the provsisionu of tusore services thatn
psritvied 1Ity capitatiton ttr salaried IslatSts,tn andchas
led to clainis that fr'e-ftsr-service ecoousrages tttttecessar) ttperationts.13.15
Thtat thre uttetlod oif delivery oif services ttsay lie tf
greatt finpostrtausce is suggested its twvo recent reports
tof esperitiettal prttgratsss its whlichs coisiprelseissive
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TABLEh
3. Certified Amerrican, Boa~rdof Surgery or Otlher Surgical Specialfie. Excluding ihe A nericant Coalqr~ef Strgenn.
SPECIxtnY SI Iu.I N$INPRIVATE.

ScUmWN~S
NTINnPRIVATE
PRACTICE

sun n

SMI~~A
IYSPttn IA t

Colon &

128

1

2,848

57

Neu I.s465
s11gery
Orth ipc2.967
dic urgery
Plo-eri
338
Surgery
Thu -dcic
353
stsirgery
Obstetric% 5.914
At gynecolOgY
Ophthal3,920
niology
0lol.aryn.
2.051
gabogy
Urology
1.347
Totals% 2,331

1

sue.;ery
G7entral

Ltnlt
mor

rutiA-noICt

SURGnrN in
NGV
(
,
SIEnIo
m U(Edl

TrIsluno

Ir

Tfo t S

AD-AI
tnISn

3

4

1

67

222

134

6

IS

272

41

112

5

IS

32

I

8

18

1

10

576

7

9

59

77

4

6

170

10

32

3.341

1

43

12

I1

442

60

42

27

3

4

105

279

14

3

"14

67

95

10

7

28

46

21
575~i

1

1
8i3

2Y3

3,775

33

I

2

49

3

34

568

16

256

11

3

6,605

3

20

102

39

22

4,285

6

4

63

9

30

2.256

44

4

2

41

4

23

1,487

766

39

72

1,0106

119

268

23,473

1

*olneor thedifficutie,encntered intheattempt to t--t suirgicaltnpyinnni that thre%nuotautoiaie. pullinhed istingof surgicalspeioint% I he AN1AlDitriuton
not n lode inotion about%pectitlycertification.nordis iti nude ifrtion on pat-turnctpecott/o..o 1 he speciaty board.can providecxacI itilormitionon Thrloi.4I
numberofdiplonrniurd ht ma ny donuntkeeprecot, of how mny stttgeon,are alive or pertictm. I-mmhrrntte,thereuinno
recordofhow tn.nydiplomteien I specialty
many
be crtified in a424spucialty I he surgicaltspeciaties
presentaspnu aldtittiuiIproblem, ince felowsip in the A mt n nCollegeuof
Surgen s ondrdelialment t
boardcetifitionanna rtitonotraining Fhedata pre-:ned in Itttls 3- wiere pored fort hisart iItfromthemagnetKtape iesob
e
dutu~m~ialfiing
scrsi~ut I Xhi(
cogo. Ihbe)are basendonphysicin dita.obih4nedby thenA1AIhroughJuy 16. 1969. Tbles36 art M11utanty
srtnsive&. aded tgther, comprise ll paticing itrgeoinsinthe
UnitedStair
tnnral ptnottte nith somu Mwutiypractice.

aalttry health-care facilities were estalliiShed

sttry

anl( tin exainah~ttion~
matde of their effects onl atil l/d8100 (of health fittilities. It one, the 'rnfts Neighborhood health Center at Colom~bia Point in B~ostonI,
stirgictil atdmissionis fell over the first two years of
stndy to)2.1 per cent of the presttody level.16 In the
other, a8ra~ndomtizedl, controlled cliical coliptlrison
was matde between comprehensive, family-oriented
pediatric c-are (explerinmental groupll) andc cOntvelttioijal, hosp)i tall -ased
c-are (control groupI). Operation
rates were' three times greater for the experimental
than for the control group during the first six-mionth
period, lbnt were consistently lower (50 to 70 per
centt) than control during thie stlbse(Itlent four six7
mnonthlperiods covered by) tilereport.' Methoid of
paymenC~twits appsarenttly Ilot i1 subject otf special
conlsidlerationI ill eithe-r oif these stullies. However,
bly offering ambutlatory, grolnj3-Iractice care without
charge, prepayment wits, in effect, also provided,
and~ we aire still left wiliont clear e-videnc-e onl tite
effect of group practice separate front that oif pr~epay-

There are also( ait least two explianatioits for tilede-

Itteilt.

Total

adiss~ions11
rise with
inideimtnity
and1(
fall again with prepaid grisup-practice
inirailce plains. That is, they vary it parallel with
olpertion rates. It has lbeen assumiied that the increases ill hospital izatioin anld oplerationt rates with
indcenity instirallce re-flect a1response t(o previonsly
tii et needs,
tdltoiigl it
sec-ontd intterplretaitiont
offered is that instiran~ce is tin invitationto
8(1lliteceslinsil
rance

hiospital

hlospitalizaltionl

and

titnecessai y

op~ertions.

crea~se in admllission~s and operations wvith prepaidl
grotil) plans. It is reasonable to consider that fintensive ambulatory c-are ma~y lead 84) imptlrovemntt i13
general health, a8nd htence to 48decrease it tite need
for htospsittalization.Iilt, oif course, it call be argued
thitt in tile absence of itfee, there is less incentive
to perform llrocc(lllres tlitt tire desirtdle, if not1 ab1soilutely ntecessalry. Other suggestions tire that patienits maly accept groail practice for- riilitille care ilt
go elsewhere for their operations, otr 811ata younger
and1( hetilthier group of patients partcil)48te in prepaid p)rogram1ts. The c-areful studies (of Shapirolo have
effectively ruled out these proposed alterntc exptlanattions5, at least for thte HlelthI In~suranice 1Plan1in
New York City, a111d tite recently reportedly experiece illthe Neighborhood tic-aith Centers for lowincomle familles,16-17 where the popula
14tions1coo ld lbe
closely control led, provides addliltionlal contrary evidence.
fThe groupl-lprlctid-e effect is also reflected in, a1
sma~tller plropotrtlion of stlrgeons needed ill group
practice, tas well as a1smaller ni1i)r
oIf operations
8
performed. Roemier 111(1liffIbisli write that "It is
signlific-anlt thatt thel raltio 801IlotilttionI (Ifstirgeolts,
anesthesiologists and1(
(tplitlllll
gists ini tlic United
States its a wvhomleis matlch higher than tite raltio) of
tltese specialists founnd for the popuIIlation~ of pre-
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TABLE
SPECIAL
T

4. Fellows o~ft/u' Au'ejcln (Coillege of Surgeons, Isreluding All Diplomuatesof Awl' Surgical Boa~rdj.
S6101NO

SVmR6oNs
I PRI~VTEI~IiI

tNKI
SUGOSI
S1 IT
t U

PRAII(
IIC

IN Plt'i

PRA
11
I1 11

Colon &
rectum
General
Surgery

Neurosurgery
(rlhope411.surgery
Plastic
surgery
rhoras ic

i'P1 1 IMF.INER

32

2

2.732

624

Ott10
MIINJ

34

2

34

18

2

2

21

3

3
2

18

1

29

3,479

1

207

45

1

22

43
268

5

2

-

2

I

surgery

Obstetric%
& gyne-

2

43

colllgy

Ophthal-

63

I

48

3

rOsM

II
FUII-TIME AEIOINISIIA-AMOAR(

I11*1

36
197

Noss

2

52

1

322

2

68

mology

Otol.Ir~ngololgy
Urology

Total%1

121
3,562

8
68i4

2

1

29

3f

42

I

3

I

4

36

136

4.419

'(wcretAlpsucilc %iih onic %p11.I.II)p155(51

ArI
eit' 1cr not1 wolrkinig at f~tll capac1~Iity or do10ing 1111
Iboth1of wh'ic ) oii iits
tha1n1 is ne'cessary sit rgr
are( pIrob~ably trite ill some1 dIegreeL.)"

(If v'iew5 are lbrouighit toI bear onl the probllemls (If at
single patient, it is very moell to the patiet'ts advantage. The essenceif oIf m~edlica.l referral, or conssill'

ORGANIZATION OF CARE

(If mo~nre thlat)(tne
tatioll, thlen, is tile soIlicitationt
physician's oplinlion, and tile advantage (If tile expe'

Ie

W~hatevser the relative colltrihbltiori of jinsurall ce,
p~repalym~ent and( groupli practice, it is clear that IIle
British National I Icalth Service emboh~dies all thr Ce
and all plrobaliy colltrilllte to tile oblsers 'edl
That hie
differences between thle two countries.
NMIS is a form (If groiip practice nmigiht hear biI-ief
additional continent. he essentce of groupI pract i ce
I take to Ile thie read), availabiility and1( routine, or
nearly roultine, use of mledica~l consultationl. And, (If
course, thle consultant system is thle very essence of
tilt.
the N1IS. The British surgeon is a1 trite (311151ltai
Ile sees patients only as they are referred to himi iby
tile general plractitiolner or internist, aOL! he is Lntirely hospital hased.* Thle American surgeon, iiy
contrast, mray function its conlsultanlt exactly as luis
British couintertlart, lie m~ay accept patients witli m~it
referral, or hie may he tile primary physiciall-gelw 'ral
p~ractitionler, referring tile platienlt to hlimlself for
surgery anld this creating his ownVl(leiland~.
Tlie qutestioll of referral is all important one, for
stirgeolls and( nonsllrgeons are apt to have v cry
different ideas of indications folr surgery. That tile
internlist andl surgeon have different points oif vi esv
andI Ilis
is inhlerent ill their specialty training,
difference is reflected at its worst whlen surgeon il in1(
internist isolate themselves fromt each (otiler, tile
intertnist often seetinig hlimlself ats tluc patient's I lroltectlor against surgery. But when two diffe'rinig poi its

1

arec;
(approximately 4 per centl of patieints
*Asmallproportion
for outsidethe framework of the NHS as private patients.

riellce (If more than on~e specialty.
Consuiltation is tile way Elf life tinder

tile British
Natiolnal I health Service and is reflected in tile
specific dlesigniatioIn (If all specialists ats "c(Itsvilt'
ants." Tile registrar iii specialty training is itlstrotcted
fronl the (kiltst't tio mlaike frepIient tsE' oIf' other
specialists, a(1( Elf course it is tile assuited (liduty (f
tile general practitionler to refer the sick tio the ihossinp~le
pital conlsaiitatlt for tile treatment ofai illit

illnesses. Tile system, if anything,
a111(

works too( svell,

tile tprobllerl of tori early atnd tool frequtent refer'

ral liy tile general practitioner is a troulesomtle otie.
In tile United States, hy contrast, tile phiysiciatn is
apt tol err ill tile other direc'tiont. The physician rr
stirgetln

in

residency

training,

allowed greater re-

than his British
coutlterlpart, 1111>lie reluictatnt tol seek hlelpi lest lie
lIAC that responlisibiility for tile patient's illanagetlent. Tile stlrge(It ill priva~te practice tmay lie reloctailt to seek cotlstltatiotl, again for fear of losing ilis
patient. perhaps tlowS also for econom~tlic reasons.
Ati example of tile qulatntitative effect oIf cotnslltatiili is provided 1i>' experience of tile United Mine
Workers Medical Care Programn. When a plan for
reitlilllrsenletlt of surgical fees wvas offered to tile
United Mine Workers some years ago, there seemed
toI be atl excessively large number of surgical pro'
cedures performed - tilat is, anl excessive IlLuliler
were submlitted. Tile Mine WVorkers
oif surgical ills
ireuhnd was conlcernedl with the large amocunt of whlat
trd appeared to he unnecessary surgery, particularly
siiotsiliility

atie

indlepend~enlce
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ease, whereas the British surgeon is more modest in
his expectations, possibly more realistic, Istt also
p~ossibsly missing opportunities for surgical cure.
Phsilosophsical dilfferen~ces probably have their
greatest quantitative effects in the large numbers of
elective procedures for which indications may lbe
equivocal, Such ats tonsillectomy, hemlorrhoiclectony,
tlsyroiclectotisy and
cliolecystectotfly, hysterectomy,
radlial mnastectomny (Table 2). Given the choice of
administering or withholding therapy, whether the
therapy is prescribing drugs or performing anl operation, the American physician appears likely to
choose active therapy. Tile British surgeon, faced
with the same choice andl carrying at heavier work
load, is apt to avoid surgery if the indication is in
question,
Cope recently suggested that surgical attitudes
that are conservative and often out of (late, and
emphasize techsnic, may encourage unnecessary surgery in the United States; lie cites the treatment of
goiter and carcinoma of the breast as examples osf
the reluctance to relinquish conventional surgical
approaches.241 The rate fin- radical niastectotny four
the United States, which is twice that reported in
Englanud and Wales (Table 2), presumialy reflects
the difference in enthusiasm for this proucedlure evi(lent in the( current surgical literature of' the re-spective countries. Futndamnental cdifferenices iii attitude
or philosophy do undoubtedly exist, lint probably
have less quantitative effect onl volume of surgery
than method of payment andl organization of services.
GEOGRAPHIC AND POPULATION DIFFERENCES
Thse relative concentration of at large population iii
the small geographic area of England and WVales
.should lend itself to at more efficient use o~fmedical
manpower, and, conversely, proportionately more
physicians and( surgeons might be needled to provicle service over the length and breadth of a large
country such as the United States. However, suirgeons fin the United States are not distributed in
such at way ats to meet geographic needs. To thle
contrary, they are concentrated fin the heavily pSopulated industrial areas tio such anl extent that trained
surgeons in many of our psrospierous~ communities
have hardly enough work to keel) busy, whereas
there are acute needs for surgeons' services fin other
less p~opulatedl areas. Furthermore, although it is
trite that (;reat Britain lends itself to ai more
efficient geographic organization of mnedical-care
services, the British themselves have by no means
escaped the problems of too mainly physicians in
more attractive and wealthy areas, and( too fewe in
parts of the country that are less favorably situated.
The NHIS has lone much tio redistribute medical
care hy limiting the number of positions fIn the
more desirable areas (a system of 'negative inducement"), hut acute shortages persist fin some coinmunities ain( continue to he at cause of concern.

Differences in geographic needs may make atcontributtion to the differences in surgical manpower ob)served between the twvo countries, lint it appears tot
lie at small one.
Finally, fin attempting to assess thle observed
differences in operation rates and surgical mianpower between the United States and Great Britain, one
miuist consider the possibility of differences inpa
tient populations. A well advertised example of
such a difference is the incidence of highway accidents, which is twice as great in the United States
as in Britaitn, and mnore- surgeons are certainly needed
to care for thle victims. Overall national accident
rates, including those for industry, are only slightly
greater for this country. however, and cat) account
for only at small part of the manpowver differences
oblserved. Specific surgical diseases may, atud certainly do, occur with greater frequency in conecoun2
try than in another. Pearson atlcl his associates, s
comparing hospital populations its New Englatnd,
Liverpool and( Uppsala, have reported clsolecystectotit% to lie perfomrmedl four times more often in Uppsala than in Liverpool, and twvice as uftetiias its Nc'w
Eu11glauc,thle e'xcess betinug attributed tio prev'alenceof biliary-tract disease iii Swvc-dc-t. But regional
differences in disease cannot reasonably he itnvokedl
toi explain the consistently, higher rates for the wide
variety of other procedures reported by them four
New England and in the present report for the
United States as a whole.
DISCUSSION
The fact that wve operate nearly twice as often as
the English and Welsh, or twice as often as we
might itocler other political-economnic ci rcumistances,
clues not necessarily force the conclusion that we
operate twice as often as the public health might
justify. Ani alternate explanation might 1)e that as a
wealthier country, the United States may simply be
affording the luxury of surgical procedures that are
desirable bitt not essential and that the British publlic woutlcl he better service by more operations than
aire now performed in that country. For example,
taan), British physicians believe that there are a
large number of patients in need of surgery for cataract, and the long waiting lists for herniorrhaphy
and prostateetomny are common gossip.* Any decisions
about how many surgeons we need in America
must, of course, he based primarily onl how much
operative treatment the public health requires. Bitt
this decision must also take into account the fact
that with a limited total medical manpower pool,
more physicians engaged in the practice of surgery
means fewer for other possibly needier medical disciplines. Thus, we have the paradox of a country
'Waiting lists is Great Britain are a public statistic. No such national
data are available tn the United States. American physicians are inclined
to assumethat prolonged delays in hospital admission do notoccur in this
country. A recent comparison of hospitalcare in two communities
(Arbroath. Scotland, and Waterville, Maine) showed that wailing time
was very similar, at least for these two communities."
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that provides "luxtiry" surgery for the well-to-do hilt
cannot provide baIsic iiiedicai care for tile indligent.
Thoat inlarked variailiity ill surgical practices andoc
presninalsly iii surgical judgmnrt and ii)1 losophly
exsists nni(st he( con~sidleredl to reflect ablsent orI itdl1and1(specifically lby whIicih to clopare (Illrative m.ith
nonoperative treatment.
Stated ini other words, tile
inldications fo~r surgery are stiffiocicuitlt impllrecise to1
allow it 100) 11cr cenit variation ill rates (If operation.
The risk oIf operating canl Ile dlocum~en~ted with mortality data, lbut colnipiarale conotrolledl data onl the
risk of nolt operating are, for most surgical diseases,
nut available. This, of course, is onke of the big
prolllens of surgery: that nobody has ever blothoered
to work (lut tile natural history of an~y disease until
what is regardled as ani effective treatment for it has
Iseen fond. Consequoently, assessments of the latulral history (If disease moist lbe made retrospectively
and are grossly inreliahle.
Although cllrrt-ltly available data inay not he
adequate to dlefinle precisely the indlicationms and(
conitraindicationis for many operative procedures, it
call ble itssioInd that s1(0.1 wide variations in surgical practices 111(1st
blave marked effects o1(1tie t)illic
health. For exampl~le, at hospital that reserves operative treatment for the very ill canl lbe expected to
report very different poIstopIerative dleatho rates fromt
tdose in another hospital specializing in mniniiadly
indicated olperationls in good-risk p~atienits. It is well
known that marked differences ill po~stoperative
death rates doI occur fromt one hospital to (100th2 1
er, 7
and in the past it 11(s been assuliled thlat
these (differences reflect differences ill patient pint~lationms or iii the quality of care. I believe that tile

2.5001
46.824

dlecisioni whieth~er (or nolt to) operate moayturn (lit to
hle anl even mnore ilportamot (leterolilat in explaininog su~ch diifferences i1 ouItcoine.

Lernhcke,2I iil a classic paper, attempIted tol assess
the inudi cationus for appenodectomy boy coIrrelatinug
app~endectomyll rates with mortality rates for appendicitis. lie wvas ahle tol demonstrate that higher ap
penidectomy rates were associated with higher, mather than lower, overall mortal ity fromt appendicitis
and conmcludedl that -considierablly molre operation,,,
(If this type aire do~ne than necessary.
... Comipa
rahie daita. for other slirgical diseases are urgent v
needed. Mortality dlata alone, however, cannot tsri
vidle (10 adequate basis on which to jlodge stirgil
success or failure, o~r onl which to define stirgic dI
inldicationis and~ conutraindicat ions, Qilalltitati se ditia
oill (otiler 0Ill otault su1rgical
euci-resul t ilndexe2.,
suich as complllicationms, rehoailitation and( relief of
dliscomnfo~rt, are nolt available, lout a. substantial 1111(1
(If thleory onl thle evaluation iof the equality of medical
care loas aqppeared ill recent y ears I'" aild' its apsplicatlion to tile practice (If 'ol i gery shi ld
receive .1
mneasuremient (If the quIality of medical
(deathl raItes or by other criteria, is, (If
tly, studies
colirse, exceedlingly (lifflelilt; conclieqie
oIf tloe equality of illeollal care- have relied lleavilv
oil ((tiler kinds (If information 5110.1 i1s internl( and1(
external audits and( the qiuasli fications (If tile physiciasnrendering care. Thuls, ill tile Coiumbia Unoiversity Stuldy oof Medical Care tind~er three different
istraulce tplanls in Nesv YoIrk State, p~repa(idl grotup
practice (1111))wits foluld to ile associaotedl withl feswer "unljustified" operations, and1( fewer olperationus
were performed by "mnjoiali ied'' surgeons than fr

The diirect

caore, 1y'
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indemnjity, Blue Shield insurance plansia0 Onl this
the practice of surgery. In addition, the "incentive",
basis, thle quality of surgical care offered 1), 1-111 of a fee for service may tend to increase the um
wasSjudged to be superior.
her of operations in cases in wvhich, indications are
If the qualifications of the surgeon are consideredl
borderline, The converse must, of course, lbe conia valid index of quality of care, the quality of sursidered: that in the absence (if such economic in1
gery in England and Wales must ae considered
centive, maiiy iprocedlures that are desirable hut not
superior to that in thle United States. Virtually all
essential niay not lie performed.
surgery in England and WVales is performed by) conUntil newv evidence is available, it is reasonable
sultant specialists and senior registrars,* or by
toi assume that there is atdispiroportioinate ummler of
house officers under their direct supervision. Fursurgeons in the United States, at least in relation toi
thermiore, there are at least twice as many) candithe total medical manpower pool, and it seems like(lates as there are positions, thus providing anl addily that some unnecessary surgery is being pertional degree of quality selection. In comparison to
formed. Should anything lie (done? Maiiy corrective
the strict state control in England and WVales, reguforces are, iii fact, already operative. Thle slow hut
lation of surgery in the United States occurs at the
steady growth eif group practice and of prepaid
local level or lnot at all. Individual hospitals may
medical plans has already had sonic effect (in suirgirequire hoard certification, or equivalent training,
cal practice, at least fur the populations served. The
but many (1o not. Of the 68,001 physicians listed in
growing power of large consumer groups, such as
full-time or part-time private practice of surgery,
the Teanisfer's Union and the United Mine WVorkless than two thirds are certi fied by) a surgical hoard
ers, has beeni particularly effective' iii forcing standor are fellows of the American College of Surgeons
ardlizationi of medical c-are, incliudiiig indications
(Tables 3-6). There are' no reliable national (data fur surgery and qualifications of physicians undcer12
specifying whoudotes the surgery in this country, hut
taking surgery.
The development of federally supit has been estimated that more than 50) per cent is
ported regional medical programs may also have anl
performed by general practitioners or osteopaths.
effect hy encouraging the centralization and morc'
Whether fairly or not, it is to the "unqualified'' surefficient use oif major therapeutic facilities anel progeon that most ''unnecessary operations" are attribicedlures.

uited. 111.3

CONCLUSIONS

At the outset I asked why the ratios of surgeons
and of operations to population are half as large in
England and WVales as in the United States. The
observation that prepaid group) practice halves the
numbers of operations and surgeons strongly suggests that the organization of medical care is a miajor factor. From this assumption a tentative hypothesis is proposed. Group practice (whether privately
organized in the United States or as a single large
service in Great Britain) is a system that incorporates the wide use of consultation, and encourages a
greater emphasis onl ambulatory office care. There is
evidence that these elements lead to improved
Public health, which in turn leads to a decreased
need for hospitalization, including a decreased need
for surgery. Increased use of consultation also appears to sharpen the criteria for surgery, resulting in
a smaller number of operations where indications
may lie equivocal. Group practice also provides the
opportunity for the more efficient use oif medical
(and surgical) manpower. Finally, the method of
payment appears to play anl important, if unmeasured, part. Surgical fees its the United States, although perhaps not as large as a generation agoi, are
still much greater than those in other areas in medicine, an the opportunity for large inom~ies may attract a disproportionate number of physicians into
*The senior registrar has received not less ihas four years or surgical traising.

