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MONDAY, JUNE

4, 146

UrrED STATES SENATE,
Washington, D. C7.
The committee met at 10 a. m., pursuant to adjournment, the Honorable James E. urra (chairman presiding.
Present: Senators Murray and Donnell.
The CrAnmax . The hearing will come to order again this morning.
Mr. Ludwig Anderson is the first witness.

STATEMENT OF LUDWIG ANDERSON, OF THE COOPERATIVE LEAGUE
OF THE UNUED STATES OF AMERICA
Mr. ANDERSQN. Yes, sir.
The CHAIRMAN. You may proceed with your statement.

Mr. ANDERSON. My name is Ludwig Anderson. My address is 726
Jackson Place NW.,Washington, D. C.I represent the Cooperative
League of the United States, a consumers organization of national
scope which has as one of its many interests the promotion and organization of consumer-sponsored and controlled medical- and hospitala
care plans.
We asked for the time that has been given to us before this committee
in order that we might make available to the committee the information that is the result of many years of experience in the medical-service insurance field.
We have selected two spokesmen of outstanding examples of successful coperative medical-care plans which are typical of consumercontrolled plans Group Health Association of Wshington, D. ., and
Group Health Mutual, Inc., of St. Paul, Minn.

The CHAIRMNx. Mr. Anderson, do you have a mimeographed copy

of our statement?
Mr. ANDERSON. Not a mimeographed copy; no, sir. I only have
this one. It is very short.
The -CiraMe
. Proceed.
Mr. aNDERsN. We would like with your permission to have inserted
in the record a statement which has not yet reached my desk but which
is on the wa by George Jacobson, executive secretary of Group Health
Mutual of St. Paul.
2513
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(Subsequently the following statement was submitted:)
JUNE 25, 1946.
MEMORANDUM ON S. 1606 PRESENTED TO THE SENATE COMMITTEE ON EDUCATION
AND LABOR BY GBO. W. JACOBSON,

SECRETARY-TREASUBER

MUTUAL, INo., ST. PAUL, MInw.

OF GROUP HEALTH

REASONS FOR SUBMITTING MEMORANDUM

I have two principal reasons for submitting this memorandum on S. 1606.
First, I am completely in agreement with the aims and purposes of the bill. As
the representative of a democratically controlled organization of members, who
are providing themselves with insurance against medical- and hospital-care
expenses, I am keenly aware not only of the benefits provided by such insurance,
but also of the fact that voluntary organizations, such as the one I represent,
cannot alone meet the needs of the entire population of the United States, and
that, therefore, action on the part of the Government is necessary and desirable.
Second, although such Government action is highly desirable, I believe that
whatever action is taken by the National Government should be of such nature
as would encourage the continued development of voluntary plans, and should
not contain provisions that might serve either to prevent their further expansion or to discourage the further organization and development of such plans.
With regard to S. 1606-the bill now under consideration by the committeeI have no reason to believe that the point of view expressed above is not in
accord with the purposes of the supporters of S. 1606. However, in analyzing
the provisions of that bill, I have come to the conclusion that parts of It are
phrased in such general terms that the interest of the public in maintaining the
existence of voluntary cooperative health-care plans might not be provided
with adequate safeguards, especially under possible future interpretations and
administrative policies, and particularly in view of various State laws in the
48 States that would affect the operation of the national plan.
Therefore, I should like to urge a consideration of clarifying amendments to
the bill in its present form, to the end that the continued existence and development of voluntary plans would be assured under the national health-insurance
program.
I am not prepared to submit any specific suggestions for changes at this time.
I think, however, that under title II, section 203, provisions might be added,
stating that it shall be the policy of the Surgeon General to make full utilization
of resources and facilities of private, nonprofit agencies which are qualified to
furnish benefits and/or services.
I should also like to see some provision in the bill which would prevent the
-possibility of any State discrimination in favor of or against any particular type
of agency that might provide services under the national health-insurance plan.
I am not sure just how such a provision should be made. Perhaps the part of
section 203 which authorizes the Surgeon General to delegate powers and duties
to State officers and agencies, might be amended in some way to include a safeguard against discrimination which might result from State laws or State
administrative policies.
Unless the bill can be amended so as to prevent discrimination against any
particular type of agency that might provide the services under the national
health-insurance plan, it is very possible that in some States, where prepayment
medical corporation enabling laws are either monopoly laws or are administered
so as to attain monopoly, the organized medical profession and allied groups will
have the sole say in the administration of the national health plan on the State
level.
In other words, it is imperative to make it possible for voluntary cooperative
health plans operated by lay groups to organize to negotiate for medical care
with the profession as a liaison agency between the Government-insurance fund
and the various medical professions and health Institutions in order to create
a healthy environment in which competition for quality as well as quantity in
medicine is attainable. The bill, as it is now written, could well freeze the quality
of medical services at its present level by giving the medical profession a virtual
monopoly in the distribution of medical services by virtue of exclusive and
monopolistic laws in favor of the medical profession now on the statute books
of many States.
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We submit these suggestions to amend the bill, with the thought of making
in voluntary
the plan more effective from the standpoint of laymen organized an
increasing
health plans to provide themselves and their communities with
quantity and quality of medical and other health services.
Respectfully submitted.
JcossoN.

GEo. W.

We have asked Mr. Harry Becker, president of the Washington,
D. C., organization to present a statement outlining the experience
of the Group Health Association and to voice the opinion of other
independent groups.
I would like to give my place over to Mr. Becker at this time. As
I have no' further statement to make at this time, I wish to thank
the committee in the name of the Cooperative League for giving us
this opportunity.
Senator DONNELL. Mr. Anderson, you are not going to ,testify as
to the bill itself I
Mr. ANDERSON. NO, sir.
Senator DONNELL. Would you give us just briefly what is the Co-

operative League of the United States of America for which you
appear?
Mr. ANDERSON. It is an organization of cooperative organizations
representing cooperative organizations all over the country.
It is an educational and promotional group.
Senator DONNELL. When was it organized?
Mr. ANDERSON. About 20 years ago.

date.

I cannot tell you the exact

Senator DONNELL. Where is its main office?
Mr. ANDEBSON. Chicago.
Senator DONNELL. What is the address?
Mr. ANDERSON. 343 South Dearborn Street.
Senator DONNELL. HOW is it supported?
Mr. ANDERSON. Supported by dues from the member organizations.
Senator DONNELL. About what is its annual budget?
Mr. ANDERSON. About $40,000, I would say.
Senator DO'6 ELL. $40,000. Has it made any official expression
by way of resolution or otherwise concerning this bill, S. 1606?
Mr. ANDERSON. Because our organizations are scattered all over
the country, it has been difficult to get them together. They are
holding a national conference in August, and they have purposely
delayed taking official action. Unofficially, I could give you the
general attitude toward the bill, but I am not permitted to say what
the resolutions would be. I have no resolution to present.
Senator DONNELL. The League has not yet taken official action with
respect to S. 1606?
Mr. ANDERSON. That is right, sir.
Senator DONNELL. Yes, sir.
That is all, Mr. Anderson.
Mr. ANDERSON. Yes, sir.
The CHAIRMAN. Thank you, Mr. Anderson.
Mr. Becker, you may state your full name and the name of the
organization which you represent.
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STATEMENT OF HARRY J. BECKER, PRESIDENT, GROUP HEAlTH
ASSOCIATION, WASHINGTON, D. C.
Mr. BECKEIR My name is Harry J. Becker. 'I am president of the
Group Health Association.
The CHAIRMAN. Is that a local organization or a national organization?
Mr. BECKER. Group Health is a local District of Columbia organization: Its address is 1328 I Street. It is a consumer-sponsored, prepaid medical service plan.
The CHAIRMAN. Do you represent any other organization ?
Mr. BECKER. I do not.

The CHAIRMAN. All right. You may proceed. You have a prepared statement I see.
Mr. BECKER. Yes.
I have been asked by the Cooperative League of the United States
to testify on behalf of Group Health Association and a number of
other consumer-sponsored medical-care organizations. I desire to
thank this committee and the Cooperative League for the privilege
of testifying on the two health bills, S. 1606 and S. 2143, now before
this committee. This morning I speak as president of Group Health'
Association and on behalf ofBenjamine Rozenzweig, secretary for
the board of directors of the Greenbelt Health Association, Greenbelt, Md.; Walton County Agricultural Health Association, Inc.,
Monroe, Ga.; Dr. M. Shadid, Community Hospital, Elk City, Okla.;
Robert Y. Wright, Jr., manager, Newton County Rural Health Services Association, Inc., Decatur, Miss.; Dr. Elmer Richman, medical
director, Labor Health Institute, Inc., St. Louis, Mo.; L. R. Barry,
Wheeler County Rural Health Service, Wheeler, Tex. and Dave Parmer, president of the Complete Service Bureau, San Diego, Calif.
I.

LETTER AND TELEGRAMS ON S. 1606

I would like to leave with the secretary of the committee copies of
the telegrams and letters received from the administrative officers
of the plans I have just listed.

The CHAIRMAN. They may be filed with the secretary.
Mr. BECKER. I would like to make those a matter of record, Senator
Murray.
The CHAIRMN. All right.

They will, be printed in the record in connection with your testimony.
(The documents referred to are as follows:)
WHFaZLR COUNTY RuAL. HEALTH SERVICE,
Wheeler, Tee., April 26, 1946.
Mr. MELVIN DorLAB,
Executive Director, Group Health Association.
DEAR MR. DOLLAR: Have read tentative statement of G. H. A. giving attitude
toward Wagner-Murray-Dingell health bill. Points raised in this statement
indicate close study, and a complete understanding is evident.
Local organizations throughout the Nation are groping around trying to
find common ground between all health servicing agencies and the people. The
fact that in all sections of the Nation some kind of consumer-sponsored medical
care program has been or is being tried is evidence that the people believe something must be done. Local organizations will never be' able to go beyond the
available professional services located within the community served. The re-
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strictions encountered by all local organizations is reason enough for national
health insurance. Prepayment of health insurance should be compulsory. Fees
for payment should be based on ability to pay. Health insurance should be
national in scope. Services available to the people should be preventative as
well as therapeutic. We believe the Wagner-Murray-Dingell health bill is the
answer.
We believe our health program here will tie in with national health insurance.
If not we will remodel our plans.
Sinceely yours,
L. R. BABY,
Treasurer-Manager.

GREENBELT HEALTH ASSOCIATION,
Greenbelt, Md., April 29, 1946.
GBouP HEALTH ASSOCIATION, INC.,

Washington 5, D. C.
(Attention Mr. Melvin Dollar, executive secretary.)

GENTLZME: The board of directors has asked me to inform you that this
organization is fully in accord with your stand in the matter of the national
health bill (Wagner-Murray-Dingell bill). We subscribe to the sentiments expressed in the statement of attitude enclosed in your letter of April 22, 1946.
You may, if you so desire, indicate in your testimony before the Senate committee, that you are speaking for the 1,100 members of this organization.
This matter has received our serious consideration for sometime past. It is
to be the subject of an informative discussion meeting at which competent authority on the details of the bill are expected to speak. The attitude of this
group to the whole bill will be expressed to you after this meeting, which is
projected for an early date.
Yours truly,
BENJAMIN ROSENZWIG,

Secretary of the Board of Directors of the Greenbelt Health Association

[Telegram]
DCATUr,

MELVN DOLLAB,

Mis., May 1, 1946.

Executive Director, Group Health Association, Inc., Washington, D. (0.:

I heartily endorse the GHA in its stand on the Wagner-Murray-Dingell bill.
I consider it to be the answer to problem of satisfactorily providing universal
medical care.

NWTON COUNrT RURAL HzALTH SERVICES ASSOCIATION, INC.,
ROsmB
Y. WBmeHT, Jr., Manager.
[Telegram]

MELrCrrT, OKLA., April $8, 1946.

MELVIN DOLLA,

Group Health Association, Washington, D. C.:

I strongly approve of your statement and the Wagner-Murray-Dingell bill. I
disapprove of the fee system of paying the doctors. Letter follows.
Dr. M. SHarAD
[Telegram]

pril 7, 1946.
GA.,
,
MONBOEm,
MELVIN DOLAB,
Executive Director, Group Health Association, Inc., Washington, D. G.:

We are in accord with principles expressed in memorandum on health bill
There is great need for program.
WALtON COUNTY AGRICULTURAL HEALTH ASSOCIATION, INO
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[Telegram]
SAN DImO, CALIr., April 27, 1946.

MELVIN DOLLAR,

Executive Director, Group Health Association, Washington, D. C.:
Heartily concur in your tentative statement of attitude toward the WagnerMurray-Dingell bill. Would like to be associated with Group Health Association
in this stand. Letter follows.
COMPLETE SERBCE Bunm.u,
DAVE PALMER, President.
LABOR HEALTH INSTITUTE, INC.,

St. Louis, Mo., June 6, 1946.

Mr. MELVIN DOLLAB,
Executive Director, Group Health Association,
Washington, D. C.

(Attention Mr. Albert Hamilton.)
DEAR MR. DOLLAR: Some time ago you wrote asking us for endorsement of
GHA's stand on the Wagner bill. At the time, our director, Dr. Elmer Richman,
telegraphed you our support of your excellent statement. The request was made
for a fuller statement on our part, but Dr. Richman has been so busy that he
has been unable to write one.
I thought you might be interested in our stand as Dr. Richman expressed in
several recent speeches, copies of which I am enclosing. Pertinent paragraphs
have been marked.
Sincerely yours,
DoRIS PREISLEB, Manager.

Mr. BECKER. My comments today are directed to the interests of
organized medical consumers in S. 1606 and S. 2143 and the place of
voluntary medical-care agencies in a national health program. I shall
endeavor as accurately as possible to report the thinking and the experience of the consumer-sponsored prepaid health and medical care
plans. I must make clear, however, that the comments I have to make
on S. 2143 are mine alone, for we did not have sufficient time to clear
them with the plans who desired to be associated with us in support of
S. 1606.
UNIVERSAL AGREEMENT ON NEED FOR BETTER HEALTH CARE

At this stage in the debate over a national health program there is
no real disagreement on the Nation's health needs. Representatives
of the medical profession, Federal and other Government officials, and
those who have special knowledge in the field of medical economics
have gathered a tremendous body of facts to document the unmet medical needs of the American people.
There is today almost unanimous agreement that the Nation needs
a program that will assure comprehensive medical care of high quality to all individuals with medical need without regard to economic
status, color, place of residence, or occupation. Even those who oppose the enactment of S. 1606 will not challenge the statement that the
people of this country desire that the instrument of their Government
continue to be used to extend and strengthen medical care services for
all people.
The question now before this committee and Congress is not the
need for positive Government action; the question that must be decided is the extent and character of Government responsibility and
the method of administration. There are three aspects of this question which I desire to take up in detail.

NATIONAL HEALTH PROGRAM

2519

1. Can voluntary plans meet the Nation's health needs? . And, as a
part of this question, what has been the experience of voluntary plans
in meeting health needs?
2. Relationship of voluntary plans to a national health program.
3. What shall be the principles governing the administrative and
financial relationship of the Government program to voluntary plans
in the emerging national health program ?
TWO TYPES OF VOLUNTARY PLANS

The term "voluntary agency" or "voluntary plan" has been used by
witnesses before this committee to include all types of nonprofit and
commercial plans based on the application of the insurance principle.
Unless the type of voluntary plan is specified any such discussion is
confusing. There are two basic types of voluntary prepaid medical
and hospital plans in this country:
1. There are those that assume responsibility for providing or
rendering a medical or hospital service through a staff supervised and
paid by the organization or through facilities meeting conditions and
standards specified by the agency.
2. The other type of voluntary agency or prepayment plans are
those organizations that do not assume responsibility for the provision of medical or hospital service. This type of plan, unlike the first,
does not assure care. This type of plan collects funds on a periodic
payment basis and disburses these funds- for financial obligations
incurred or claims made by individual members or policyholders; this
type of plan provides a financial or business service. Most of the
medical society sponsored prepayment plans and the commercial
insurance company health and hospital policies are in this category;
most of them provide cash payment, or cash benefits for selected types
of illness and for limited periods of hospitalization-they do not
assure the person covered the care he may need.
Consumer-sponsored plans such as those that I represent today were
organized out of the belief that the right to health is a basic human
right just as much as is the right to food and shelter and clothing.
We have demonstrated that it is possible for a small portion of the
population to assure themselves this right by prepaying the costs of
comprehensive care, that preventive medicine and necessary medical
treatment can be provided when economic and organizational barriers
to medical service have been removed.
But we can say on the basis of our own experience-not theorythat voluntary plans, at best, can extend the principle of periodic prepayment of medical care to only a limited number of people. Through
the development of the principle of periodic payment the small section
of our population covered by consumer-sponsored plans has been able
to substantially remove the economic barrier to medical care. Some
spokesmen for voluntary plans are not willing to face this fact or
admit publicly that experience already has shown that voluntary
plans cannot satisfactorily assure needed medical and hospital care
to all or even a major portion of the population.
The voluntary plans under whatever type of sponsorship and no
matter how they are organized or where they operate have demonstrated the following weaknesses when they are evaluated as a method
for assuring care at a bearable cost for the entire people:
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VOLUNTARY PLANS CANNOT COVER LOW-INCOME GROUPS*

First weakness: The lower income families, -representing the
greater part.of our adults and children, cannot meet the cost of the
monthly prepayment dues. Those who belong to health insurance
plans are predominantly from the middle income and upper income
part of the population. The lower the income group, the smaller proportion of that group that participates in a prepaid health plan and
those in the lower income groups being rarely participants. Group
Health Association, for example, is the only consumer prepaid plan
in the Washington, D. C., area. We know for a variety of economic
reasons that we cannot meet the medical care needs of the million
persons living in this area. The same reasons why Group Health
Association cannot expect to serve all the persons in the Washington
area will govern inability of any other voluntary plan to meet the
health needs of all the persons in the Washington community. The
reason why this is true is easily understood when the economic facts
are known.
If we assume that the families with income below $8,000 per year
cannot, spend more than 5 percent of total income for health and
medical-care services; if we assume that approximately half or more
than half of the families in the District of Columbia area have an
income of $3,000 or less per year, then we know that at least half the
people in the area that we serve cannot afford membership in a plan
providing anything like comprehensive service. Membership in plans
offering less than comprehensive service is not purchasable for most
of these people. To the extent that employer contributions are practicable a larger percent of the population would be potential members.
To illustrate this point further, Group Health Association dues
are $2.50 per month for each adult and $1.75 per month for each child
or $10.25 per month for a family of five. Our coverage is far more
comprehensive than most plans. However there are certain restrictions on admission of individual Federal employees, imposed for
health' conditions pre-existing admission and other less significant
limitations. A family of five would have to have an income of about
$3,000 per year to pay dues in Group Health Association if total
family expenditures for health and medical-care services are not to
exceed 5 percent of their income.
LIMITED BENEFITS OF VOLUNTARY PLANS

The second weakness The medical-service coverage .inall voluntary prepayment plans tends to be limited to catastrophic illness protection; few plans approach comprehensive coverage If all the persons in the community were participating in the plan, and payments
were scaled in relation to ability to pay, coverage could be complete;
however, if this were true, the plan would no longer be voluntary.
HIGH TURN-OVER IN VOLUNTARY PLAN

Third. Costs of enrollment and turn-over of membership; that is,
in a voluntary plan, must be paid by all the members. It is not uncommon to find an annual turn-over in membership of 25 percent.
This means a substantial proportion of the voluntary prepayment
funds must be used for administrative and promotional expense.