A final, important corrective force is thle growth
and maturation of surgery itself as a specialty, and
the influence of the surgical specialty hoards, with
the parallel (decline' of the general practitioner as
part-time surgeon. But, although the hoards have
proividecd exemplary, leadership in the establishment
of standards of practice, neither they nor any other
organization has accepted responsibility for (determining or cointroilling specialty manpower needs.
I am indebted 10 my mniiy colleagues in this country and
abroad who hase helped in tile gathering of iterial for
this review and who have offered invsalutahle criticisms of thr
presetationi, particularly to Drs. Dean A. Clark, Staniley A.
Feldnian and L~awrence NM.Klainrr for their continuiiig intere and assistanice.intclusion oif dfata on raies of operation
in TIable 2 was made possible through the courtesy of Mr.
Siegfried A. Floermnann, National Ceter for Hcalh Stauistics, Washlington, D.C., and Drs. A. NM.Acdelstein and %V.A.
Wilson, (;enieitl Register Office, London.
REFERENCES
1. Feis R: The Doctor Shortage: As economic diagnosis. Washingtos DC. Brookings Insiiution. 1967
2. Knowles Jil I he quanity and qualiO of medical mainpower: a
resirw of medicine'scurrent effortsJ MedFduc,14!81-IIt.1l969
3. Hang IN. Roback GA: Distribuion of Physicians,
Hospitals,and
Hospital Reds in (he U.S., 1967. Chicago. American Miedical
Association. Department of Survey Research, 1968
4. Annual Report of the Mlinistry of Health for ihe Year 1967. 1 ondon, flee Majesty's Stationery Office, 1968
5. Medical Mlailing Sersice. Inc. Chicago, Illinois. Personal commatnicAtion
6. National Center for Health Statistics. Personal communication
7. Mnljistry of Healih: Report on Hospital In-Palieiit Enquiry for the
Year 1966. London, tier Majesiy's Stationery Office. 1968
8. Eckenhoff JE: Shortage of anesthelists: real or arlitcial? AmerJ
Surg 1 17:607-609, 1969
9. Anderson OW. Feldman JJ: Family Medical Costs and Voluntary

BEST

COPY AVAILABLE

1170
Health Insurance. A nationwide survey. New York. Blakiston
Division. McGraw-Hill Book Company. 1956
10. Prepayment tar Medical and Dental Care in New York State. RE
Trnssell. F van Dyke (directors or stndy). New York. Columbia
University School of Pnblic Health nnd Administrative Medicine.
1962
I1. Perrott GS: Utilization of hospital services. Amer i Pnb H-ealth
56:57-64, 1966
2. Falk IS, Senturia JJ: The steelworkers survey their keatth services: a preliminary report. Amer J Pub Health 51:1 1-17, 1961
13. Roemer MI: On paying the doctor and the implications of
different methods. J Health Hum Behav 3:4-14. 1962
14, I ees DS, Cooiper NIH. Payment per-item-of-service: the Manchester and Salfcvd experience 19113.28.Mled Care 2:151-156. 1964
IS. Carter R. The Doctor Business. New York, D)oubleday and
Company. 1958
16. Bettin SS. Geiger 11.1.Gibson CD: Impact of ambulatory- healthcare services on the demand for hospital beds: a stndy of the
Tofts Neighborhood Heath Center at Columbia Point in Bton.
New Fng J Med 280:808-812, 1969
7. Alpert JJ, Heagarty MC. Robertson L,. et at: Effectivenuse of
comprehensive pediatric care: utiliation of health resources,
Amer J Dis Child 116-529-533, 1968
18. Shapiro S: End result measurements of quality of medical care.
Mlilbank Mem Fond Quart 45:7-30. 1967
19. Roemer Mi,. DuBois DSM: Medical casts in relation to the organization of ambulatory care. New Eng J Med 280.988-993. 1969
20. Draper WF- Personal communication
21. Codman EA: The product of a hospital. Surg Gynec Obsiet 18:
491-496. 1914

22. I embcke PA: Mledical auditing by scientific methods: itlustrated by
misot fentile pelvic Nuiget). JAMA l62,i4!-6,55. 19,56
23. Curran WJ: L~egalregulation and quality control of medical practice under the British Health Service. New Fog J Nled 274:547557. 1966
24. Cope 0 Unnecessary surgery and technical competence: irreconcitables in the graduate training of the surgeon. Amer J Surg 1t0.
119-123. 1965
25 Pea-rson RSC. Smedhy B. Berfensiam R. cl at: Hlospital caseloads
in Liverpooil. New Englitnd, anid Uppsaln- an leronilional cai
parison Lancet 2:559-566. 1968
26. Simpson J. Muir A. Thomas RGi. el at- Custom and Pijictice in
Miedicil Cie. A coiniatte study of too hospitals in Aibioaith.
Scotland. U.K. and Watervitle. Maine. U.S.A. London. Osford
University Press, 1968
27. Lee JAHl. Miorrison SIL. Morris JN: Fatality from three common
surgical conditions in teaching and nan-teaching hospitals. ILancet
2:785-790, 1937
28. Moses ITF. Mmsteler F: Institutional differences in postoperative
death rates. JAMA 203:492-494. 1968
29. ILembcke PA: Measuring the quality of medical care through vital
statistics based on hospital service areas: I1. Comparative study of
appendectomy rates. Amer S Pith Health 42:276-286 1952
30. Donabedian A: Evaluating the quality of medical care. Milbank
klein Fund Quart 44:166-206. 1966
31 Cotter I-A: M~inute%of the Committee on Unnecessary Operations,
American Surgical Assoiciation, 1952-1960
32 Falk IS. Some effects of insurance and of labor union altitudes on
the practice and teaching of surgery. Yale J Biat Med 36:27-42,
1963

BEST COPY AVAILABLE

Copyright, 1970.by ike ManacutmetinMediral Society
Printed in the U.S.A.

1171
JOHN P. BUNKER, M.D.

ECONOMIC INCENTIVES FOR SOCIAL PROGRESS
IN MEDICINE
THE THEME IS FAMILIAR: we can fly to the moon, but

we can't solve our social problems. Neil Armstrong
clearly hoped that his epic voyage, made possible by
a vast investment in human and technical resources,
might serve as the model for a comparable crash program for social progress. A year later, he is already disappointed that progress has been so slow. Technical
achievement and social failure in the practice of medi-3
cine has received particularly widespread attention'and is the subject of the series of articles presented in
this issue OfPHsAROS,
Social failure is generally attributed to some of mankind's baser qualities such as apathy and greed. Whatever the validity of such judgments, there are, of
course, perfectly valid scientific reasons why technical
progress is easier than, and must precede, social progress. The particular is always easier than the general.
Indeed, the particular provides the basis on which to
build the general, and therefore must precede it. Thus,
development of the physical sciences preceded that of
the biological sciences, with the social sciences submitting to precise or technical manipulation last of all.
The practice of medicine has grown hand in hand
with the biological sciences to a pinnacle of achievement, while social medicine and the social sciences are
only just beginning to submit to a quantitative experimental approach. Yet even with the rudimentary methodology for such studies now available, sufficient data
can be marshalled to develop reasonable working hypotheses for the organization of health care services.
The particular hypothesis which I would like to present
Is that the economic incentive of fee-for-service reimbursement and solo practice of medicine may have
helped to stimulate the development of the science and
techniques of medicine in the past, but today serves
only as a deterrent to much needed social reforms in
the organization of medicine.
The paradox of technical achievement and social
failure is particularly striking in the practice of surgery.
Modern surgery must be considered to represent the
ultimate in the application of technique to patient care,
its technical accomplishments on a par with those of
modern industry (the achievement of heart transplant
is frequently equated with landing man on the moon).
Yet, just as we can manufacture enough food to feed
the world but have not devised a s6cial system to distribute it, so we can perform almost any operation, but
don't know how to bring surgery to all the people.
Consider, for example, the discrepancy in numbers of

surgeons between our poorest and our richest states.
Alabama, Arkansas, Mississippi, and South Carolina
have proportionately half as many surgeons and half
Connecticut, Masthe per capita income of California,
4
sachusetts, and New York. There are no published
data on how many operations are performed in each
state, but it seems likely that operation rates vary with
the number of surgeons from state to state, as they5 have
been shown to do within a Single state by Lewis, and
Dr. Bunker is Professor and Chairman of the
Department of Anesthesiology at the Stanford
University Medical School. lie was the Director of
the notional study to evaluate the Incidence of
hepatic complications after halothane anesthesia,
and has also carried out a comprehensive study
of the rate of surgical operations per capita in
Britain and contrasts It with the United States.
8

from one5 country to another by Bunker.
Lewis, in his careful study of surgery in Kansas,
reported threefold variations in rates for common operations, including appendectomy, cholecystectomy,
herniorraphy, and tonsillectomy. He was able to relate
operation rates to numbers of surgeons and hospital
that this reflected a sort of Parkinbeds, and suggested
8
son's law. Bunker reported comparable and parallel
variations in operation rates and surgeons between the
United States and England and Wales.
How can such wide discrepancies in surgical services
be explained? Before attempting an answer, it may be
helpful to examine in broad general terms the nature
and purpose of operative surgery. Operative surgery
consists of a wide variety of procedures, the indications
for which vary from life-saving emergency to near-frivolous luxury. Arbitrarily, one might group these into
four categories- 1) life-saving, such as a ruptured abdominal viscus; 2) urgent procedures, primarily for
cancers; 3) procedures which may be desirable, but for
which indications are often equivocal, including many
tonsillectomies, hysterectomies, elective cholecystectomies, elective appendectomies, etc. (most prophylactic
or preventive procedures fall in this category); and 4)
luxury, including most cosmetic procedures.
It is likely that life-saving and urg,:nt surgery is available to almost every citizen, with most of the geographical variation occurring in the "desirable" or "luxury"
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categories. In comparing the West or Northeast with
the South, the most obvious difference in the populations is their wealth, and it is readily apparent that surgeons and operations are distributed in proportion to
regional wealth. From this, one might wonder whether
a patient who can pay is more apt to get an operation.
If the operation is of the "desirable" or "luxury" variety, that is, if the indications for an operation are equivocal, the presence or absence of a fee for service may
well contribute to the decision. The surgeon may be influenced by a wish so sell his services, but a more important factor may be the patient's wish to buy a cure.
The American patient, particularly if he is educated,
has high expectations of what medicine, and particularly surgery, can accomplish. With an impatience in
proportion to his affluence, he demands active therapy,
whether it is an operation for his ulcer, or an antibiotic
for his infant's fever.
Fee for service puts a price on a medical service, to
be bought or sold like any other article of commerce,
and establishes the market for which physicians compete among themselves. The physician cherishes this
"time-honored relationship" which "seals the contract"
between him and his patient. Fee for service, most physicians apparently believe, assures a strong and appropriate sense of responsibility to each patient. What it
certainly does, in addition, is to empower the patient
as a buyer of services.
That the usual checks and balances of the economics
of supply and demand do not operate in the practice
of medicine is well known to medical economists. One
important reason is simply that the individual patient,
as a buyer, has no way to judge either his needs or the
quality of the product. The medical profession has
oversold its product, exaggerating its success and at the
same time minimizing its limitations, with the inevitable
result that patients' demands far exceed their needs.
It is difficult for a physician to resist the patient's demands. If the patient prefers a gastrectomy-with the
expectation of instant cure-to th, effort and inconvenience of medical management, he will go from the
surgeon who is reluctant to another who is willing. The
same principle holds throughout medicine, of course;
another obvious example is that of the pediatrician who
most readily accedes to the mother's demand for antibiotic treatment and inevitably has a bigger practice
than his therapeutically more cautious colleague in the
next office.
Additional pressures on the surgeon to operate come
from other members of the medical profession. When
the internist or pediatrician refers a patient, it is usually
with the expectation that an operation will be done, not
that an opinion will be provided. Indeed, if the internist
believes that an operation should be performed, and the
surgeon disagrees, it is likely that the patient wilLLirply
be sent to a different surgeon. Not only will a surgical
fee be lost, but the delicately balanced system of medical patronage may be jeopardized, and as a result,
many surgeons are willing to abrogate to other physicians the decision whether or not to operate.

In addition to the economic incentives of fee for service, and the pressures from the patient and other physicians, the physician is strongly motivated towards active treatment by his natural desire to help his patient.
It is much more difficult to say to the patient, "There
is nothing I can do to help you," than it is to say, "An
operation (or a drug) may help you. I ant not sure, but
[ should like to try." Given only an even chance, the
patient will usually prefer to take the risk. Unfortunately, for many treatments the relative chance of being improved and the risk of a bad result are not known.
Thus all incentives encourage active therapeutic intervention: the patients want help; the physician wants
to give it; and the high priority on intervention is reflected in a large fee if something is done, and no fee,
or a small one, if nothing is done. A good argument can
be made that fee for service has been an appropriate
stimulus to the rapid growth of the science and technology of medicine, just as our classical free enterprise
economic system has provided the incentive for technological development in industry. But capitalism and
free enterprise have not provided incentives for social
progress, and it is clear that the Incentives of fee for
service run counter to solution of the problems of social
medicine.
Fee for service provides a strong incentive towards
treating the sick, but relatively little incentive towards
keeping the healthy patient well. Fee for service can
thus be considered an incentive against health, since a
healthy man will not 'buy the product." It would be
outrageous to imply that physicians want their patients
to be sick, but it is certainly true that the incentives encourage them to concentrate their efforts on curing patients once they have become ill, rather than on keeping
them healthy in the first place.
In prepaid group practice, by contrast, the physician
is paid whether the patient is well or sick, and there is
a very strong incentive to keep patients healthy and out
of the hospital. There is reason to believe that an increased emphasis on ambulatory and preventive care
may decrease the need for hospitalization, including
surgery, and it is well known that hospital admissions
and operation rates are much lower for patients in prepaid groups than when reimbursement is on a fee-forservice basis. (It should be acknowledged, however,
that in the absence of a fee, operations which are desirable but not essential may not be done under prepaid
arrangements.)
Whether or not the interests of individual patients
can be best met under a free-enterprise, fee-for-service
medical system, it is clear that the medical needs of all
patients are not. Physicians quite naturally tend to concentrate in more affluent geographical areas, and the
patient who can afford it demands and receives a large
amount of medical service, the poor receiving the least.
It is inherent in a laissez-faire, free-enterprise society
that the rich can obtain the luxuries of medicine, while
the indigent may not receive basic medical care. The
inequitable geographical distribution of surgeons and
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operations would appear to be consistent with this interpretation.
If the economic incentive of fee for service falls to
provide an economic incentive for social medicine, is
there another system which might? For most other
countries, this question has been answered by state control of the organization of medical care, Including reimbursement on a prepaid or capitation basis. The British
National Health Service is the prototype most familiar
in ths country, and the author has recently compared
the effects of differences in medical organization In England and Wales, and in the United States on the quantity and quality of surgical care.6
There are twice as many surgeons in proportion to
population in the United States as in England and
Wales, and they perform twice as many operations,
Fee for service, solo practice, and a more aggressive
therapeutic anproach appear to contribute to the greater number of operations in the United States. More frequent use of consultation, closely regulated and standardized surgical practices, and restrictions In facilities
and numbers of surgeons appear to contribute to the
lower rates of operations in England and Wales. Indications for surgery are not sufficiently precise to allow
determination of whether American surgeons operate
too often or the British too infrequently, but it seems
likely that both are true. If it appears that there may
be "over-doctoring" in the United States, there seems
also to be "under-doctoring" in Great Britain. Viewed
as a whole, the relative absence of econonsic incentives
does seem to have a negative effect on the quantity of
patient care offered under the National Health Service.
If we are now to progress to a solution of outstanding problems In social medicine, it will probably be necessary to forgo the individual incentive of fee for service, But, in the process, I hope that we will not discard
all or virtually all economic Incentive, as the British
and others have done. Rather, it should be possible to

construct a system which will retain much of the advantage of American free enterprise, but which will at
the same time meet the needs of groups of patients,
rather than individual patients. We already have, in
group practice, the opportunity for group incentive,
with members of the group sharing in economic and
other benefits resulting from performance of the group
as a whole, including efficiency. We also have, in consumer groups, the opportunity for group bargaining,
a most satisfactory alternative to the unfortunate effect
of the individual patient and his uninformed yet often
overly insistent demands on the medical profession.
National medical insurance is imminent In the United States, with the likelihood of an early change in reimbursement mechanisms to some form of prepaid,
capitation basis. With the advantage of the experience of
the British and other national prepaid plans, it should
be possible for us to avoid the monolithic, incentiveless
organization they have chosen. Prepaid group practice,
in which the controls and incentives are locally maintained, and in which such groups of physicians relate
to relatively small groups of patients, would appear to
provide the greatest likelihood of retaining the best of
our current medical care system and at the same time
beginning to meet the great needs of social medicine
immediately facing us.
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Senator KENNEDY. I want to thank you for these comments. You
have been willing to speak your mind and talk about the conclusions
of some very extensive studies on this whole question of quality.
Quality control has to be something which really should originate
with those that are practicing rather than from legislation. But we
are coming to the point where we can't expect that to be the case and
we are going to have to try and do something here at the legislative
level. You have given us some provocative recommendations on it
which will be of great value.
So I want to thank you very much for coming.
Our final witness will be Dr. John Stubbs, who is a general surgeon certified by the American Board of Surgery. After graduating
in medicine from McGill University in 1956, he spent 8 years in postgraduate training in Montreal and in Oxford, England. This included 1 year ini general practice. He is a Fellow of the Royal
College of Surgeons of Canada.
After completing his formal training in surgery, he has been
engaged actively in the practice of general surgery in Bermuda.
This year he is on sabbatical and is working as a Sloan Fellow at the
Massachusetts Institute of Technology.
Before you get started I might ask you, Doctor, are there too
many surgeons?