NATIONAL HEAIITH PROGRAM
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INCOMPLETE COVERAGE OF VOLUNTARY PLANS

Fourth. No voluntary organization can be expected to reach all
the population. There are many administrative, difficulties in the
collection of dues for individuals not permitted to enjoy the privileges
of pay-roll deductions. The self-employed, persons in rural areas,
irregularly employed persons, and Federal Government employees are
difficult to reach because their dues must be paid individually, with
a resulting high cost of collection.
ADVERSE SELECTION OF RISKS

Fifth.' Membership in voluntary plans, because they do not include
all the population or a representative cross section, tend to be composed of those persons who most feel the need of protection. This
makes for an unfavorable selection of persons covered unless rigid
requirements for enrollment are established. Persons with a felt need
for medical services are the ones most likely to join. Persons who
have little occasion to use the service tend to drop out faster than
others. The cost for those who remain is higher than would be true
if the membership represented a true cross section of the community.
The group "of the population that most needs protection against the
economic barrier to necessary health and medical-care services cannot
expect to pay for this protection through membership in voluntary
plans because of prohibitive costs.
In recognition of our own inherent weaknesses we support S. 1606
because we believe that medical care must be assured to all the people
as a right rather than a privilege for a few. Attainment of this end
depends on removing economic barriers to necessary medical care that
exist for the overwhelming majority of people. This can be done
only through the universal application under Government auspices
of the successfully demonstrated principle of periodic payment.
When members of voluntary plans now prepay their medical care,
they agree to a voluntary tax on their income. A universal application of the principle of prepaying the costs of medical care is possible only through the exercise of the Government's power to tax,
whether it be through the form of pay-roll deductions, through Government taxes, or both.
INADEQUATE CONSUMER REPRESENTATION

Many voluntary plans, particularly those that assume no responsibility for, services, do not have consumer representation on the
policy-making boards. Voluntary plans, even those sponsored by
hospital associations and medical societies, cannot and should not be
expected to assume the responsibility of coordinating facilities and
professional personnel on a community-wide or State-wide basis. A
community plan for health services must integrate the public health
activities with provisions for treatment, a task that cannot be expected of the voluntary prepayment plan. A national health program must embrace the health and medical care needs of all the
people. Only Government can exercise the responsibility required in
the planning, financing, and administration of such a program -for
health.
.
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ROLE OF VOLUNTARY SERVICE PLANS UNDER 8. 1606

If we say that voluntary agencies cannot do the job, does that
mean that they have no place in a national health program ? We
believe that they do. We believe that voluntary health arnd medical
care agencies organized for the purpose of providing health services
have a significant and essential place under our form of government
in a national health program. Frankly we are 'not too concerned
about what happens to most of the existing commercial plans, nor
are we particularly concerned, in the event that the Congress sees
fit to pass S. 1606, about the survival of those plans that operate
primarily as financial agencies for the collection and distribution of
funds. This function should .be taken over by the national health
insurance fund and the top collection agencies of Government. We
are concerned, however, that a national health bill shall promote the
growth and extension of those consumer and other medical service
agencies representing the public interest.
Dr. Elmer Richman, who is medical director of the Labor Health
Institute of St. Louis, Mo., speaking at the National Conference of
Social Work, on May 21, 1946, expressed this concern of ours in a
very blunt fashion. He said, "Over and over again, I would like to
emphasize service versus insurance--mdical centers rather than insurance policies-qualified, willing, available, physicians, nurses,

technicians, and social workers--where we need them, when we need
them, how we need them--on a national plane-not medical indemnities controlled by local cliques. We want hospital beds and doctors
when we need them, not the privilege of getting the bills paid if
we are lucky enough to receive service of some kind.'
Many of our cooperative plans and many of the union-management'
sponsored insurance plans are torn between a recognition of their
weakness and a fear of State supervision. If Government is to
assume Government responsibility for meeting the Nation's health
needs but at the same time permit freedom of individuals as consumers to organize, own, and maintain an organization of their
choosing for the provision of medical care, this opportunity should
be protected by legislative action as it now is in S. 1606, and not left
to administrative rule and regulation. As S. 1606 is now drawn, we
believe it will foster the growth of and help those service plans
already in existence in the following ways:
First. The establishment of a basic public health and maternal and
child health and medical care program for the entire community. The
voluntary medical care agency cannot function at a point of maximum
effectiveness unless there is in the community a comprehensive public
health program and a health and medical care program for mothers
and children. Preventive and treatment services must be integrated
in the interest of continuity of program operation and maintenance
of standards of medical service. Title I, parts A and B, together.with
Senator Pepper's suggested amendments, provides for these essential
segments of a national health program. S. 1318, now before this committee, provides the same essential segments of a national health
program for mothers and children as part B of S. 1606, with Senator
Pepper's suggested amendments. Voluntary. plans cannot duplicate
or provide the community-wide public health services, including
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services for mothers and children, encouraged now under the Social
Security Act and which urgently need to be extended to the many
hundreds of thousands of individuals not now being reached. For
many of the same reasons that we oppose the program only for the
needy in the Taft bill we oppose the special program for the needy in
part C of S. 1606. It is against our philosophy of government to provide health and social services from public funds for less than the total
population.
The individual's need for health services is in relation to his medical
requirements and not in relation to his economic status, his color, his
creed, his residence, or his occupation.
Second. S. 1606 would establish standards for administration and
for care. We would greatly benefit as a iountary prepayment plan
from the guidance of Government in the improvement of our standards of care and the extension of the scope of our program.
Third. The establishment of the national health program for the
total population will remove from consumer-sponsored health service
agencies the burden of collecting payments. The universal establishment of the insurance principle to provide for the costs of illness will
make membership in a consumer-sponsored plan open to all who desire to-join, not just those who can afford the cost of the prepayment
fee. Relieved of financial burdens, medical cooperatives will be able
to seek members on the basis of the quality of the medical care they
offer and on the principle of consumer participation in the general
policies of the agencies. The bill will reduce the turn-over of membership; members who have had little medical need will have no financial
incentive to drop out., The cost of services rendered can reflect the
savings accomplished through a group of physicians-general practitioners and specialists-working together, jointly using expensive
equipment, with full use of auxiliary personnel, and with the improvement in quality of care that results from the professional stimulation
of group medical practice. Elimination of the costs of collection and
sales would mean a less expensive service with more money for medical
care and for special services.
Fourth: The removal of financial worries will make it possible
for consumer organizations to concentrate on the quality and scope
of their medical services and on the preventive aspects of their program. Consumer policy determination will help make cooperative
health plans significant instruments in determining the kinds of medical programs people want for themselves.
Fifth: In safeguarding the right of every individual to free choice
of doctor, dentist, or "group of doctors" the bill not only has safeguarded present consumer plans, but has laid the basis for expansion
of consumer-sponsored plans. This provision of the bill will protect new group medical plans from hostile and antagonistic community groups. New consumer-sponsored associations, including
plans under auspices of labor groups, with the financial protection
afforded by S. 1606 and S. 1318 will not be vulnerable to the same type
of opposition that was experienced by many existing plans.
Sixth: Freedom in designating method of payment is assured physicians and groups of physicians. The bill provides for payment on
a fee-for-service basis, on per capital basis, on a salary basis, or
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through a combination or modification of these methods. The proper
administrative agency. may make payments by another method to
those doctors who do not favor the method chosen by the majority of
doctors in a community. This provision protects consumer organizations in that appropriate methods of payment can be developed.
Seventh: The bill should give an impetus in rural areas to the development of medical and hospital facilities of a cooperative nature
because the economic barrier to the development of 'rural programs
that now exists would be removed.
For cooperative hospitals the passage of this measure will lessen
the strain of meeting operating costs and balancing budgets. They
will be assured of payment for services rendered to many patients in
their communities who now are unable to pay. The cooperative hospital will be relieved of making the decision of whether to provide
free or partially free care to patients. With a substantial part of
their operating costs assured, many communities will be encouraged
to go ahead with hospital building programs.
The principles governing the financial and administrative responsibility of government must be based on the fundamental economic,
political, and social philosophy which guides the action of government. It is only in the light of these fundamental questions that decisions on the extent, character, and methods of administration can
be made in the interests of the people.
The two bills, S. 1606, and S. 2143, which your committee now has
before it, 'give distinctly different answers to these basic questions
of administrative and financial policy because they are based on two
conflicting philosophies. I believe that Senator Taft and those Senators who have cosponsored the bill, S. 2143, have performed' a distinctive service by spotlighting two fundamentally different approaches to the problem of government action in meeting the Nation's
health needs. However, I cannot agree with the premises on which
S. 2143 is based.
I have mentioned why we support S. 1606 as a bill to remove the
economic barriers to necessary medical care of our people. Since*S.
2143 is not based on this concept of a universal health service, I want
to discuss again this important principle in a little more detail.
S. 2143 REJECTS THE PRINCIPLE OF SOCIAL INSURANCE

When Congress in 1935 passed the Social Security Act, there was
established for this Nation the principle of social insurance, which
enables workers to make regular contributions from current earnings to provide against loss of income in periods of unemployment and
old age. As part of the Social Security Act Congress also established
the responsibility of Government for certain public health, medical,
and social services financed from general tax funds. Even those services, especially those for mothers and children and those that include
the basic public health and welfare services, are strikingly restricted
because of the serious limitation in funds. In addition, there is an
obvious gap in this social-security program which now pays compensation to workers who are unemployed because of a lack of a job but
provides no payment when sickness or disability results in loss of
income.
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The issue at stake between the two bills now before your committee
is whether the principles established in the Social Security Act over
a decade ago shall be or shall not be utilized in the extension of medical
services.
S. 2143 does not propose to utilize the Social Security Act to extend
medical services to our people. It is primarily an extension of the
outmoded poor law concepts. Senator Taft and his associates in
proposing S. 2143 have asked for the adoption of a Government program that does not assure provision of a well-rounded medical service
to any portion of the population; that does not remove economic
barriers to care; that essentially makes no provision for safeguarding standards of care; that authorizes delegation of public responsibility to agencies not responsible to the people; and that contains many
fundamentally unsound administrative provisions. This measure can
hardly be called a national health act.
The Taft bill proposes to let Government agencies, State and local,
decide who can and who cannot have the health services they need. It
makes necessary a vast network of employees on a system of red tape
to investigate the economic circumstances of individuals who need
health services.
It is based on the principles of the seventeenth century Elizabethan
"poor laws." It is as vicious as the local "poor laws" in this country,
which the Social Security Act was designed to replace. We do not
want to see the people's money go for salaries of investigators instead of the medical services for the people.
The public agency must establish minimum standards to assure
quality of care and must define the scope and extent of service to be
provided. The public agency function is to assure to the individual
the medical care set forth as his right in legislation. The individual,
in our form of society, must always maintain his right to elect to
receive his care from the type of agency of his choice.

It is the responsibility of the Federal agency to purchase care in
conformity with its standards. Payment for care rendered to beneficiaries of public programs should be related to the cost of rendering
such care. If individuals wish to elect a more expensive service than
a basic service of high quality which Government has agreed to pur-

chase, they should be required to pay for this care with their own
funds. Voluntary agencies providing a medical service have a right
to expect Government under a national health program to reimburse
them for services rendered individuals who elect to receive care from
their agencies. Voluntary health service agencies must be free, under
a national health program, to devote their time and energy to provision of a quality of care and to meeting the needs of the persons who
wish care under their auspices. A national health program such as
that envisioned by S. 1606 would assure this, not only for the beneficiaries of the health-insurance program but for other individuals
under other sections of the bill.
The principles governing the relationship between Government and
the voluntary agencies must remain the same whatever the' plan of
financing the public program. It makes little difference whether the
medical service plan is consumer-sponsored, medical-society sponsored, or operates under other auspices-the basic relationship between Government and the voluntary plan must be the same if the
85007-4-pt. ---- 2
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public purpose is to be carried out and the right of voluntary action
preserved and strengthened.
PROPER ADMINISTRATIVE POLICIES FOR A NATIONAL HEALTH PROGRAM

In the national health program the administrative policies must
safeguard against the following:
1. Delegation of public responsibility to other than public agencies.
2. Public subsidy to voluntary agencies.
3. Voluntary agency subsidy to public agencies.
4. Destruction of the voluntary health agency structure.
Only agencies responsive to the public will, and accountable to
representatives of the people, should be charged with public-responsibility.
Delegating public responsibility or granting public subsidy to voluntary plans would destroy their character or make them ineffectual;
the purpose for which public funds are to be spent and the reason
for the existing of voluntary effort would be defeated. To destroy
the voluntary health agency movement in this country is obviously
not the intention of the authors of S. 1606.
VOLUNTARY PLANS SHOULD NOT BE SUBSIDIZED

Public subsidy to voluntary agencies, even though it be obscured by
such proposals as payment for services to a needy or other special
group, or reimbursement for preventive services commonly recognized

as public responsibility, will only mean expenditures of large sums of
public moneys without the full assumption of public responsibility in
the development of the national health program. Any plan using
voluntary agencies, such as is contemplated in S. 2143, will result in
subsidy for these agencies and will require many decades to disentangle. In the provision of public health and medical care service
the Government should not contract with non-Government agencies

for administrative services, or delegate to them the organization of
medical programs. Such delegation of public responsibility or public
subsidy may easily thwart the public purpose because of the following:
1. The management of the voluntary agency, when its interest conflicts with that of the public, will tend to protect the interest of private
management of the plan;
2. The people through their representatives cannot directly influence the spread, scope, extent, and quality of service;
3. Unnecessary duplication of costs in disbursements, planning, and
execution, and the additional cost of Government supervision, inspection, and audit;
4. A given public program cannot be assured if responsibility for
it is delegated to other than public officials responsible to the people;
5. Standards of administration and care cannot be directly applied
by government-even though the care provided is made possible
through public financing;
6. Articulate minority groups with vested interests are established
through organizations made possible in part by public financing;
7. A nongovernment agency cannot, as can government, mobilize
all the resources of a community or State; and
8. Nongovernment agencies, by virtue of the fact that they are nonpublic, must have a narrower spread of concern than has government.
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VOLUNTARY PLANS SHOULD NOT SUBSIDIZE THE PUBLIC PROGRAM

We are all familiar with the public agency that has asked hospitals
and clinics to render service to public beneficiaries at less than the cost
of providing that service. This is tantamount to expecting voluntary
agencies to subsidize public programs. Public agencies should pay the
full cost for the service required by persons for whom it is responsible
for assuring care. The National Health Program should not embody
the principle that voluntary agencies must subsidize it through provision of service at less than cost.
We want to urge retention of all those provisions of the S. 1606
which provide for representatives of the public in policy making. We
feel the public interest should be reflected and protected in the administration at local and State levels as well as in the program planning and development at Federal and regional levels. General advisory groups, as separate from the various technical advisory bodies,
should have a majority of representatives of the public interest.
S. 2143, which is primarily a program for the needy, does not offer
opportunity for growth and development of medical service plans
such as Group Health Association. We feel that it establishes the
undesirable principle of public subsidy of voluntary health-insurance
plans. It does not safeguard the public interest to the extent essential in a Government health program. It does not provide for the
extension of health services to all the people nor does it make possible
an immediate extension of the important public health and maternal
and child health and medical services. The burden of costs of the program that is provided for the economically needy group is much
greater proportionately to the poorer States and the States with the
greater need for Federal assistance.
The two bills-S. 1606 and S. 2143-sharply focus for the public
and the Congress the basic issues in the great debate now taking place

throughout the country on the extent and nature of Government responsibility for the assurance to its citizens of the right to health.
This is not the first time we have debated public responsibility for assurance to the people of an essential right;' theoright to public education was a similar issue.
In a democracy there can be only one answer and that is the people's
answer. The people of this country, not just those who lack the ability
to pay for care, not just those in rural areas, not just those who are
white, not just those who are veterans, not just those in any special
category-but all the people want the removal of barriers to the highest quality of care that medical science and research offer. In my
judgment, S. 1606 should be made the law of the land.
The CHAIRMAN. Mr. Becker, you have made a very comprehensive

analysis of this question of health care for the people, and I am very
glad to note you have relied, to some extent, upon a distinguished citi-

zen of Missouri for aid in studying this matter, Dr. Elmer Richman.

Mr. BECKER. Dr. Richman is, incidentally, a very fine person, and

has some excellent ideas about this question of insurance versus service.
We have a great deal of respect and regard for him.
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CONTROVERSY BETWEEN GROUP HEALTH AND DISTRICT MEDICAL SOCIETY

The CIHAIRAN. I understand that a few years ago this organiza-

tion, which you represent, the Group Health Association of Washington. had some controversy with the District Medical Society.
Could you tell us what that problem was at that time, what the
argument was between your organization and the District Medical
Society?
Mr. BECKER. Senator Murray, I was not on the board of directors,
nor was I president of the Group Health Association at that time.
In fact, I was not even a resident of Washington during the beginning
of those discussions with the District Medical Society and the AMA.
I do not feel that I am as well qualified as I should like to be to
discuss that, but a review of the material that is available, my summary
of the situation, is something like this:
At the time that the employees of HOLC wanted to collectively
pay money into a common fund, and with that money employ doctors
on a salary basis to provide the members with medical service, the
District Medical Society felt that that was contract practice. The
District Medical Society did at that time urge the doctors in Washington not to furnish insurance service to physicians employed by
Group Health.
The District Medical Society did deny membership in the District
Medical Society to Group Health doctors, and thereby denied membership in the AMA to Group Health doctors.
The District Medical Society did make it difficult for Group Health
Association physicians to have the necessary hospital privileges to
take care of Group Health patients in hospitals.
This action, of course, on the part of the District Medical Society,
made it very difficult for Group Health to recruit well qualified
physicians in the early days. It made it very difficult for Group
Health to assure its members the quality of care that the members
wanted, and were willing to pay for.
I afi glad to make a'matter of record that that disagreement between
Group Health Association and the District Medical Society is now
a matter of history, and that our relations with the District Medical
Society at the moment are satisfactory. My relations, as president
of Group Health, with individuals and with officials of the District
Medical Society have been most pleasant.
The CHAIRMAN. But at the time you originally undertook organ-

ization, this Group Health Association, the controversy became very
bitter?
Mr. BECKER. I understand that, Senator; yes.
The CHAIRMAN. Did it not result in an antitrust suit being brought

by the Department of Justice, United States Government, against the
Medical Society
Mr. BECKER. That is true, Senator.
It might be well to submit for the record a brief for the States that
was submitted to the Supreme Court of the United States with respect
to the case, the American Medical Association versus the United States
Government, and also the court decision.
I would be glad to submit this document.
Senator DONNELL. You have it here with you this morning
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Mr. BECKER. Yes.

The CHAnwAN.

You may submit the decision for the record, and

file the brief with the committee.
Mr. PECKER. Yes, sir.

(The document referred to is as follows:)
SUPREME COURT OF THE UNITED STATES
Nos. 201-202.--OCTBER TERM, 1942
AMERICAN MEDICAL ASSOCIATION, A CORPORATION, PETITONER, 18. THE UNITED
STATES OF AMERICA
THE MEDICAL SOCIETY OF THE DISTRICT OF COLUMBIA, A CORPORATION, PETITIONED,
vs. THE UNITED STATES OF AMERICA
ON WRITS OF CERTIORARI TO THE UNITED STATES COURT OF APPEALS FOR THE DISTRICT
OF COLUMBIA

[January 18, 1943]

Mr. JusTIcE ROBERTS delivered the opinion of the Court.

S.

Petitioners have been indicted and convicted of conspiring to violate § 3 of
the Sherman Act by restraining trade or commerce in the District of Columbia.
They are respectively corporations of Illinois and of the District of Columbia.
Joined with them as defendants were two unincorporated associations and
twenty-one individuals, some of whom are officers or employes of one or other
of the petitioners, the remainder being physicians practicing in the District of
Columbia and members of the petitioners serving, as to some of them, on various
committees of the petitioners having to do with professional ethics and with the
practice of medicine by petitioners' members.
For the moment it is enough to say that the indictment charged a conspiracy
to hinder and obstruct the operations of Group Health Association, Inc., a nonprofit corporation organized by Government employes to provide medical care
and hospitalization on a risk-sharing prepayment basis. Group Health employed
physicians on a full time salary basis and sought hospital facilities for the treatment of members and their families. This plan was contrary to the code of ethics
of the petitioners. The indictment charges that, to prevent Group Health from
carrying out its objects, the defendants conspired to coerce practicing physicians,
members of the petitioners, from accepting employment under Group Health, to
restrain practicing physicians, members of the petitioners, from consulting with
Group Health's doctors who might desire to consult with them, and to restrain
hospitals in and about the City of Washington from affording facilities for the
care of patients of Group Health's physicians.
The District Court sustained a demurrer to the indictment on the grounds,
amongst others, that neither the practice of medicine nor the business of Group
Health is trade as the term is used in the Sherman Act. s On appeal the Court
of Appeals reversed, holding that the restraint of trade prohibited by the statute
may extend both to medical practice and to the operations of Group Health.
The case then went to trial in the District Court. Certain defendants were
acquitted by direction of the judge. As to the others, the case was submitted to
the jury which found the petitioners guilty, and all the other defendants not
guilty. . From Judgments of conviction the petitioners appealed to the Court of
Appeals, which reiterated its ruling as to the applicability of 83 of the Sherman
Act, considered alleged trial errors, and affirmed the judgments.'
We granted certiorari limited to thrie questions which we thought important:
1. Whether the practice of medicine and the rendering of medical- services as
described in the indictment are "trade"under I 3 of the Sherman Act. 2. Whether
the indictment charged or the evidence proved "restraints of trade" under 1 3 of
the Sherman Act. 3. Whether a dispute concerning terms and conditions of
employment under the Clayton and Norris-LaGuardia Acts was involved, and, if
I Act of Jdly 2, 1890, I 8, e. 647, 26 Stat. 209, 15 U. S. C. I 8.
' United Btates v. Amerfian Medical Assooation, 28 F. Supp. 752.
* United States v. Amerioan Medical Assooiation, 72 App. D. C. 12, 110 F. 2d 708, 710,
711.
* American Medical Assooiation v. United States, - App. D. C. -, 180 F. 2d 288.
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so, whether petitioners were interested therein, and therefore immune from
prosecution under the Sherman Act.
First. Much argument has been addressed to the question whether a physician's
practice of his profession constitutes trade under § 3 of the Sherman Act. In
the light of what we shall say with respect to the charge laid in the indictment,
°
we need not consider or decide this question.
'Group Health is a membership corporation engaged in business or trade. Its
corporate activity is the consummation of the cooperative effort of its members
to obtain for themselves and their families medical service and hospitalization
on a risk-sharing pre-payment basis. The corporation collects its funds from
members. With these funds physicians are employed and hospitalization procured on behalf of members and their dependents. The fact that it is cooperative,
and procures service and facilities on behalf of its members only, does not remove
its activities from the sphere of business. 5
If, as we hold, the indictment charges a single conspiracy to restrain and obstruct this business it charges a conspiracy in restraint of trade or commerce
within the statute. As the Court of Appeals properly remarked, the calling or
occupation of the individual physicians charged as defendants is immaterial if
the purpose and effect of their conspiracy was such obstruction and restraint of
the business in Group Health. The court said: "And, of course, the fact that
defendants are physicians and medical organizations is of no significance, for
Sec. 3 prohibits 'any person' from imposing the proscribed restraints . .
It is urged that this was said before this court decided Apex Hosiery Co. v.
Leader, 310 U. S. 469. But nothing in that decision contradicts the proposition
stated. Whether the conspiracy was aimed at restraining or destroying competition, or had as its purpose a restraint of the free availability of medical or hospital services in the market, the Apex case places it within the scope of the
statute.'
Second. This brings us to consider whether the indictment charged, or the
evidence proved, such a conspiracy in restraint of trade. The allegations of the
indictment are lengthy and detailed. After naming and describing the defendants
and the Washington hospitals, it devotes many paragraphs to a recital of the
plan adopted by Group Health and alleges that, principally for economic reasons,
and because of fear of business competition, the defendants have opposed such
projects.
The indictment then recites the size and importance of the petitioners, enumerates means by which they can prevent their members from serving Group
Health plans, or consulting with physicians who work for Group Health, and can
prevent hospitals from affording facilities to Group Health's doctors.
In charging the conspiracy, the indictment describes the organization and
operation of Group Health and states thaf, from January 1987 to the date of
the indictment, the defendants, the Washington hospitals, and others cognizant
of the premised facts, "have combined and conspired together for the purpose
.". In five paragraphs
of restraining trade in the District of Columbia, .
first is the purpose of
The
conspiracy.
the
of
the
purposes
the pleading states
restraining Group Health from doing business; the second, that of restraining
members of Group Health from obtaining adequate medical care according to
Group Health's plan; the third, that of restraining doctors serving Group Health
in the pursuit of their calling; the fourth, that of restraining doctors not on
Group Health's staff from practicing in the District of Columbia in pursuance
of their calling; and the fifth, that of restraining the Washington hospitals in
the business of operating their hospitals.
After reciting certain of the proceedings and plans adopted to forward the
conspiracy, the indictment alleges that the conspiracy, and the intended restraints which have resulted from it, have been effectuated "in the following
manner and by the following means"; and alleges that the defendants have combined and conspired -"with the plan and purpose to hinder and obstruct Group
Health Association, Inc., in procuring and retaining on its medical staff qualified
doctors and to hinder and obstruct the doctors serving on that staff from obtaining
consultations with other doctors and specialists practicing in, the District of
SComnare, Asnociated Press v. National Labor Relations Board, 801 U. 8. 103. 128-9;
In re DuttO on Estate of Incorporated Council, 22 Q. B 279. 29.18: Maryland and Virginia

Milk Prndurersa Aa'*n v. District f Columbia, 119, F. 2d 787, 790; La Belle y. Hennepin
County Par Asn'n, 206 Minn. 290, 294.

S110 F. 2d 711.

SCnmoare Fashion Originator's Guild v. Federal Trade Commission, 812 U. 8. 457.

465, 466, 467.
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Columbia." It states that, pursuant to this plan and purpose, the defendants
have resorted to certain means to accomplish the end, and recounts them.
In another paragraph, the defendants are charged to have conspired with "the
plan and purpose to hinder and obstruct Group Health Association, Inc., in
obtaining access to hospital facilities for its members and to hinder and obstruct
the doctors on the medical staff of Group Health from treating and operating
on their patients in Washington hospitals." It is alleged that, pursuant to
this plan and purpose, defendants have done certain acts to deter hospitals with
which they were connected and over which they exercised influence, from
affording hospital facilities to Group Health's doctors.
The petitioners' contention is, in effect, that the indictment charges five
separate conspiracies defined by their separate and recited purposes, namely,
conspiracy to obstruct the business of Group Health, to obstruct its members
from obtaining the benefit of its activities, to obstruct its doctors from serving
it, to obstruct other doctors in the practice of their calling, and to restrain the
business of Washington hospitals. The petitioners say that they were entitled
to have the trial court rule upon the sufficiency in law of each of these charges
and, as this was not done, the general verdict of guilty cannot stand. They
urge that even though some of the named purposes relate to the business of
Group Health, and that business be held trade within the meaning of the statute,
yet, as the practice of medicine by doctors not employed by Group Health
is not trade, and the operations of Washington hospitals are not trade, the
last two purposes specified cannot constitute violations Rf § 3 and the jury
should have been so instructed. In this view they insist that the jury may
have convicted them of restraining physicians unconnected with Group Health,
or of restraining hospitals, and, if so, the verdict and judgment cannot stand.
If in fact the indictment charges a single conspiracy to obstruct and restrain
the business of Group Health, and if the recited purposes are really only
subsidiary to that main purpose or aim, or merely different steps toward the
accomplishment of that single end, and if the cause was submitted to the jury
on this theory, these contentions fail.
When the case first went to the Court of Appeals that tribunal construed
the indictment as charging but a single conspiracy. It said:' "The charge,
stated in condensed form, is that the medical societies combined and conspired
to prevent the successful operation. of Group Health's plan, and the steps
by which this was to -be effectuated were as follows: (1) to impose restraints
on physicians affiliated with Group Health by threat of expulsion or actual
expulsion from the societies; (2) to deny them the essential professional
contacts with other physicians; and (3) to use the coercive power of the societies
to deprive them of hospital facilities for their patients."
In the trial, the District Court conformed its rulings to this decision and
submitted the case to the jury on the theory that the indictment charged but
one conspiracy.
We think the courts below correctly construed the indictment. It is true
that, in describing the conspiracy, five purposes are stated which the conspiracy
was intended to further, but, in a later paragraph, still in the charging part
of the instrument, it is alleged that the purpose was to hinder and obstruct
Group Health in various ways and by various coercive measures, which are
identical with the "purposes" before stated. The trial judge, after calling
the jury's attention to the juxtaposition of these two formulations of the charge,
added:
"These purposes, it is alleged, were to be attained by certain coercive measures against the hospitals and doctors designed to interfere with employment
of doctors by Group Health and use of the hospitals by members of its medical
staff and their patients. . . .
In immediate context the judge added:
"To sustain that charge.the Government must prove beyond a reasonable
doubt that a conspiracy did in fact exist to restrain trade in the District in
at least one of the several ways alleged, and according to the particular purpose
and plan set forth."
At another point the trial judge summarized the Government's claim that
the evidence in the case showed opposition by the petitioners to Group Health
and its plan; that they feared competition between the plan and the organized
physicians and that, to obstruct and destroy such competition, the petitioners
*110 F. 2d 711.
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conspired with certain officers and members and hospitals to prevent successful
operation of Group Health's plan by imposing restraints upon physicians affiliated with Group Health, by denying such physicians professional contact and
consultation with other physicians, and by coercing the hospitals to. deny
facilities for the treatment of their patients. Again the judge charged: "Was
there a conspiracy to restrain trade in one or more of the ways alleged?"
And again "If it be true . . . that the District Society, acting only to protect
its organization, regulate fair dealing among its members, and maintain and
advance the standards of medical practice, adopted reasonable rules and
measures to those ends, not calculated to restrain Group Health, there would
be no guilt, though the indirect effect may have been to cause some restraint
against Group Health."
We need add but a word as to the sufficiency of the proof to sustain the
charge. The petitioners in,effect challenge the sufficiency, in law, of the indictment. They hardly suggest that if the pleading charges an offense there
was no substantial evidence of the commission of the offense. But, however
the argument is viewed, we agree with the courts below that the case was one
for submission to a jury. No purpose would be served by detailed discussion
of the proofs.
Third. We hold that the dispute between petitioners and their members, and
Group Health and its members, was not one concerning terms and conditions
of employment within the Clayton O and the Norris-LaGuardia 1 acts.
Section 20 of the C)ayton Act, as expanded by § 13 of the Norris-LaGuardia Act,
is the only legislation which can have any bearing on the case. Section 20
applies to cases between "an employer and employees, or between employers
and employees, or between employees, or between persons employed and persons
seeking employment, involving, or growing out of, a dispute concerning terms
or conditions of employment ..
."; and provides that none of the acts
specified in the section shall "be considered or held to be violations of any law
of the United States."
Section 13 of the Norris-LaGuardia Act defines a labor dispute as including
"any controversy concerning terms or conditions of employment, or concerning
the association or representation of persons in negotiating, fixing, maintaining,
changing, or seeking to arrange terms or conditions of employment, regardless of
whether or not the disputants stand in the proximate relation of employer and
employee." It also provides that "A case shall be held to involve or to grow out
of a labor dispute when the case involves persons who are engaged in the same
industry, trade, craft, or occupation; or have direct or indirect interests therein;
or who are employees of the same employer; or who are members of the same
or an affiliated organization of employers or employees; whether such dispute
is (1) between one or more employers or associations of employers and one
or more employees or associations of employees; (2) between one or more employers or associations of employers and one or more employers or associations
of employers; or (3) between one or more employees or associations of employees
and one or more employees or associations of employees; or when the case involves any conflicting or competing interests in a 'labor dispute' (as defined in
this section) of 'persons participating or interested' therein (as defined in this
section)."
Citing these provisions the petitioners insist that their dispute with Group
Health was as to terms and conditions of employment of the doctors employed
by Group Health since the District Medical Society objected to its members,
or other doctors, taking employment under Group Health on the terms offered
by that corporation. They assert that i 20 of the Clayton Act, as expanded by
§ 13 of the Norris-LaGuardia Act, includes all persons and associations involved
in a dispute over terms and conditions of employment who are engaged in the
same industry, trade, craft, or occupation, or have direct or indirect interests
therein. And they rely upon our decisions in New Negro Altanoe v. Sanitary
Grocery Co., 303 U. S. 552, and Drivers Union v. Lake Valley C7o., 311 U. S. 91,
as bringing within the coverage of the acts a third party, even though that
party be a corporation not in trade, and employers and employers' associations
even though they be only indirectly interested in the controversy. They insist
that as the petitioners and Group Health, its members and doctors, other doctors*
and the hospitals, were either directly or indirectly interested in a controversy
which concerned the terms of employment of doctors by Group Health, the
* R Stnt. 780, OI A and 20, 15 U. S. C. 17, 29 U. 8..
10

52.

47 Stat. 70, I8 4. 5, 6, 8, and 18, 29 U. S. C. I5 104, 105, 106, 108, and 118.
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case falls within the exemption of the statutes and they cannot be held criminally
liable for a violation of the Sherman Act.
It seems plain enough that the Clayton and Norris-LaGuardia Acts were not
intended to immunize such a dispute as is presented in this case. Nevertheless,
it is not our,province to define the purpose of Congress apart from what it has
said in its enactments, and, if the petitioners' activities fall within the classes
defined by the acts, we are bound to accord petitioners, especially in a criminal
case, the benefit of the legislative provisions.
We think, however, that, upon analysis, it appears that petitioners' activities
are not within thb exemptions granted by the statutes. Alhough the Government' asserts the contrary, we shall assume that tie doctors having contracts
with Group Health were employees of that corporation. The petitioners did not
represent present or prospective employees. Their purpose was to prevent anyone
from taking employment under Group Health. They were interested in the
terms and conditions of the employment only in the sense that they desired
wholly to prevent Group Health from functioning by having any employees.
Their objection was to its method of doing business. Obviously there was no
dispute between Group Health and the doctors it employed or might employ
in which petitioners were either directly or indirectly interested.
n'truth the petitioners represented physicians who desired that they and all
others should practice independently on a fee-for-service basis where whatever
arrangement for payment each had was a matter that lay between him and hispatient in each individual case of service or treatment. The petitioners were not
an association of employees in any proper sense of the term. They were an association of individual practitioners each exercising his calling as an Independent
unit These independent physicians and the two petitioning associations which
represent them, were interested solely in preventing the operation of a business
conducted in corporate form by Group Health. In this aspect the case is very
like Columbia River Packers Association, In., v. Hinton, 315 U. S. 143. What
was there decided requires- a holding that the petitioners' activities were not exempted by the Clayton and the Norris-LaGuardia Acts from the operation of the
Sherman Act.
The Judgments are affirmed.
Mr. Justice MURPHY and Mr. Justice JACKSON took no part in the consideration
or the decision of this case.
A true copy.
Test:
Clerk, Supreme Court, U. B.

The CHAIRMAN. Since that time, however, you say this relationship

between your group and the District Medical Society has changed and
now your relations are entirely satisfactory?
Mr. BCKER. I would say that since that time our relationships
have continued to improve.
The CHAIRMAN. Continued: to improve.
Mr. BECKER. It takes a long time for scars to heal, but the scars

are healing.
The CHAIRMAN. I see.

Now,'the local Medical Society has developed a plan of its own, a

so-called medical and service plan for the District of Columbia Medi-

cal Society. Can you compare the service rendered by that plan with
the plan that you represent?
Mr. BEcKER. My knowledge of the District of Columbia proposed
prepayment plan for medical service consists entirely of reading the

several newspaper accounts, but on the basis of those accounts, I would
say that our two plans are distinctly different in character and in
purpose.
The District Medical Society plan provides for the collection of
funds to pay for medical expense of those persons who seek a physician who is in solo practice in the community. The services that the
plan will pay for are, of course, quite limited, because of the very
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small payment that is being set up. The plan in its total amount of
fees that it would pay would, in my judgment, hardly cover the expense of catastrophic illness.
The CHAIRMAN. Does the plan cover office and home medical-care,
or does it just provide hospital'care ?
Mr. BECKER. I am not sure, Senator Murray, that I can answer

that question.
The CHAIRMAN. I see.
Mr. BECKER. It does provide a maximum of $300 of medical service

in any 1 year or any one illness-to a single adult or $500 to a ftnily.
From my own personal experience, and from my experience with
Group Health I would feel that that is a very limited coverage.
Many single illnesses will exceed $300.
The CHAIRMAN. In other words, you do not think that is sufficient.
Could you furnish for the record the full details of the organization of your Group Health Association? The plan that it operates
under and the work and the results that it has accomplished
'
Mr. BECKER. I would be glad to'do that. I do not happen.to have

a folder with me today, but we have folders.
The CHAIRMAN. You have a folder 'describing it?
Mr. BECKER. That is right.
The CHAIRMAN. You do not have those here today?
Mr. BECKER. I do not think so, Senator.
The CHAIRMAN. Would you furnish them for the record?
Mr. BECKER. I would be glad to.
The CHAIRMAN. IS there a series of folders or just one
Mr. BECKER. We have a complete set.
The CHAIRMAN. Will you furnish the complete set for the com-

mittee?
Mr. BECKER. Yes.

It must be remembered Group Health is an association employing
physicians to assure its members all the care they need. When a member joins Group Health, Group Health Association sees to it that that
member has the medical care is condition requires. We attempt to
provide a comprehensive service. We want to take care of the total
medical needs of the person who is a member. We do not leave it to
the patient to shop around town and find the best doctor for this and
the best doctor for that.
Our internes and general practitioners bring to the patient the range
of consultation services that that patient's condition requires. I want
to make it very clear that we have a comprehensive medical-service
program with the assurance of care to its members.

The economic

barrier is removed insofar as humanly possible to do so.
The CHAIRMAN. It would seem to me that that would be a very
splendid program, because the average person would find great difficulty in determining where to go for the kind of care he needed.
Mr. BECKER. When you have group practice you have a group of

physicians working together. You have the medical needs of the
patient as the focus of attention. There is no question, when a patient
needs a specialist, whether or not the patient can pay for that specialist. There is no question when a patient needs an X-ray whether
or not the doctor ought to ask the patient to pay for the X-ray. The
doctor is not hesitant to give the patient elaborate X-rays, other diag-

I
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nostic and consultation services, which the patient might need, because
the patient is at no additional expense.
The CHAIRMAN. The doctor is assured of his compensation and does
not have to worry about it?
Mr. BECKER. That is right. And he has many advantages in work-

ing with a group of physicians.
The CHAIRMAN. Yes.

Senator DONNELL. Mr. Becker, your being here this morning is at
the request of the Cooperative League of the United States of America ?
Mr. BECKER. That is right, Senator.
Senator DONNELL. That is the organization that Mr. Anderson rep-

resents, the gentleman who briefly spoke before you testified ?
That is true.
Senator DONNELL. Are you familiar with that league, yourself?
Mr. BECKER. I am.familiar with it in a general sort of way. I do
not have the intimate acquaintance with it that I have with the Group
Health Association. I have long been interested in the cooperative
movement in this country.
Senator DONNELL. You are the president of the Group Health
Association, is that right?
Mr. BECKER. That is correct.
Senator DONNELL. That is not your means of livelihood, is it?
Mr. BECKER. That is also true. My means of livelihood is acting
as consultant in medical care administration for the United States
Children's Bureau of the Department of Labor.
Senator DONNELL. You are employed by the Children's Bureau as
the assistant to Dr. Martha Eliot, who testified the day before yesterday
Mr. BECKER. I am employed as a consultant of medical administrative work with the Children's Bureau. I am a principal consultant
with responsibility for a unit.
Senator DONNELL. Your work is with Dr. Eliot, and you work with
her quite frequently ?
Mr. BECKER. I work with Dr. Eliot quite frequently.
Senator DONNm LL. And your income, so far as salary is concerned,
comes from the United States Government, Labor Department?
Mr. BECKER. My salary comes from the United States Government,
Labor Department.
Mr. BECKE.

Senator DoNNELL. Yes.

Mr. BECKER. For the record, Senator Donnell, I want to make it
very clear that I am here today on annual leave without pay.
Senator DONNELL. I was not raising that point at all.
Mr. BECKER. I would be glad to submit for the record the evidence
of that.
Senator DONNELL. I did want the record to show not only your connection with the Group Health Association, but that that is not your
source of livelihood, but that you are employed by the Labor Department of the United States Government.

Mr. BECKER. That is right.
Senator DONNELL. And are associated in your work with Dr. Eliot
and Miss Lenroot.
Mr. BECKER. That is correct.
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Senator DONNELL. Mr. Becker, did you write a book entitled, "We

Who Are Young"?

Mr. BECKER. No, I am afraid I did not.
Senator DONNELL. Do you know the Mr. Harry Becker that wrote

that book ?

Mr. BECKER. NO; I do not. I do not even know of the book.
Senator DONNELL. That is not yourself?
Mr. BECKER. No.

Senator DONNEL. There is another organization in Washington
known as Group Hospitalization, Inc., is there not
Mr. BECKER. That is true.
Senator DONqNEL. Are there several of these different health associations having as their objective the same general ideas as the
Group Health Association which you represent?
Mr. BECKER. In Washington, D. C., Group Health Association is
the only agency of that type. There are a number of others, of course,
throughout the country, and I have named those in the beginning of my
testimony. I have submitted comments from the officers of those associations as a part of the record.
Senator DONNELL. Yes, sir.
Mr. BECKER. But we are the only association of this type. Group
Hospitalization here in Washington, as you are no doubt familiar, is a
financial service agency, according to my classification that I presented
here in the testimony.
Senator DONNELL. Yes, sir.
Now, you referred to Dr. Richman of St. Louis. He is stated to be
the director of the Labor Health Institute of St. Louis. What is that
organization, Mr. Becker ?
Mr. BECKER. Really, Senator, I am not familiar with the details of
his association.
Senator DONNLL. Do you know anything at all about him?
Mr. BECKER. It is quite similar to Group Health.
Senator DONNELL. It is quite similar to Group Health
Mr. BECKER. Yes.

Senator DONNELL. Is it confined to labor unions, or what is the
significance of the term "labor" in the name, do. yon know?
Mr. BECKER. I really would hesitate to interpret the rules and
regulations of his agency.
Senator DONNELL. You are not familiar with what it is
Mr. BECKER. That is true.
Senator DONNELL. Yes, sir.
Now, Mr. Becker, in the course of your testimony, or, your statement, you speak of the fact, to quote your statement:
A universal application of the principle of prepaying the costs of medical
care is possible only through the exercise of the Government's power to tax,

whether it be through the form of pay-roll deductions, through Government taxes,
or both.

Have you studied the plan embodied in S. 1606 to determine whether
or not in addition to the pay-roll deductions mentioned in S. 1050, it
would be necessary to collect other Government taxes to pay the
expenses under S. 1606 ?
Mr. BECKFR. In my interpretation of S. 1606, it would require appropriations from the general tax sources to finance the program.
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You will recall that title I is all of the public health and community health service type of thing, and the assumption is that those
services would be financed from general tax funds as they are now
at the present time,
Senator DONNELL. How about title II? What is your understanding there as to whether or not financing of title II would necessitate
not only pay-roll taxes but also resort to other general taxes?
Mr. BECKIE. Well, I would really hesitate to comment on the cost
of providing the services under title II, because that requires a good
deal more study than I have given to it. Title II does, however, provide for appropriations from general tax sources.
Senator DONNE .LYou have no idea as to the total cost of these
services under S. 1606 insofar as title II is concerned
Mr. BECKER. I would hesitate to give my estimates at this point. I
have not given it the study I would want to give it to commit myself
on a question of that sort.
Senator DNNELL. I see.

You also say:
It is against our philosophy of government to provide health and social
services from public funds for less than the total population.
Your thought, as I understand it, is that if public funds are used,
that the health and social services should be available to all citizens
of the United States; is that right?
Mr. BECKER. That is correct, Senator. I find it very hard to accept
a situation in which we would have two systems of public service.
One for those who can pay and one for those who cannot pay.
Senator DONELL. Well, S. 1606 itself does not cover the entire
population, does it?
Mr. BECKER. No. I would like to recommend, Mr. Chairman, that
the committee consider very seriously the inclusion of Federal employees, for example. I cannot see any reason why Federal employees
should not have the same right as the employees in an industry to be
covered by S. 1606. There are several million of us, and I want to
come in under S. 1606. I would like to have it extended to Federal
employees.
The CHAIRMA. Amendments of that kind are contemplated.
Mr. BECKER. I understand that is possible.
Senator DONNELL. Now, Mr. Becker, you say also that theelimination of the costs of collection and sales would mean a less expensive
service with more money for medical care and for special services.

Of course, there would be a cost of collection of the taxes, would
there not, by which these costs are paid under S. 1606
Mr. BEOKER That is true. I can hardly believe, however, Senator
Donnell, that the cost of collecting taxes when you are using machinery already set up for collecting all the taxes, that the additional
expense of collecting the taxes for health service would be very great.
I certainly am convinced that it would be much less than the cost of
billing members of the prepayment plans and much less than the
sales cost in selling people on the idea of a prepaid service.
Senator DONNExU

. Yes

Well, regardless of whether or not the cost would be less, there
would be some expense ?
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Mr. BECKER. There would be some expense.
Senator DONNELL. And' some expense additional to that which is

now expended in the collection of taxes.
You concede that is true
Mr. BECKER. I concede-I think it would be relatively small in
comparison with the amounts of money handled.
Senator DONNELL. You also say that in a national-health program
the administrative policies must sagefuard against public subsidy to
voluntary agencies. Do you mean by that that the public moneys
should not be used to contract, we will say, with a Blue Cross organization ?