STATEMENT OF JOHN STUBBS, M.D., GENERAL SURGEON AND SLOAN
FELLOW, SLOAN SCHOOL OF MANAGEMENT, MASSACHUSETTFS
INSTITUTE OF TECHNOLOGY
Dr. STUBBS. Definitely.
Senator KENNEDY. The introduction ought to reflect that you are
a member of Parliament in Bermuda; is that correct?
Dr. STUTBBS. Yes, sir; I am. But of my qualifications I think the
most relevant today is that year in general practice.
In my view the issue of the quality of care in America today
particularly revolves around the enormous imbalance that has been
generated in this country, particularly over the past two decades,
between generalists and specialists. True, specialists societies have
recently shown some genuine interest in this, but I think this has
come very late in the day.
Today I would like to make the bold claim that there are too
many surgeons, particularly far too many general surgeons. I think
this claim-can be made for many other branches of surgery as well.
I take the example of neurosurgery, where there are more neurosurgeons in the State of Massachusetts serving a population just over
5 million than there are in the United Kingdom serving a population of over 50 million. And I think this has very important implications regarding both quality and cost.
And the other side of this oversupply of specialists in general, and
surgeons in particular, is the way in which we have allowed to run
down our primary care physicians-and by this I mean general
practitioners, internists, and pediatricians.
The overall figures for this country of generalists stood at 94 per
100,000 of population in 1931. This had dropped to 75 in 1949, and
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in 1965 stood at 50. That is an aggregate figure. In certain parts of
the country it is much worse.
Senator KENNEDY. That is the number of GP's to the population?
Dr. STUJBBS. No, sir; it is the number of generalists, including
general internists, pediatricians, and general practitioners.
Massachusetts, New Hampshire, and
In the tristate reinof
Rhode Island Dr. Oslier Peterson at Harvard conducted a recent
survey, and he discovered that only one-third of the total physician
population fell into this generalist group. What is probably even
more alarming is that of the 2,000 odd general practitioners only 20
percent were under 50 years of age. In East Cambridge, with a
population of 65,000, there are now 11 doctors' offices, and these
doctors' average age is 59. In nearby Chelsea, with a population of
28,000, there are six primary care physicians, and four of them are
over 60.
This undersupl of generalists serves, I think, further to magnify
the quality an d cost implications of our oversupply of specialists.
More and more the American public is being driven to the yellow
pages or to the advice of friends to seek specalists' help-frequently
when the illness could be better managed at less cost by a properly
trained generalist.
Now there are some, but they are rare, that claim that modern
medical technologyv has made the Lgeneralist obsolete. Surely with
the growing array of narrow speciah'sts, there is more pressing need
than ever for a generalist to serve as arbiter, friend, and competent
guide to the bewildered patient as he enters the confusing maze of
modern medicine.
Important as this function is, the generalist is needed as much,
if not more, for the provision of medical care, both as regards prevention and treatment. And I have no sympathy for those who say
that the generalist is merely the portal of entry of the patient into
the health care system. I think this reveals a bias. It reveals both
arrogance and ignorance. In my view, for the overwhelming majority of the ills of man, the generalist is not the portal of entry
to the system-he is the system.
I would like to touch briefly, because it is relevant to the question
you asked Dr. Bunker, on how this terrific imbalance has come
about.
Following the saluatary suggestions of Abraham Flexner in the
early part of this century the whole pattern of American medical
education changed, and it changed substantially for the better. But
this development has gone along to the point where it is beginning
I think, to have very deleterious effects. In this process, with the
growing complexity of modern medicine, the specialist emerged and
he came very soon to dominate the medical schools and the medical
curriculum. Today in our major medical schools the only models
that are really held up to the medical student that he can emulate
are those provided by specialists. The generalist has been very
much pushed aside. He has a very minor role in medical school
faculties.
In our hospitals, which have become more and more the focus
and the work place of the specalists, more and more hospitals Riave
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become disinclined to admit Lyeneralists onto their staffs, who have
no higher post-graduate qualification, to give them admitting privileges. This is a particular phenomenon in the metropolitan 'areas,
but it is a spreading tendency, and the import of this tendency is not
lost, I am sure, on medical students when they are looking toward
their future career structures.
Other witnesses today have stressed the essential focus that the
hospital provides for continuing medical education. It provides the
arena in which doctors of all types rub shoulders together, and the
place in which we can effective ly monit or the quality of care which
our colleagues provide.
This. process involves on the one hand, sir, medical schools encouraging specialization without any real responsibility for the overall needs of the community; on the other hand, sir, we have in
.hospitals a growing proliferation of specialty training posts.
Without any question the most potent stimulus for this exponential growth of residency training posts has been the service function
provided by these residents. They are cheap labor. I say that with
feeling, having been through this process myself.
A professor of surgery at Harvard recently admitted privately to
me that it is this service function indeed whicli is the most significant
stimulus for the growth in training programs. Further, he feels
that there are far too many approved programs and that the quality
of training provided in most of them can only fairly be described as
poor. And I think the implications of this seasoned judgment are
obvious.
Certainly good quality medical practice must be based on good
quality training. He pointed out that last year 25 percent of the
available surgical residencies were not filled, 25. percent were filled by
foreign medical graduates, and only the remaining 50 percent were
filled by United States and Canadian graduates. And this has bean
the invariable pattern over the past two decades in the majority of
the medical specialties. The number of available training posts in
hospitals has consistently exceeded the number of trainees willing
to fill them. This stands in marked contrast to the bottleneck that
exists at the portals of entry to our medical schools.
To document this more completely I have some AMA figures
which are appended to the written testimony.
The medical profession is aware of this problem. Recently the
American College of Surgeons and the American Surgical Association formed a joint committee under Dr. George Ziederman of
Johns Hopkins to look into surgical manpower needs, and I would
only hope that this committee would also include productivity and
quality analyses in their deliberations. I think they have the expertise to do this.
Senator KENNEDY. Who decides about these p rograms?
Dr. STUBBS. The various spcialty boards collaborate with a committee of the American M~edical Association. Together they have
formed 19 residency review committees which determine which programs are approved for residency training; and there is terrific pressure from the hospitals to gain approval for their programs.
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.Senator KENNEDY. If the AMA really wanted to provide some
leadership in this area, I would think they could police this with
some authority, could they not, in terms of the development of
various programs in these respective hospitals?
IDr. STUJBBS. They could, but no one seems to have taken on the
responsibility of looking at the national needs regarding manpower
in the surgical and medical specialties. It would be more than optimistic to expect this particular group effectively to provide that
function because we are faced with overlapping membership and
conflicts of loyalty and interest on the one hand, and terrific pressure
togFet men to provide these service functions as residents.
Senator KENNEDY. And who suffers as a result of that?
Dr. STUBBS. Well, I think we all suffer, the whole system suffers.
Senator KENNEDY. It is the consumer who is the sufferer in terms
of availability of adequately trained personnel.

Dr. STUBS. Yes indeed. We have turned the tap off virtually on

what I think should be the bedrock of our medical care system, the
primary care physician, and it is the implications of this regarding
quality that I think are most serious.
Senator KENNEDY. What about the suggestion that a surgeon must
have a recommendation from a primary care physician for surgery,
unless it is obviously anj emergency?
Dr. STUBBS. In my view, sir, this is the only rational and effective
way of organizing medical care.
Senator KENNEDY. It is a feature that just so happens to be in
our bill.
Dr. STUBBS. I was delighted to find it there.
Now regarding the number of surgeons one can look at the statistics that have been quoted by Dr. Bunker from a rather different
point of view. The National Center for Health Statistics of HEWSenator KENNEDY. If I could just return to this point where you
say you think it would be useful if we had that kind of inclusion.
'What about the argument that this would interfere in the professional judgments which surgeons are trained to make in various
situations. They have specialized in a particular area, and know
that subject much more than a generalist. Why would surgeons
allow dictation by these generalists whose proficiency and understanding in these areas is at best superficial?
Dr. STUBBS. Well, I don't really feel there is any logical support
for that argument. If the patient has a problem, as was so eloquently
demonstrated this morning-if he has got a problem. that can be
ameliorated by surgical intervention and he fails to refer such a
patient, time will tell the error of this particular judgment, and the
generalist knows this. His broad training minimizes the risk.
The other point, sir, is that specalists, claim expertise in one narrow area, but their patients frequently develop-in the course of
their professional responsibilit 'y in a particular illness within the
area of their expertise, such patients frequently develop other problems. Every doctor is constrained constantly to examine his patient
as a total system, and we all share the need to know when our patients are in need of other doctors who have other expertise than
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our own. This need applies equally as much, if not more, to specialists as to generalists.
In 1965, which is the last year for which detailed validated statistics are available, 14-million operations were performed in the
United States. And these were performed by 74,700-odd surgeons.
Simple arithmetic dictates that this presents an average of 190
operations per year or 3.8 operations a week. I don't think anybody
could reasonably suggest that 3.8 operations a week is fair productivity for these very expensive resources, namely surgeons.
I think, though we do not have precise statistics, we know that
it is generally agreed that on average perhaps 10 operations a week
is a more acceptable level of surgical productivity. Certainly some
surgeons are busy, and much busier than that average would suggest.
But if we assume that 20,000 of the 70-odd thousand surgeons are
busy and are performing on average 10 operations a week that would
account for 10 of the 14 million operations, which would leave the
remaining 4 million operations shared among 54,000-odd surgeons.
And this brings us to the much more alarming realization that such
a large number of surgeons may average 74 operations a year or
approximately 1.5l operations a week.
Senator KENNEDyr. What percentage of physicians average 1.5?
Dr. STUBBS. We have no precise statistic. I took 20,000 as a purely
arbitrary figure for the number of surgeons busy in surgery. But
that would leave the majority of surgeonsSenator KENNEDY. Why can't we h ave these statistics? I mean
why can't we get them? *Why aren't we entitled to them?
Dr. STUBS. I think we must get them, and I think the National
Center for Health Statistics is mi-aking every effort to provide this
valuable information. However the center requires expansion of its
resources to collect the data we need.
It is my firm belief that no surgeon can possibly maintain his
professional competence if he is doing so little surgery.
Perhaps, sir, the most compelling evidence comes from a personal
survey conducted by Dr. James Maloney of UCLA. Dr. MNLaloney
took a 2 months sabbatical and personally interviewed 94 internists,
pediatricians, and surgeons in the principal teaching hospitals of the
nine leading medical schools in the country. And he found that
university surgeons-by the way, this article was delivered as a presidential address of the American Society of University Surgeons. He
found that university surgeons performed between 2.2 and 3.5 operations a week. And this includes both major and minor procedures.
He found this small number of operations performed is not through
choice, but was "a source of major dissatisfaction. It was an almost
universal complaint among strictly full time surgeons that they had
inade 11uate clinical material to maintain their professional competence.'
I think things have got to get pretty bad before people are prepared to admit something so forthrightly.
I think, sir, this article of Dr. Maloney's contains so much cogent
evidence that I would ask that it be considered for inclusion in the
record.
Senator KENNEDY. We will have that included at the conclusion
of your remarks.
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Dr. STUBBS. What can be accepted as a reasonable level of activity
for surgeons? Well, aggregate figures don't mean very much. I think
a cardiac surgeon who does three or more operations a week could
be considered busy, whereas four groin hernias could be comfortably
repaired in a morning.
However, I have conducted a detailed analysis of my own practice
over a 21/2 year period. Results are subjective and introspective, but
on the basis of that analysis I would say that a reasonable level of
productivity would average 10 to 15 operations a week, and it is my
considered opinion that fewer than four operations a week is insufficient to maintain professional competence.
Senator KENNEDY. Are there any standards now that are established? I mean does anybody say that you have to perform so many
of a certain type in order to maintain competence?
Dr. STUBBS. No, sir.
Senator KENNEDY. Does a patient know how many times a doctor
has operated?
Dr. STUBBS. No, sir.
Senator KENNEDY. I am a pilot, and in order to keep up a proficiency for instruments, I have to fly so many hours a month to keep
up my rating. To keep your flying license you have to do the same
kind of thing--you have to takeoff and land-procedures which are
established. Ana you just wonder why there aren't such standards
established for something which is so much more complex, complicated, demanding, and important.
Dr. STUBBS. Well, I have often used that analogy myself, and I
think in surgery we could learn a lot from the quality monitoring
procedures involving airline pilots. However, though, I don't think
that analogy should be taken too far because airline pilots are flying
planes that have a fairly standard performance, and we are dealing
with a very different situation. I don't think it would be possible to
establish the precise criteria that are appropriate in that setting, but
I think we could go a long way in that direction, and indeed I think
we should.
Senator KE.NNEDY. What happens to those people who only perform the two or three surgical operations a week? How do they
make up for income?
Dr. STUBBS. I was coming to that point. Our work in Boston includes a detailed study of one of the community hospitals which is
also affliated with Harvard. We found that most of the private
surgical inpatients look to their surgeon to provide primary care. I
conducted this survey myself, and I would ask questions like "well,
what would you do if you woke up in the middle of the night and
you had a bad cold. You had chills and fever and felt very much
sicker, and had chest pain and thought you might have pneumonia?
Who would you call?"l And in the majority of the instances the
patient would name their surgeon as the provider of primary care
whom they would call in such circumstances.
And I think because we have this tremendous imbalance I am not
entirely critical of this. Thank goodness, surgeons are willing to
provide this service. There are just not enough generalists to fulfill
this function.
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However, I think there are two very important implications that
come out of this. The first is obvious. I think it is basically unsound
to have surgeons who are paid on the fee for service. basis, who are
comparatively underemployed, and who provide primary care, receiving patients off the street with all manner of ills. I just don't
think these circumstances are designed to encourage the sort of cautious conservatism which are in the best traditions of American
surgery.
The second effect is a little more difficult to appreciate, but I think
probably in its impact on quality of care it is more imporfant.
And that is once specialists are providing primary care the whole
rational structure of this medical team is destroyed. The system is
effectively undermined. The specialist is now in competition for
clientele'with the generalist. Under these circumstances it is only
natural that the generalist is rather less willing to refer his problems
and to seek consultation from his competitor.
Now at best, under the most favorable circumstances, I think this
reticence to refer problem patients merely reduces the productivity
of the generalist and prolongs the discomfort of the patient. I think
under the worst circumstances it could cost the patient his life.
Finally, there is this matter of untrained, self-trained, and unqualified surgeons. This has been a problem in this country, and
comparisons with the United Kingdom here I don't think are entirely
valid because this is a vast country with enormous geographic differences, and in some of the peripheral parts of the United States if
untrained surgeons weren't providing care, surgical care, the choice
is none at all. So I think this consideration has to be tempered with
some understanding of the history and demography of the United
States. And I think this is a declining problem because more and
more these untrained surgeons are being replaced by well-trained
surgeons who have the wisdom to escape from the comparative glut
of the metropolitan centers.
Regarding recommendations, in medicine we have avoided for too
long appropriate systematic analysis of what we do, how quickly,
and how well we do it. We have surrounded our activities in a cloud
of mystery and false professionalism. We have developed a credibility ga~p regarding both our motives and our miracles. At the
same time we have turned a blind eye to those basic organizational
and administrative problems which are central to the system's ills.
Without any intended arrogance, we are inclined to consider ourselves and our activities inappropriate for the sort of cost-benefit
analysis which has been so helpful in business and Government.
We have turned to Government for money without understanding
the need for public accountability. We want the funds from regional
planingwithout any real measure of control. We have promised
stnad
of quality which we frequently fail to deliver.
I am convinced personally that the Federal Government must
lead the way in our collective analysis of the system, in formulation
of our goals, and in designing and implementing the necessary
Major reforms. The traditional leaders of my profession, coming as
they do from the medical schools and principal specialist societies,
have too narrow a view of the system to be entrusted with these
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tasks alone. The defense of their sectional interests will inhibit them
from recruiting the necessary analytic and management talent required for the essential total systems analysis and reform.
I think central to this reform is the need rapidly to expand our
production of generalists and sharply curtail our output of specialists. In my view, this will do more to raise the quality of medical
care in America than any other single measure.
An introductory paragraph of S. 3 states, and I quote, "Specialty
services will be covered if, on referral, they are performed by qualified persons." It is a little difficult to know quite what is implied.
But I think it is capable of p roper elaboration into a constructive
plan that can be implemented in stages to assist the creation of a
better balance between specialists and generalists.
On an introspective note I look to my own experience, and my
experience in general practice in particular, as it improves the quality
of the work I do as a general surgeon. For this reason I make the
proposal that a period of a year or two in general practice be made
a prerequisite for entry into residency training. I think this would
do those who return and take specialty training a world of good.
Many of them, once they get into general practice from which they
are almost totally isolated in their medical school experience, would
learn the joys and rewards that come from general practice, and
many of them would stay on there.
Regarding the issue of quality of care, this can only be analyzed
by some form of peer review. But that is a vague statement. The
critical question is what form this peer review should take. I don't
think we should take the commercial airline pilot analogy too far
and have some branch of the Federal Government providing rotating
inspectors. But I do think that professional societies must be encouraged to extend their interests beyond training and beyond qualification to include continued periodic review.
In my view, we can remove some of the invidious burden of
responsibility which is inherent in our present system by doing this.
I don't think the public interest is best served by our present system
where the entire task of continued monitoring of the quality of care
rests on those of our peers who happen also to be our intimate
Colleagues and in many cases our close personal friends.
I have been in this position myself as chief of surgery in a small
Community hospital, and it is an impossible professional situation.
Along with this peer review I think we need better aggregate
measures of outcome, of the results of what we do, the sort of thing
alluded to by Dr. Bunker. These measures of outcome need to be
much more precisely defined.
You heard Dr. Bunker's reservations regarding comparisons among
hospitals. But by appropriate refinement I think these measures will
allow us effectively to compare what happens in one institution or
what is done by one doctor with what is done elsewhere in our pursuit of excellence. I think this will become even more Rssential as
ultimately, I think as inevitably, we come to accept the need for
effective regional planning and control, and particularly prospective
budgeting in hospitals.
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I would like to close by making one final comment. It is generally
agreed there are enormous variations in the quality of care. However, I think for those who can get care the general standard is
high. The failures regarding quality I think are more failures of
,the system than due to any malevolence or negligence on the part of
individuals.
I also think quality of care is a proper subject for public debate,
but I think all who join in such debate must recognize the sensitivity
*of this subject and the importance of the patient's faith in his doctor. And this is important not from the doctor's point of view, but
from the patient's. So I think all who join in such debate must
realize this. Also I am convinced that most doctors are consistently
worthy of this faith.
(Prepared statement of Dr. Stubbs follows:)
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Testimony of Dr. John Stubbs
Before The
Senate Subcommittee on the Health Care Crisis in America
April 6, 1971

This year at the Sloan School at MIT, in association with two
other Sloan Fellows, I have been studying management information
systems appropriate to community hospitals.

The year has provided

both the time and the perspective necessary to analyze some aspects
of the health care crisis in America.

A substantial part of our work

has involved the broad subject of quality of care and I have given this
matter considerable thought and study.
I want to discuss particularly the implications for quality of
care which stem from the simple fact that there are, in most specialties
in America today, far too many specialists.
too many general surgeons.

Certainly, there are far

The same bold claim can be made for

neurosurgeons and for many other subspecialties as well.
are,

There

for example, more neurosurgeons in the state of Massachusetts

serving a population just over five million than there are in the United
Kingdom with its population of just over fifty million.
This over-supply of specialists presents serious problems relating
both to the quality and to the cost of medical care in America today.
implications deserve to be examined in considerable detail.

They are

serious and significant and the analysis, I hope, will draw attention to

These
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an area in modern American medicine where major national reform is
needed to restore balance and sanity to the system.
In my view, the need to improve the quality of care is directly
and causally related to the need to correct the irrational and damaging
imbalance which currently exists between our large and growing number
of specialists and the worstening shortage of generalists.

While we

have been building our supply of qualified specialists, we have allowed
the number of general practitioners to decline at an alarming rate
Even if internists and pediatricians are

over the past two decades.

included with general practitioners and family care specialists,

the

total number of doctors who are properly trained and equipped to
provide primary care is declining rapidly.
doctors stood at 94 per 100, 000 in 1931.

The total number of such
By 1949, the number had

fallen to 75 and in 1965, the figure stood at 50.
Dr. Oaler Peterson at Harvard has recently reviewed the medical
manpower resources in the Tni-State Regional Medical Program area of
New Hampshire, Rhode Island, and Massachusetts.

Only one-third or

4, 174 of all physicians in the Tni-State area are engaged in family
practice.

This includes general practitioners, general internists, and

pediatricians.

He found the pediatricians and internists were concentrated

in the metropolitan areas and their numbers were increasing slowly, if
at all.

He discovered a marked increase in other specialists, who care

foz fewt r patients than general practitioners and who tend to work in the
metropolitan areas only.

"Of the 2, 451 general practitioners only 20%

are under 50 years of age."1

Dr. Peterson concluded, "Seeing a doctor
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in 1975 promises to be very difficult unless there is great change."
In East Cambridge, Massachusetts, with a population of approximately
60, 000, there now remain only eleven doctors offices and these doctors
have an average age of 59 years.

In nearby Chelsea with a population

of 28, 000, there are six primary care physicians, four of whom are
over 60 years old.

While these examples are drawn from the Boston

area, I believe they reflect national trends.

Even if the Boston experience

is extreme, I believe the imbalance shown here between specialists and
generalists accurately reflects the direction in which the whole nation is
heading.
This under-supply of generalists serves further to magnify the
quality and cost implications of our over-supply of specialists.

More

and more, the American public is being driven to the yellow pages or
to the advice of friends to seek specialists' help

-

frequently when the

illness could be better managed at less cost by a generalist.

Rare are

those who seriously claim modern medical technology has made the
generalist obsolete.

Surely with the growing array of narrow specialists,

there is more pressing need than ever for a generalist to serve as arbiter,
friend, and competent guide to the bewildered patient as he enters the
confusing maze of modern medicine.
Important as this function undoubtedly is,

the generalist is needed

as much if not more for the provision of medical care, both prevention
and treatment.

Those who describe generalists as "the first points of

contact with the system of delivery of health care" speak with a bias which
reveals both arrogance and ignorance.

For the overwhelming majority of

man's ills the generalist is more than a portal of entry into the system,
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he is the system.

And it is my firm belief that the vast majority of

these ills are better managed by generalists and at substantially less
cost than by a specialist or panel of specialists.
How have we arrived at this chaotic imbalance between numbers of
specialists and numbers of generalists?

The answers to this question

should be avidly sought for more reasons than academic, historical
interest.

Only when we have frank, forthright, and accurate answers

will we know what forces must be mobilized to effect constructive
reform, the directions that reform should take, and what forces we
can expect to resist such reform.

The Medical Schools
Early in this century, medical schools in North America began
to implement the suggestions of Abraham Flexner.

They created

clinical teachers well-trained in the basic sciences who built the
scholarly environment of the modern teaching hospital and applied
the scientific method to clinical practice.

This was in healthy contrast

to their predecessors who were clinicians first and foremost and who
had little understanding of science.

As the complexity and power of

modern scientific medicine grew, specialists emerged in response to
an obvious need.

Soon these specialist clinicians came to dominate the

teaching scene and the generalist was displaced and then all but eliminated
from medical school faculties.. Soon the only effective personal models
to which students were exposed were those of specialists practicing at
the frontiers of clinical knowledge.

It is natural and inevitable under

these circumstances that fewer and fewer students were inspired to take
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on the subtle challenges of generalist practice.

Specialist training seemed

more and more obviously to them to provide the only path to clinical
excellence.
To an increasing extent, medical schools emphasized 'basic sciences
at the expense of developing those elemental clinical skills required of good
history-taking and physical examination.

These subtle skills, and the joys

and human rewards of their application in doctor-patient contact, were
largely supplanted by the intellectual thrills of the technology-assisted
search for esoteric biochemical diagnoses.
patient's reply to a timely question
difficult to analyze and to teach

-

-

Astute interpretation of the

a skill impossible to quantify and

was de-emphasized in favor of heavy

reliance on a growing battery of elaborate and costly laboratory and
radiologic investigations.