Mr. BECKER. That is exactly the type of thing I had in mind,

Senator.
Senator DONNELL. Yes.
Mr. BECKER. And throughout the statement I have attempted to
give my reasons for that conclusion.
I think that when a government contracts with a voluntary agency
to provide a service, that is the service for which the government is
responsible that inevitably you do get into a situation of subsidizing
the voluntary agencies. I think the experience in England has shown
that quite clearly.
Senator DONNELL. And the further observation in your statement
isIn the provision of public health and medical care service the Government
should not contract with non-Government agencies for administrative services,
or delegate to them the organization of medical programs.

That statement has behind it the same general point you have just
made; is that correct?
Mr. BECKER. That is right. I would like to enlarge on that just a
little bit if I may.
I do not think it is sound public policy, nor do I think it is sound
administration for the Government to contract-with a private agency
or a voluntary agency to do the job that is rightfully that of the
Government. I do not think the Government should contract with the
State medical societies, for example, to pay out Government money
for services rendered to Government beneficiaries.
Senator DONNELL. For instance, the plan in Michigan would not
meet your approval, then
h
Mr. BECKER. I am not sure what plan you have reference to.
Senator DONNELL. Contracting with the medical societies organizations, by the States ?
Mr. BECKER. You have reference to the Veterans' Administration ?
Senator DONNELL. Yes. The Veterans' Administration.
Mr. BECKER. According to the principles that I have set forth in
my statement, the Veterans' Administration contract with the Michigan Medical Service and other State Medical Associations would be.
contrary and in violation of these principles I have set out.
Senator DONNELL. Yes. I call your attention, Mr. Becker, to the
fact that so far as I have observed in S. 1606, there is no prohibition
against the contracting with private agencies, Blue Cross or otherwise
and I call your attention particularly to the language at page 36 of
the bill, where it states that:
In carrying out the duties imposed upon him by this title, the Surgeon General
is hereby authorized and directed, after consultation with the Advisory Council-
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and so forth, and so forth* * * to negotiate and periodically to renegotiate agreements or cooperative
working arrangements with appropriate agencies of the United States, or of
any State or political subdivision thereof, and with other appropriate public
agencies, and with private agencies or institution, and with private persons or
groups of persons, and with combinations thereof, to utilize their services and
facilities and to pay fair, reasonable, and equitable compensation for such
services or facilities.

Do you advocate that that section be restricted so as to prohibit the
contracting with such organizations as the Blue Cross, which they
carry on today ?
Mr. BECKER. I think that section as it now stands is an essential
part of the bill, because we want to make it very clear in legislation
that the Government can contract with all -sorts of agencies that
provide services.
I think in administrative policies that are set up that the Government should not contract for the administrative financial services that
are the responsibility of government.
Let me use an illustration that might be a little clearer:
I can hardly see the Government contracting with a private outfit
to collect taxes, for example. And I think it is the same kind of thing
when the Government contracts with a private agency to perform its
function of organizing medical service for people.
Senator DONNELL. Yes, sir.
Mr. BECKER. I do not think the Government should contract with
Group Health Association to provide medical service to all the people
in the District of Columbia, but I do want the Government to pay
Group Health Association a fee related to the cost of service rendered
for thYe persons in the District who do elect to have their medical care
through Group Health.
Senator PONNELL. Well, do you favor. the encouragement or the
continued existence of voluntary organizations after S. 1606 shall
have gone into effect?
Mr. BECKER. I personally feel that S. 1606 will extend and
strengthen the voluntary organizations, such as Group Health Association, that are concerned with the provision of medical service. I
think that there is a less question about the business or commercial
plans being extended and strengthened. I cannot see the same need
for the commercial plans if S. 1606 is passed, because S. 1606 provides
the financial service that commercial plans do provide, plus other
things as well. So I do not really see, if S. 1606 is passed, the commercial plans being extended and strengthened insofar as they relate to
collection-that is, collection of funds and disbursement of fundsand there is no longer need for private agencies to pool people's resources and pay out of those reserves in relation to claims of those
individuals if S. 1606 is passed.
I think that is one of the inevitables and one of the reasons we want
S. 1606 in this country-is that the commercial plans or the business
service plans, financial plans, cannot possibly do for all the people
what S. 1606 would do for all the people.
Senator DONNELL. Would you anticipate, if S. 1606 becomes law,
that the Government would enter into contracts with organizations
such as the Blue Cross to furnish services for the Government
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Mr. BECKER. I certainly feel, as I have tried to set forth the principles in my statement that Government should not contract with organizations such as the Blue Cross, to perform a service which rightfully belongs to Government. On the other hand, I do see a place
for the Blue Cross in the event S. 1606 is passed. I can see, in communities that I know of first hand, an advantage to the hospitals in
having a central organization that they could express their wishes
through, and that central organization could deal with the Government in regard to such matters as rates of payment, in regard to the
matters of a fiscal nature. But I do not see the Government saying
to Blue Cross, or any other agency concerned with a business service,
"We want to provide medical service to the people in this State. We
will give-you so much money per person in this State. We will give
you so much percentage of the money that is paid out as a commission
for overhead expenses," and then turning over to that organization
the responsibility which is rightfully Government's to carry forward
the service that the law says people shall have.
I draw a distinction between those two types of things.
Senator DONNELL. Do you not think, Mr. Becker, that if the Gov-

ernment provides free health benefit services, that the average individual would no longer find it advisable to spend his money to take
out a contract with the Blue Cross organization?

Mr. BECKER. I think if the Government provided for the collection
of funds from individuals and then paid out those funds in relation
to the needs of the individuals for medical care, that the large ma-

jority of the people would not feel the need to have additional protection.
However at best the Government program will be a basic health
service, and there will be lots of people that will want protection them-

selves against the so-called luxury services.

For example, I might

want protection that will enable me to have a housekeeper when my
wife is ill. I might want protection to allow me to have a corner
room with a lot of windows in the top floor, and I might want special
nursing services that are not essential to take care of my medical
need but are in the nature of luxury service. I can see where people
might want to protect themselves for those kinds of considerations.

Senator DONNELL. As I understand the terms of this bill, and I am
quoting from the bill:
The term "general medical benefit" means services furnished by a legally qualified physican or by a group of such physicians, including all necessary services
such as can be furnished by a physician engaged in the general or family pradtice of medicine, at the office, home, hospital, or elsewhere, including preventive,
diagnostic, and therapeutic treatment and care, and periodic physical.examination.

There is not much left there for a person to feel it necessary to spend
money for, if the Government is going to furnish all of that, is there,
Mr. Becker
Mr. BECKER. I think the Government should furnish all that as a
basic health service, but a lot of us, when we'go to hospitals, want
certain luxury services. I was in a hospital last summer. The hospital did not furnish a radio for my room. I wanted a radio. Again,
that radio is a luxury service. It certainly was not essential to my
medical need.
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Senator DONNELL. I would not consider radio service would be
included in this language. That would be like a newspaper. You
would not get a newspaper free.
Mr. BECKER. In some hospitals you do, Senator.
Senator Downae. I do not understand that this bill contemplates
the Government is going to furnish free newspapers to the patients.
Mr. BECKER. That is true.
Senator DoNimrw
But it would seem to me that this bill contemplates giving such extensive benefits that there would be very little left
.for the present 21,000,000 people buying Blue Cross service to feel it
is necessary for them to spend their money for. That is the point
I was making.
Mr. BECKER. Yes; I think you are correct.
Senator DONNELL. Just one other question and I will desist.

You state, on page 8 of your testimony:

Public agencies should pay the full cost for the service required by persons
for whom it is responsible for assuring care.

I take it that you will recall, on page 68 of the bill, that the provision
for hospitalization benefit includes:
Not less than $3 and not more than $7 for each day of hospitalization, not,
in excess of 30 days-

Et ceteraand not less than $1.50 and not more than $4.50 for each day of hospitalization
in excess of 30 in a period of hospitalization; and not less than $1.50 and not
more than $3.50 for each day of care in an institution for the care of the
chronic sick.

I think the testimony has pretty clearly shown thus far that that
does not adequately compensate hospitals for the services rendered.
Is that your opinion or not ?
Mr. BECKER. It is my opinion, if those ceilings were set up in law,
that they would not be adequate.
It is also my recollection, if I remember the bill correctly, that those
ceilings are for the interim period, and then a rate of payment related
to the cost is worked out with the hospital.
I might have this confused with other legislation, but I believe elsewhere in there is the provision that the rate of payment will be related
to costs, and that these ceilings are ceilings for the interim period. If
that is not correct, I think those ceilings should be removed, because,
obviously, they are not high enough.
Senator DONNELL. All right.

That is all, Mr. Becker.
The CHAIRMAN. Thank you.

Mr. BECKER. One comment, Senator Murray, before I leave the
stand here.
I hope that attention can be given to the problem of pay-roll deductions for Federal Government employees; Group Health Association
and Blue Cross and other voluntary plans have found it very difficult
to recruit Federal employees as participants in voluntary prepayment,
on the same basis as industrial workers, because of the fact that there
is no provision for pay-roll deductions. If the Government would
provide pay-roll deductions for Federal employees, it would greatly
facilitate our'recruitment and collection of prepayment dues.
8590T-4--pt- 5--8
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The CHAIRMAN. We will be glad to give consideration to your sug-

gestion, and if you have any other suggestions to make in the matter
of amendments, I would be glad to have you write me a letter and give
me your ideas.
Mr. BECKER. I would be glad to discuss that, in turn.
The CHAIRMAN. Thank you.

The next witness is Dr. William Withers.
Dr. Withers, you may state your full name and anythirg concerning your background, your profession, or education that might be
interesting to the committee, and the organization that you represent.
STATEMENT OF DR. WILLIAM WITHERS, REPRESENTING THE

UNION FOR DEMOCRATIC ACTION AND THE LIBERAL PARTY OF
NEW YORK

Dr. WITHERS. Well, my full name is William Withers, and I am
associate professor of economics at Queens College in the city of New
York.
I represent the Union for Democratic Action. I also represent the
Liberal Party of the State of New York.
In general, I have been a student of social security and particularly
of social security financing for a number of years.
Shall I proceed?
The CHAIRMAN. You may proceed with your statement.

Dr. WITHERS. Mr. Chairman, members of the Senate Committee on

Education and Labor:
ENDORSEMENT OF S.

1606

I represent the Union for Democratic Action, which urges the
adoption of S. 1606, the proposed National Health Act of 1945. The
passage of this bill providing for medical and health grants-in-aid
and insurance together with the amendment of title II of the Social
Security Act to provide disability benefits would round out the social
security program of the United States begun 10 years ago. It would
bring the United States into line with the social security practices of
the most advanced industrial nations which long ago adopted health
and disability insurance.
INSECURITY FROM SICKNESS

Insecurity from ill health ranks in significance with accidents, unemployment, and old age as a cause of disability and loss of income.
On any average day six to seven million Americans are unable to
work because of illness. Four to eight percent of the annual family
budget normally goes to pay for illness. When permanent disability
strikes, larger percentages are envolved.
The prudent man confronted with a number of serious risks, usually
insures for them.

But if he is really prudent, he does not pick and

choose among these risks insuring for some and trusting to chance
for the others. Similarly, it is unwise for us as a nation to insure for
accidents, unemployment, and old age and leave ill health to the
mercy of "lady luck."
*
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Moreover, ill health is not exclusively an individual matter. Failure to provide ourselves with medical care dangerously affects the
rest of the community and the Nation by spreading disease, reducing
economic production, weakening the manpower available for national
defense, and handicapping the future generation.
Ill health is, to a considerable extent, the result of insufficient income to pay the costs of medical care. Doctors and hospital facilities'
are plentiful in large cities where incomes are relatively high and
scarce in poor and rural communities. In 1938, there were 64 times

as many physicians in well-to-do as in poor counties. Poor families
can afford only a fraction of the amounts spent for medical care by
prosperous families. In 1941 the amount spent for medical services
by low- and upper-income families during one quarter of the year
varied from $26 to $236. Long ago we decided that the education
of the poor child could not be neglected because of the unfortunate
general consequence of ignorance. Similarly, the health of Negroes,
farmers, and low-income urban families cannot be neglected. The
insufficient income of these groups does not justify their inadequate
medical care if for no other reason because we are all adversely
affected.
Social insurance in any form is adopted when insufficient and unevenly distributed income subjects large numbers of citizens to risks
which are inimical to the general welfare. Ill health is such a risk and
it cannot be mpet satisfactorily by any other means than compulsory
national contributory -insurance. The prol6sed-National Health Act
provides the form of insurance needed.
VOLUNTARY

PRIVATE INSURANCE

TOO EXPENSIVE

Voluntary private insurance plans are too expensive to meet the
entire problem. Prepayment insurance usually costs about $100 a
year or more when the entire family is covered. In 1935-36, there
were 42 percent of American families with incomes of $1,000 or less,
65 percent with incomes of $1,500 or less, and 80 percent with incomes
below $2,000. Most American families cannot afford voluntary private insurance. Only an infinitesimal percentage of American families
are now covered by voluntary plans. These plans are not growing
at a fast enough rate to meet the problem.
STATE INSURANCE PLANS ARE INFERIOR TO A NATIONAL SYSTEM

States like New York, Massachusetts, and Illinois can afford workable plans, but the poorer States need the assistance of the well-to-do
States to establish public health insurance. The equalization principle
has been accepted in relief, old-age insurance, and numerous forms of
public assistance. Why should an exception be made in so important
a field as public health? Only a national health insurance system can
provide adequate sickness benefits for all at the lowest possible premium
cost and irrespective of race, creed, or economic status. It is a democratic solution to the American health problem.
MOST OF THE PEOPLE WANT HEALTH INSURANCE

An examination of the features of S. 1606 makes it difficult to
understand why anyone opposes it. Obviously, most American fami-
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lies, and especially the low-income, farm, and Negro families where
the incidence of illness is the greatest in the country and the capacity
to pay the least, will gain from the enactment of the bill. It should be
supported by employers also. It would represent savings rather than
losses to employers, since it is estimated by the New Council of American Business that a firm employing 500 has had losses in excess of
$47,250 a year from absenteeism which would be greatly reduced by
adequate health services.
Surely, the medical profession as a whole should gain from the
proposed act. On the latter point, I cannot do better than quote from
the speech of a prominent physician, Dr. Ernst P. Boas. He says
thatthe physician today is a combination of a professional man and a small businessman. These activities conflict with one another. All too often the physician
cannot give his patient the benefit of the full resources of medicine because
the latter cannot afford the necessary expense * * *. Compulsory health
insurance will stabilize the income of doctors over the years, and in fact will
increase incomes of the majority.

The bill will not elicit objection from students of social insurance.
Social security experts will commend numerous features of the bill
such as the methods of allocating the grants-in-aid for public health
services, maternal and child health services, medical care for needy
persons, and medical education and research. The standards set down
in the Act for the approval of State plans for these purposes are excellent. The centralization of administration in the 'Surgeon General's Office, the establishment of an Advisory Council, the careful
definition of the relation of health insurance administration to relevant professional groups and social agencies, and the eligibility requirements deserve support. Increases might be recommended, however, in the size of the grants-in-aid for the various health services,
and farmers should have been covered also. But on the whole, the bill
is adequate as an initial step toward over-all illness protection.
Finally, S. 1606 does not restrict unduly either the freedom of
patients to choose physicians or the freedom of physicians to practice
their profession. At points where administration involves professional opinion, the bill more than insures the dominance of physicians
in the working out of the policy. In particular we regard as invalid
the criticism that the bill leads to the "assignment" of patients to
doctors or that patients will be arbitrarily referred to specialists without their consent.
The proposed National Health Act deserves passage by this Congress. In approving it, Congress will satisfy a great social need and
follow the wishes of the vast majority of the American voters. Only
a small selfish minority can benefit from the defeat of this bill. It is
a democratic measure designed to assist the vast majority of our citizens to assist themselves.
OPPOSITION TO S. 2143

We are opposed to S. 2143 as a substitute for S. 1606. We believe
that S. 2143 (1) provides for unwise and unnecessary transfers of
Federal administrative agencies and bureaus, (2) provides inadequate
funds for State and voluntary insurance plans which the States and
their citizens are under no compulsion to establish, (3) does not establish a much-needed prepaid health service benefit system under the
supervision of the Social Security Department as does S. 1606, thus
'

,
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insuring medical aid for most of our people, (4) fails to insure the
maintenance of adequate national health insurance standards, and (5)
in general falls far short of meeting the comprehensive health needs
of our citizens.
In summary, I may say that S. 1606 is preferable to S. 2143 because
it provides for a Federal system of health insurance which covers in
the majority, what is incurred in health risks, and which equalizes
health insurance standards throughout the United States.
It also provides for an indefinitely large appropriation. It does
not confine Federal aid to $200,000,000.
S. 2143 reverts to the antequated State system of insurance, imposing upon the States a two-thirds financial burden, limiting equalization aspects even of the Federal aid and neglecting to provide for
adequate national standards of administration.
All this is recommended in the interests of "freedom" and States'
rights. It is the old, old story. The needs of the people are to be
sacrificed in defense of an erroneous conception of freedom and for
the sake of special interest groups.
S. 2143 should therefore not be enacted.
The CHAIRMAN. Any questions, Senator?

Senator DONNELL. Dr. Withers, in your statement you referred -to

what you term as the "careful definition of the relations of health-

insurance administration to relevant professional groups and social
agencies."
To what do you refer in that statement, please
Dr. WrITrHE. Where is the statement ?
Senator DONNELL. That is on page 3, about line 15, I think it is.
Thirteen.
Dr. WITHERS. Well, it seems to me that throughout the bill there
is an attempt to describe the relative functions ofthe local area committees, of the Advisory Council, and of the professional men and
public representatives on those committees, and it would seem to me,
in reading the bill, that there was a fairly careful definition of the

relations of the health-insurance administration proposed to the professional groups which were to be working in cooperation with it.
Senator DONNEmL. I was wondering if you had m mind any specific
provisions of the bill that you think constitute the careful definition
of the relations mentioned by you
Dr. WrrIHER. Well, I do not think that I could at this moment
at any rate, give you the exact pages and lines, but I am sure that that
was my impression from studying the bill.
Senator DONNELL. Now, Doctor, let me ask you just a few questions
about your own background, if you will.
Are you a native of New York City ?
Dr. WrHERS. Yes, sir.
Senator DONiNLL. And where did you have your schooling?
Dr. Wrr ER. I went to Columbia University, and was born in St.
Louis, Mo., and went to high school there under my father, who is
superintendent of schools at St. Louis.
The CHAIRAN. Another man from Missouri.
Senator DONNELL. I knew your father.
Dr. WrrHERs. You did knew him
Senator DONNEL. I did; yes, sir. He was a very outstanding man
inSt. Louis, of course, Dr. Withers.
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Dr. WrrHERS. Yes.
Senator DONNELL. And you moved from St. Louis to New York?
Dr. WITHERS. That is correct.

Senator DONNELL. And you are a graduate of Columbia University?
Dr. WrrHES. That is right.
Senator DONNELL. And what was your next step in your educational

work, Doctor

Dr. WITHERS. Then I began teaching.

I taught at Lehigh Uni-

versity, and at New York University, and subsequently at the Teachers
College, and also Columbia University, and then transferred from
there to Queens College. At the present time I am again teaching at
Columbia University.
Senator DONNELL. Doctor, you are appearing here for two organ-

izations, I understood you to say?
Dr. WrrHERS. Yes. I regret to say I did not make that clear.
The Liberal Party wishes to endorse this statement. They 'have no
statement of their own, but they are in full sympathy with the statement as prepared for the Union for Democratic Action.
The CHAIRMAN. Will you describe the Liberal Party?
THE LIBERAL PARTY OF NEW YORK

Dr. WITHERS. The Liberal Party is perhaps the newest party in the
State of New York. It now, in my opinion, holds the balance of
power in the State of New York. It has had in various elections from
one hundred and fifty to three hundred thousand votes. It in general
is a new third party which seeks to support liberal principles.
Senator DONNELL. When was it formed?
Dr. WITHERS. Well, it was formed a year ago. Our second conven-

tion was just held this month.
Senator DONNELL. It issued a platform; did it?
Dr. WITHERS. Well, I am a member of the national legislative com-

mittee of the Liberal Party. The Liberal Party has discussed the
health-insurance question for some time through the national legislative committee, and this committee authorized me to represent the
party at these hearings.

Senator

DONNELL. Yes.

Then you say that it, that is to say the Liberal Party, is in thorough
harmony with the statement presented by you in behalf of the Union

for Democratic Action ?
Dr. WITHERS. Yes. At least with the principles involved.
Senator DONNELL. Yes.
What is the Union for Democratic Action?
THE UNION FOR DEMOCRATIC ACTION

Dr. WITHERS. Well, the Union for Democratic Action is a liberal
group which is interested in such public questions as these and is
attempting to develop real democracy in government.
Senator DONNELL. When was it formed?
Dr. WITHERS. Well, several years ago. I do not know the exact
time of its formation, but I am now a member of the board of the
Union for Democratic Action, the national board.
Senator DONNELL. Is there a man by the name of Lewis Corey connected with the organization ?
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Dr. WrrHERS. NO, sir. Not that I know of.

Senator DONNELL. Did you ever hear of him

Dr. WrrHERS. Yes, sir.
Senator DONNELL. He was then head of the research council of that
organization at one time; was he not?
Dr. WITHERS. I do not know whether he held that specific title. I

do know he did assist in the research of the organization at one time.
Senator DONNELL. He is no longer connected with it?