As the pattern changed and the technology-

based specialist became dominant, it was inevitable that the medical
student became more reliant on science, which he thought he understood,
and less aware of clinical skills, some of which he hardly knew existed.
Always nebulous, these elemental and essential skills soon acquired the
aura of myth as less and less time was devoted to their development and
as fewer and fewer teachers were available to teach by example.

The

consequent erosion of medical school support of the generalist reached
a point in the past decade when medical students made simplistic equations between the specialist and excellence on the one hand and the generalist
and mediocrity on the other.
Perhaps the pendulum has come full swing and is now returning.
The recent appearance in several medical schools of departments devoted
to family practice suggests that it has.

Others are more cynical.

They

point to the recent sharp decline in research funds provided by the federal
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government through the National Institutes of Health and the effect of this
decline in putting a sharp cramp on the funding of medical school faculty.
Whatever the motive for this recent change, the fact remains that
specialists are still dominant among those to whom medical students are
exposed.
message.

The models are the same and they quietly convey the same
One may well ask how many deans would rejoice at a sharp

rise in the proportion of their graduates who enter general practice.
Harvard and Stanford claim special license and point to their role in
training future clinical teachers.

Yet these schools serve as models

for those less obviously prestigious.

As a result, we find the pursuit

of presumed or preceived excellence as a major factor promoting the
glaring imbalance between specialists and generalists.

However laudable

this motive may be where; viewed from the narrow perspective of the
medical school, the effects on the total system of delivery of health
care are little short of disastrous.

The Practicing Specialists
Schooled in modern scientific medicine and working in the comparative safety of the modern hospital, he is surrounded by fellow specialists
who provide mutuai comfort and support.

As he is less and less aware of

the distinctive skills of the generalist, he lends quiet encouragement to
those lay attitudes which place him socially and professionally on a higher
rung of the ladder of personal success than his colleagues in general
practice.
However, this harm is probably trivial in its consequences.

Much

more serious is the persistent empire building which has become common
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practice among hospital-based specialists.

Here I refer specifically to

the rapid increase in the number of post-graduate residency training
programs available in the United States.

The specialist adopts the model

of his teacher who by definition is actively engaged in residency training.
There is the widely held belief that the good surgeon must also be training young surgeons in his turn.
More practical and much more important are the service functions
provided by residents in training.
cheap labor.

They are still a source of comparatively

They soon acquire sufficient skill to deal competently with

all the minor and less interesting details of patient care.

And on the

whole, they seem anxious to assume the additional responsibilities which
accompany the heavier reliance placed on their judgement and skill at
night and on weekends and holidays.

Without question, a residency

training program does a great deal to regularize the hours of work of
specialists.
Then there is the prestige factor which is of some considerable
influence.

Society holds in even higher esteem than nuerosurgeons,

neurosurgeons who train other neurosurgeons.
A professor of surgery at Harvard recently admitted privately
that the service function of residents has been the most significant stimulant
to the growth of training programs.

He feels there are far too many

approved programs and that the quality of training provided by most of
them can only fairly be described as poor.

Too often, the major emphasis

is on service with far too little attention paid to the training experience.
The consequences of poor quality of training on the quality of care later
provided by these specialists when they enter practice are obvious.
training must necessarily be the essential foundation on which good

Good
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good practice is based.
He based his judgement on experience gained as an examiner for
the American Board of Surgery, where he has been shocked by the lack
of preparedness of so many candidates who present themselves for
examination.
He pointed out that last year 25% of the available training posts in
surgery remained vacant.

Twenty-five percent (Z5%) were filled by

foreign medical graduates,

most of whom will remain in the United States,

and 50% were filled by United States and Canadian graduates.

Thus, the

demand by potential trainees for specialty training has not influenced this
proliferation of training programs.
This has been the invariable pattern over the past two decades in
all the major specialties.

The number of available training posts has

consistently exceeded the number of trainees willing to fill them.
Provision is made to review residency training programs.
1967-68, Z, 055 of the total of 4, 518 programs were reviewed.
was withdrawn from 128 programs,
to the approved list.

In

Approval

and 134 new programs were added

While the growth rate may be slower in recent

years, it itt obvious that facilities for specialty training are abundant
and there is no evidence that the recent trend of vast expansion in training posts will soon be reversed.
The medical profession is aware of the problem.

It has freely

admitted that the rate of training medical specialists has been almost
totally unrelated to national needs for specialists.

In surgery, evidence

of this awareness is provided by the American College of Surgeons and
the American Surgical Association which recently formed a joint committee
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under Dr. George Zeiderman of Johns Hopkins University to study and
report on surgical manpower needs of the nation.

This committee has

both the resources and expertise properly to analyze the problem.

One

can only ho,,)e that the committee include productivity and quality of care
analyses in their study.

Hospitals
American hospitals vary enormously in size, and in other dimensions
of comparison almost as much, so that generalizations regarding their
influence on the balance between generalists and specialists are particularly
dangerous.

However, one can trace a certain trend which if continued may

have seriously damaging impact on the quality of care in America.

Starting

with the metropolitan teaching hospitals and extending for varying distances
toward the periphery, one can observe a disinclination to extend admitting
privileges to generalists who lack some higher post-graduate medical
qualification.

This trend increases the professional gulf between generalists

and specialists and removes generalists from the natural center for continuing
medical education.

In North America, by a slow process of evolution, we

are moving in the direction of reproducing the appalling circumstances
which prevail by fiat in the United Kingdom where generalists are effectively
excluded from proper association with good hospitals.

The trend against

appointment of general practitioners to the staffs of the better general
hospitals is undeniable, at least in the larger metropolitan areas.

It

produces a predictable and significant influence on those medical students
and interns who might otherwise be attracted into general practice.

59-661 0-
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The Acceleration Effect on General Practice
As their numbers decline, the remaining generalists are under
pressure from rising workloads.

Some have responded by increasing

their productivity with the aid of ancillary staff.

Others have protected

their shrinking leisure time by cooperative effort in the context of group
practice.

Others have given up in despair and retreated into the compara-

tive comfort of specialization.

This merely adds to the burden on those

who remain and accelerates the process of attrition.

Cultural Changes and the Mass Media
As our society has become more mobile and our human contacts
more institutionalized and less personal, the continued relationship
through time between generalist and patient has been more difficult'to
establish and to maintain.
obvious to the patient.

The value of this contact has become less

With increasingly sophisticated hospital- centered

medical technology, the patient becomes less aware of the basic elemental
value of careful history-taking and physical examination.
doctor; how about taking an x-ray!"

"My head aches,

He is equally impatient of questioning,

and both doctor and patient now tend to retreat too readily to the impersonal
safety of ancillary tests and the raputic trials.
Television particularly has wrought a revolution in patient expectations.

Marcus Welby not withstanding, the emphasis has been on hospital-

centered specialist practice with heavy reliance on expensive modern
technology.
Fads have succeeded one another in successive waves
vitamin B-12 injections, vitamin C, and copper bracelets.

-

tranquilizers,

Steroids,
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transplantation surgery, and multi-phasic diagnostic screening have all
been oversold.

Expectations have been inflated beyond measure.

Currently,

the computer is proffered as the final solution to all that ails the system.

Are There Too Many Surgeons?
Present evidence strongly supports the view that there are too
many qualified surgeons and that this glut is most apparent in the larger
metropolitan areas.

All doctors seem busy, including surgeons, and it

is tacitly assumed by most who describe the "doctor shortage" that
specialists are fully and productively employed within their respective
areas of medical expertise.

This inference, I believe, is unjustified

and as a result, the absolute shortage of medical manpower is probably
substantially less than several of these estimates would suggest.
There have been no direct measures of productivity of surgeons,
but it seems reasonable to look to numbers of operations performed per
surgeon in a given period of time as the most reliable surrogate measure
we might find.

Good surgical care involves much time and effort outside

the operating room, and the number and type of operations performed are
only very crude measures of a surgeon's productivity.

In addition, those

surgeons who practice in teaching hospitals usually have'University
appointments which involve them in many other important and timeconsuming activities.
With these reservations, it seems reasonable to examine the
evidence contained in Dr. John Bunker's article on Surgical Manpower.
From evidence gathered in the Hospital Discharge Survey conducted by
the National Center for Health Statistics of the Department of Health,
Education, and Welfare,

he concluded that 14 million operations were
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performed in the United States in 1965, the last year in which detailed,
validated statistics are available.
obstetrical procedures.

This total excludes diagnostic and

These 14 million operations were performed

by 74, 746 surgeons, a total which includes surgeons in training,
opthalmologists and orthopedic surgeons, but does not include the
10, 850 physicians in general practice in the United States engaged
in part-time surgical practice.

This provides an average number of

190 operations performed in hospital per surgeon during the year, or
3. 8 operations per week.
There are many criticisms of such figures, but the errors are
probably compensating.

Exclusion of obstetric and diagnostic procedures

reduced the average as does exclusion of operations performed in private
offices and clinics.

However, exclusion of general practitioners who do

part-time surgery, and a great deal of it in peripheral hospitals, substantially lowers the denominator and raises the average number of
operations per surgeon.
No reasonable surgeon would claim this represents an acceptable
level of productivity.

Indeed, a conservative estimate of ten operations

per week would be a widely accepted figure for average optimum productivity.

Some surgeons are genuinely busy.

If 20, 000 such surgeons

averaged ten operations per week, this would account for 10 of the
14 million operations.

This would leave 54, 000 surgeons sharing

four million operations in 1965, an average of 74 each per year or
1. 5 operations per week.

It is my firm belief that no surgeon can

possibly maintain an acceptable level of clinical competence when he
is doing so little surgery over a protracted period.

Surgical care
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of high quality cannot possibly be provided under these circumstances.
Many reasonable people would share my personal discomfort at
such facile manipulation of these data.

In response, I offer the suggestion

that imperfect as they may be, these conclusions have been derived by
conservative extrapolations from the best figures available.

The results

tend to provide strong support for the private complaint of countless
urban American surgeons that they are grossly underemployed in their
specialty.
More recent data are derived from a survey conducted in 1970
by Medical Economics.

This included only "major" operations performed

by general surgeons and showed that 68%1 of surgeons averaged less than
four operations per week.

As Owens remarked,

"One general surgeon in

eight performs 400 or more major operations a year, while another one
in eight does fewer than 100."1
In Boston my colleagues and I are conducting a small survey of*
general surgeons and our results to date support the evidence I have
already presented.

In private interview with the surgeons involved in

this survey, there is the frequent complaint that they have far too little
surgery to do and some have claimed that they feel less proficient now
than when they had completed their residency training a few short years
ago.
Perhaps the most compelling evidence comes from a survey
conducted by Dr. James V. Maloney from the Department of Surgery,
UCLA School of Medicine and the RAND Corporation.

He personally

interviewed 94 internists, pediatricians, and surgeons in the principal
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teaching hospitals in nine of the nation's leading medical schools.

He

found that this group of university surgeons performed between Z. 2 and
3. 5 operations per week.

This includes both major and minor procedures.

He found that this small number of operations performed is not through
choice but was "a source of major dissatisfaction.

It was an almost

universal complaint among strictly full-time surgeons that they had
inadequate clinical material to maintain their professionals competence.
Dr. Maloney adds, "One- of the most serious problems related to the
data presented is the question of maintenance of the professional
competence of the clinical faculty of medical schools.

Is it possible

for a professional person to maintain his clinical competence under
these circumstances?"
Mr. Chairman, ]Jr. Maloney's article contains some of the most
important evidence we have regarding quality of care.

I submit a copy

of this article and ask that it be considered for inclusion in the Record.
Turning directly to the subject of quality of care as it relates to
surgery, I want to report a longstainding belief which is widely held in
the medical profession.

Other things being equal, we have to come to

expect lower morbidity and mortality associated with surgery when
such operations are performed by well-trained surgeons who have gained
wide experience in performing many such operations.
impression is,
are scarce.

Strong as this

strong as is its intuitive appeal, the supporting data

The most recent edition of a popular American textbook

of surgery makes a strong plea for collection of such data to assess
the roles of hospital and surgeon in operative risk.

"It may well be that

the surgeon, or the one who calls himself one, may be in some hospitals
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the major factor in the total picture of surgicaL risk."
Granted that there is some minimum acceptable level of operative
activity for surgeons

-

what is it?

Certainly, it must vary with the type

of surgery and the character of the surgeon.

A cardiac surgeon is considered

busy if he performs three or more major operations a week whereas four
groin hernias can comfortably be repaired in a morning.

What I propose

is an aggregate figure for general surgeons, based on a detailed analysis
of my own practice over a two and one-half year period.

But first I must

caution against extrapolation of this subjective assessment to other types
of surgeons or even to all general surgeons.

With these reservations, I

suggest that an average of 10 to 15 procedures a week,
is an acceptable level of productivity.
extended periods, is,

major and minor,

Fewer than four a week, for

in my view, insufficient to maintain professional

competence.
Surgery is merely a part of the larger subject of medical care,
but it is the part I know best.

Our work in Boston includes a detailed

study of one of the community hospitals affiliated with Harvard University.
We found that most of the private surgical inpatients look to their surgeon
to provide primary care.

With our present shortage of general practitioners,

it is fortunate that these surgeons have the time and are willing to provide
such care.

However, I am firmly of the opinion that this care is more

costly and of poorer quality than primary care provided by experienced
generalists.

There are two consequences of this study which bear

further analysis.
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The first is obvious.

It is basically unsound to have surgeons

paid on a fee-for-service basis, comparatively under-employed, who
provide primary care and receive patients off the street with all manner
of complaints and illnesses.

Surely these circumstances are not designed

to encourage the cautious conservatism which the best traditions of
American surgery have consistently encouraged.
The second effect is more difficult to appreciate,
it is much more serious in its consequences.

and yet I believe

When specialists such as

surgeons provide primary care, the whole balance and rational structure
of the medical team is distorted.
among doctors is undermined.

The proper professional relationships

The specialist is now in competition with

the generalist for primary care patients.

Under these circumstances,

it

is only natural that the generalist is less willing to refer his problem
patients.

He is less inclined to seek consultation from his competitor.

At best, this reticence merely reduces the productivity of the generalist
and prolongs the patient's discomfort.

At worst, it may cost the patient

his life.
Finally, there is still some surgery performed by un-trained, selftrained or unqualified surgeons.

This becomes less of a problem each

year as these men are progressively replaced by well-trained surgeons
who have seen the wisdom of escape from the comparative manpower
glut of the metropolitan centers.
much of it is of poor quality.

However,

some still persists and
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Re commendations
In medicine we have avoided for too long appropriate systematic
analysis

01

what we do, how quickly, and how well we do it.

We have

surrounded our activities in a cloud of mystery and false professionalism.
More recently we have developed a credibility gap regarding our motives
and our miracles.
system.

We show a fierce loyalty to some narrow part of the

At the same time we turn a blind eye to those basic organiza-

tional and administrative problems which are central to the system's
ills.

Without any intended arrogance, we are inclined to consider

ourselves and our activities inappropriate for the sort of cost-benefit
analysis which has been so helpful in business and government.

We

have turned to government for money without understanding the need
for public accountability.

We want the funds from regional planning

without any real measure of control.

We have promised

standards of

quality which we frequently fail to deliver, and yet we are inclined to
resent suggestions that we refine and apply better measures of the
quality of our work.
I am convinced the federal government must lead the way in our
collective analysis of the system, in formulation of our goals, and in
designing and implementing the necessary major reforms.
leaders of my profession,

The traditional

coming as they do from the medical schools

and principal specialist societies, have too narrow a view of the system
to be entrusted with these tasks alone.

The defense of their sectional

interests will inhibit them from recruiting the necessary analytic and
management talent required for the essential total systems analysis
and reform.
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Central to this reform is the need rapidly to expand our production
of generalists and sharply to curtail our output of specialists.

In my view,

this will do more to raise the quality of medical care in America than any
other single measure.
sentence,

An introductory paragraph of S3 contains the

"Specialty services will be covered if,

are performed by qualified persons."
is implied.

on referral, they

It is difficult to know quite what

It would seem to be capable of elaboration into a constructive

plan, which could be implemented in stages, to assist the creation of a
better balance between specialists and generalists.
By introspection I know the value of experience in general practice
in improving the quality of my work as a general surgeon.

For this reason

I suggest that a period of a year or two in general practice be made a
prerequisite for entry into residency training.
Regarding the *Issue of quality of care, this can only be analyzed
by some form of peer review.
this take.

The critical question is what form should

The present methods of measuring the quality of our resources

(physical plant and personnel) and of our administrative and clinical
procedures have done a great deal to improve and to maintain standards of
care.

In this regard the Joint Commission on Accreditation of Hospitals

has provided a salutory influence, but their work needs to be extended
and their methods refined.
The specialty professional societies need to be encouraged to
extend their concern beyond training and certification to develop methods
of periodic review of professional competence.

In this way we can

remove some of the invidious burden of responsibility inherent in our
present system.

I don't think the public interest is best served by
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placing the entire task of continued monitoring of the quality of our care
on those of our peers who happen also to be our intimate colleagues and
frequently our personal friends as well.
Along with effective peer review, we need better aggregate
measures of outcome, the only measures which focus on the product
of our labors.

Percentage of survival of patients suffering their first

myocardial infarction, and the percentage of elective cholecystectomy
wounds which become infected following operation are two examples of
measures of outcome which need to be precisely defined if they are to
be useful.

With these sorts of measures we can better compare our

individual,

departmental, and hospital perform-ance with others who are

striving for excellence in other institutions.

This will become increasingly

important as we ultimately accept the need for effective regional planning
and control and prospective hospital budgeting.
May I make a final comment?

While there are undoubtedly wide

variations in the quality of medical care in the United States today, the
general standard of care,

for those who can get it, is high.

Our failures

are more often due to failures of the system than to individual malevolence
or negligence.

The issue is certainly a proper subject for public debate,

but all who join in such debate must understand the central importance
of the patient's faith in his doctor.

This faith has always been worthy of

careful nurture for the good of the patient, not that of the doctor.

It is

my firm conviction that the vast majority of doctors are consistently worthy
of that faith.

TABLE I
Internships in the United States

Percentage
Filled by
Filled by
Foreign Medical Foreign Medical
Graduates
Graduates

Positions
Vacant

Percentage
Vacant

Year

Positions

Positions
Filled

1949- 50

9, 124

7,313

1954-55

11,048

9, 066

1, 761

19%1

1,982

18%

1959- 60

12,.580

10, 253

2, 545

25%

2,327

18%1

1964-65

12, 728

10, 097

2,821

28%

2,631

2170

1968- 69

14,112

10, 464

3, 270

310/

3,648

26%

20%1

TABLE II
Residencies in the United States

Filled by
Foreign Medical
Graduates

Positions

Positions
Filled

1949-50

18,669

17,490

?--

1954-55

25,486

20, 494

3,275

1959-60

31,733

27, 590

1964-65

38,750

1968-69

42,644

Year

Percentage
Filled by
Foreign Medical
Graduates

Positions
Vacant

Percentage
Vacant
04

1,179

6%/

16%/

4,992

20%,

6,912

25%

4,143

1316

31,005

8, 153

26%1

7,749

20%/

35,047

11,231

32%0/

7,597

18%
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(The article by Dr. Maloney, referred to, follows:)
[From Surgery, July 1970]
SOCIETY OF UNIVERSITY SURGEONS-A REPORT ON THE ROLE OF ECONOMIC
MOTIVATION IN THE PERFORMANCE OF MEDICAL SCHOOL FACULTY
(by James V. Maloney, Jr., M.D., Los Angeles and Santa Monica, Calif., Fr-om
the Department of Surgery, UC)LA School of Medicine, and The RAND
Corporateion)
John W. Gardner' recently analyzed the counterpoised forces that are responsible for the success of our society. On the one hand there is the "let-thebest-man-win" philosophy, which grants special privilege to the individual who
exhibits Intelligence, creativity, and motivation; on the other, there is the concept that "all-men-are-created-equal," which assures certain inalienable rights
to the Individual regardless of his capacities. These forces establish the critical
lines of tension In modern society. Each makes a valuable contribution. Mr.
Gardner concludes: "This tension will never be resolved and never should be
resolved. Failure to accept this reality has led to a lot of nervous Indigestion,
and unnecessary commotion."
Note : Travel funds to support this stud y were made available to the author through
the scholar program of the John and Mary R. Markle Foundation. Computer facilities and
other support were provided by The RAND Corporation. Support of the author's subbatical
leave was through the Special Fellowship Program, National Health Institute, National
Institutes of Health (HE-45545).
The author dedicates this paper to his wife, and symbolically y to the wives of all
academicians, for their forbearance in tolerating husbands whom this study demonstrates
statistically are neglectful of them (p = < 0.01).
Presidential Address p resented at the Thirty-first Annual Meeting of the Society of
University Surgeons, Pittsburgh, Pa., Feb. 12 to 14, 1970.