Dr. WrrHERS. No longer connected with the organization.
Senator DONNELL. Do you know whether or not his name was actually Lewis Corey or Louis Fraina ?
Dr. WITHERS. His real name was Louis Fraina, but I know a whole

lot about Corey. I'knew him way, way back.
Senator DONNELL. Yes.

Now, that organization was under consideration by the committee
of the House of Representatives on subversive activities aimed at destroying our representative form of government, was it not
Dr. WITHERS. I do not know that it was.

Senator DONNELL In the Seventy-seventh Congress, second session.
You do not know about that?
Dr. WITHERS. I did not follow any such thing.

Senator DONNELL. I call your attention at this time to Report No.
2277, which was committed on June 25, 1942, to the Committee of

the Whole House on the State of the Union and ordered to be printed,
and in that connection, I call your attention to the fact that this
Special report of the committee described in some detail the Union
for Democratic Action, and I shall file in a moment with the committee
the copy of that report.
I note among other things the reference to a 32-page document published by the Union for Democratic Action in collaboration with the
New Republic. Are you familiar with that document?
Dr. WITHERS. No, sir.
Senator DONNELL. You are not.
I observe this language, also, at page 5 of that report:
The extraordinary attack upon Congress made by the document of the Union
for Democratic Action becomes understandable when the identities of those who

make up the union are exposed.
This vituperative and scurrilous document was presumably the work of the
research council of the Union for Democratic Action. The union's research
council is headed by Lewis Corey, described in the union's literature as its research director. Who is Lewis Corey?
In the first place-

continues the document:
Lewis Corey is not the real name of the man who bears the title of research
director of the Union for Democratic Action. For many years, the man who now
calls himself Lewis Corey was known in the international Communist world as
Louis Fraina.

And then continuing further on the same page, the document reads:
Better than anyone else, Louis Fraina fits the characterization of the "original
Communist in the Western Hemisphere."

And a little further, on the next page:
Louis Fraina was the first Communist editor in the United States.

And later:
Louis Fraina served on the executive committee of the Communist International. His Communist activities extended to many countries. For a period
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of time, he was stationed in Berlin. Lenin commissioned Fraina to go to Meidco
to organize a Communist revolution.
In 1932, after Fraina had already assumed the name bf Corey, 14e participated
in the election campaign on behalf of the Communist Party's candidates, William
Z. Foster and James W. Ford.

Is he connected in any way whatsoever with the union at this time?
,
Dr. WrrHERs. No, sir.
May I clarify that point?
Senator DONNELL. Yes; I would like to have you do so.
Dr. WrrHERS. I would hate to refer to myself, but I am generally

known in New York as one of the most violent anti-Communists in
the United States. I am a member of the board of the Union for
Democratic Action largely because that ,organization is now quite
anticommunistic. I would not remain on the board 1 second if I felt
that the policies of the organization were procommunistic.
Mr. Corey was at the time that he collaborated with the Union for
Democratic Action anti-Communist. He had been thrown out of the
Communist Party. He was persona non grata with the Communist
Party.
It is not correct to assume that at the time he did work for the
Union for Democratic Action that he was communistic at all. He was
very definitely anticommunistic, and is now, but his connection with
the Union for Democratic Action was never such as to determine its
policies, and his connections have been severed now for at least, I am
sure, 5 years, and the whole policy of the Union for Democratic Action
is decidedly anticommunistic.
Senator DONNELL. Doctor, this document from which I have been'
reading was filed in 1942, and among other things, says:
Inasmuch as Fraina has now entered the American "parliamentary campaign" of 1942 as the research director of the Union for Democratic Action, it
is enlightening to have his own words describing the purpose of such campaigns.

Do you think that is an incorrect statement, that as late as 1942 he
was research director of the Union for Democratic Action
Dr. WrrHERS. I do not think he was, and in addition to that I do
not think he was communistic at that time.
Senator DONNELL. Do you disagree with the view that he was the
first Communist editor in the United States, as expressed in this
publication I
Dr. WrrITHER. I am sure he was not the first Communist editor in
the United States. I am sure there were other Communist editors.
Mr. Jerome, I think, antedated Mr. Corey as a Communist editor.
Senator DONNELL. Is J. B. S. Hardman connected with your organization ?
Dr. WrTHERS. Not that I know of.
Senator DONNELL. He was at one time
Dr. WrrHERS. I think he was at one time.
Senator DONNELL. His real name is Jacob Salutzky
Dr. WITHERS. I do not.know very much about his name.
Senator DONNELL. And he was once nationally prominent leader
of the Communist Party of the United States. That is true, is it not?
Dr. WrrHERS. I am not sure if that is true.
Senator DONNELL. Is Thomas R. Amlie still director of the Washington Bureau of the Union for Democratic Action
Dr. WrIHERS. No; he is not.
Senator DONNELL. He is no longer with the bureau?
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Dr. WTHERS. No.

Senator DONNELL. I will file with the reporter for the records of
this committee, this report No. 2227.
(The report referred to is as follows:)
[H. Rept. No. 2277, 77th Cong., 2d seas.]

SPECIAL REPORT ON SUBVERSIVE ACTIVITIES AIMED AT DESTROYING
OUR REPRESENTATIVE GOVERNMENT
SUBVERSIVE ACTIVITIES AIMED AT DESTROYING OU
GOVERNMENT

REPRESENTATIVE FORM OF

THE ISSUE

Over a large part of the world of today, democracy has been long dead.
Political processes which once assured the common man some degree of genuine
participation in the decisions of his government have been superseded by a form
of rule which we known as the totalitarian state. The essence of totalitarianism
is the destruction of the parliamentary of legislative branch of government. The
counterpart of this destruction of the parliamentary institutions of democracy is
the concentration of all power, irresponsible power, in the hands of the totalitarian dictator. In some countries, as in Hitler's Reich, the old forms of
paliamental government have been retained while the reality has been utterly
effaced. The Reichstag has been degraded to an assembly of puppets who are
called together at irregular intervals to scream "Ja" at the Fuehrer's bidding.
No greater fallacy could obsess the mind of man than to assume that such a
procedure with its outward show of absolute unity represents ultimate strength.
In the totalitarian-ruled lands where demperacy is dead, the undying issue
confronting men is the restoration of freedom. In America, the issue confronting us is not the restoration but the preservation of the political institutions
of freemen. This issue compels us to take cognizance of a widespread movement to discredit the legislative branch of our Government. The issue simply
stated is whether the Congress of the United States shall be the reality or the
relic of American democracy.
THE FORM OF THE ATTACK

The effort to obliterate the Congress of the United States as a coequal and
independent branch of our Government does not, as a rule, take the form of a
bold and direct assault. We seldom hear a demand that the powers with which
Congress is vested by the Constitution be transferred in toto to the executive
branch of our Government, and that Congress be adjourned in perpetuity. The
creeping totalitarianism by which we are menaced proceeds with subtler methods.
The senior United States Senator from Wyoming has called attention to the
work of men who "in the guise of criticizing individual Members of Congress are
actually engaged in the effort to undermine the institution itself." Many of
the efforts to purge individual Members of Congress are based up n an assumption which reflects discredit upon the entire legislative branch o Government.
That assumption consists of the view that the sole remaining functio of Congress
[s to ratify by unanimous vote whatever wish is born anywhere at any me in the
whole vast structure of the executive branch of Government down to the la
of any and every administrative official.
Henry Luce's Time magazine has been drawn Sucker-fashion into this movement to alter our form of government by attacking its legislative branch. Time's
part in the attack takes a generalized form which is clearly directed against
Congress as an Institution. Time's issue of May 25, 1942, gives a two-ppge spread
to the attack made upon Congress by the Union for Democratic Action (with
which this report is principally concerned), and then Time adds its own indictment in the following words:
"Pew-men nowadays challenge the assertion that for leadership the people now
listen to the Government's executives, take counsel from the Nation's press
(whether or not they agree with it), get their debates and oratory from radio
forme--but they watched Congress mainly for laughs."
It is one thing to indict individual Members of Congress for their votes and
opinions with which one Is in disagreement; it is an entirely different matter
to scoff at the institution of Congress.
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A more direct attack upon the Congress of the United States is found in a
recently published and widely discussed book, The Managerial Revolution, in
which the author describes the manifestations of congressional independence as
"the petty tyrannies of an already close-to-powerless old man." The author,
Prof. James Burnham, declares that "the localization of sovereignty in parliament
is ended save for a lingering remnant in England (where it may not last the
next few months), in the United States, and certain of the lesser national"
Expounding his theory of the new society of the managerial revolution, Professor Burnham observes:
"In the new form of society, sovereignty is localized in administrative bureaus,
They proclaim the rules, make the laws, issue the decrees;
The shift from
parliament to the bureaus occurs on a world scale. Viewed on a world scale, the
battle is already over. * * * The process is, naturally, not yet completed
in the United States. Congress is not yet the same as Hitler's Reichstag and
Stalin's Soviet Congress. But it has gone much further than Congress itself
would be willing to realize."
Each of the foregoing citations-one from a United States Senator, one from
a weekly magazine, and one from a professor of philosophy-serves to indicate
a movement in the United States. If this movement ever reaches its fulfillment
in the nazification of the American Government, we shall find ourselves bearing a
striking resemblance to the hateful thing against which we are now mobilizing
our total resources.
IDEOLOGICAL BACKGROUND OF THE ATTACK

From the evidence which this report sets forth in later sections, it will be
clear -that the spearhead of the attack upon Congress as an institution stems
from a group of men who have had long training and experience in the ideology
of Karl Marx. It is pertinent, therefore, to draw attention to the official
declarations of the Marxist movement which deal with the subject of the legislative or parliamentary branch of government.
The Theses and Statutes of the Third (Communist) International, a document accepted as the basis of the program of the Communist Party of America,
contains the following statement:
"Therefore the deep hatred against all parliaments in the revolutionary
proletariat is perfectly justified."
The same official document includes the following:
"Communism repudiates parliamentarism as the form of the future; its aim
*is to destroy parliamentarism."
It is true that Communists engage in political campaigns for the ostensible
purpose of electing their friends and members to legislative bodies, but the
official view of the Communist International on this matter is set forth in the
following language:
"The Communist Party enters such institutions not for the purpose of organization work, but in order to blow up the whole bourgeois machinery and the
parliament itself from within."
Communist literature is filled with declarations concerning parliamentary institutions similar to the foregoing citations. Further examples would be mere
repetition. The Communist position sums up to the following: Discredit parliamentary institutions in every way possible, penetrate them for destructive purposes wherever possible, and wait for tte emergency when they may be destroyed altogether.
4
The current campaign against Congress, engineered by the Union for Democratic Action and its agents such as Lewis Corey, fits perfectly into the Marxist
pattern reflected in the foregoing quotations.
SOURCES OF THE ATTACK ON CONGRESS

Attention has already been called to Henry Luce's Time magazine and its
scoffing at the legislative branch of our Government. It is not alleged that
Luce is a Marxist or a conscious collaborator with the Marxist-inspired movement to discredit Congress. On the other hand, it is clear that Luce's magazine has of late contributed much to the effort to undermine popular confidence
in one of the essential branches of our American form of government.
Our investigation has shown that a steady barrage against Congress comes
from Marshall Field's PM (sometimes described as the uptown edition of the
Daily Worker) ; from the New Republic. one of whose editors, Malcolm Oowley,
was recently forced out of an $8,000 Government job by the exposure of his
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Communist activities; from the two Oommunist Party publications, the Daily
Worker and the New Masses; and from the Union for Democratic Action.
Following the pattern of the New Republic and the Union for Democratic
Action, the magazine New Masses, weekly organ of the Communist Party, features an article entitled "Wanted A wietory Congress." This article also ridicules the Congress of the United States and publishes the pictures of the Members of Congress in exactly the same fashion as that used by Henry Ltce's
Time magazine. The article in the New Masses was written by Bruce Minton,
alias Richard Bransten, alias Richard Brandenstein.
The Union for Democratic Action, in collaboration with the New Republic,
recently published a 32-page document entitled "A Congress to Win the War."
The union announced its plans to print and circulate a minimum of 1,000,000
copies of this document
Parenthetically, it may be said that Malcolm Cowley, one of the editors of
the New Republic, published a volume of poetry in February of this year in
which volume he described enthusiastically the capture of the Capitol in Washington by a revolutionary mob.
The Union for Democratic Action purports, in its 32-page document, to analyze
the votes of the Members of Congress on 20 arbitrarily chosen bills which have
been up for passage during the past 2% years. Ten of these measures were in
the field of foreign policy and 10 in the field of domestic affairs. Where the
Member of Congress voted in accordance with the union's opinions, he is given
a plus sign; where he voted contrary to the union's views, he received a minus
sign. According to the union's tabulation, only 18 Members of the House of
Representatives have all plus marks.
Completely disregarding its own tabulation, the Union for Democratic Action
concludes its document by calling for the defeat of a group of Representatives
and Senators whom it describes as "The Obstructionists."
The Union for Democratic Action betrays a remarkable fact concerning its
own objectives-namely, that its interest in winning the war against the Axis
Powers is a secondary matter. Thisis clear from the fact that the union calls
for the purge of various Members of Congress whose voting record on the 10
measures dealing with foreign policy has been 100 percent in support of the administration. The only possible conclusion which can be drawn from the union's
position is that it belongs to that relatively small group of radicals who are
trying to use the war emergency to advance their own revolutionary programs
within the United States.
The viciousness of the document put out by the Union for Democratic. Action
and the New Republic is strikingly manifest in the following statement:
"This minorityof obstructionists turned to the despicable Nazi trick of asserting that it was the Jews who were leading America into war."
That, of course, is a cowardly lie, and must be known as such to its authors.
The union offers no evidence for its statement, as indeed it would be impossible
to offer any such evidence. The names of these so-called obstructionists are set
forth at the end of the union's study. The union dare not falsely ascribe to
them severally or collectively any statements to the effect that "the Jews were
leading Amerida into war." It is the Union for Democratic Action itself which
has injected the hateful matter of racial prejudice into the election campaign.
It is the union which is guilty of trying to work "the despicable Nazi trick."
THE PERSONNEL OF THE UNION FOR DEMOCRATIC ACTION

The extraordinary attack upon Congress made by the document of the Union
for Democratic Action becomes understandable when the identities
of those
who make up the union are exposed.
This vituperative and scurrilous document was presumably the work of the
research council of the Union for Democratic Action. The union's research
council is headed by Lewis Corey, described in the union's literature as its
research director. Who is Lewis Corey?
In the first place, Lewis Corey is not the real name of the man who bears
the title of research director of the Uhion for Democratic Action. For many
years, the man who now calls himself Lewis Corey was known in the International Communist world as Louis Fraina. Why Friana has now attempted
to conceal his true identity under the name of Lewis Corey, we do not pretend
to know. We do know from several years of investigation of the Communist
movement, that it is a common practice among Communists, as among criminals,
to attempt to avoid recognition by the use of aliases. At any rate, the
entire
Communist world is well aware of the fact that the man who now goes
by
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the name of Lewis Corey was known for years as Louis Fraina. In setting
forth Corey's record in the ensuing paragraphs, we shall refer to him as Fraina.
In the committee's files, Louis Fraina is an oft-recurring name and there is absolutely no question about the fact that he is the man who now poses as Lewis
Corey. It is altogether fitting that an organization such as the Union for
Democratic Action with its pretenses concerning democracy should employ a
man of the character of Louis Fraina.
While it is definitely known that Louis Fraina, alias Lewis Corey, traveled to
Russia and other parts of the world around 1920-23, the records of the State
Department do not show that Corey or Fraina had a passport in either of those
names. The presumptive evidence is that Corey, alias Fraina, had a passport
in yet another name. That was the same offense for which Earl Browder was
sent to the penitentiary for 4 years. Of course, the statute of limitations has
run on Fraina's offense, but perhaps the Union for Democratic Action will step
forward and tell the public under what name Fraina, its research director,
obtained his fraudulent passport.
Better than anyone else, Louis Fraina fits the characterization of the "original
Communist in the Western Hemisphere." The first Communist convention held
in the Western Hemisphere was convened in Chicago on September 1, 1919.
The assembled delegates elected Louis Fraina as their temporary chairman.
At that convention-a photograph of which is in the files of our committeeFraina assumed the leading role in drawing up a program for the overthrow
of the United States Government. Among the planks in that first Communist
convention's platform-a plank written personally by Fraina-was one which
reads as follows:
"Participation in parliamentary campaigns which in the general struggle of the
proletariat is of secondary importance, is for the purpose of revolutionary propaganda only."
Inasmuch as Fraina has now entered the -American "parliamentary campaign" of 1942 as the research director of the Union for Democratic Action, it is
enlightening to have his own words describing'the purpose of such campaigns.
Louis Fraina was the first Communist editor in the United States. With
headquarters in Boston, Fraina edited the Revolutionary Age, a magazine
devoted to the overthrow of the United States Government. In an issue of his
magazine dated July 12, 1919, Fraina called for "the annihilation of the fraudulent democracy, of the parliamentary system." The early issues of Fraina's
magazine are in the files of our committee.
Louis Fraina served on the executive committee of the Communist International. His Communist activities extended to many countries. For a period of
time, he was stationed in Berlin. Lenin commissioned Fraina to go to Mexico
to organize a Communist revolution.
In 1932, after Fraina had already assumed the name of Corey, he participated
in the election campaign on behalf of the Communist Party's candidates, William
Z. Foster and James W. Ford.
In 1934, Fraina published his most important book, The Decline of American
Capitalism. The volume appeared under the name of Lewis Corey. Fraina's
conclusion, incorporated in the last sentence of his 600-page book, was stated as
follows:
"American civilization depends upon Communist revolution, and, given the
dominant economic position of the United States, the victory of the American
working class will make a mighty contribution to the building of world socialism
and a new world civilization."
Faina is not the only leader of the Union for Democratic Action who has tried
to conceal his true identity *under a new name. Listed on the union's letterhead as a sponsor of the organization is one J. B. S. Hardman. Hardman's
real name is Jacob Salutzky, born in Grodno, Russia. Like Fraina, Balutzky
was once a nationally prominent leader of the Communist Party of the United
States.
In later years, Salutzky, alias Hardman, wab a leader of an organization known
as the Conference for Progressive Labor Action. The program of this organization, in whose writing Salutzky had a.major part, called for the destruction
of the "sham democracy" of the United States. The publicly avowed purpose
of the organization In which Salutsky was a national executive committeeman
contained the following:
"It aims to inspire the workers to take control of industry and government,
abolish the present capitalist system, and build a workers' republic."
Even though the majority of the leaders of the Union for Democratic Action
do not have records like those of Fraina and Salutzky, most of them have col-
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elaborated more or less extensively with the front organizations of the Communist Party. In addition to this revealing fact, many of the Union for Democratic Action leaders have written books expounding their views on politics
and economics. These books give uniform evidence of the Marxist or nearMarxist views of their authors. For example, Reinhold Niebuhr, chairman of the
Union for Democratic Action, has been a prolific exponent of Marxist philosophy.
In his book, Reflections on the End of an Era, Niebuhr declares:
"For the next decades those who desire to make a moral choice between the
semimoral alternatives of politics must make a choice between hypocrisy and
vengeance."
This is the very essence of the shady morality of Karl Marx, and Niebuhr makes
it clear that his choice is for the side of vengeance. Niebuhr throws further
light upon his Marxist philosophy by his statement that "the Old World which
hides its injustices behind the forms of justice is embattled with a New World
which expresses its protests against injustice in vindictive terms."
All of which means, in simple language, that Niebuhr elects the vengeance
of the new Socialist order in preference to what he calls the hypocrisy of the
capitalist order. Niebuhr has been the secretary of an organisation which called
itself the United Christian Council for Democracy. That organization's platform
included the following explicit references to the American system:
"We reject the profit-seeking economy and the capitalistic way of life with its
private ownership of the things upon which the lives of all depend.
"We propose to support the necessary political and economic action to implement
these aims."
So far as the head of the Union for Democratic Action, Reinhold Niebuhr, is
concerned, it is unmistakably clear on what basis he proposes to carry out his
desired purge of Congress. In the light of his voluminous writings and his political affillation, it becomes farcical for Niebuhr to. assert or imply that he
merely desires "a Congress to win the war." What Niebuhr and his associates
want is a Congress that will not interfere with their schemes for social revolution.
Thomas R. Amie, director of the Washington bureau of the Union for Democratic Action, has made his own position with respect to parliamentary procedures emphatically clear. In an article entitled "The Collapse of Capitalism,"
Amlie publicly renounced three things: Liberalism, gradualism, and constitutional means as instruments for obtaining the economic and political changes
which he deems desirable. On the subject of liberalism, Amlie wrote: "I have
always considered myself a liberal-at lest until a year and half or 2 years ago."
Amlie proceeded thereupon to attack the premises and procedures of the socalled gradualists, the persons who desire to bring about the end of private
ownership in the means of production by a gradual encroachment of public ownership until finally the whole system of private ownership and free enterprise
has been 'eliminated. Amlie called specific attention to the failures df the European Social Democrats to do away with capitalism by their gradualist program.
Amlie's own exact language is as clear as anything could be on this question.
"The Social Democrats," he wrote, "will never be able to administer the 'coup
de grace.' They are congenital parliamentarians." Of course that is precisely
what all the Communists have said about gradualism, social democracy, and parliamentarism a thousand times over since the inception of the Communist movement. Whether Amlie is a Communist or not, there can be no doubt that his
views as expressed by himself on these tremendously important political and
economic questions coincided perfectly with the views of the Communists. His
unconcealed scorn for Social Democrats on the ground that they are "congenital
parliamentarians" is a direct attack on the parliamentary or legislative branch
of our democratic form of government.
Before concluding the article from which we are quoting, Amlie took his stand
four square on the side of revolution as opposed to constitutional methods of
change. "The question arises," he wrote, "whether a program of this kind
could be carried out by constitutional political means. Very frankly I do not
believe that the change will be brought about by orderly constitutional means."
In the pages which follow immediately, we present a chart showing the affiliations of 50 of the leaders of the Union for Democratic Action with the agencies and fronts of the Communist Party. This chart makes clear the important
fact that the Union for Democratic Action is composed chiefly of individuals
who have been a significant part of the interlocking directorate of the Communist movement in the United States. As the leaders of the Union for Democratic
Action would probably put it, this chart contains the evidence of their political
conduct before Pearl Harbor.
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COMMITTEE FOR DEMOCRACY