1 have been Impressed with the analogous relationship of intellectual motivation and economic motivation as forces shaping the destiny of the clinical
departments of medical schools.
At the turn of the century Abraham Flexuer demonstrated that economic
motivation In pure culture had caused educational disaster In the medical
schools of the United, States and Canada, The perceptivity and vision of this
one man Introduced the scientific method into clinical teaching, established the
concept of the university hospital, and promoted the Idea of a cadre of clinical
teachers whose first obligation was to medical education. Since the time of
Flexner, the subject of economic motivation has been a pariah, unacceptable
for discussion In polite circles
of the academic community. For example, current
discussions by Kornberg 1 ' and Durant2 of motivations In medicine ignore the
subject. The John and Mary R. Markle Foundation recently sponsored a conference on "Motivations in Medicine.""1' During the three-day symposium Involving experts In motivation and leaders In academic medicine, not a single
mention was made of economic motivation. It Is appropriate, therefore, to
examine economic motivation as a force, for better or worse, In determining
how medical schools serve the needs of contemporary society. The examination
should rely, not on emotion and opinion, but upon objective data obtained and
evaluated under the rigorous constraints of the scientific method.
Flexner never considered as an absolute the plan to remove economic motivation by the strict full-time salary plan. Rather, hie looked upon It as an experiment which he had Initiated. Flexner viewed himself as an Investigator who
Identified the problem, designed the experimental protocol, and obtained a research grant from the Rockefelelr General Education Board. Now, a half
century later, it remains for us to observe the results, analyze them statistically,
and draw conclusions.
METHOD OF STUDY

The objective of the study was to evaluate the effect of intellectual motivation
and economic on patient care and teaching, and on the extent to which Individual faculty members and Institutions were meeting the needs of society In
the field of medical education. Background Information and definitive data were
obtained from nineteen university medical schools. Information from eleven
of these Institutions was gathered over a period of years either during the
author's employment In them or by interview with department chairmen, deans,
and university presidents. The Information grained was used to design the
protocol for a personally conducted survey of 94 faculty members from clinical
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departments at nine medical schools during a two-month period In 1969. The
nine Institutions were a group selected on the basis of their recent greatness,
current prominence, or promise for the Immediate future. The Institutional
salary plans are outlined In Table I.
TABLE I.-REMUNERATION PLANS AT INSTITUTIONS SURVEYED
Number of
interviews

School
A-)
K
L
M
N

8
9
8
8

0
P

19

Remarks

SFT
SFT
SFT
SFT/GFT

Long standing.
Do.
Changed abruptly from GFTto SFT 5 years ago.
In transition from GIFT
to SFT . New appointees In past 3 years are reSFT.
tobeindividual
juired with
Opional
(SFT salaries 150 to 180 percent of GFTsalaries).
Departmental group practice at discretion of Chairman's Executive Committee. Income related to "productivity," clinical and otherwise. Premium paid to faculty accepting clinical responsibility.
Departmental option.
In transition from voluntary faculty for 5 years.
In transition from voluntary faculty for 3 years.

29 GFT/SFT
10 GFT/SFT

Q9
5

Method

R3

GFT/SFT
GFT
9 GFT
94

1Background information and anecdotal data.

In order best to evaluate the role of motivational influences in the performance of the clinical faculty, the survey questionnaire wvas directed to tile following two points: (1) How does tile faculty member spend his work week
(teaching, research, administration, patient care, travel and so on) ? (2) Is he
paid a guaranteed salary (strict full time, SFT) or Is his Income dependent
to some degree on money earned In clinical activity (geographic full time,
GFT) ?
All Interviews were conducted personally by tile author. Subjects for Interview were selected by a person at the local institution in response to a request
for Interviews "with a range of Individuals in the departments of medicine,
pediatrics, and surgery of all ranks for the purpose of doing a study on 'how
faculty members spend their time."' With one exception, all subjects worked
at the principal university teaching hospital rather than at Veterans Administration or other affiliated hospitals. Distribution of the Individual's time during
the seven days Immediately preceding the day of the Interview was determined.
The interviewer recorded and categorized each task performed by the faculty
member from the time hie entered the hospital until hie departed. Hours spent
working, writing, or studying at home were not considered work hours. Subjects
almost Invariably employed a detailed office diary, probably accounting for the
excellent correlation betwen total hours spent at the hospital and the sum of
the total hours spent at the tasks recorded. Opinions volunteered by the subjects were enlightening In disclosing the tensions and concerns existing In
various medical schools, but subjective observations were not included In the
data base.
Information on the following eighteen variables was recorded during a 30
minute interview:
1. Age and specialty.
2. Academic rank.
3. Research grants. Total direct costs of extramural research support from
all sources for which the faculty member was named principal investigator.
4. Teaching time. Subcategorized Into time spent in teaching house staff, Students, residents and students together, and lectures. Time spent by a pediatrician
in supervision of a resident service where the faculty member did not have
personal, total responsibility for the care of the patient was categorized as
teaching time. Time spent In the operating room by surgeons supervising residents was categorized as teaching time unless the surgeon had personal, total
responsibility for tile care of patients.
5. Research time. Subcategorized Into time spent In the laboratory, conference, planing, writing of manuscripts, and grants administration.

6. Administrative time. Subcategorized into time spent on matters relating

to hospital, department or subdepartment, school, university, and national
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activities (societies, consultation for the National Institutes of Health, and
the like).7. Patient care time. Subcategorized Into care on the hospital ward, in private
office, in the operating room (surgeons), and "other." Despite the confusion
introduced by the question of "Identifiable personal service" as defined by third
party agencies, an experienced observer has no difficulty In determining who
is the patient's doctor. (Who does the patient say he is? Whom does he telephone when he is Ill at night?)
8. Work week. Hours spent at the hospital each week computed independently
from the foregoing time distribution on the basis of elapsed time between
arriving at end leaving the hospital. Travel time Is excluded.
9. Travel time. Time spent on professional travel In conection with medical
meetings, consultation for the federal government, university business, etc.
10. Saturday time. Hours spent In the hospital on the Saturday preceding
the Interview.
11. Sunday time. Hours spent In the hospital on Ithe Sunday preceding the
interview.
12. Satisfaction with financial remuneration. Each individual was asked if hie
were "satisfied" with the financial compensation for his work. No discussion
was held on the point, but the response was graded as "yes," "no,"~ or
"equivocal."
13. Visibility index' (VI). This is based on data contained In the subject's
curriculum vitae and bibliography, and Is an arbitrary measure of Scholarly,
clinical, and political eminence. The scale is a Paper Unit (P.U.), one of which
is assigned f:or each scientific publication appearing per year when averaged
over the most recent two calendar year period. Varying numbers of additional
P.U.'s were assigned according to a scale of values.*
14. System of financial remuneration. "Strict full time" (SET) refers to the
receipt of a fixed salary determined by academic rank, Institutional policy, or
salaries in the competitive marketplace, "Geographic full time" (GET) refers
to remuneration schemes in which a base salary Is paid by the university
(usually much less than SET salaries), and the Individual Is expected to earn
some Increment above this (usually limited by a ceiling). If salary Is fixed,
but adjusted annually on the basis of earnings, the GFT clasification was used.
The essential element of the GET classification Is personal economic incentive.
The preliminary survey of ten universities suggested that considerable difficulty would be encountered In obtaining an objective measure of participation
by Individual faculty members in personal patient care. It was found, for
example, that several national surveys of faculty time distribution included
as "patient care -time" hours spent on ward rounds teaching the house staff.
The Interviewer's data sheet was, therefore, designed to record the hours that
the faculty member operated In the normal patient-physician relationship, The
faculty member was asked to cite the number of Instances in the preceding
seven days In which he personally did any one of the following and recorded
the results In writing: (a) examination of a patient's nasopharynx, (b) measurement of blood pressure by sphygmomanometer, (c) auscultation of the heart
and lungs, or (d) a rectal examination. Answers were so frequently In the
negative that It was embarrassing to both subject and Interviewer. Therefore,
Items 15 through 18 were developed to determine more obliquely If the faculty
member was actually spending time In care of the sick.
15. Patients in hospital. The number of hospitalized patients under the personal care of the subject on the day of Interview. This was assumed to be an
Index of the subject's clinical activity, and was more objective than an estimate
of the number (-' outpatient visits.
16. Exraminationa/ operations. The number of complete examinations or consultations performed by nonsurgeons In hospital or private offices during the

*Coeditor of book (4 F. U.). principal officer of regional or-special interest society (4),

membership in the most selective one or two national societies ixu the subject's specialty
(4), special consultant t, military, national only (5), president, of regional or special
Interest society (6), Marlie or Guagenheim scholar (6), special consultant to the National
Ini-titutes of Health (6), editor of major Journal, or principal editor or author of major
textbooks (7), principal 'ifficer of major national society, or president of special Interest
society (7), nresident of major national societyN(10), member of specialty board (10).
member of NIH study- section (10). Lasker or Nbel prize (15). The assignment of 15
Paper Units to a Nobel prize wvas Intended as a rentle reminder that the visibility Index
should not be taken too seriously. Several individuals seriously suggested. however, that
points he subtracted for very great honors and accomplishments, Their rationale was that
distinctions such as the first orran transplant or the first solo circumnavigation of the
globe generate a disruptive spirit in aix Individual by attributing to him instant omnisc.ience in such diverse fields as world politics, theology, and medical education.
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week. Brief or return visits were excluded. For surgeons, It is the number of
operations at which he was present when he had personal, total responsibility
for the patient's care.
17. Emergencies. The subject was asked the number of times hie had found
it necessary to return to the hospital from home for medical emergencies during
the previous three months.
18. Autopsy pemtfi88ion8 personally obtained. it was considered likely that
the physician who Is personally responsible for the case of a patient, and has
the normal patient-doctor relationship, would be the one to console the family
and ask for permission for autopsy in event of the patient's death. If he were
only administratively responsible for patients on a hospital ward, it seemed
likely that he would avoid this- most unpleasant of all medical experiences and
defer to the patient's real physician. Statistical analysis later confirmed these
suppositions by Indicating that this variable was one of the best to separate
GFT from SFT faculty. Each individual was asked to state how many months
It had been since hie personally had obtained an autopsy permission. If hie stated
"more than a year, ".
.don't remember," or "never," 99 months was arbitrarily
recorded. Results are presented In terms of the percent of physicians who had
obtained a permission within the previous twelve months.
RESULTS-OBJECTIVE

Approximately 14,000 original and derived datum points were collated, computerized, and analyzed by the Biomied Programs' for the determination of
means, standard deviations, probability coefficients, correlation coefficients, discriminant analysis, and step-wise discriminant analysis.
Available techniques permit the simultaneous evaluation of the entire data
package to determine the significance of various factors In determining the
behavior of the Individual faculty members.
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Fig. 1. Stepwise discriminant analysis of 17 behavioral factors comparing OFT and SFT faculty
(14,000 datum points). Each point represents one faculty member, the location of each point
being determined by the individual's behavior in relation to the 17 variables measured (expressed as a 17 term linear equation). Approximately 150 original and derived datum points
are used in determining the behavioral characteristics of each individual. So great is the
influence of economic motivation that the faculty can be separated into SFT and OFT
groups on the basis of their behavior (computer-generated graphic display, retouched). The
relative importance of each behavioral factor is indicated by F values and probability coefficients in Table Il. Triangles indicate means for the groups.
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Fig. 2. Stepwise discriminant analysis of 17 behavioral factors comparing surgical and nonsurgical faculty (14,000 datum points). The behavioral characteristics of surgeons and nonsurgeons are so different that they are readily separated into two populations.
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Fig. 3. Stepwise discriminant analysis of 17 behavioral factors comparing SFT vs. GFT, nonsurgeons (approximately 7,000 datum points). The distinct separation of the two groups is
evidence of a very strong economic motivation in the behavior of nonsurgeons.
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Fig. 4. Stepwise discriminant analysis of 17 behavioral factors comparing SFT and GFT surgeons (approximately 7,000 datum points). The considerable overlap in the two groups shows
the lesser role of economic motivation in the behavior of surgeons. Nevertheless, there is a
highly significant statistical difference between the groups.

Fig. 1 is a computer-generated graphic output demonstrating a clear separation of the faculty members into two distinct groups based upon whether they
are paid a straight salary or required to earn a portion of their salary by
clinical practice. This is especially remarkable when one considers that the
In-put data Involved the physician's activities during a single week when personal illness, holidays, and profesional travel would tend to make such a short
survey period produce erratic results.
Fig. 2 demonstrates that there Is a distinct difference In the behavior patterns of surgeons and nonsurgeons, quite independent of differences related to
economic motivation. Although the objective of the Investigation was to compare
GFT and SFT faculty, the appearance of this difference between medical
specialties requires that medical specialty, as well as method of remuneration,
be considered In the presentation of data.
Fig. 3 compares 8FT and GFT nonsurgeons. The wide separation of the
groups on discriminant analysis Is evidence of a high degree of economic motivation affecting the behavior of nonsurgeons.
Fig. 4 compares a group of SFT and OFT surgeons. There Is considerable
overlap between the groups, suggesting that economic motivation plays a much
lesser role in the behavior of academic surgeons than it does among academic
nonsurgeons.
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TABLE 11.IMPORTANCE OF VARIOUS BEHAVIORAL CHARACTERISTICS IN DIFFERENTIATING SFT SURGEONS, SFT
NONSURGEONS, GTF SURGEONS, AND GFT NONSURGEONS. FVALUE DETERMINED BY DISCRIMINANT ANALYSIS
Variable
Patient care ------------------------Autopsy--------------15.452
Exam ntosoeains--------8.215
Patients-------------- -----------Emergencies------------------------...
Sunday time ------------------------Satisfaction------------------------Research---------------------------Saturday time-----------------------Workweek_-------------------------Grants-----------------------------Age-[
a------------------ ------Visab i;y index---------------------Travel-----------------------------Administrative-----------------------Teaching -------------------------Rank--------------------------------

F
16.622
6.645
6.195
5.299
5.297
4.593
4. 191
3.108
2.842
2.378
1.297
1.105
0.651
0.649
0.648

pI Discrimination
<0. 001 4 groups
<0. 001
Do.
<0. 001
Do.
<0. 001
Do.
<0. 001
Do.
<0. 005
Do.
<0. 005
Do.
<0. 005
Do.
<0. 01
Do.
<0. 01
Do.
<0. 05
Do.
<0. 001 GFT versus SFT.
<0. 05 Surgeons versus nonsurgeons, stepwise.
n.s.
n.s
n.s.
n.s.

I The symbol p= probabi lity coefficient Although aosingle variable with a "not significant" (n.s.) prohabilIity coefficient
mayrnot diferentiate the groups, a combination of "nt significant" variables may do so. It Is important to note that this
tableiso
fr discrimination among 4 groups. Combination of subjects into 2 groups , instead of 4, may produce significant
values for p(e.g.. age and visibility index).

Most observers will not be surprised at the different behavioral characteristics
of SFT and GFT faculty. For nearly half a century, GFT faculty members
have been considered to be economically motivated, to do little research, to
have minimal extramural grant support, to be distracted from their teaching
obligations by clinical practice, to spend little time with the students, to neglect
administrative matters,. and to lack scholarly distinction. In contrast, SFT
faculty are viewed as having Intellectual rather than economic motivation, to
engage actively in research, to have abundant grant support, to spend much
time teaching, to be available to the students, to carry a heavy administrative
burden, and to achieve national and International recognition for their scholarly
activities. Surgeons are considered to possess an exaggerated form of the undesirable characteristics of the GFT faculty.
Interestingly, all but one of these shibboleths are false!
If SFT and GFT faculty members behave differently, it Is of Importance to
determine If these behavioral characteristics are desirable or undersirable in
relation to their effect on the school's ability to achieve Its mission.
Table II lists the variables in decreasing order of importance In their ability
to differentiate OFA surgeons, GFT nonsurgeons, SFT surgeons, and I3FT
nonsurgeons.
The graphic presentations in Figs. 5 to 8 present the behavior of each of the
4 groups of faculty. They are arranged In order of decreasing Importance of
the variables In differentiating the groups.
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PATIENT CARE
TIME
hr%
F =16.62

AUTOPSY
PERMISSION

EXAMS OR
OPERAT IONS
no. /week
F =8.215

PATIENTS
IN HOSPITAL

F =6.645
Fz 15.452
Fig. 5. Comparison of the behavioral characteristics of four groups of faculty, clinical activity. GFT-S, geographic full-time surgeons; GFT-M, geographic full-time nonsurgeons;
SFT-S, strict full-time surgeons; SFT-M, strict full-time nonsurgeons. Autopsy permission
refers to the percent of the group which obtained personally autopsy permission on a patient
during the preceding 12 months. F values are determined by discriminant analysis for differences among four groups. Differences in this illustration are significant to the level, p=
< 0.001. Surgeons tend to behave in a manner which is characteristic of their specialty, irrespective of the method of remuneration. In contrast, there is evidence of a high level of
economic motivation in the behavior of nonsurgeons.

EMERGENCIES
no./3, mo
F - 6.195

SUNDAY WORK
hr
F =5.299

SAT ISFACTION
F = 5.298

RESEARCH TIME
hr
F =4.594

Fig. 6. Comparison of behavioral characteristics of four groups of faculty, time distribution,
and satisfaction with remuneration. See legend, Fig. 5. Surgeons, whether GFT or SFT, behave in a manner similar to O.FT nonsurgeons. In contrast. strict full-time nonsurgeons illustrate a profound effect from lack of economic motivation. nit. latter group rarely leaves
home at night and does not work on Stinday. A hiwh degree (if dissatisfaction with financial
remuneration is expressed b)%strict full-time nonsurgeons, although data~ from this study,
combined with that of Goldbo'rg."' shows they- ieceive the highest hourly rate of remuneration. Strict full-time faculty spend approximately twice as much tinte in resea rch- related activities as geographic full-time faculty, in keeping with the popular conception of the behavior of the two groups.
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Clinical activity (Figs. 6 and 6). SFT and GFT surgeons and GFT non-.
surgeons spent the same amount of time per week in giving personal medical
care (14.5, 18.9 and 14.6 hours, respectively, p = n.s.). In contrast, the average
SFT nonsurgeon spent only 3.4 hours a week (p = < 0.001). Actually, the
median time is far less because 45 percent of all the hours of personal medical
care was provided by two Individuals. Each worked In a department of from
40 to 80 Individuals, all of whom were reluctant to see patients. Each volunteered that he had little Interest in research, was hired specifically to see
patients, and was, for purposes of promotion, considered an "exception." Of the
remaining 30 SFT nonsurgeons in the survey, 13 spent no time whatever during
the week preceding the survey In the practice of medicine.
Evidence of the role of economic motivation in the behavior of nonsurgeons
Is seen in the data concerning physical examination /operations, and emergencies requiring the physician to leave home. SFT surgeons do an average
of 2.2 operations per week, as contrasted to 3.5 for GFT surgeons. The fact
that fewer operations are performed by the SFT surgeons Is not by choice, but
it Is a source of major dissatisfaction. It was an almost universal complaint
among SFT surgeons that they had inadequate clinical material to maintain
their professional competence. They stated that this was due to the fact that
OFT nonsurgeons preferentially referred all surgical cases to GFT surgeons.
Moreover, the unwilingnesa of their associate SFT nonsurgeons to see patients
created a shortage of clinical material In the teaching hospital. This complaint
is supported by the data which show that OFT nonsurgeons performed 6.6
full examinations per week, whereas SFT nonsurgeons performed only 1.5
(p = < 0.001). Similarly, although SET and GFT regularly responded to
emergency calls at night (8.8, 6.6, and 4.8 per 3 month period, respectively),
SFT nonsurgeons rarely did so (1.1 per 3 months, p = < 0.001).
Another objective measure of" Involvement of the physician in clinical medicine is the number of hospitalized patients under the physician's Personal care
on the day of interview. GET surgeons averaged 7.0, SFT surgeons 5.0, GFT
nonsurgeons 3.3, and SET nonsurgeons 1.2 (p = < 0.001).
One of the most serious problems related to the data presented Is the question
of maintenance of the professional competence of the clinical faculty of medical
schools. Is It possible for a professional person to maintain his clinical competence under these circumstances? A partial answer to this question was obtained In the early phases of the study by asking the subjects to Identify their
family pediatrician as SFT or GET. It was clear that a large fraction of the
SFT faculty do not choose their SFT colleagues to provide their personal
medical care. The data were not included In the statistical evaluation because
the reason for the question proved transparent, which necessitated that it be
discontinued.
Teaching, administrative, research, and travel time (Figs. 6 and 8). Contrary
to popular belief, the GFT faculty spends more time In teaching than SFT
faculty, and surgeons spend more time than nonsurgeons, although the differences are not statistically significant (GFT.S, 13.0; GFT-M, 12.4; SFT-S, 11.7;
SFT-M, 10.7 hours, p = n.s.). A similar difference Is observed in administrative
time where the OFT surgeons and OFT nonsurgeons spend more time than
their SET confreres (GFT-S, 14.3; OFT-M, 12.8; SFT-S, 12.5; SET-M, 11.0
hours, p = n.s.).
In the entire study, the only support for the !ommon view about the difference between GET and SFT faculty members was In the data on time spent
In research. SFT surgeons spent 15.6 hours and SET nonsurgeons 15.9 hours per
week In various activities related to research. The comparable figures for the
OFT faculty were 7.7 hours for the surgeons and 7.5 hours for the nonsurgeons (p = < 0.01).
The 13.4 hours per week spent by SFT nonsurgeons in traveling may well be
related to economic motivations (SET surgeons, 3.3; OFT surgeons, 8.2; OFT
nonsurgeons, 7.8; p = n.s.). During the course of Interviews it was stated
candidly that the purpose of this travel was often for the honorarium involved.
The recent data of Goldberg' NIndicate
that. 17 percent of 1,370 full-time medical
faculty consult for commercial pharmaceutical houses. If ()ne considers it unlikely that surgical specialists are so Involved, It Is apparent that a large
fraction of nonsurgical faculty are being motivated by econ,,)mic Influences to
spend time away from the medical school.
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Fig. 7. Comparison of behavioral characteristics of four groups of faculty, intensity of per-

sonal effort, grant support, and age. Surgeons work longer hours on Saturday than nonsurgeons. No evidence of economic motivation is apparent from the length of the work week
for surgeons, since both groups work 60 hours per week regardless of method of remuneration.
OFT nonsurgeons work a 50 hour week, and SFT nonsurgeons work 45 hours. The difference
between extremes is two normal working days per week. Extramural grant support is significantly higher among OFT nonsurgeons. Data obtained from the Statistics Branch, National
Institutes of Health, indicate that federal grant support of OIFT surgeons is 29 percent greater
than SFT surgeons at institutions in survey. Mean age of SFT faculty is 4.6 years younger
than OFT faculty. This is interpreted as supporting the empirical observation that SIFT institutions are having difficulty recruiting and holding distinguished faculty.
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Intensity of personal effort (Figs. 6 and 7). There are striking differences
in the hours spent at the hospital (work week) according to economic motivation and medical specialty. There is no evidence of economic motivation among
the SFT and GFT surgeons, with a work week of 60.0 and 60.1 hours, respectively. OFT nonsurgeons work a shorter week of 50.6 hours, and SFT nonsurgeans work the shortest work week of 45.5 hours (p = < 0.05). The difference between the extremes amounts to two normal work days each week. Again,
the data are suggestive of a high level of economic motivation influencing the
behavior of nonsurgeons.
There Is a highly significant difference in the weekend behavior of the
faculty, depending on their specialty and method of remuneration. Bo0th SFT
and OFT surgeons work significantly longer hours on Saturday (6.4 and 5.1
hours) than do SFT and OFT nonsurgeons (3.7 and 3.3 hours, p = < 0.005).
On Sunday there is a striking change which sets apart the SFT nonsurgeons
from the other three groups, SFT surgeons, OFT surgeons, and GFT nonsurgeons spend significant time each Sunday visiting their patients (2.4, 2.1,
and 2.6 hours, respectively, p = n.s.). In contrast, the straight salaried nonsurgeons work an average of 12 minutes (p = < 0.005). Actually, 25 of the 28
SFT nonsurgeons who were in the city did not come to see their hospitalized
patients on Sunday. Three possible explanations for this observation come to
mind: (1) patients of SFT nonsurgeons are not ill on Sunday, (2) SFT nonsurgeons have few patients in the hospital, and (3) SFT nonsurgeons do not
have the same personal Interest In the care of their patients as GFT nonsurgeons and surgeons. The first possibility Is unreasonable; the second two
are probable. Again, strong economic motivation in the behavior of nonsurgeons is suggested. Lacking specific remuneration for the clinical activities,
they neglect them.
Autopsy permission (Fig. 5). Only 19 percent of SFT nonsurgeous and 40
percent of SFT surgeons personally obtained an autopsy permission In the 12
months preceding the Interview. In contrast, 82 percent of OFT nonsurgeons
and 85 percent of GFT surgeons had done so.
Requesting permission for an autopsy is one of the most agonizing tasks in
a physician's clinical experience. However unpleasant the circumstances, the
compassionate physician who had had a warm relationship with his patient
and the family does his best to console the family in their time of grief. The
physician's presence under these circumstances is a measure of the quality of
his personal relationship with the patient and the patient's family. The question
regarding autopsy was a highly fortuitous substitute for the earlier question
relating to the performance of specific acts in the physical examination. Since
those who were Interviewed did not understand Its purpose, the question avoided
embarrassment to those who were providing essentially no personal medical
care. From the statistical viewpoint It was one of the most valuable variables
in the entire study In differentiating SFT from OFT faculty (p = < 3 X 10-5).
In most variables In the study, the SFT surgeons behave more like their
surgical colleagues than like those who are remunerated In the same manner.
In the autopsy variable, however, there Is definite evidence of a deteriorating
patient-doctor relationship among SFT surgeons associated with the absence
of economic motivation.
Grants (Fig. 7). Extramural grant support Is another variable which shows
results contrary to the conventional Image of SFT and GFT faculty. OFT
surgeons average $54,060 compared to $43,657 for SFT surgeons. OFT nonsurgeons average $144,333 compared to $68,274 for SFT nonsurgeons (p =.< 0.05).
The results, based on interviews In this survey, were f urther checked against
computer-collated data obtained through the Statistics and Analysis Branch,
National ]?nstitues of Health. The average annual grant support for research
projects and program projects in the departments of surgery Included in this
study was 29 percent greater In the OFT than In the SFT departments. Since
grant awards are made through the study section system by peer judgment on
the basis of excellence, this Is further evidence that the popular image of OFT
and SFT faculty Is Incorrect.
Age and visibility Index (Figs. 7 and 8). The SFT faculty was significantly
younger than the OFT faculty (43.9 vs. 48.5 years, p = < 0.001). There Is positive correlation coefficient for age and visibility index (r = 0.408, p =
< 0.005). This gives evidence to the empirical observation that SFT Institutions
are having difficulty recruiting and holding distinguished faculty.
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The visibility Index for OFT surgeons was 43.1, for SFT nonsurgeons 27.0,
for OFT nonsurgeons 25.1, and for SFT surgeons 22.8 (p = n.s.). By the special
technique of stepwise discriminant analysis, surgeons were found to have a
higher Index than nonsurgeons (p = < 0.05).
Satisfaction with remuneration (Fig. 6). A high degree of dissatisfaction
with financial compensation was expressed by the SFT faculty. Only 24 percent
of the SFT nonsurgeons were "satisfied"; 38 percent of the SFT surgeons were
satisfied. In contrast, 72 percent of the OFT nonsurgeons, and 88 percent of
the GFT surgeons were "satisfied" (p = < 0.005). No Information on absolute
levels of salary could be obtained In this survey because it was based on a
personal Interview. Data from this study, however, can be combined with the
data from the recent survey of Goldberg'~ on income of 1,370 full time faculty
members. It Is Interesting that those showing the greatest dissatisfaction are
actually receiving the highest hourly remuneration.
RESULTS-ANECDOTAL

During the survey, large amounts of data were recorded in addition to those
forming the computerized data base. Since much of it was tainted by personal
experience, opinion, and bias, it is excluded because of the constraint of objec-.
tivity Imposed on the study. Some data were objective and others sufficiently
Interesting to recount.
Community and professional relations. A striking contrast was noted in the
relations which the SFT and OFT Institutions had with both the public and
the professional community. At SFT Institutions, patients experienced delays
and difficulty in obtaining consultation from faculty members who had no
Incentive for seeing them. At two different universities it was sometimes necessary to send hospitalized patients by taxi to outside medical offices for consultation. In contrast, an interesting event occurred during an interview with
a professor of cardiology operating a division on a OFT basis. A physician
telephoned in from a community hospital 70 miles distant, saying that hie had a
patient wilth a myocardial infarct, In shock, who was too Ill to be transferred
to the university medical center. A member of the faculty was dispatched to
assist the community physician until the patient could be moved. It is not surprising that this university has the least problem with clinical material and
finances of any in the survey. Practice Income at this school supports many
SET faculty members and has contributed In a major way to the building
program. It Is interesting that a premium is paid to those faculty accepting
clinical responsibility and that there Is an Incentive relationship between
productivity and Income.
An effort was made to get some objective measure of the degree of alienation
of the SFT faculty from their professional colleagues. Two large metropolitan
areas were selected in which an SET and GET institulon coexisted. A list was
then obtained from the county medical society In each city of all members of
standing and ad hoco committees over a period of three years. University catalogues were used to determine the number of men from the SET and OET
schools active In the affairs of the county medical Society. In a sample of 702
physicians the preponderance of GET over SET faculty was in a ratio of
6 to 1. Poor relations with the professional and patient community seemed well
correlated with the shortage of money and clinical material which existed at
the SET Institutions. The SET schools In general had active services where
they were providing a type of medical care not available elsewhere (heart
surgery, renal dialysis, transplant surgery). For ordinary medical care, however, patients who could afford an alternative were choosing to obtain their
medical consultations at other than the SET teaching hospitals. The reaction
of several universities has been to Investigate prepaid and other health plans
to establish a population of patients who would serve as teaching material and
also pay In advance for their own medical care. Regrettably, there is nothing
about advance payment that Is likely to change the disinterest that many
medical school faculty exhibit In the care of the sick. For such a plan to
succeed, It will be necessary to adjust the motivational Influences under which
the faculty operates. When this has ben done, paying patients will come In
abundance to the teaching hospital and participation In a health scheme becomes
Inconsequential.
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Financing medical schools. Anecdotal fiscal data were obtained from several
institutions to illustrate the profound effect of economic motivation on the
behavior of the faculty. The total income at one major SFT1 institution from
the regular clinical departments was $90,000 per annum,* which sum reverted
to the dean's office. Under a policy enunciated by a new dean, 25 percent of
this fund was turned back to the Individual departments for the support of
professional expenses such as travel, dues, and subscriptions for the individual
faculty meniber2. 11,Ithh lihreb
yeas 'Lhe private practice Income Increased
new faculty
to $700,000 per year. One department was able to hire sixinfluences
L7.7-1old
by
members with the overage. The recognition of the motivational
the administration resulted in the creation of Income from a "virtual endowment" of 17.5 million dollars ($700,000 represents a return of 4.5 percent from
a balanced investment fund of that amount).
Three of the OFT schools selected for this survey have departments of Surgery which are generaly considered to be among the most outstanding In the
nation. The excellence of the schools was evidenced by (1) the largest extramural grant support -,n the survey and probably in the nation (data from
this study), and (3) the high fraction of residents entering academic medicine.
Each department appears to acquire and retain outstanding faculty by use of
this "virtual endowment" principle. An educated guess based on the amount
of clinical activity and the number of full-time faculty suggests that the
income taken out of the economy to support the individual and other activities
of the department may represent a virtual endowment of 50 million dollars.
Interestingly, one of these departments received negligible support from Its
university.
In contrast, another Institution which had a thriving teaching service at an
affiliated Veterans Administration hospital ruled that the $50.00 consultation
fee paid to faculty members for visits be returned to the dean's office. Within
several years, the quality of the house staff, the effectiveness of the teaching
service, and patient care deteriorated profoundly.
Two deans spoke of attempting to duplicate the success of the private clinics
which appear to support excellent programs of research, teaching, and patient
care on Income generated from practice Income. It was clear that they were
unaware of the economic motivation built Into the operations of clinics which,
on the surface, appear to be SFT. Although the schemes are kept highly confidential, they include such plans as awarding points for patients operated upon,
patients referred to clinic internists, papers published, and visiting professorships. Year-end bonus payments are then made on the basis of points accumulated.
Quality of education. The overemphasis on research, the denigration of clinical
activities, and the Introduction of an elective curriculum have already had
measurable effect on the quality of medical education in one school. Several
years ago, students from this Institution scored among the top schools in the
nation In the grades achieved by Its students on examinations of the National
Board of Medical Examiners. Recently, its students scored among the poorest
performing schools.
An alternate hypothesis. It might be argued that the behavioral characteristics of the SFT faculty revealed in this study were due, not to lack of economic
motivation, but to a high level of intellectual motivation. Thus, It might be said
that Individuals with a high level of Intellectual motivation naturally select
themselves Into SFT institutions, whereas those who are economically motivated end up at OFT Institutions. One institution in the survey offered a unique
opportunity to test this hypothesis. Computerized records of clinical activity,
plus a cl ange in institutional policy, permitted the behavior of the same Individuals to be observed In continuity over a period of years under both GFT
and SFT systems of remuneration. The school formerly paid salaries which
were low compared to others, but Individuals were permitted to supplement
their income by clinical practice. Several years ago an optional SFT system was
institued, in which the faculty member was guaranteed a salary of from 150
to 180 percent. of the OFT salary (depending on academic rank), provided that
*It was the cause of considerable wonderment to Flexner in 1925 to learn that, where
individual fees were once as high as $12,000,
an entire school under the strict full-time
system generated only $10,000 per annum. 5 13 Considering the much larger size of modern
departments, and the ellect of inflation, it would appear that BF'T faculty today have even
less interest In seeing patients than they did a half century ago.
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he returned all foes from private practice to a dean's fund. The fees from
private practice for the group of 28 medical and surgical specialists who elected
~1FT Is now $1,137 per man per annum ($2,540 for surgical specialists, $903 for
nonsurgical specialists). Although no figures are available on the total Income
of OFT faculty, it can be estimated from the ratio of hospital admissions per
annum, for the SFT and OFT groups from the computerized records. In the
same controlled environment OFT faculty averaged 7 to 11 times as many
admissions as SFT faculty (depending on specialty). More Important, the fraction of the group who were present through the change In policy and elected
SFT showed an abrupt cessation of clinical activity. (The dean has announced
that henceforth SFT faculty will be required to earn their supplementary
salary.)
It Is not reasonable to expect Intellectual motivation to be affected by a
school's economic policy change. Therefore, It Is not Intellectual motivation,
but rather lack of economic motivation, which causes SFT faculty to neglect
clinical medicine. The alternatte hypothesis is rejected.
Conclusion. Without economic incentive, clinical faculty of medical schools
will not accept personal involvement in the care of the sick if they have any
reasonable alternative wh~h permits them to maintain their self-respect.
BESULTS-SUBJECTIVE

I should like now to come to the real objective of my Interest in this subject.
It is not economics. My -concern Is with the quality of medical care which Is
being taught by example to the current generation of students and which will
affect medical care lit our country for a generation to come. There Is but one
purpose of a medical school: the Instruction of undergraduate and graduate
students of medicine lit the care of the sick. Research creates the scholarly
atmosphere in which this Is better accomplished. Clinical medicine cannot be
taught on an objective basis like the physical sciences. Since we do not understand the nature of the cognitive process and the inductive reasoning which
characterize "clinical acumen," the teaching of medicine is largely preceptorial
In nature. The student acquires from his teachers, who serve as models, their
methods of history taking, physical examination, reasoning, acquiring knowledge, and relating to other human beings.
Do we wish students to expect their patients to become Ill only at convenient
times, excluding nights and Sundays? Do we wish them to learn by example
that a history and a physical examination are unnecessary parts of the care
of the sick? Should the student be led to believe that practicing medicine consists of Intellectual gymnastics at the foot of the patient's bed three mornings
a week, without acceptance of personal responsibility for the course of medical
events? Is It acceptable that the physician's relationship with the patient be so
Impersonal that a stranger be sent to console the family and ask for an
autopsy permission? Are an hour or two per week In clinical activities summated over several decades adequate to produce physicians of sufficient clinical
stature to serve as a model for the students? My answer to these questions is
In the negative. The extent to which there is disagreement with this view is a
measure of the seriousness of the problem In medical education.
At the turn of the century physicians were clinicians with no interest In
science. It was Flexner's dream to create for the clinical teacher a scholarly
environment In which the scientific method could be applied to clinical practice. Instead we have developed scientists who have no Interest in clinical
medicine. The motivational Influences necessary to achieve an appropriate
balance between science and clinical practice are so manifest In the results of
this stud.- that no discussion Is required.
=8us8 OF THE 70'8

An appreciation of the role of economic motivation in the performance of
medical school faculty Is essential if we are to deal effectively with the three
major problems facing medical education In the coming decade: (1) quality of
medical education, (2) financing medical education, and (8) delivery of health
care. The current crisis had Its origin thirty years ago. The costs of medical.
education were so high that they could not be supported by either endowment
or student fees. Society viewed medical education as benefitting the Individual

1218
rather than itself, and therefore undeserving of public support. Organized medi..
cine feared federal control might accompany federal support of education.
The conscious decision was therefore made by an Influential few to support
medical education obliquely through research grants, since both Congress and
the public viewed medical discovery as benefitting all.
Some schools employed grant funds to create a scholarly atmosphere In which
better to teach the care of the sick, to build a faculty in depth, and to make
scientific contributions which were always considered of secondary importance
to the school's primary mission of educating physicians. Other schools used
grant funds to develop clinical departments numbering over 100 full-time
physicians who did superb basic and applied research, but who demonstrated
little Interest in the care of the sick (invariably SFT schools). A third group
of institutions failed to compete successfully for research grants and have been
little influenced by the grant program.
The economic conditions in the nation that have required severe reductions
In the grant program have had little effect on medical education In the first
group of school Research has been curtailed, but the faculty Is supporting itself
in the practice of medicine. The second group of Institutions has lost the grant
support for its faculty and now suffers both a fiscal crisis and a shortage of
clinical material. These SFT schools have unhappy relations with the patient
community and the referring physicians, and therefore lack the clinical material
on which to teach and to support their faculty. Failure to appreciate the role
of economic motivation In the performance of medical school faculty, and to
keep In mind the primary objective of the university medical school, Is in large
measure responsible for the severity of the crisis.
It is curious that the university whose principal mission Is teaching clinical
medicine In a scholarly environment should suddenly become Interested In the
delivery of health care. The answer seems to be that given by Willy Sutton,
the often apprehended bank robber, when asked why he Insisted In robbing
banks: "Cause that's where the money is !" The enthusiasm for participating In
prepaid health schemes at several universities surveyed was related to the
severity of their fiscal crisis and shortage of clinical material. Thiese problems
in turn were related to the unwillingness of the faculty to give personal
medical care.
To this observer, It appears that academic medicine is attempting to reestablish by these health care plans a captIve consumer group to replace those
we have lost from our free clinics.
Could anyone be so unfamiliar with the character of the American consumer
as to assume he would accept the Impersonal type of medical care found In this
survey when more personal care Is available at the same or lower cost elsewhere? Only when university medical centers have eliminated the demeaning
nature of their outpatient departments and deliver a type of medical care
acceptable to the consumer will they be able to compete effectively in the
provision of prepaid health services. Once these Improvements have been made,
the shortages of finances and clinical material will have disappeared. It then
becomes Inconsequential whether or not they participate In such schemes.
The "delivery of health care" is about to be seized as a substitute for
researchc" as a raison d'etre for the medical school. Perhaps we will never
learn.
LEADERSHIP

No asset Is as valuable as appropriate leadership In solving the problems
which presently face medical schools. Deans, but more particularly department
chairmen, must have a clear concept of the prlhmnry mission of the medical
school. It Is Important what value judgments indIvIdual faculty members place
upon care of the sick, research, a scholarly environment, delivery of health
care, and Interest in the social problems of the duay. Teachers of medicine influence the attitudes of 10,000 medical graduates each year-not by what they
say, but by the example they give. There Is need for appreciation of the attitude
expressed by Dean Shermau M. Melltnkoff " of my owvn school: "Many a doctor
In academic medcIne, or medical educator in an administrative position, tends
to belittle 'clinical research' to deny what the clinician does best and to deify
'basic research' as though the ultimate objective of medicine were not human
betterment, but that of the winning of Nobel prizes. This trend Is a sad one,
and fortunately not universal, for It tends to encourage shabby Imitations of
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profound basic research on the one hand and the illusion that clinical excellence
is acquired in the laboratory on the other."
It Is Incumbent upon the chairmen of clinical departments to conduct a
critical self-examination. They must learn to manipulate the motivational Influences imposed upon the faculty In such manner that the department best
fulfills Its obligations. Lester Evans'~ stated: "The answer lies not so much In
the manipulation of the organization and operational pattern, but rather In the
Individual and collective attitudes and behavior of the teachers and students
who constitute the university."
If one substitutes for "manipulate the organization and operational pattern"
the words, "manipulate the curriculum," we have located where much of the
administrative effort of our medical schools has gone in recent years. It Is
Interesting to conjecture what would have happened If the same amount of
energy had been expended In manipulating the attitudes and behavior of the
teachers as revealed in this study. But then, It Is difficult for us to recognize
our own attitudes and behavior when we are continually operating in a7 frame
of reference which we ourselves have constructed. As John Gardner said,
"Most organizations have developed a functional blindness to their own defects.
They are not suffering because they cannot solve their own problems, but
because they won't see their problems. They can look straight at their faults
and rationalize them as virtues or necessities."
CONSTRUCTIVE APPROACHES
The first step is to separate the roles of federal funding, conceptually if not
In fact, in the support of medical research and medical education. In the
twenty years since the federal research grant program was Initiated, the
climate has changed. It is now generally recognized that neither endowment
funds nor student fees can pay the high costs of medical education. The public
and Congress now appreciate that medical education benefits society, not just
the individual. The general support of medical education should be on the basis
of the individual school, rather than permitting those Institutions that have
already acquired a high level of research competence from acquiring all future
funds. The support for medical education must be constant, independent of
economic and political vagaries. Medical education Is a national resource to be
nurtured like the federal highway system ,the navigable waterways, and the
national forests.
Research In the health sciences will be supported because society places great
value upon discoveries promoting human welfare. It will never be supported
at the geometrically accelerating rate that has characterized It in the recent
past, or within a few years medical research would consume the entire gross
national product. Support of research may be expected to vary with the mood
of the public, the economic status of the nation, and with the return on the
investment of the research dollar. Research institutes should operate as part
of university medical schools because of their synergistically beneficial effects.
The annual expenditure which society makes in medical education and research has established them as major economic resources. All other major
systems In our society have profited by the application of motivational research
and systems analysis to determine their cost/ effectiveness. Medical education,
patient care, and medical research are surrounded by an aura of mystery that
has enabled us to refuse to admit that value judgments can be assigned to
what we do and how we do It. It can be done and It should be done.
We would benefit from the type of systems analysis which has been applied
to so many other segments of our society:
1. Definition of goals. What Is the purpose of our medical plant? What fraction of It should be assigned to education? To research? To patient care?
2. Identification of yardsticks-.to measure our effectiveness In meeting these
goals. The 18 variables measured In this study are an example. Does the outpatient department contribute to medical education? Does an elective curriculum produce a better doctor? Better Investogator? Measured how?
8. The application of available techniques of motivational research and
systems analysis to Identify those factors that can be used to manipulate our
ability to achieve the goals. The present study Is an example of this approach.
4. The application of control systems to optimize the use of our resources In
achieving the goals. The methods by which a faculty member Is paid determine
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how he spends his time, how hard we works, the example he sets to the
students, and other Important Items In the operation of a medical school.
Policies on academic promotion, ceilings on Income, and hospital bed control
are powerful tools In the hands of wise administrators.
Systems analysis does not provide answers, but only the information on the
basis of which logical decisions can be niade. Human beings must select goals
and place value judgments on such things as teaching, patient care, and research. Systems analysis shows that how medical faculty perform Is determined
by how they are paid. How they should be paid is a human judgment determined by what one believes Is the goal of a medical school.
SIFT OR OFT?