AND

INTELECTUAL -FBEEDOM

Franz Boas is the national chairman of the American Committee for Democracy and Intellectual Freedom. Boas' Communist front affiliations have been
numerous. Among them was his membership on the national council of the
American Peace Mobilization. In recent years, no other organization has been
more clearly stamped as a Communist front The American Peace Mobilization
conducted a picket line in front of the White House up until the very day that
Hitler marched against Russia. Up until that day, the American Peace Mobilization had opposed every measure of national preparedness and supported
every Communist-led strike in the industries of national defense. It is hardly
possible that Franz Boas could have been pro-Communist in the American Peace
Mobilization and anti-Communist in his leadership of the American Committee
for Democracy and Intellectual Freedom.
The line of the American Committee for Democracy and Intellectual Freedom has fluctuated in complete conformity with the line of the Communist Party,
which is exactly what we would expect of an organization led by Franz Boas.
Ten of the leaders of the Union for Democratic Action listed on the accompanying chart have been affiliated with the American Committee for Democracy
and Intellectual Freedom. They are George S. Counts, Frank P. Graham,
Stanley Isaacs, Dorothy Kenyon, Frank Kingdon, Freda Kirchwey, William
Allen Neilson, Frederick L. Redefer, Norman Sibley, and Maxwell Stewart.
While we do not maintain that all of these individuals are Communists, we do
cite the record which shows them to have collaborated with a Communist front
in this instance. Furthermore, the accompanying chart shows that these same
10 individuals have had a total of 46 other affiliations with Communist-front
organizations.
AMERICAN COMMITTEE FOR THE PROTECTION OF FOREIGN-BORN

Numerous witnesses who have appeared before our committee have given
testimony indicating that the American Committee for the Protection of ForeignBorn is a Communist-dominated front. In particular, we call attention to the
testimony of Humberto Galleani who was formerly an official of the organization. Galleani testified that the Communist Party, of which he was once a member, assigned him to work in the American Committee for Protection of ForeignBorn and that 'there was no doubt about the party's complete control of the
organization.
Thirteen of the fifty leaders of the Union for Democratic Action listed on the
accompanying chart have been affiliated with the American Committee for Protection of Foreign-Born. One of them, Herman F. Reissig, was national chairman of the organization. In addition to Reissig, the following have been affiliated with the organization: Dwight Bradley, George S. Counts, Waldo Frank,
Frank P. Graham, Granville Hicks, Stanley Isaacs, Dorothy Kenyon, Ludwig
Lore, William Allen Neilson, Reinhold Neibuhr, Maxwell Stewart, and Jacob
Weinstein.
AMERICAN LEAGUE FOR PEACE AND DEMOCRACY

In his order for the deportation of Harry Bridges, the Attorney General
branded the American League Against War and Fascism as a Communist-front
organization. In November 1937 the American League Against War and Fascism
changed its name to the American League for Peace and Democracy. The organization remained under the domination of the Communist Party just as it had
always been since its inception at the First United States Congress Against War
in October 1933. In its report of January 1940, the Special Committee on UnAmerican Activities of the House of Representatives found unanimously that the
League was a front organization of the Communist Party.
Of the 50 leaders of the Union for Democratic Action listed in the accompanying chart, 27 were national officers of the American League Against War
and Fascism (later the American League for Peace and Democracy) or wrote
for the League's magazine Fight. Their affiliations with the league were matters of public record. At various times the league numbered thousands of innocent persons among its rank-and-file members, but these leaders of the Union
for Democratic Action were not mere rank-and-file members of this Communistfront organization. On the contrary, they were prominently associated with the
central Communist controls of the organization. All of these 27 leaders of the
Union for Democratic Action were associated with the league at a time when
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the league's official program specifically called for the sabotage of national
defense.

When we examine the program of the American League to which these leaders of the Union for Democratic Action subscribed, we come to face to face with
the startling fact that the league was nothing morq or less than a bold advocate
of treason. The words of the league's official program establish this fact beyond
any possibility of dispute. Point 1 in the league's program reads as follows:
"To work toward the stopping of the manufacture and transport of munitions
in time of peace or war, and in time of war the transport of all other materials
essential to -the conduct of war through mass demonstrations, picketing, and
strikes.

*

*

*"

Point 5 of the league's program declares that the league will "promote
and support refusal of workers to handle all materials of war."
The introduction to the league's official program contains the following specific

plan for treason:

"It (the American League) proposes a plan of action at the specific points
where the war machine can and must be stopped. It builds on the fact that the
conduct of war depends upon many men and women-those who run the mines
and factories, railroads and ships that manufacture and transport supplies for
war, those who create and distribute war propaganda in schools and press, in

churches and on the air, the farmers who raise the food supplies, and the mil-

lions of men, women, and children in all walks of life who make it possible-or

impossible--for a nation to wage war. By withdrawing their services and support, these masses of people-industrial, middle class, agricultural-can stall
the war machine in its tracks."
The very same persons who formed the official backbone of the organization
which promulgated the foregoing plan for treason are now the persons who
constitute the official backbone of the Union for Democratic Action. In their
new guise, they propose to drive from the Congress of the United States numerous members who have not only worked for years for the building of an
adequate national defense but who have also taken the lead in exposing the
plans for treason and sabotage which the leaders of the Union for Democratic
Action were maturing during the critical decade which led up to the present
national war emergency.
Taking each of the 27 leaders of the Union for Democratic Action separately,
we find the following:
Thomas R. Amilie (director of the Washington Bureau of the Union for Democratic Action) was a member of the.national executive committee of the American
League Against War and Fascism.
Leroy E. Bowman (sponsor of the Union for Democartlc Action) was a member of the arrangements committee which founded the league and was a member
Sof the executive board (the league's small governing body) as well as a member
of the national executive committee of the league both before and after it changed
its name.
Eleanor Brannan (sponsor of the Union for Democratic Action) was chairman
of the New York City division of the league and also on the league's national
executive committee and its smaller executive board.
William F. Cochran (board of directors of the Union for Democratic Action)
was a member of the league's national executive committee and also a sponsor
of the league's Baltimore branch.
George S. Counts (board of director of the Union for Democratic Action) was a
member of the national executive committee of the league both before and after
it changed its name.
Henry David (sponsor of the Union for Democratic Action) was a contributor.
to Fight magazine, the official publication of the league.
Melvyn Douglas (board of directors of the Union for Democratic Action) was
a national sponsor of the league.
Louis Fischer (the board of directors of the Union for Democratic Action) was
a contributor to Fight magazine, the league's official publication.
Margaret Forsyth (sponsor of the Union for Democratic Action) was national
treasurer of the league. She was also a member of the league's national executive committee and of its smaller executive board. Miss Forsyth 'was also
national chairman of the women's committee of the league.
Frank P. Graham (sponsor of the Union for Democratic Action) was a national
sponsor of the American League for Peace and Democracy.
Lester.Granger (board of directors of the Union for Democratic Action) was a
contributor to Fight magazine, the league's official publication.
85907-46--Dt. 5---4
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J. B. S. Hardman (sponsor of the Union for Democratic Action) was a member
of the arrangements committee which founded the league. Hardman's real name
is Jacob Salutzky.
Francis Henson (board of directors of the Union for Democratic Action and
member of the Union for Democratic Action's research council) .was coexecutive
secretary of the league with Donald Henderson, a publicly avowed Communist
Party member.
Granville Hicks (sponsor of the Union for Democratic Action) was a contributor to Fight magazine, the league's official publication.
Gardner Jackson (board of directors of the Union for Democratic Action) was a
national committee member of one of the league's subsidiary organizations, the
National People's Committee Against Hearst.
Freda Kirchwey (board of directors of the Union for Democratic Action) was
a national committee member of the league's subsidiary, the National People's
Committee Against Hearst.
Ludwig Lore (sponsor of the Union for Democratic Action) was among the
signers of a national manifesto issued by the league.
Reinhold Niebuhr (chairman of the Union for Democratic Action) was chair
man of the principal meeting of the United States Congress Against War at which
the league was founded. Niebuhr was also a member of the national executive
committee of the league.
A. Philip Randolph (board of directors of the Union for Democratic Action)
was a national sponsor of the league's subsidiary, the China Aid Council.
Herman F. Reissig (sponsor of the Union for Democratic Action) was national
secretary of the religious section of the league.
M. B. Schnapper (sponsor of the Union for Democratic Action) was a contributor to Fight magazine, the league's official publication.
Norman Sibley (sponsor of the Union for Democratic Action) was a national
sponsor of the league.
Robert Spivack (sponsor of the Union for Democratic Action) was a national
sponsor of the league.
Maxwell -Stewart (sponsor of the Union for Democratic Action) was a member of the league's national executive committee, and also a contributor to Fight
magazine.
Ashley P. Totten (sponsor of the Union for Democratic Action) was a member of the league's advisory board.
Jacob Weinstein (sponsor of the Union for Democratic Action) was a contributor to Fight magazine, the league's official publication.
Howard Y. Williams (organizer for the Union for Democratic Action) was a
member of the arrangements committee which founded the league.
AMERICAN STUDENT UNION

Two years ago, our committee unanimously found the American Student Union
to be a Communist front organization. Since that time additional proof of the
org9knizatiohn' Communist controls have served to verify our finding beyond any
possibility of dispute.
Eight of the fifty leaders of the Union for Democratic Action listed on the accompanying chart have been prominently affiliated with the American Student
Union. They are George S. Counts, Waldo Frank, Freda Kirchway, Robert E.
Lane, Reinhold Niebuhr, Herman F. Reissig, Robert Spivak, and Lee Manning
Wiggins.
AMERICAN YOUTH CONGRESS

The American Youth Congress was prominently identified with the White
House picket line which, under the immediate auspices of the American Peace
Mobilization, opposed every measure of national defense up until the very day
that Hitler attacked Russia. From its very inception the American Youth Congress has been one of the principal fronts of the Communist Party.
Eight of the fifty leaders of the Union for Democratic Action have been affiliated
with the American Youth Congress. They are Thomas R. Amlie, Leroy E. Bowman, J. B. S. Hardman, Gardner Jackson, Dorothy Kenyon, A. Philip Randolph,
Frederick L. Redefer, and Maxwell Stewart.
CHAMPION

Champion magazine was the official organ of the Young Communist League
and also of the International Workers Order.
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Among the 50 leaders of the Union for Democratic Action, 5 have been connected with the Champion magazine. One of them, M. B. Schnapper, a Communist Party member, was editor-in-chief of the magazine. Four others conItributed articles to the publication. They were Thomas R. Amlie, J. B. S.
Hardman, Granville Hicks, and Robert Spivak.
COMMUNIST PARTY

At least 11 of the 50 leaders of the Union for Democratic Action listed on the
foregoing -chart have public records of affiliation with the Communist Party.
Attention has already.been drawn to the record of Louis Frains, alias "Lewis
Oorey," and to the 'record of Jacob Salutzky, alias "J. B. S. Hardman." In
addition to the indisputable facts concerning these two outstanding leaders of
the Communist movement in the United States, we find that public records
establish the following facts:
Leon Dennen, a sponsor of the Union for Democratic Action, campaigned as
a member of the Communist Party for the election of Browder and Ford in thenational elections of 1936.
Waldo Frank, a sponsor of the Union for Democratic Action, was another
member of the Communist Party who campaigned for the election of Browder
and Ford in 1936, as well as for the Communist candidates Foster and Ford
in the national elections of 1932.
Charles Yale Harrison, a sponsor of the Union for Democratic Action, as a
contributing editor of the Communist Party's New Masses for a number of
years.
Will Herberg, a sponsor of the Union for Democratic Action, was for years
a leading member of the Communist Party of the United States. For a number
of years Herberg was also the managing editor of Revolutionary Age, the official
organ of the Communist Party (majority group).
Granville Hicks, a sponsor of the Union for Democratic Action, has been one
of the most prolific writers for the Communist Party. In 1936, Hicks campaigned for the election of the Communist Party's candidates, Browder and
Ford.
Ludwig, Lore, a sponsor of the Union for Democratic Action, has a record as
one of the outstanding leaders of the Communist Party, having headed a faction
of the Party which was known as "Loreism."
Herman F. Reissig, a sponsor of the Union for Democratic Action, was one
of the speakers at the tenth national convention of the Communist Party which
was held in 1938.
M. B. Schnapper, a sponsor of the Union for Democratic Action, was an avowed
member of the Communist Party and was also editor-in-chief of the Champion
magazine, official organ of the Young Communist League.
Edward Welsh, a sponsor of the Union for Democratic Actiop, was prominent
enough in the Communist Party to be selected as one of the party's delegates
to Moscow in 1929.
Not oe of the foregoing individuals was a mere rank-and-filer in his affiliation
with the Communist Party. Each one of them has been a high functionary in
the Communist movement of this country. When, to the direct Communist Party
affiliations of these 11 leaders of the Union for Democratic Action, we add the
indirect party affiliations of the remaining 39 Union for Democratic Action
leaders listed on our chart we are able to understand the emphatic Marxist
complexion of the Union for Democratic Action.
COMMUNIST PUBLICATIONS

One of the headings on our chart is that of "Communist publications." The
record shows the following facts:
f
Ralph Bates, a sponsor of the Union for Democratic Action, is an author
whose work has been published by the International Publishers, the official publishing house of the Communist Party in the United States.
Henry David, a sponsor of the Union for Democratic Action, is the author
of a pamphlet published by the Workers' Library Publishers, another of the
official publishing concerns of the Communist Party.
Waldo Frank, a sponsor of the Union for Democratic Action, is the author
of a volume brought out by the International Publishers.
Lewis Gannett, a sponsor of the Union for Democratic Action, was a contributor to the Communist magazine, the Liberator.
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Granville Hicks, a sponsor of the Union for Democratic Action, is the author

of a volume brought out by the International Publishers.
Ludwig Lore, a sponsor of the Union for Democratic Action, was associate
editor of the Communist magazine, the' Liberator.
A. Philip Randolph, member of the board of directors of the Union for Democratic Action, was a contributor to the Communist magazine, the Labor De.
fender.
CONFERENCE ON PAN-AMERICAN

DEMOCRACY

The Conference on Pan-American Democracy is one of the numerous fronts
of the Communist Party. Its active Communist leader in the organization's
inner councils is one Marina Lopes. Marina Lopes is a member of the Communist
Party and wife of the erstwhile head of the Young Communist League in New
- York State, John Little. '
The following leaders of the Union for Democratic Action listed on the foregoing chart have been affiliated with the Conference on Pan-American Democracy: George Counts, Margaret Forsyth, Stanley Isaacs, Gardner Jackson,
Dorothy Kenyon, A. Philip Randolph, and Maxwell Stewart.
DESCENDANTS OF THE AMEBICAN REVOLUTION

The Descendants of the American Revolution is a Communist-front organization set up as a radical imitation of the Daughters of the American Revolution.
The Descendants have uniformly adhered to the line of the Communist Party.
Prior to Hitler's attack on Russia, the Descendants denounced lend-lease and
the Burke-Wadsworth Conscription Act. The educational director of the Descendants of the American Revolution is one Howard Seisam, an instructor at
the Communist Party's Workear School in New York.
The following leaders of the Union for Democratic Action have been affiliated
with the Descendants of the American Revolution: Eleanor Brannan, Kenneth
Crawford (Washington correspondent for Marshall Field's PM), Dorothy Kenyon,
and Freda Kirchwey.
FRIENDS OF THE SOVIET UNION

Our committee has found unanimously that the Friends of the So'viet Union
was a Communist front organization.
Leaders of the Union for Democratic Action who have been affiliated with
the Friends of the Soviet Union include the following: Thomas R. Amlie, Lewis
Corey, Leon Dennen, Margaret Forsyth, Waldo Frank, Lewis Cannett, Granville
Hicks, Ludwig Lore, Herman F. Reissig. and Maxwell Stewart
INTERNATIONAL LABOR DEFENSE

Our committee found unanimously in our report to the House 2 years ago
that the International Labor Defense was the legal arm of the Communist
Party. In his order for the deportation of Harry Bridges, the Attorney General
concurred in this finding. Three of the four principal officers of 'the International Labor Defense are publicly avowed members of the Communist Party.
Eleven of the fifty leaders of the Union for Democratic Action listed on the
accompanying chart have been affiliated in one way or another with the International Labor Defense. They are George Axtelle, Louis Fischer, Waldo Frank,
Frank P. Graham, Granville Hicks, Harold Hlmwich, Gardner Jackson, Dorothy
Kenyon, A. Philip Randolph, Herman F. Reissig, and Harold Rome.
INTERNATIONAL WORKERS ORDER

Our committee has found unanimously that the International Workers Order
is a front of the Communist Party. The organization is headed entirely by
outstanding and avowed members of the Communist Party, such as William
Weiner, Max Bedacht, Herbert Benjamin, and Louise Thompson.
The following leaders of the Union for Democratic Action have been affliated
with the International Workers Order: Eleanor Brannan, John W. Edelman,
Lester B. Granger, and Herman F. Reissig.
LEAGUE OF AMERIAN WRITERS

The gathering at which the League of American Writers was founded was
known as the Congress of American Revolutionary Writers. The "call" which
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was sent out for this gathering was signed by such well-known Communists as
Earl Browder, Michael Gold, and Clarence Hathaway. The "call" contained the
following introductory paragraph:
"The capitalist 'system crumbles so rapidly before our eyes that, whereas 10
years ago scarcely more than a handful of writers were sufficiently far-sighted
and courageous to take a stand for proletarian revolution, today hundreds of
poets, novelists, dramatists, critics, short-story writers, and journalists recognize
the necessity of personally helping to accelerate the destruction of capitalism and
the establishment of a worker's government."
The following leaders of the Union for Democratic Action have been affiliated
with the League of American Writers: Ralph Bates, Waldo Frank (first chairman of the organization), Granville Hicks, Herman Reissig, and Harold Rome.
NATIONAL COMMITTEE FOR DEFENSE OF POLITICAL PRISONERS

The executive secretary of the National Committee for Defense of Political
Prisoners was a well-known Communist Joseph Gelders. The organization was
composed exclusively of avowed Communist Party members and party collaborators.
Among the leaders of the Union for Democratic Action, the following were
affiliated with the National Committee for Defense of Political Prisoners: George
Counts, Waldo Frank, Granville Hicks, Freda Kirchwey, and Maxwell Stewart.
NATIONAL COMMITTEE FOB PEOPLE'S BIGHTS

The National Committee for Defense of Political Prisoners changed its name
to the National Committee for People's Rights when the Communist Party
streamlined its organization in the early days of the People's Front. The
organization, under its new name, remained entirely under the control of the
party. Its present chairman, Rockwell Kent, has a long record of affiliation with
the front organizations of the Communist Party.
The following leaders of the Union for Democratic Action have been affiliated
with the National Committee for People's Rights: George Counts, Waldo Frank,
Granville Hicks, Stanley Isaacs, and Maxwell Stewart.
NATIONAL FEDERATION FOR OONSTITUTIONAL LIBERTIES

This organization was one of the Communist Party's fronts set up during the
period of the Soviet-Nazi pact. In keeping with the party line of that period,
the leaders of the National Federation for Constitutional Liberties were among
the most active members of the American Peace Mobilization's picket line before
the White House.
Leaders of the Union for Democratic Action who have been affiliated with the
National Federation for Constitutional Liberties include the following: George
Axtelle, Dwight Bradley, William F. Cochran, Kenneth Crawford (Washington
correspondent of PM), .Waldo Frank, Gardner Jackson, William Allen Neilson,
Harold Rome, and Norman Sibley.
NATIONAL NEGRO CONGRESS

Two years ago our committee reported to the House that the National Negro
Congress was a front of the Communist Party. At that time, A. Philip Randolph
was national president of the National Negro Congress. Today Randolph is on
the board of directors of the Union for Democratic Action.
In addition to A. Philip Randolph, the following leaders of the Union for
Democratic Action have been affiliated in one way or another with the National
Negro Congress: Frank Crosswaith. John W. Edelman, Lester B. Granger,
Alfred Baker Lewis, and Herman F. Reissig.
NEW MASSES

Probably no one who is acquainted even superficially with the New Masses
magazine would deny that it is the weekly publication of the Communist Party.
Among the leaders of the Union for Democratic Action, the following have
written for the New Masses: Ralph Bates, Eleanor Brennan, Leon Dennen,
Waldo Frank, Charles Yale Harrison, Will Herberg, Granville Hicks. Freda

Kirchwey, Herman F. Reissig, Harold Rome, M. B. Schnapper, and Maxwell
Stewart.
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OPEN LETTER TO AMERICAN LIBERALS

In March 1937 a group of well-known Communists and Communist collaborators
published an open letter bearing the title given above. The letter was a defense
of the Moscow purge trials.
Among the signers of the Open Letter to American Liberals were tie following leaders of the Union for Democratic Action: Louis Fischer, Granville Hicks,
and Maxwell Stewart.
OPEN LETTER FOR CLOSER COOPERATION WITH THE SOVIET UNION

In September 1939 one month after the signing of the Nazi-Soviet pact, a
group of Communist Party stooges issued an open letter bearing the title given
above. It should be emphasized that the United States and the Soviet Union
were not at that time collaborating for the crushing of the Axis military might.
On the contrary, the Soviet Union was collaborating with the Nazis.
The following leaders of the Union for Democratic Action signed this open
letter: Waldo Frank, Granville Hicks, Harold Rome, and Maxwell Stewart
SOVIET RUSSIA TODAY

The magazine Soviet Russia Today has always been a mouthpiece of the
Communist Party.
The following leaders of the Union for Democratic Action have been editors
or contributors for Soviet Russia Today: Lewis Corey, Leon Dennen, Louis
Fischer, Waldo Frank, Granville Hicks, ,Stanley Isaacs, and Maxwell Stewart
(an editor).
SPANISH AID ORGANIZATIONS OF THE COMMUNIST PARTY

In our committee's report to the House 2% years ago, we found unanimously
that the North American Committee to Aid Spanish Democracy and the Friends
of the Abraham Lincoln Brigade were Communist front organizations. At
various times, the names of the Spanish-aid organizations of the Communist
Party changed their names so rapidly that it was difficult for the average person
to keep track of them.
Twenty-two of the fifty leaders of the Union for Democratic Action were
affiliated with one or the other of these Spanish-aid organizations. Our investigation has revealed that the following were so affiliated: Thomas R. Amlie,
George Axtelle, Ralph Bates, Leroy Bowman, Dwight Bradley, Eleanor Brannan,
George Counts, Melvyn Douglas, John W. Edelman, Louis Fischer, Waldo Frank,
Lewis Gannett, Frank P. Graham, Stanley Isaacs, Dorothy Kenyon, Freda
Kirchwey, William Allen Neilson, Reinhold Niebuhr, A. Philip Randolph, Herman F. Reissig, Harold Rome, Maxwell Stewart.
WASHINGTON COMMITTEE FOR DEMOCRATIC ACTION

When the American League for Peace and Democracy was dissolved in February 1940 its successor in Washington was called the Washington Committee
for Democratic Action.
Kenneth Crawford and Gardner Jackson, now of the Union for Democratic
Action, were both sponsors of the Washington Committee for Democratic Action.
WORKERS ALLIANCE

The Attorney General branded the Workers Alliance as a Communist front
organization when he ordered the deportation of Harry Bridges. Two and a
half years ago, our committee found unanimously that the Workers Alliance
was a Communist front.
At the 1938 national convention of the Workers Alliance, Gardner Jackson was
one of the speakers.