This study has revealed serious defects in the strict full-time system. It is
clear that academic physicians, unless economically motivated, will not assume
the emotionally and physically exhausting role of providing personal medical
care. I have no intention, however, of claiming superiority for one type of
faculty remuneration over another. It must be recalled that the institutions
involved In this study were a selected group of outstanding schools of medicine.
It Is quite possible that the evils of economic motivation In the country at large
exceed those evils caused by lack of It. Many other schools, perhaps a majority, operate largely on the services of a volunteer or part-time faculty.
Existing in a pre-Flexnerian condition, they would benefit greatly from the
Introduction of a full-time system of some type.
I make no apology for the intentional bias introduced in this investigation by
selecting fine Institulons. Only by studying the best can we Identify those characteristics that generate excellence. Little would be gained by examining
Institutions still suffering from the defects revealed In the Flexner Report.
Some medical schools have attempted to achieve balance by appointing one
or two full-time faculty In each department, balanced by a large clinical staff
which uses the university's prestige, facilities, and support to their own ends.
These institutions sell their souls cheaply. It is apparent In the data provided
that an outstanding school requires a group of 50 to 150 clinicians who devote
35 hours a week to teaching, administration, and research apart from their
clinical activities. If the university is not receiving this service In return for
the use of Its facilities, It Is being deprived of its just due. Too often myopic
administrators covet the practice Income of their clinical staff without realizing
that it would disappear under a strict full-time system. A high order of genius
is required to design a viable equilibrium between the Interests of the university and the faculty clinician. One can only sympathize with those universities that do not have a university hospital. They seek excellence but have
nothing to barter for it.
The relative amounts of economic and Intellectual motivation necessary to
produce an optimum balance of faculty attitudes and performance will vary
widely from school to school. This balance will depend upon local tradition,
relation of the school to the community, availability of clinical material,
finances, and the medical specialty involved. The balance between the two
forces will continually change as our methods of delivery of health care change
In the coming decades. We need more, not fewer, professors in the clinical
departments whose Investigative efforts are uninterrupted by clinical responsibilities. The leadership and Image of a clinical department must, however, be
established by the physician who, by both word and example, Indicates that
nothing Is more noble than to give one's personal freedom and energies to the
care of sickness In his fellow man.
The conflict between Intellectual and economic motivation establishes the
critical lines of tension In academic medicine. Both Influences are Inherently
valuable. "This tension will never be resolved, and never should be resolved.
Failure to accept this reality has led to a lot of nervous Indigestion and
unnecessary commotion."
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Senator KENNEDY. Very well stated. Very helpful commentary.
If you are not able to have such peer review in these smaller situations, would you agree with Dr. Bunker that larger group practice
situations would be helpful?
Dr. SrU BS. No, I think Dr. Bunker touched on a very important
point. I have had personal experience of this. I am in partnership
with a general surgeon, and we are very forthright in criticizing one
another's performance. We now share a more intimate collective
repnibility for quality of service
Senator KENNEDY. Do you feel that in terms of group practice,
in the development of these health maintenance organizations or
possibly foundations or larger kinds of units, that you can develop
this kind of a situation?
Dr. STMUBS. In group practice great care must be taken to avoid
the dangers of vague and divided responsibility. The patient must
be given individual personal attention. However, I think in these
circumstances quality of care is more effectively, monitored internally,
and also methods ol payment bear on this as well. I think the jprepayment programs generally encourage care of higher quality, there
is no question about that.
Senator KENNEDY. You made some comments before about quality
in the surgical area in England being somewhat more satisfactory
than in this country. How do they provide this kind of quality control? How do you do it in Bermuda?
Dr. STtTBBS.'Well, we have very much the North American pattern of practice there. Because we are so small it is a lot easier to
manage. In the United Kingdom there is much tighter control over
the numbers that gain entry into surgical practice, so that the few
who are surgeons are busier and have been more carefully selected.
However, having worked there for 4 years, I don't think we need
to emulate them. They are less inclined than Americans are to the
internal hospital peer review. For example, the United States has
been a leader in developing group discussion of complications and
deaths in hospitals. This is lmost an anathema to an English consultant. They feel that this sort of. thing produces too much invidious
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comprison. In lermuda we have had some difficultywihordc
tors in introducing this sort of peer review, which is an American
invention.
Also I think the geography and demography and medical history
of the two countries are significantly different.
Senator KENNEDY. How many obsolete surgeons would there be if
you had surgery by referral, do you think? Would this cut out a lot
of the excess surgeons?.
Dr. STUBBS. I am sure it would. But there are no numbers.
Senator KENNEDY. You mean it would be difficult to try and
estimate?

Dr. SrTmBs. Very difficult.

Senator KENNEDY. But it would have a significant impact, do you
think, in terms of quality?
Dr. STUIBS. Very significant. And indeed logic dictates that the
public deserves this sort of primary care contact. There are those
w"ho say. let general practice die and replace these people with
paramedical personnel, even aided by computer systems. I treat this
with a great deal of skepticism. This would produce an enormous
gulf. On one hand yuwould have well-to-do American suburbia
turning to its internists and pediatricians for primary care and the
rest having paramedics. And I think there is no rational support for
such a scheme.
Senator KENNEDY. Yesterday w~e visited some of the facilities here
in the Washington area. There is a group service out in Georgetown; they still have fee-for-service in group practice. And what is
the incentive for some kind of reduced cost if you have a fee-forservice in group practice? Do you see any?
Dr. STUBBS. None that are obvious.
Senator KENNEDY. I want to thank you very much. This was an
enormously valuable hearing this morning. There were very useful
and constructive suggestions and recommendations made. I fidmyself in substantial agreement with practically all of them. Fro this
we can hopefully devise some real quality controls regardless of what
health legislation comes up before the subcommittee.
In terms of the total contribution to the subcommittee's understanding this really was one of the most rewarding and interesting
days, and I want to thank all of the witnesses that took the time to
testify.
At this point I order printed all statements of those who could not
attend and other pertinent material submitted for the record.
(The material referred to follows:)
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SPECIAL ARTICLaE
EFFECTIVENESS OF PATIENT CARE IN AN EMERGENCY ROOM*
ROBERT "-. BROOK, M.D., ANTDRoBER'r L STEVNISSON, JR., B.S.
Abstract Management processes and outcomes
for 141 emergency-room patients scheduled for
upper gastrointestinal series, barium enemas or
cholecystography were evaluated. Ninety-four out of
141 patients completed their diagnostic x-ray
studies, and 77 (55 per cent) received an adequate
work-up for the intern's diagnostic impression. Only
37 out of 98 patients having a diagnostic x-ray

examination knew whether it was normal or abnormal, and just 14 out of the 38 patients with an
abnormal x-ray result (37 per cent) appeared to
have received adequate therapy. Thus, management
of this cohort of 141 patients resulted in effective
medical care for 38 patients (27 per cent)
active
0and
j
nor inelf ecite crTor 19 patients (13 per cent).

S

pa.tieitts wvith oistenisibly suieitte or chlliic cittieitimimis iti.edlng citotillittig medical assi stattce. Thtus,
Ite otttcmeo of the care exprii eed by this cithttrt
part, reflltc tile atbilily tmf' tile cittetgeicy'.vitti cill
rtttttn staiff thohodle ttttttcIIItergetwey pritllettis.

Ihave' deeonstraitec th at cergelicy
TUDtI ES
rooms of inner-city hospitals are teig uisted li.
both the poverty and w.orkiiig classes for treatment
of onoemergeitcv t'oiiditioiis. These studies describe
how and why. patients come to emoergency rooms,
hot the'. fatil to (loctment the qloality of care received there. WVilIianiisoigs 1toodel" for refaiog thle
assessmlenit of diagnostics amd therateutic tititeolles
ittol trocesses has Iroveel sitcccssftl w.ith eniergencyroom Itiietits.

The loltow.iog iit'.estigattioo cx alitated diagnostic
processes aid ootcoomes;tid theralpeitic processes
.nl ittcolles, with the list, of, chart review.'. old
flt ow-titi interviews, io a cohiort of 1-1t patieitts.
These patietits were sec t) i the eiiiergeticy, room
with onenlergency gastrointtestiital sylitoi ttt od1(
referredt to the x-ray clepairtinent for forther gastrojiotestinal evaluiatitit thatt is, mpper gastroitestim
exaiiatitit, oral cholecy1stography or. Iariti i-enlemai
stolly). Tils cohort, consisting of atpproxioiately 2
per ect of the pattients with inedical probltems' seetL
i) th~eBaltimoore City Eiiiergenc> Room0 durig thel
spriiig of 1969, witas selected liecatise it retpreseiitedt
Medicine. Baltimore City Homspitals. and

the D~epartmenlt of
Department of Medical Care and Hlospitls. JohnsHopians Unithe,From
verily Schoolor Hlygiene and PublicHealth(.mdre%%reprint request.
and
to tDr. Brook at the John% Hopkins University Schiool or H-igiene
Publi, Health. 615 N. Wolfe Si . Baltimore. Mid. 212ii5i

Suptvsirtedby grant%(it R0i1 HS 00110li and i til1 HS i~'tifrom
the National Center ror Heath Services Research and tDeviiipmeni.
by a grint I5 04 All 00076) rrom the Noationitl tnstitute, Wi Health.
U S. Department of Helcath. Education. and Welfre. nd s Marylaind Stie tepaitment of Hloth, Community Medicine W.ilii( training
Clinical Schoar)
Program fDr. Broo~kis a Carnegie Commonveat

SETTING OF TilE STUDY
Tule study wits cittieited itt the ltaltmioire CiI'.
I itipi tils' Ermi1ergeticy Itititt dttriotg tile spri I g itf
196f9, stttce the ithility ,tttc elfickiev tf' the Itittse
etn
rxpectcit to) be optitial dhiri mig that penistall v
ttd. Nfinet% to 95 pet ccitt of' the itteical rvsileit
stalf, ito iittegral part of' tthtis litpkiits tUiti'.imsit%.
ciiitiledSvlttol of Meieicimi, ate graduttels it' Aititia
ieal schtooil s. Ntttiirgical cili('rtLietiey-rt oot Imitieiils
i otertis, '.x lI ttii
ire i titial ly see-i lby lthe trdilf
Itwvith tlte iteticatl res idltilitoil patrticiitieii cilt
larly (difficult ceases. Thel tttvteical eiitergeticy xivc
eh
is staffed hy five hiterms tmtl tw'ot rcsidlcltt,
'.orkiiigi, t2-Itii Ir shifts, '.with tIv i uterus secilg i
average tf' 15 patttiltas per shift. (it slimiuld lie piti ited
jt(loaity ott I)&i
oot that i teritis mf stalfittg ratios,
City
ticitt tare amid evaloIatimilt efforts, the it-alt ilirt
tt t ii soch
equial
iti
sietreet
Eitergcttcy RoItttn is
facility itn this city.)
METHODS

Th'leX-ras\ Departmtntt lists b% date ottld siire of'
appoiltt utemt all patic its scheidttled for special
settled foit
stmtdits. Front this list, altl ptintst
il Clitlec\ stttgrafplty
tititer gastriiilitestillnal .trnes,
atild ltariii t-enleita c'.ailioitatit i Iruiti tlIc t-tttei telltY

(October 221, 1970
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room were obitajined for tile niths
April, May and
June, 1969. A retrospective review of each medical
c-hart, including the history of thle initial emergencyroom visit, and a review of' all x-ray reports obtained directly from the X-ray> Department were
undertaken. Finally, fromt the demoographic information available inl thle medical re( ord at Iatieit interview, either by telephone or I,, personal contact,
wats arranged.

iteractlii. cilmlenlt of thle initial dcictcir-patient
tiileh at the time of follow-tip interview,
iindicated
thlat 0111)-42 ocit cif 131 patients culd recall bleinlg
tld tile reason why further x-ray examuinationls wvere
nlecessary.
'lice results of thle cliagucistic x-ray sitilies are
presented ill Table 1. There were 173 x-ray proceidres scliedmlecl for these 1411 patients (1.2 per
pa;tienlt). tlowever, owing to cance-lations xvithcct

RESULTS

Table 1. Results of Individual X-Ray Investigations According to Diagnosis.

Results are piresentedl inl four I Arts: tile success of
followv-up study; patient character 4ristics; diagnostic
processes and outcomes; aind thn ralpeutic processes
and Outcomes.
By retrospective chart review, 132 ouit of 1-11 possibile eniergency-romn history 50 *,ets were located.
Next, all reports oIf completed N-ray studies (117)
were located. Finally,, at patient i terview, aii average Of 3T/2 months after the initia, elnergency-ron
visit, wats ob~tainedI from 1:31 (93 pt r cent) (of the 141
piatienIts.

III general, this cohort of 141 pa ients wats (histril)utted almost equally among the ;exes anid races.
Typical jobs for t(lie mnen consiste, I of emlploymlenit
by thle adjacent heavy industries ii skilled
or sendiskilled positions, ;uid for the wonien, emiploviellt
as waitresses, hospital aides ;uld c-cretaries. Only
23 per ceint (if these 141 lpltients sv,'rc inl the Mledicaid Programi, and 68 per cent paid for or had( instiralice to cover the ecnc-rgc-iic -rooni 'isit,
DIAGNOSTIC PROCESS AND OUTCOME
The diagnolstic process for this col ort coinsiste-d (If
previous p~rofessioinal hlell) before arrival at Baltiiodre City H ospitals, the eniergeiicy room1 visit andI
tile schiedulling acid Compllletin of gastrointe-stiiial
x-ray series. Of the 131 patients iict- viewved, 60 (46
per cenit) stated that thecy had coins Ited at private
physicians cir aiotiler hiosplital svithii three inouths
for the same syciptonias before cilmlil it to Baltilniore
City Hospitals.
By retrospective chart review, the inltern's dliagniostic impl~ressins ill time cinergei y ruocm we'cre
pocssibile peptic-tulcer disease uir gastintis or Miattis
hlernlia for all patients referre-c for an ipper gastioilitestinal series, for thocse- senlt for ord colccv ttgrapilmy the finilressicill wits chlecyst; tis or cholel ithiasis, aic for those referred for bariuiii--lcclia
exal ationl, tile stuspe-cted diagmioses wvere possible
cance-r oif the coloii aiid soime formn oh h'i ctiolial
illpairillc-Ilt. Thle c-hart review. showed that for ocl
82 ouit cof thet 1:32 patient% was, a iccial exaiiiitiic
rccordled, Ilcit ali had a record oif anl .bdoinical exaicnaticon. At this iniitial visit thet i ute i coiiipleted,
in, tile- h((lt- stallrs laboratory, becoato r nt dc--i illa.
ticims oil :37, svliite-cel I ccii ts of) 131 stool giaiac
tests onl 58 aiid iiriiialysis onl 2:3 Patic its.
Six mtit of thle 32 patients sclledutle
forl hariinie-li-lla Study were signlioiidlscop~edl. A final assess-

POI)?EDU~RI

X-RAY
I IOMINdIIONS PATINi~sc

oisc,s
TuRourAM
tFRo

COMu,1ur

13146Ns~OSEDcC~ONDV
NUMDER

Upper gastrocntestinal series:
Noccmai findings
Abnormal fintlings
Gastric naro-coma
Gasiric ulcer
iDuodenal ulcer
H-iatus hernia
Old ulcer disease
Other
al cholecysiography:
Normal fincdings
Abnormal findings
Stones
N onvsualiaion of
gallbladder
Ilarcuncenemna studies:
Normal findings
Abnormal findings
iDiverlccuiosis
ivecticiilis1
Total s-ray studies
completed
Normal findings
Abnormal findings

39
26

PER(
tNTA(,1-

605
40
1

2

9
6
5
3

14
9
8
5

2

27
8

3

-

77
23
4
4

iS
41
1
1

50

4
11
11

76
24
185
6

2
2

ii

50
li0

ii
0
0

0i
0

14

37

noctificationl liy patients, oinly 117 were voiiiilc-tcd
(68 tier cenit). OSfthit 117 filins, :38 wvc-e alniiirnal,
ec-a-l ill a dilfferenlt patic-ut, bavimig 79 iiornmal c'xaminations. 'fie in1(st frcqieit abiiormial x-ray findlings
were citicitmal iilcc'r, iliatils hicrmiia, cld hpc-tic-illcer
disease aiid l((ilisializition oif the gallbiladdc'r or
chloleli thiasis,
Inl gcieral, the cjcialit
iif tilt' diagnostic x-ray
studies wats excellent fur the uppc-i gastrccintestial
scerics amitd oral chiilcystog aphy. H owever, all 17
liaiilll-liclll
t'iilititiciiis
wvere uiisatisfactory
clsviig toi tile piresenlice of fcecs iii the. colon.
Tro arrive at ant -valuiatiiin of thc dliagniistic ottcomelt ill this cohicrt, critc'ria svc'i e-cstabl ishetd for anl
aclcijtiate sycrk-uip. Siiice all time iirigiinal mnaim diagniosces rc- pcircd x-ray t'valimatio-ns for coifimrcnaio
cif
tilt' diagiiosis, tilec iiial
c-riteria selected were as
foillcws: completin cif X-ray stldit's lby tile' patient,
pruidmictiomi of' an x-ray film1 of atd'i(lnate (piaI ity to1
eliioate tirtatalet lc'sioms, anid s igiiioidciscopv of all
patients whio re-ceived a I c ulici-laexailliatiioll
(Tlrr- wvas noi r-citirc'cic'iil foir a c'onplc-t physical
texacmination, fur citlic-r labioratoiry tests or tor fil Iiiw-
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Figure 2.Evaluation of Therapeutic Processes.
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per cent kept their aippointmnents. This proportion
varied fromt an average(] high of 66 per cent to
surgical or emnergency-room clinIic (two-week alppolotmnent delay) to a low of :31per cent to the Gastrointestinal Clinic (21/2-inonth ap~pointnment delay)
(p)less than t0.t01).
This (lifficuilty in transition fromt diagnosis to
therapy watsreflected in the datat obtained fromt patient interviews. Of the 131 patients interviewed, 40
(31) per cent) sought additional professional help
front other sources of' care. Fuirthermore, only .37
patients otut of the 98 interviewed patients who had
coinisleted an x-ray examination (38 per cent) c-old
recall being told the results or had any, knowledge
of the results.
The therapeutic process is shown in Figure 2,
and] the per cent treated in each t~ pe of disease iii
Table 1. The criteria fin- ininincal treatment included,
for peptic-ulcer disease and hiatus hecria, regular (three times dallyi antacids or a follosw-up examination indlicatiing that such treatment svais nt appropriate. For gastric c,ic.inna stirgery wsas essential.
For gallstone's or failure to visualize the gallbladder,
surgery or at statement in the c-hart that surgery was
not indicated wvas required. For civerticiclosis or~
diverticuilitis the criterion wvas at statement that the
condition had been explained to the psatienct, ior (liet
or Stool softeners specified ats necessary, With these

criteria, only :37 per cent of patients with almoormial
results appeared to Icereceiving appropriate therapy.
The oitecme in terms of longevity, level of syinptoias, loss of work, hospitalization or operation is
suomarized in Tale 2, which indicates that Sill)stantial individhual imptairmsent existed at the followuit interview.
It is impossible through examination

of the grocip data to determine how much of tlcis
iimpairinent was p~reventabcle; however, examincation
of thle cohort of patients withc duodenal ulcers revealed that only ne out oif these nine patients received therapy; lice missed less than one week of
work and was asyncptomiatic at fcl low-uip interview.
Of the remcainiicg eight, six missed more than ne
week oif work, and all eight had retained the previoccis levels of sympltomcs at followv-up study.