Senator DONNELL. D'. Withers, have you personally studied in de-

tail the provisions of title II of this bill I
Dr. WITHERS. Yes.

Senator DONNELL. That is the compulsory health insurance.
Dr. WITHERS. Yes, sir.
Senator DONNELL. You have studied it.
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Dr. WITHERS. Yes.
Senator DONNELL. Do you find anyone who is classified as you have
termed them here, "students of social insurance" who are opposed to

this bill

,

Dr. WITHERS. I have not run across any.
Senator DONNELL. You regard the bill as sound economically and
socially ? That is your view, is it, Doctor?
Dr. WrrERBs. I do ;yes.
Senator DONNELL. Yes, sir.

That is all, Doctor.
Dr. WITHERS. All right.
The CHAIRMAN. Thank you, Doctor, for your statement.

That will conclude the hearing this morning. We will meet Thurs-

day morning at 10 o'clock in this same room.
(Thereupon, at 11: 501a. m., Monday, June 24, 1946, the committee
recessed until 10 a. m., Tuesday, June 25, 1946, in the same room.)
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TUESDAY, JUNE 25, 1946

UNITED STATES SENATE,
COMMITTEE ON EDUCATION AND LABOR,

Wasington, D. C.
The committee met at 10 a. m., pursuant to adjournment, the Honorable James E. Murray (chairman), presiding.
Present: Senators Murray and Donnell.
The CHAIRMAN. I have a letter here from the legislative representa-

tive of the Union for Democratic Action of Washington, enclosing
a memorandum "What is the Union for Democratic Action "

I would like to have this submitted in the record at this point.
(The document referred to is as follows:)
UNION FOR DEMOCRATIC ACTION,

Washington 5, D. C., June

4, 1946.

The Honorable JAMES E. MUBBY,
Senate Committee on Education and Labor, Senate Office Building.
DEaB SENATOR MURBAY: Senator Donnell, in the course of discussing the
national health insurance bill, S. 1606, with the witness supporting the bill for
the Union for Democratic Action, Dr. William Withers, Queens College, N. Y.,
has brought up the matter of the Dies committee report on the Union for Democratic Action, issued by acting chairman of the House Committee on Un-Amerlcan Activities, Joseph Starnes, on June 23 ,1942.
We are a loss to understand the relationship between Dr. Withers' testimony
on the proposed health legislation and the long-discredited attack of the Dies
committee (which attack was generally believed at the time to be a reprisal
against the Union for Democratic Action for its temerity in exploring and pub-,
licizing the voting records of Congressmen on issues of public importance).
Nevertheless it seems most proper and desirable, since the Senator from Missouri has thus called into question the character and motives of the organization,
to expand the matter still further and place in the record the complete story of
the Dies committee "investigation' 'and report, as well as the repudiation of the
report by the Dies committee minority as reported by Representative Jerry
Voorhis in his statement to the House on June 25, 1942, and the attitudes expressed by leading newspapers throughout the country at that time.
The following is a memorandum entitled, "What is the Union for Democratti
Action?" prepared in July 1942, dealing with the circumstances and history of
the Dies committee report which has been Introduced into the present hearings.
Some of the officers of the UDA have changed in the Interim, but Dr. Reinhold
Niebuhr is now, as he has been throughout, chairman of the Board, and Dr.
James Loeb, Jr., continues as executive director. The UDA continues as it has
been since the day of its founding in May 1941, an organization devoted to the
promotion of democracy at home and abroad, and militantly opposed to totalitarianism in all its manifestation--at home and abroad.
Sincerely yours,
JOHN F. P. TucxB,

Legisltive Representatfve.
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WHAT IS THE UNION FOR DEMOCRATIC ACTION?

A MEMORANDUM FOR FAIR-MINDED PARTICIPANTS IN THB COMING CONGRESSIONAL
ELEYrIONS
I. PURPOSE OF THIS MEMORANDUM

The present memorandum has been prepared to be placed in the hands of all
candidates and other participants in the 1942 elections so that the material may
be available to them if and when the issue of their connection with the Union for
Democratic Action is raised. It is not improbable that this issue will be raised
in almost every congressional district. It will be raised whether the UDA has,
any contact with the district or not. It will be raised even in those many districts where the UDA has no members, no contacts, no connection whatsoever.
Clearly, the UDA national office will be unable to answer all the charges; it will
not even hear of many of them. Furthermore, many of the participants involved
will know little or nothing of the UDA, which is a relatively small and new
organization. It is therefore hoped that the facts contained herein will be found
useful.
How did all this start? Why has the Union for Democratic Action become the
center of the entire controversy? BecauseOn May 18, 1942, the UDA joined with the editors of the New Republic in
issuing a 32-page analysis of the issues and the men involved in the 1942 congressional elections. This analysis presented the voting records of all incumbent
Members of the House of Representatives and the 32 incumbent Senators up for
reelection. In addition, it told the story of the most significant congressional
controversies of the past few years and advocated the replacement of a number of
present Congressmen. The .analysis was admittedly a political document and
made nb pretense to nonpartisanship-except as between members of the political
parties. The arguments advanced were frankly and vigorously favorable to these
Congressmen who had supported President Roosevelt's foreign policy, unfavorable to those who had obstructed it. Furthermore, certain Congressmen with
interventionist records were criticized because their records on domestic issues
seemed to indicate that their first enemy was the New Deal and social progress
at home, rather than Hitler, Mussolini, and Hirohito.
It has been assumed that the publication of such material was consistent with
American democratic practice. However, it soon became apparent that the
advocacy of a particular viewpoint in American elections was to be called unAmerican.
IL ASSORTED ATTACKS

No group or individual entering the field of political controversy can object
to the most vigorous criticism, attack, or difference of opinion. However, there
have thus far been three distinct departures from fair American political disagreements: (a) the use of congressional immunity to avoid libel, (b) the gross
misuse of governmental. agencies for partisan political purposes, and (c) the
,wild dissemination of attacks that are factually incorrect.
The Dies committee report combines all three of these elements. Before
analyzing that report, however, it is enlightening to cite a few examples of the
kind of attacks that have recently been leveled at the UDA. Following are a
few examples:
1. The UDA was solely responsible for the release of Earl Browder from jail
(Representative Noah Mason, of Illinois, in Ottawa (Ill.) Times of May 26, 1942).
The UDA at no time issued any statement on this question or cooperated in any
way, directly or indirectly, with any organization engaged in the campaign to
free Browder.
2. Officers of the UDA sabotaged American defense production "until Hitler
attacked Stalin" (Representative Woodruff, of Michigan, Washington TimesHerald, July 3, 1942). This completely libelous charge has been reiterated elsewhere. The facts are contained below in the history of the UDA.
3. The UDA is the spearhead of a conspiracy to overthrow parliamentary gov-,
ernment in the United States (Dies committee report and elsewhere). This
charge is too fantastic to require refutation. In a radio talk broadcast over the
Columbia Broadcasting System on June 20, 1942 (before the issuance of the
Dies report), on the subject "The importance of Congress in wartime," Dr. Kingdon, president of the UDA, said: "Because I believe so strongly in the importance
of Congress in our whole ndtional organization, I call upon all my fellow-citizens
to give extra consideration to the men who will be elected to it."
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III. THE DIES ODMMITrEE REPORT

acting chairman of the Dies
On June 23, Representative Starnes, of Alabama,
special
Dies, issued to the press a form
of
committee in the absence of Reresentative
representative
our
destroying
at
aimed
activities
subversive
on
report
principally concerned," was
government." The UDA "with which this report is
telephone
by aUDA
attack the
committeeNeither
Dies
of the
nor
issuance
itself, call
first informed of thePress
statement.
a
for
asking
Associated
the
from
any time
in the document, had atwere
any officer thereof, nor any individual attacked
held.
hearings
No
made.
being
was
been informed that the investigation
l
No effort was made to ascertain the facts.
letter
open
an
in
made
originally
was
Si nificantly the request for the report
had criticized and actively
by Representative Barry, of New York, whom the UDA
Mr. Dies was made public on
opposed. Mr. Barry's letter to "My dear colleague"
May 28, 1942.
seriously contends
Significant also is the title of the report, the text of which
overthrow parliato
plot
a
represents
that criticism of individual Congressmen
Time Magazine,
mentary government. In addition to the UDA, Henry Luce and publications,
the
Communist
two
and
Republic
Marshall Field and PM, the New
responsible for the campaign.
Daily Worker, and the New Masses are named as subversive
motivations of all
The writings of Marx are cited in proof of the
concerned.
committee report on
The most authoritative answer to the charges of the Dies
by Congressman Voorhis, of
the UDA is contained in the minority reportbeissued
particularly noticed:
California. The following passages should
(UDA) where the
"On the contrary, there is not one person connected with it
person is a Communist.
charge can apparently be substantiated that such
by or a front for the
dominated
"To imply that this organization is in any way
Communist Party is contrary to the facts of public record. the majority accuses
"The position of the minority is, however, that when
economic views are at
people of being un-American because their political or
that is not only
variance with those of the majority it is committing aniserror
that no comsort
a
of
but
contrary to every tradition of democratic government
against
work
mittee of this character can commit and continue to do effective
presented by
subversive elements. To include the long list of people in the chart
stretch of
possible
no
by
the committee and put into it the names of people who
is to strike a blow at liberty
anyone's imagination can be considered Communists Jerry
Voorhis, in the House
of the most serious kind" (extension of remarks of
of Representatives, Thursday, June 25, 1942).
IV. REACTIONS TO THE DIES REPORT

A. The press
as
None of the many reports issued by the Dies committee has boomeranged
accepted the
completely as has its report of June 23, While some newspapers
it for what
recognized
report as gospel. the great majority of editorial comments
of the Amerit was worth. Those who retain their faith in the good common sense
the counican people must be encouraged by the fact that newspapers throughoutto use the
report was an attempt
try were quick to sense the fact that the Dies partisan
political purposes. The
for
committee
machinery of a congressional
following excerpts from newspaper comments are typical:
when it
The New York Times: "The Dies committee doesn't look patriotic
attacks loyal American liberals. It looks silly" (June 27, 1942).
Mrs. Eleanor Roosevelt in My Day: "I question whether a committee composed
first being
of so many people of good reputation should be thus accused without (New
York
all"
for
granted a hearing, and it might be well to settle this once and
World-Telegram, June 26, 1942).
Chicago Sun: "A smear broadside against the good and loyal Americans who
compose the Union for Democratic Action" (June 29, 1942).
Cleveland News: "The committee will only get itself laughed out of existence
25, 1942).
by -ittributing to Communist plotters the criticism of Congress" a(June
Congressm ~ a
Christian Science Monitor: "Is everyone who criticizes
Communist? To assume so would give the Communist Party several thousand
Yet this
times more members than it has any claim to in the United States. Dies
Comseems almost to be implied in the most recent 'special report' of the committee
mittee on un-American Activities. * * * The characteristic Dies
without
methods of publicizing aspersions on the patriotism of groups of people are not
substantial inquiry into the charges or giving the victims a bearing
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methods that reflect credit on the House of Representatives. There is little value
and much potential harm in trying to smear with red paint anyone with whom
the majority of the committee disagrees" (July 2, 1942).
Dayton Ohio News: "The Union for Democratic Action opposes certain politicians because they were post-Pearl Harbor patriots. The post-Pearl Harbor
patriots (Chicago) Tribune backed, respond that their critics are Communists.
The (New York) Times advances with the facts of record. There we are" (June
30, 1942).
Louisville (Ky.) Times: "There is nothing wrong with the people's regard for
Congress as a necessary institution for democracy. There is no denying, however,
the unqualified contempt that exists for some of its Members. It is these Members, not external plotters, who are injuring Congress. * * * If there is any
plot afoot, it is the concerted effort to classify criticism of Congress as reflecting
conspiracy. Censure of Congress is not peculiar to this day and age. Porkbarrel and log-rolling were terms of opprobrium long before it because fashionable
to drag red herrings across trails" (June 26, 1942).
Progress Index, Petersburg, Va.: "It seems to us that, since the involvement
of the United States in the war, the House investigating committee headed by
Mr. Dies has displayed little if any usefulness and developed a perfect gift for
jumping the track and going off at wild tangents. If it is to continue functioning,
it ought to adjust itself to the needs of the times and stop bothering about such
matters as criticism of Congress. Criticizing Congress doesn't make you a
Nazi, a Fascist, or a Communist, or even mildly subversive" (June 25, 1942).
Republic, Mitchell, S. Dak.: "Without defending the Union for Democratic
action of which we know little, it is possible.to point out that Mr. Dies might
have personal reasons for discrediting this organization which recalls that a
Federal Communications Commission report on Dies said: 'Representative Dies
received as many favorable references in Axis propaganda to this country as
any living American public figure. His opinions are quoted by the Axis without
criticism at any time.' * * * It is apparent that Mr. Dies can dish out
criticism but he doesn't care to take it"--June 25, 1942).
Argus, Rock Island, Ill.: "It is an old game, trying to make it appear that
the opposition to you is lead by a vile and vicious conspiracy" (June 27, 1942).
Journal, Milwaukee, Wis.: "Again the committee has gone wrong, we believe,
on men and organizations interested in the election of the next Congress" (July
6, 1942).
Ledger, Columbus, Ga.: "The characteristic Dies committee methods of publicizing aspersions on the patriotism of groups of people without substantial
inquiry into the charges or giving the victims a hearing are not methods that
reflect credit on the House of Representatives. There is little value and much
potential harm in trying to smear with red paint anyone with whom the majority
of the committee disagrees" (July 15, 1942).
Chicago Sun: "* * * * ask him (Dies) when he is going to make a public
apology to the members of the Union for Democratic Action, whom he has
traduced and vilified without even granting them a public hearing for their own
defense against his calumnies" (July 11, 1942).
Times Press, Streator, Tl.: "Hitler may be enemy No. 1 outside, but from all
I can learn Dies is pretty near being enemy No. 2 inside the lines. Since Mrs.
Dilling has been busy with domestic squabbles, the Dies committee has filled her
place in 'smearing'" (July 14, 1942).
Herald, Dayton, Ohio: "After all, Mr. Dies has been attacking loyal American
liberals for a good many years. After all, his committee has been the tool of
home-made fascism ever since it was created. And if anyone didn't want the
Union for Democratic Action unjustly attacked as communistic, that person or
that newspaper or that organization should have helped shut Martin Dies up a
long, long time ago" (July 2 1942).
Advertiser, Montgomery, Ala.: "It is a peculiar sense of reason which contends
that Congress is being 'destroyed' by distribution of a report showing how its
Members voted * * * Joe Starnes is included along toward the end. Starnes
is included on the basis of having made a fool of himself by charging that Christoacpher Malowe. the Elizabethan poet, was an American.Communist. He also
cused an NLRB employee of being a Communist on the ground that he had visited
Mexico and studied anthropology * * * Joe has never been looked upon as
an intellectual heavyweight by his fellow-Alabamians. Nevertheless he has, until recently, been considered harmless. Possibly Joe is not familiar enough with
of conthe principles of American jurisprudence to recognize the unfairness hearing
demning an organization as communistic without ever having held a
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of any sort on the matter. Perhaps he considers it sufficient that he managed to
get himself in the headlines while Dies was out of town. (Not that Dies has any
scruples about following the rules of evidence or fairness.) It happens that the
Union for Democratic Action is anything but communistic, having aroused the
ire of the Communists when it was demanding action long before Hitler attacked Russia. It appears that the evidence that the organization is 'seeking to
obliterate' Congress is based principally on the fact that it expressed the opinion
the Congress would be better off without Joe Starnes- and Martin Dies. This
may be a mistaken point of view, but it is stretching it a bit to term the crime
seditious" (June 28, 1942).
Virginian Pilot, Norfolk, Va.: "For who can suppress a smile at the tall idea
that to scoff at some of the antics of Congress (the late pension grab, for example)
is a form of lese majesty. Instead of being undermined by this scoffing, Congress
thrives on it. That is not likely to prove true of the Dies committee. A few
more splenetic outbursts like the present one, and the Dies committee will itself
begin to be scoffed at. And that will be the beginning of the end of a congressional committee which is running on the momentum it picked up in the days when it
was doing a fairly good job, and which has now become a thoroughly dispensable
common scold" (June 25, 1942).
Gazette and Daily, York, Pa.. "Once again the Dies committee has disgraced
*
Congress and has demonstrated its utter mendacity and unreliability
*
*
well
cause
Fascist
the
serving
has
been
Dies
committee
for a long time the
There should be no question about that on the part of any intelligent observer.
It serves fascism by discrediting Liberals and liberalism at every opportunity.
And since Liberals and liberalism are fascism's most powerful and effective enemies, the Dies committee is doing a good job for the Fascists" (June 25, 1942).
Evening Star Telegram, Fort Worth, Tex.: "The charge of the Dies committee that the Union for Democratic Action is communistic calls for substantiation, in view of the type of men who are leaders of that organization * * *
the blast of the Dies committee savors both of politics and official interference in
elections. It is evidence casting some light upon the jitters that afflict certain
elements in Congress in an election year" (July 1, 1942).
News, Newark, N. J.: "When Representative Dies charged the Union for Democratic Action with subversive activities, the gravamen of his charge was that this
group had sought 'to obliterate the Congress of the United States as a co-equal and
independent branch of our Government.' * * * The Congress, as so often
in the past, does not see that the cure is to be sought not in suppression of outside
criticism, but within itself * * * Mr. Dies' present method is not to draw
attention to Congressional shortcomings, but to charge critics with semicriminal
motivation" (June 29, 1942).
Herald, Miami, Fla.: "The Dies committee has thrived on the congressional pork
barrel, running a perennial witchhunt, punctuated with occasional blasts from
its 'findings'--at taxpayer expense. Its latest explosion is in the nature of a
pay-off to the Cogressmen who keep it in operation" (June 30, 1942).
Star-Times, St. Louis, Mo.: "Mr. Dies, of course, could have uncovered these
facts, which conclusively disprove the charge of communism. But he was not
interested in facts, of course; he wanted to smear * * * Mr. Dies, in his publicity blurb, asserted that he was defending Congress as an institution. It is a
sorry commentary on Congress that the House of Representatives tolerates this
kind of 'defense' against imaginary plots and genuine public criticism" (June

27, 1942).