Table 2.Evaluation of Outcome in 131 Cases
OUTCOME

N UMBER PERCENTAGE

Lonigevity:
Alise
Dead

130

99

90
7
34

69
3
26

Lesiel of symptoms:
Asymptomatic
Bcetier
Nochange
Worse
Loss or work:
None
<I wk iost
>I "k lost
Hositcaization:
Patientis hospitalized
Ac Baltimore City Ilospitals
At ocher hiospitais
Patients not hospicalired
Hospitaizeationnoc necessary
t-ospitlaicaion necessary
Operations:
None
None necessary
Operation necessary
Operations
Patient operated on at Bialtimore
City iHospitais
Patient operated on elsewhere
Possibly preventable operations
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1
9
103

92

121
117
10

89
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Finally, by combilning the results of the dliagnos-

tic and therapeutic outcomes, we could demonstrate
that for this cohort, effective care wats apparently
rendered for only 38 patients. The 814patients who
clearly received ineffective care included the 60 not
given an adequate work-vip and the 24 with abnormral findings who were not treated. The remaining
19 patients were those who appeared to have experienced no net positive or negative effect, Therefore, in this cohort of patients, the health system
exerted a positive effective action in only 38 out of
141 patients (27 per cent).
DISCUSSION
One of the major questions in health-care delivery
concerns the role of the emergency room in dclivcry- of primary medical care in the inner city. The
emergency room, staffed lay interns and residents

working long hours and pssychologically prepared to
handle catastrophes, must also handle an increasing
case load of nonemergency problems requiring inategration of diagnostic and therapeutic services over a
given period. The quality of care received by these
patients is largely a matter of conjecture since no
follow-up studies oct nonemergency cases seen initially fin the emergency room have been reported in
the medical literature, in English.
By every criterion included in this study, the
medical care was both inefficient and inadequate.'
The house staff performed incomplete physical
examinations and too fewvroutine laboratory tests for
these patients. A rewarding ishysician-patient relation was lacking, as indicated by the few patients
who knew why they were scheduled for (diagnsostic
x-ray studies or who learned the results -of suich
procedures. Wheni responsibility shifted from the

appointment delays ressilted in furtiter inefficiency. It kis ndeed a paradox that the
Gastrointestinal Clinic, the place where possibly the
best c-are for this cohourt was available, Isad the highsest "no-show" rate, two thirds, which was probably
dlue to the delay its getting appointments.
Certainly, a comsbination of thee factors cauis-d
emnergency-room

approximately one third of these patients to seek
additional p~rofessionall hselp, experiencing prolonged
sylnjtomatolog)- aud loss of work. Effective delivery
of medical care was provided for in only '/4 of the
p~atienlts. For this cohort of patients, it might be
concluded that the health-care system was designed
with the primary objective of processing of test restilts rather than provision of necessary services for
these patients. It is suggested that fur-ther follow-tip
outcome studies on different cohorts of isoneinergency cases are vindicated to demonstrate whether
the emergency room, as presently constituted, is a
suitable source for primary care for inner-city residentls.
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Institutional Differences in
Postoperative Death Rates
Commentary on Somec of the Findings of the National fIlalothane Study
Lincoln K. Mfoses,PhD, and Federick Aft

T

he National
Study wasofdesigned
to
examine
the Halothane
possible association
halothane
anesthesia and postoperative massive hepatic necrosis. It wag a retrospective survey of the incidence
of fatal massive hepatic necrosis and overall death
rate following general anesthesia in 34 hospitals for
the four-year period from 1959 through 1962. A
summary of the observed incidences of liver necrosis
and mortality following halothane anesthesia and
following use of other general anesthetic agents has
been published in THE JOURNAL.' One important
by-product of the study was the finding of large
differences in postoperative mortality occurring
among the participating institutions. The following
communication represents a summary of the statistical analysis of these institutional differences
and a discussion of their possible significance.
Death rates for the six-week period. following surgery varied widely among the 34 institutions cooperating in this study. These death rates ranged
from 0.27% to 6.40%, a 24-fold ratio. In six institutions the death rate was below 1.0%; in ten it
was above 3%. Such variation in so important an
outcome of surgery compels attention.
It was clear from the beginning that some, possibly large, variation in institutional death rates
would be a necessary consequence of the institutions' varied patient populations, surgical loads, etc.
So the institutions' death rates were adjusted
separately for each of the variables: sex, year, occurrence of a previous operation, physical status,
age, and operation. The first three had no appreciable effect, but adjustment for each of the remaining variables substantially reduced the heterogeneity
From Stanford University, Palo Alto, Calif (Dr. Moses), and
Harvard University, Cambridge, Mass (Dr. Mosleller).
Adapted by permission of the National Academsy of &tiencee..
National Rtesearch, Council from data in a chapter of the final
report of the National Halothane Study schedule for early publication.
Reprint requests to Department of Statistics, Stanford University, Stanford, Calif 94305 (Dr. Moses).

ee, PhD

of institutional death rates. The original 24-fold
variation came down to about tenfold with each of
the 2last three. (The data appear in the full report. ) Going beyond adjustments for one variable
at a time, simultaneous adjustment for the variables age, operation, and physical status reduced
the extreme ratio to about three for the "middle
death-rate" operations. (F~or purposes of this analysis a small number of "high dleath-rate" opera.
tions such as heart surgery with cardiopulmonary
bypass and a small number of low death-rate procedures such as tonsillectomy or cystoscopy were
excluded, as explained in detail in the full report.')
Thus, there is evidence that a large part of the
variation in institutional death rates is attributable
to differences in age distribution of patients, to differences in the frequency with which high-risk a,,d
difficult operations are undertaken, and to the balance between elective and emergency procedures.
Moreover, we can be nearly sure that fully adequate allowance for these factors would reduce the
apparent hospital variation further, but we cannot
say how much,
There remain, after all the analyses we have
seen fit to apply, substantial differences in adjusted
institutional death rates. We must face several
questions concerning them:
1. Are the differences large enough co)mpagred to

sam-

pling error so that they call for explanation as other than
plausibly random irregularities? (We pose this question
briefly as, "Are the differences real?")
2. If they do outweigh sampling err, enough to he
real," what do they mean? Are they evidlsnce of "excess"
deaths-or not?
3. How important are the de'aths quantitatively? Are
thousands, hundreds, or dozens of deaths hgvolved?
4. If the reality of the differences be accepted, their
meaning be understood, and they be quantitatively large,
what are the reasonable indications for further study or
action? The answer to this difficult questio.i must he well
proportioned to administrative, legal (and emotional) realities, as well as to medical -scientific and statistical factors.

In order to get a more direct grass on the ques.JAMA.Feb 12. 1963.* Vol203, No 7
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tion of the reality of the differ-

Death Ratest In Percent for Six Selected Operations Displayed byInstitution

ences, we chose six operating
OperationCoda,
which generally defined particular
-- Estimated
Institution,
40--Exposed
I.
p
as
48
99
72
procedures rather than collections
65
1'
0.526 0.139
0.340
0.654 4.397 2.068 0.840 0.936 6.257
of procedures. The chosen opera2
5.461 0.439 3.846
3.750 14.506 101274 6.585 4.714 1.447
0.107
0.524
0000
3.664
2.583
0.867
04835
3,657
0.351
3
follows:
40,
tion codes were as
0.838 5.567 4.505 1.729 1.803 3.354
4.106 0.307 1.724
gallbladder; 45, gastric resection;
0.366 1.135
5.556 9.779 12.656 3,161 3.566 5.391
65, hysterectomy; 73, cystoscopy;
6
-2.128 0.208 0.385
0.831 6.402 4.167 0.921 1.528 5.507
5.952 11.438 10.672 4.598 3.757 1,909
4.507 0.959 0.733
7
86, open reduction of the femur8
0.462 0.231 0.113
0.252 2.470 2865
0.570 0.666 16.559
99, laminectomy, thoracic or lum9
0.814 0.304 0.176
0.175 3.337 2.018 0.775 0,774 8,320
bar. As a set, these operations in10
2.013 0.256 1.289
1.084 5.140 8.955 2590
2,023 2.971
0.4-520.27
1.255 2.479 0.000 0 41 0.737 3.184
volved 1,844 deaths (about 11%
0.129 0.718
2.158 3.967 1.678 0.938 1.205 4,332
of the 16,840 deaths in the entire
13
1.010 0.000 0.463
1.394 2.432 2.273 1.783 0.656 1,432
1.170 1.258 1.370 0.202 0.620 7,429
14
1.370 0.258 0.083
study) and 141,914 estimated ex1.593 1.609 6,179
6457
0.638 6518
0!.295 0.463
posed (about 16% of the 856,000
15
0.933 0.435 0.695
0.922 4 618
2.410 1.190 1.175 1,993~
in the whole study).- The Table
17
0.000 0.520 0.*276
0.817 3.268 2.941 0.773 0923
2.183
0.599
1.724
0.000
6.000
4.575
1.991 1.809 1,378
I8
0.896
shows the death rates in percent
19
0.346 0.353 0.746
0.180 3.005 4.348 0.768 1.040 2.770
for the six operations and the 34
20
0.712 0.188 0.489
1.538 3.785 5.422 1.028 1.284 9.052
institutions. Two columns of the
21
-0.92 0-.135 0.109
0580
3.186 2.608 0.796 0.789 12.335
0.456 5.957 2.010 0897
1.149 6.294
0.450 0.213 0.484
22
Table are labeled P and P*,; the
23
0.543 0.000 0.000
2.381 1.012 0.000 0.551 0.466 1.264
former is the crude death rate for
24
2.759 2.128 5.521
0.783 10.979 3.750 3.744 4.214 2,031
6.250 14.286 10.682 8.318 5.010 1.532
the six operations; the latter is
25
6.731 0.000 3.802
0.344 6.842 4.455 0.718 1.398 8_i.016
1.449 06.111 0.230
26
the death rate after standardiza- 27
0.000 0.180 0.000
0.687 3.467 1.853 0.922 0.672 2,879
tion for f requency of the six
28
0.000 0.331 0.192
0.000 1.835 3.571 0.466 0.617 1.069
0.000
1.361
0.000 3.030 1.835 1.205 0.900
574
0.000
29
operations in the- entire study.
3.659
.609
2.857 0.000 5.556 2.896 2.585
259
This standardization evens out
30
0.090 0.000 1.078
0.000 7.027 6.122 1.890 1.66i- 3,194
the effects on the death rates
32
0.957 0.000 0.481
0.452 3.836 1.805 1.196 0.872 1.98?
3.514 9.571 4.624 1.370 2.322 5.185
1.923 0.454 0.410
33
arising from the more serious op0.296 8.333 3.041 1.912 1.472 2,200
0.000 0.657 0.000
34
erations being performed with difdeath rae was computed by dividing the number of deaths by the
ferent frequencies in individual
sum 01th esimt dsoot
exposedand the deaths.
institutions. The Table shows 4
that the standardized death rate P for these six
general nutritional and health level of the instituoperations has a large range of variation reaching
tions' clienteles, willingness of the institutions' staffs
below 0.7% in institutions 8, 14, 23, 27, and 28,
to undertake risky cases, tendency of the instituand reaching above 5% in institution 25. Strikingtion to be sent (and to accept) a high fraction of
ly, the institutions with highest death rates (unadproblem cases. Further, we have not looked at medjusted) for these six chosen operations agreed well
ical deaths and do not know how to do so. It might
with the institutions which gave the strongest apbe that, in some hospitals with surgical death rates
pearance of being "high" in the "middle death-rate"
which appear to be high in our data, there is a deoperations after multiple adjustments. The evigree of surgical enterprise resulting not only in
dence for "real" institutional differences in these
many more surgical deaths but also in an unseen
six operations is very strong. We conclude that
substantial decrease in what would otherwise be rethere are real differences in institutional death rates
corded as mortality belonging to the medical wards.
for which neither the data taken in the study (age,
The fact is that we can point to unexplained difsex, physical status, operation, etc) nor sampling
ferences, but we do not have the evidence to claim
that, where one institution has a high death rate
error furnish an explanation.
Some of the institutions have surgical deaths far
in our data and another a low one, the latter is
outnumbering the standard value ascribed to them
"better." That, of course, is one possibility, but
other possibilities are that these two institutions
by our statistical methods, In any such case, this
may mean that the number of deaths is high-or it
would be found to be equal, or even in reverse ormay mean that the standard value is low. The latder, if comparisons on thoroughly equivalent surgiter possibility could arise either because statistical
cal cases were to be made, or if net medical gain to
adjustments have corrected inadequately for age,
the total population of patients-medical and suroperation, etc, or because they have taken no acgical-were measured. The question is certain, howcount at all of other important institutional properever, even if the answer is not.
ties, or both, Sometimes statistical adjustments for
Gauging the quantitative importance of the instiinterfering variables tend to undercorrect, and evitutional differences is partly a matter of observing
dence presented in the full report' suggests q ten.tha'tin several institutions actual deaths exceeded
denicy of this kind in some of our data. Fiiither, it
a calculated standard for the institution by more
is true that many variables relevant to surgical
than 200. Indeed, the sum of all positive excesses
death rates have not been studied, and data have
was about 1,760 for the middle and high death-rate
not been taken on them, Such variables include
operations. At the same time, institutions with faJAMA. Feb 12,.1968 e Vol 203. No 7

1229
NATIONALHALOTHANE
STUDY-MOSES & MOSTELLER

vorable experience had an aggregate sum of 1,750
fewer deaths in the middle and high death-rate operations than the calculated standards for those institutions. The total number of deaths in the study
was about 17,000, so that positive and negative
swings of 1,750 are not to be ignored. More important, the main portions of these sums come from a
very few institutions, about half of the positive excesses coming from three institutions, and about
half of the negative excesses from three. This tendency for the major part of the unexplained difference- to be concentrated in a few places improves
the prospects of being able to "do" somethingsuch as understand what actualities underlie the
observed action. In assessing the quantitative importance of the heterogeneity of adjusted death
rates, it would be good to know not only that institutions x, y, and z had unexplainedly high death
rates, but-far more important-to know whether
these institutions were representative of 5%, 10%,
20 %, or only 1% of hospital practice in the United
States. The larger the group they "represent," the
greater the quantitative importance attaching to
the elucidation of their death-rate experience. Unfortunately, this' question of representation is not
one on which reliable information can be given.
We come to the last issue if we accept the unex plained differences as "real" and regard the magnitudes as definitely important. The last issue is
"what to do?" The problem :s difficult. First, it
must he recognized that we do not know for sure
which institutions (if any) are the right ones to
study. It is true that our evidence for the existence
of real unexplained differences in institutional death
rates has been the occurrence of several death rates
that lo)ok like "outliers" in our data, hut some of
these may be no extreme because of large random
fluctuations, and similarly, some others actually
deserving study may not have appeared in our sample as definitely high. Not only do we not know for
sure which institutions should be studied, we do
not have any clear idea from the current statistical
study what kinds of things should be studied. Finally, there are many important and delicate questions which must be faced if a useful study of so
challenging a question (as, "Are there many preventable deaths in this institution?") is to be
possible.
Thus, although we are persuaded by the evidence
that some institutions have higher death rates than
others-even after adjustment for the variables on
which we have data-we are not persuaded that
"strenuous efforts to correct the situation" are necessarily called for. With ill-defined targets for study

and so sensitive an issue to explore, it would be all
too easy to set in motion what could, in fairness,
only be called a circus.
At the same time, indications of such importance
based on so much data should not be swept under
the rug-and we do not suggest that they should.
We feel that at a minimum "someone" should recognize that there may be a problem here and not a
trivial one. Further, "someone" should try to ascertain which institutions, though inexplicable by our
data, are readily understood as "naturally" having
high death rates because of, say, poverty of their
clientele or other compelling and well-understood
reasons. Finally, we feel that "someone," afte- finding a remaining set uf hospitals whuse death-rate
experience cannot be dismissed, should cause these
to be thought about. Quiet, unofficial, cooperatively oriented inquiries into opportunities for studying the problems should be sought. Perhaps two
hospitals, comparable except for death-rate experience, could exchange two or three well-chosen members of their sta~s for a period of a year or so.
Perhaps a cooperative, randomized trial of anesthetics on one ur two frequently performed operations (in our set of Rix) would afford an opportunity for communication and exchange of experience
which would lead to better understanding and perhaps to improved practice. The importance of corrective efforts arises not from their effects (if
successful) in these hospitals, but from the birnefits which may accrue to wider application of similar efforts later.
In summary, real and important differences in
death rates do exist. They are not explainable statistically with the data from this study. Explanation will have to rest on medical-social-biological
procedural information. Getting the relevant understanding will be difficult. The effects chosen for
study will have to be large in magnitude or hope
of useful results is slight.
The Nationel Hatuthane Study was supported by the National
Institute of General Medical S-iences, contract l'l-43-t13-6. This
report reflects the opinion of the authors and not necessarily that
of the Public Health Service.
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PETITION 3:OCONGRESS

Whereas, millions of American citizens are denied proper medical care when
faced with Illness and disease due to continuously soaring costs by health
care providers and insurance carriers; and
Whereas, proper medical care for every man, women, and child In our land Is
a basic need, and national responsibility; and,
Whereas, one of our greatest national achievements of the past was the enactment by Congres of "Unemploymont Insurance" and "Social Security" legislation, which serves as a constructive example and guide for safeguarding the
welfare of our citizens; Now, therefore, be It
Resolved, That we, the undersigned, pledge our full support to the KennedyGriffiths national "Health Security Act" and call upon Congress for the speedy
passage of this legislation.
EMA JEANX CHAMBERLAIN,

(And 410 addItional signatures).
13OSTON HERALD CORP.,

cf/o Composing Boom,
Boston, Mass., April 1971.
DEAR SENATOR KENNEDY: After reading a recent story from Philadelphia, we
circulated the enclosed petitions. Our group has just undergone a staggering
Increase In our B3lue Cross and Blue Shield payments. As of May 1, 1971 they
will be over $67.00 a month, completely paid by employee.
In your most recent Boston speech, you again demonstrated your concern
for a national health program. We hope now that some program will be enacted
this year. In the meantime, the average, hard-working man is being driven off
the Blue Cross and Blue Shield rolls, and quite possibly on to the Medicaid
rolls.
Petitions, such as this one, create a good -deal of "what good will this do,"
among fellow employees. Some feel petitions are a waste of time and nothing
will be done. We do not agree. We feel health ca,-:-e and lower insurance
premiums are the number one domestic issue of the time.
Sincerely,
DANIEL P. CARROLL, ot al.
(Additional cosigners' signatures may be found In subcommitee files.)

(Froin Sunday Hlerald Traveler (Beston, Mass.), Mar. 28, 1971]
PENNSYLVANIA

INSURANCE HEAD FAVORS CONr-,TNER--BLUE
BLA13TED

CROSS,

HOSPITALS

(By Donald Janson)
PHILADELPHL.-B1Ue Cross executives and hospital officials here have been

Jolted by a rapid-fire Successio~n of orders from a new, consumer-oriented state
Insurance commissioner.
The orders were Issued 113,Herbert S. Denenberg during five days of crowded
public hearings at city hall into a request by Blue Cross of Greater Philadelphia
for a 50 percent increase In rates. The hearings,, and Denenberg's actions, attracted nationwide attention.
Health Insurance rates, Including Blue Cross premiums, have been spiraling
In all states In recent years. Blue Cross got an average 17.8 per cent rate
Increase In the New York area this year and a 43 per cent Increase last year.
In the fiscal year ended last June 30, the cost of hospital care rose 15 per cent
nationally, more than any other health cost.
Across the country, the average room and board charge now Is about $70 a
day, exculsive of laboratory tests, medicine and other prescribed items. Reports
from a number of States show that as hospital costs rise, Blue Cross, the major
insurer for hospitalization, routinely seeks state approval for rate Increases
and most states almost routinely approve them.
The Blue Cross organization here got a 25 per cent Increase last August, but
says It will go bankrupt If It does not Increase the'current rates 50 per cent
by next August. This would raise a typical family's monthly premium to $37.70
from the present $25.00. Blue Cross blames rising hospital costs and greater
use of the Insurance plan.
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Denenberg, a native of Omaha, took a leave from his post as insurance professor at the University of Pennsylvania the first of the year to accept appointment to the cabinet of newly elected Gov. Milton J. Shapp.
The 41-year-old expert, a friend of the consumer advocate Ralph Nader, was
given a mandate by the Democratic governor to "transform the Insurance
department of Pennsylvania Into an insurance consumer protection agency."
Denenberg exploded when the latest request of the Philadelphia Blue Cross
came in.
Since some 00 per cent of the population in the area has Blue Cross coverage,
lie contended, hospitals depend upon Blue Cross as a major source of revenue
and Blue Cross should require them to meet reasonable standards of operating
efficiency rather than simply accepting higher charges and passing the cost on
to subscribers in higher rates.
"Bold steps are demanded and bold steps will be taken," he asserted, adding:
"While it may be unwarranted to blame Blue Cross entirely for increased
hospital costs, It is clear that Blue Cross has not really tapped Its potentia.
for Influencing hospitals to take a much harder look at the factors within their
own operations which contribute to this intolerable escalation of health care
costs, I intend to see that this potential is realized to the fullest extent possible.
"Too much emphasis has been given to the problems of physicians, hospitals
and Blue Cross; too little attention has been given to the problems of the
patient, the policyholder and the public."
Oral orders followed in staccato fashion during the most extensive hearings
ever held in Pennsylvania on a rate Increase request. This week, on the final
day of hearings, Dr. Denenberg said In an Interview that he had had callK- from
throughout the country expressing Interest In his actions.
"It is a national issue," hie said. "Tme financial problems of Blue Cross are
real, and some great adjustment will be Inevitable. But the problems of the
consumer are also real, and it would be unfair to him to grant an Increase
without being sure that all reasonable steps are taken to control costs."1
Among the shocks Denenberg administered to Blue Cross and hospital officials
summoned to testify were the following:
He ordered Blue Cross to reorganize Its board of directors within two weeks
to provide greater representation for the consumers and employers wvho pay
the premiums. He asked that hospital representatives and physicians be eliminated from the board. "The problems of medical care and hospital financing
are too Important to be left to the hospitals and doctors," he said.
He ordered Blue Cross to cancel Its contracts with all 80 hospitals here at
once and negotiate new ones requiring uuiaccumstomed economies. Under the
new contracts hospitals would not be allowed to defray the costs of research,
education and other hospital costs of no direct benefit to patients by charging
a percentage to patient services.
He ordered Blue Cross to provide a list for distribution to the public of
room and board costs at each hospital so consumers could do some comparative
"shopping" In deciding where to seek hospitalization. Rates vary as much as
$50 a day among hospitals here.
He suggested that doctors rather than hospitals pay the salaries of Interns
and residents, a major hospital cost now passed on to Blue Cross and patients
as overhead. He noted that the work of student doctors was directed by
physicians, not hospitals, and that the physicians benefitted by collecting fees.
He ordered Blue Cross to Itemize the money It spends for advertising, public
relations and membership dues in hospital and other organizations engaged in
lobbying and publicity activities--all reflected in premium rates.
The aggressive approach of the commissioner produced strong statements
of support from consumer witnesses.
As In most other states, however, his regulatory power is severely limited
by lack of control over hospitals and doctors.
The new commissioner believes there are some things that can be accomplished by alerting the public to what he considers cozy relationships between
Blue Cross and the hospitals and to the role of doctors In decisions that raise
hospital costs.
"If there Is to be progress, we have no alternative but to provide a steady
stream of criticism," he said, "and that's what we Intend to do.
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"Blue Cross and insurance companies blame the hospitals, the hospitals blame
the physicians, and the physicians blame the system. It's time to improve the
system rather than to attempt to palm off blame on someone else.
"Too many of those Involved are awaiting the grand federal solution of
national health Insurance rather than working toward Improving the system
here and now."
PETITION

Requesting signatures of the ITU membership of the Boston Herald Traveler
Chapel to be sent to Governor Sargent and Senators Brooke and Kennedy to
take action on the ridiculously high rates of Blue Cross and Blue Shield.

TnoMAs M. McDoNOUGiI,
(And 200 additional signatures).

Senator KENNEDnY. The subcommittee will stand in recess until
9:80 tomorrow morning.
(Whereupon, at 8 p.m., the subcommittee recessed, to reconvene
at 9:80 a.m. the following day.)
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