B. The pubUo
Several days after the issuance of the Dies committee report, a statement was
drawn up and signed by a number of prominent Americans. It read, in part, as
follows:
"No public statement issued in recent months has been more irresponsible and
libelous than the report released by the Dies committee on June 22, 1942, characterising the Union for Democratic Action as 'a Communist front.' The signers
of this letter are familiar with the union, its policies, and its members. All of
us wish to protest, on the basis of our known opposition to communism, the
appalling distortions of the Dies report.
"The Dies committee has not questioned a single member of the UDA. It has
conducted no investigation. Not a single officer or member of the UDA is a
Communist or Communist sympathizer. Every part of its accusation is a libel
against every member of the organization.
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"Its attack is an act of political revenge for the patriotic service performed by
the UDA in exposing the voting records of obstructionist Congressmen, including
Martin Dies.
"Under the circumstances we feel called upon to demand a full retraction from
the Dies committee."
Among the signers were President Harry D. Gideonse, of Brooklyn College;
Dr. John Dewey, dean of American philosophers Presidenit George N. Shuster,
of Hunter College, former editor of the Catholic weekly, Commonweal; Dr.
Eduard C. Lindeman, head of the New York School of Social Work; Dr. William
Agar, educational director of Freedom House; Mr. Louis Adamic, writer and
lecturer; Prof. C. J. Friedrich, of Harvard University, chairman of the executive
committee of the Council for Democracy; and L. M. Birkhead, national director,
Friends of Democracy.
V. THE UDA

During the winter of 1940-41 a number of leading liberals began to feel the
need of an organization which would express in vigorous terms the intimate
relationship between an all-out antitotalitarian foreign policy and a strongly
prodemocratic domestic policy. With this aim in mind, a program was drawn
up and printed under the title, "A Program for Americans." The sense of this
statement is contained in the slogan which the UDA adopted at its inception and
retains today: "A two-front fight for democracy-at home and abroad."
This program was given to the press in April 1941, and the Union for Democratic Action was formally organized at a luncheon at the Town Hall lub in
New York on May 10, 1941. The announcement of the program elicited the
following comment from the official Communist paper, the Daily Worker:
"Linked with the Government, tied to the war machine, and faithful to capital,
they are a menace to the labor movement and to peace. They come bearing the
poison of the imperialist slaughter. The working class and the American people
must shun them as the fifth column of Wall Street empfie" (Daily Worker,'April
30, 1941).
At the same time the New York Times, hardly a Communist organ, said editorially :
"The point is that the published program indicates a clean break with foreign
ideologies and a determination to deal with American problems in the spirit of
democratic institutions. This way lie fruitful discussion, progress by adjustment and compromise, and unity in essentials" (New York Times, May 3, 1941).
In view of Representative Woodruff's charge that officers of the UDA sabotaged
American defense production before the start of the Nazi-Soviet war (June 22,
1941), it is pertinent to quote from a UDA release issued on June 11, 1941, in
regard to the strike in the North American Aviation Co.:
"The Union for Democratic Action congratulates the Congress of Industrial
Organizations (CIO) for its action against the wildcat strike in the Los Angeles
plant of the North American Aviation Co. This strike was clearly provoked and
led by Communists who exploited the legitimate demands of the strikers for
sinister political ends. The attitude of the responsible leaders of the CIO is a
splendid expression of labor's determination to allow no subversive elements to
interfere with production for national defense."
Lest it be felt that the UDA disagreed with the Communists only so long as
Soviet Russia was linked to Nazi Germany, it is pertinent to point out that the
first release issued by the UDA after the outbreak of the Nazi-Soviet war began
as follows':
"Warning against Communist attempts to penetrate the American liberal and
labor movement as a result of the Nazi-Soviet war, the Union for Democratic
Action, at a special executive committee meeting yesterday, nevertheless called
upon the American Government to give every possible economic and technical
assistance to Russia in cooperation with the British."
Later in the same statement the UDA insisted that the "foreign policy which
the new situation requires must not persuade us to relax our vigilance against
Communist penetration into the liberal and labor movement."
Subsequently on many occasions the UDA reiterated these warnings. Its
organizitlonal bulletin of August 1941 carried an article by its chairman, Dr.
Reinhold Niebuhr, on the danger of Communist penetration into liberal ranks.
The following issue of the bulletin included an article by its executive secretary,
James Loeb, Jr., on the attempts of the Communists to organize a new front
organization in Chicago. UDA literature has contained the slogan: "Against
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totalitarianism of all kinds"--Nazi, Fascist, or Communist Membership applications for the UDA include the pledge: "I am opposed to all forms of totalitarianism."
The foregoing facts should be sufficient to prove to any honest American that
the Union for Democratic Action is a liberal American organization, unashamed
of its liberalism and proud of its principled refusal to have any dealings with any
American whose first loyalty is not to the United States Government. The Dies
committee report is proof of the contention made by columnists Drew Pearson
and Robert Allen in their Washington Merry-go-Round column of several months
ago:
"Dies is no hero to leaders of this committee (the House Audit Committee).
His communism-nudism blast, without knowledge or authorization of other members, at officials of Vice President Wallace's Economic Warfare Board, has not
made committee leaders reel kindlier.
"But what really got them in arms is a charge that Dies committee is being
used by Communists to wreak vengeance on liberals who fought the Reds; that
one Dies chief investigator, a former fellow traveler, has close ties with his
one-time commy pals and they supply him with lists of alleged Communists who
are bitter foes, to smear them as Reds. This is old commy strategem" New
York Mirror, April 6, 1942).
VI. CONCLUSION

The UDA national office is prepared to document any statement in this memorandum. The facts speak for themselves.
Clearly the most effective answer to the tactics that have been used will be
the defeat of those who have used them. The 1942 congressional elections must
be carried forth on the high moral level which the national crisis demands. This
memorandum is merely an effort to present the facts to those who will have
use of them. As Dr. .Kingdon said in his radio talk over the Columbia Broadcasting System on June 20, 1942:
"Both our danger and our opportunity demand the highest level of political
intelligence and action of which we are capable. The most important civilian
job from now until November is to elect a Congress to win the war, and to make
such a peace as will guarantee a world of liberty. The time to begin that job
is now. The place to begin it is in our own hearts. The responsibility is on each
of us."

The CHAIRMAN. Mr. Linford is the first witness.
Good morning, Mr. Linford.

STATEMENT OF ALTON A. LINFORD, CHAIRMAN, CITIZENS'
COMMITTEE TO EXTEND MEDICAL CARE
Mr. LINFORD. Good morning.
The CHAIRMAN. Mr. Linford, will you give your full name and

the organization that you represent and anything about your.background that you wish the record to carry.
Mr. LINFORD. My name is Alton A. Linford.

I am chairman

of
the Citizens' Committee To Extend Medical Care, Chicago, Ill. I am
assistant professor at the University of Chicago in the School of Social
Service Administration. I was chairman of the national committee
of the American Association of Social Workers that drafted its policy
platform statement on health and medical care, which platform statement, incidentally, was adopted by the last delegate conference meetng about a month ago in Buffalo, N. Y. That platform statement
places the American Association of Social Workers flatly on record
as supporting a national health insurance program.
I was also a member of the board of directors of the White Cross,
the voluntary prepayment medical care program in the city of Boston,
in the years 1940 to 1942.
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I have been a student of this subject for some years, having included health insurance in my courses at the university.
I have a statement. I should like to read it, if I may.
The CHAIRMAN. Do we have copies of the statement?

Mr. LINFORD. Yes.

The CHA&RMAN. The statement of the Citizens' Committee To

Extend Medical Care.
Mr. LINFORD. I might add that this statement has had many washes
and rinsings and I'am reading a later edition than you have. There
will be some revisions.
The CHAIRMAN. All right. You may proceed.
Mr. LINFORD. The Citizens' Committee To Extend Medical Care
wishes to express its wholehearted endorsement of the National Health
Act of 1945 (S. 1606 and H. R. 4730).
THE CITIZENS' COMMITTEE TO EXTEND MEDICAL CARE

This committee was organized in Chicago to inform our community
about health needs and to counteract the misinformation and outright
misrepresentation about public health insurance emanating from the
offices of the American Medical Association and its propaganda
agency, the National Physician's Committee for the Extension of
Medical Care both of whose headquarters are in Chicago. In this
endeavor we have tried to bring together all of the organizations in
this city that look with favor on the immediate enactnient of a national health program. Among the organizations and groups affiliated with the committee are the following:
Chicago Chapter, American Association of Social Workers.
Chicago chapter, National Lawyers Guild.
Chicago chapter, Physicians Forum.
Chicago Industrial Union Council, CIO.
Social service department, Church Federation of Greater Chicago.
Civic Medical Center.
Illinois Industrial Union Council.
Midwest chapter of Independent Citizens Committee of Arts,
Sciences, and Professions.
- Independent Voters of Illinois.
Senator DONNELL. Pardon me. I notice, Mr. Linford you made
mention of one which does not appear here. Which was that
Mr. LINFORD. The Industrial Union Council, CIO, Illinois.
Senator DONNEL. That is CIO also

Mr. LINFORD. That is right.
Industrial Areas Foundation.
Loyola University School of Social Work.
Old Age Assistance Union of Illinois.
Social Service Administration Club, University of Chicago.
State, County, and Municipal Workers of America, Chicago Local
United Office and Professional Workers of America, also CIO.
I would like to submit for the record some letters and resolutions
from some of these respective organizations, which places them on
record as favoring this legislation and authorizing me to speak for
them here today.
The CHAIRAN. They may be carried in the record.

,r
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LITrERS FROM ORGANIZATIONS ENDORSING S. 1606

(The documents referred to are as follows:)
DEPARTMENT OF SOCIAL SERVICE,

OHURCH FEDERATION OF Gam TE CHIAGo,
Chicago, Il., June 21, 1946.
The social-service department of the Church Federation of Greater Chicago is
affiliated with the Committee for the Extension of Medical Care and endorses
and gives full cooperation to its education program.
VIRML E. LOWDEB,
Secretary, Department of Social Service.
Per FmwaREE H. WALKER,

Associate Secretary, Department of Social Servioe.

ILLINOIS ST&TE INDUSTRIAL UNION COUNCU.,
LEiISLATIV COMMIrrrT

Chicago 6, IL, May 7, 1946.
Mr. ALTON A. LINFOBD,
Chairman, Citizens' Committee to Extend Medical Care,
School of Social Service Administration,
University of Chicago, Chicago, IU.
DEAB MR. LINFOBD: Enclosed is a copy of the resolution on the Wagner-Murray-

Dingell social security bill adopted by the executive board of the Illinois State
Industrial Union Council, CIO, in August of last year.
We understand that representatives of the Citizens' Committee to Extend
Medical Care are preparing to testify before the Senate Committee on Education and Labor. We would be very happy if the representatives of the committee with whom we are cooperating would speak on behalf of the Illinois
State Industrial Union Council relative to the extension of medical care and
the need for Federal legislation. Furthermore, we join with your committee in
asking the Senate Committee on Education and Labor to investigate the Chicago
Medical Association in its attitude toward the Civil Medical Center of Chicago.
Sincerely yours,
ROBERT O. TBAVIs,
Vice President and Legislative Director.
REsOLUTION ON WAGNgE-MUBBRY-DINGELL SOCIAL SECURITY BILL

Whereas it is universally recognized that there is a crying need for a comprehensive social security system to replace the narrow and inadequate system of
benefits now in effect; and
Whereas it is the workers of the country who have the greatest need for such
a comprehensive social security system; and
Whereas a comprehensive social security system is an essential part of any
adequate social and economic plan for the reconversion period; and
Whereas the new Wagner-Murray-Dingell social security bill offers such a
comprehensive social security system at minimum cost to employers and employees by providing for a Federal system of death and disability insurance,
including dental and nursing care; Federal aid for hospital construction; the
federalization and extension of unemployment insurance to replace the existing
State inadequate systems; social security protection for persons in military
service; extension of coverage and increase in benefits for old-age and survivors'
insurance; maternity benefits; a new unified public assistance program; the
creation of a new national system of public employment offices; and the creation
of a unified national social security system: Therefore be it
Resolved, That the executive board of the Illinois State Industrial Union Council recommend for endorsement by the First Conference of the Illinois Political

Action Committee:
(1)

Endorses and supports the Wagner-Murray-Dlngell social security

bill; and
(2) Urges that Congress provide for immediate hearings on the bill and
take favorable action thereon; and be it further
8 5 907-46--pt.

5---5
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Resolved, That copies of this resolution be sent to President Truman, Senate'
Leader Barkley, Senators Lucas and Brooks, Speaker Rayburn, Majority Leader
McCormack, and all Congressmen from Illinois and all the affiliates of CIO in the
State of Illinois.
INDEPENDENT VOTERS OF ILLINOIS, INO.,

Chicago 2, Ill., May 14, 1946.
Dr. ALTON A. LiiFOBD,
Social Service Administration,
University of Chicago, Chicago, Ill.
DEan Da LINYOm : Our board of directors at its regular meeting on May 10
voted that you be given authorization to represent the independent voters of
Illinois before Senator Murray's Education and Labor Committee on the MurrayWagner-Dingell health bilL
Our board feels very strongly that the Chicago Medical Society has been very
unfair in its treatment of the Civic Medical Center, 20 East Jackson Boulevard,
Chicago, which has been doing such a splendid piece of work in cooperative medicine. We hope you will call the attention of the committee to our feeling on this
matter, urging the committee to investigate the practices involved.
Faithfully yours,
HowAI Y. WILLIAMS, State Director.

WAREHOUSE AND DISTRIBUTION WORKERS UNION,

LOCAL 208, ILWU, CIO,

Chicago 2, III., May 18, 1946.
To the Committee on Education and Labor, United States Senate, Washington,
D. C.:
Whereas the great masses of the citizens of the United States cannot afford
adequate medical attention which is needed to keep them in a state of health
necessary for the continuance of productive or satisfactory living; and
Whereas the betterment of the health of the citizens of our Nation is an
absolute necessity for the health of our Nation and the community itself; and
Whereas the possibilities of our Nation prospering and becoming productive
to the extent of its potential capacities is dependent on the health and well-being
of the workers of the Nation; and
Whereas at the present time there is no agency nor body representing the
Government which offers the citizens of the United States medical care and
attention at the nominal cost which they can afford to pay: Therefore be it
Resolved, That we, the executive board of Local 208, Warehouse and Distribution Workers Union of the International Longshoremen and Warehousemen's
Union, CIO, for its 1,500 members, go on record in support of the Wagner-MurrayDingell bill as it has been presented for consideration by the Congress of .the
United States, without amendments which would cripple it or make it ineffectual
to any degree, for.the benefit of the people of the Nation as a whole.
AARON BINDMAN,

Secretary-Treasurer, Local 208, ILWU, CIO.

WEST PULLMAN LOCAL No. 107,
UNITED FARM EQUIPMENT AND METAL WORKERS OF AMEIlCA,
Chicago 28, Ill., Map 17, 1946.
Mr. ALTON A. LINFORD,

Chairman of the Citizens' Committee To Extend Medical Care,
School of Social Service Administration, University of Chicago,
Chicago, Ill.
DEAB MR. LINFORD: We are in receipt of information that your committee is
going to testify before the Senate on behalf of the Wagner-Murray-Dingell social
security bill.
Our executive board, in its regular meeting on May 16, discussed this matter
quite thoroughly and are in full accord with this proposed bill, as it will provide
low-cost medical care, etc., which is badly needed.
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Therefore, will you kindly convey to the Senate our wholehearted approval
of this bill, stating that It is backed by 2,700 members of the local union.
If you desire any further information, please call.
Very truly yours,
AL KRATZ, Legislative Director.
UNITED PUBLIC WORKERS OF AMERICA,

CHICAGO LOCAL No. 18,
Chicago 1, IIl., May 81, 1946.
Mr. ALTON A. LINFORD,

Chairman, Citizens' Committee To Extend Medical Care,
School of Social Service Administration, University of Chicago,
Uhicago, Ill.
DEAR MB. LINFORD: This organization is wholeheartedly in favor of a comprehensive national social-security program providing for low-cost medical care
and warmly endorses the work of your committee on its behalf.
Very truly yours,
JACK M. ELKIN, President.
CHIOAGO POST OFFICE LOCAL No. 248,
UNITED FEDERAL WORKERS OF AMERICA, CIO,
Chicago, Ill., Mpj 14, 1946.
Mr. ALTON A. LINFORD,
Chairman, Citizens' Committee To Extend Medical Care,
School of Social Service Administration, University of Chicago,
Chicago, Ill.
DrEA MR. LINFOBD: At our meeting today the executive committee passed a
motion authorizing the representatives of the Citizens' Committee To Extend
Medical Care to speak for local 248 in relation to the Wagner-Murray-Dingell bil
at the coming hearings before the Senate Committee on Education and Labor.
Very truly yours,
RoY ELDEAN, Reeording Secretary.

Mr. LINFORD. A word about how this statement was prepared.

I prepared the statement myself originally, and it has since been
discussed thoroughly in several meetings of the representatives of
these various organizations. They have had copies which they have
gone over and revised, and so the final product which I am reading
this morning is a composite of the thinking of all of these organizations and some others which I have listed here.
The CHAIRMAN. Is it in accord with your views?
Mr. LINFORD. Yes.

The CHAIRAMAN. All right.
Mr. LINFORD. The committee wishes to state the reasons why it
favors the immediate enactment of the Wagner-Murray-Dingell bill.
EFFECTIVE MEDICAL CARE IS NOT NOW POSSIBLE

Under the present system of medical care-fee for services, paid by
the patient at the time service is rendered-there exists a substantial

financial barrier between many families and needed medical care.
The results are that a large number of persons and families go without
medical care service when they need it, others delay too long in seeking
it, and still others are obliged to accept it as private charity or public
relief on terms that are humiliating and offensive to their pride and
self-respect.
The financial barrier arises out of the combination of the following
factors:
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A very substantial proportion of this country's families normally

have incomes that barely purchase fpod, clothes, and shelter, leaving
little or nothing to pay for costly medicalcare.
2. Good medical care is expensive, and it is becoming increasingly
so as new and more elaborate drugs and equipment are discovered
and as methods of treatment become more highly specialized.
3. The incidence and duration of illness are unpredictable for the
individual family. It is unfortunate, but it is true, that a family is
not permitted to select an illness that fits its purse or to have the
illness when it is best prepared to meet its costs. A family desiring
to budget for medical care cannot know in advance how much money
it should lay aside for that purpose. Three percent might be too
much, or the whole of the family's income might be inadequate to
meet its costs.
I might add, parenthetically, that one of thle.reasons wh*,it isaimpossibel to budget for medical care is the fact that under our present
system of fee for service the doctor is free to charge whatever he
wishes for his services and the patient cannot know in advance what
those fees will be, and it depends in many instances on how much
money the patient has. If he is thrifty and saves a lot, his medical
care will probably cost him more.
The resulting inadequate and uneven distribution of medical care
and its financial burden need not be repeated here because it is clearly
set forth in point No. 4, published this year by your committee.
* What this situation calls for, we believe, is an effective method by
which the costs of medical care can be spread over all of the families
in the country. The most effective way to accomplish this objective,
-we believe, is through a universal system of sickness insurance sponsored by the Federal Government. Under such a system families could
pay for their medical care in advance by small weekly or monthly
contributions that would hardly be a burden to anyone. In a system
that included all or nearly all of the people, good risks and bad, the
costs for such family would be moderate. Even families that suffered
no illness in the course of a year would get their money's worth in
the protection afforded. With this medical care paid for in advance,
a sick person would avail himself of medical service and would be
encouraged to do so early enough to afford the doctor a chance of
preventing a disease or of curing him.
In our view, the National Health Act of 1945 embodies those provisions that will enable this country effectively to remove the financial
obstacle that presently stands between the patient and the medical
care which he needs.
II. VOLUNTARY PREPAYMENT PLANS DO NOT PROVIDE THE ANSWER

The Nation's health isja national resource whichwannot be permitted
to waste or deteriorate'by limitedmeans of conservation. All of the socalled. voluntary prepayment plans are in reality only limited planslimited in the benefits which they offer when compared with the need
which exists and with the benefits as proposed under the bill.
Moreover, all voluntary plans are more or less expensive primarily
because they do not have the coverage undertaken by the bill so that
in time costs cannot be adequately spread to keep the premiums suf-
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'ficiently low to.be within the reach of the average man. Compared
to the need which exists, only a few would be attracted to or could
afford such plans. We know that as a fact, because plans have existed and do exist today, and while we believe that they are steps in
meeting the need, yet they fall short of meeting the national problem,
just as the voluntary old-age pension plan system was no adequate

substitute for the old-age and survivors insurance provisions of the
Social Security Act.
An illustration of the inadequacy of these plans is a plan recently
announced by the Illinois Medioal Society-on May 15, 1946, as a
matter of fact. We have been hearing for a period of months, there
have been rumors and promises and reports, of a good plan that the
Illinois Medical Society was going to announce.
It was going to undertake a plan that would meet this problem we
have been talking about, and, as you know, the State medical societies
have been undertaking these plans since 1939 since the first national
health plan was before the country. Most of these plans are service
plans. People pay their money into the medical society and get a
service in return-medical care.

The Illinois plan is not a service plan; it is a cash indemnity plan
and as a matter of fact it is not a plan at all as far as the medical
society is concerned. Actually all they have done is placed their
stamp of approval upon a policy sold by a commercial insurance
company, and though they have ballyhooed it as being something
new we all know that these plans have been available to the American
people for 25 years or more.
Senator DONNELL. Do you have a copy of their prospectus or literature
Mr. LINFORD. I have some material that I will leave. Actually
nothing official has been distributed as far as I know, except a press
release.
The CHAIRMAN. That is all you have?
Mr. LINFORD. It is quite recent.
The CHATRMAN. DO they not get out a pamphlet or circulars t
Mr. LINFORD. Well, they will. That will be available. They just
recently announced it.
The CHAmMAN. So far as their plan goes, it can only be found in
newspaper statements
Mr. LINFmoP. That is right:
The CHAIRMAN. That have been published ?
Mr. LINFORD. At least so far as I have been able to ascertain.

I would like to tell you a little bit about that plan, and give you
my reasons why I think it is not an adequate answer to this problem,
and also why any of these cash indemnity plans do not adequately
meet the problem we are talking about.
The first reason is that it does not cover all of the cost of medical
care. For instance, the Illinois-plan, according to this material that
I have, will pay a cash benefit to a person for surgery varying from
$5 to $50, but $50 is the maximum that will be paid for even a major
surgery, and I do not have to remind you gentlemen that medical
bills for surgery vary up into the hundreds and even thousands of
dollars, and $50 off of that sort of a bill would not lighten the burden
very much.
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. An obstetrical case will be paid a maximum of $50. Provision is
made for payment of $3 to a doctor for a home visit and $2 for an
office call or a call that the doctor makes in a hospital.
The CHAIRMAN. What does it actually cost for an obstetrical case
Mr. LINFORD. Well, I am afraid I would not be equipped to answer

that. I have had experience on the paying end, Senator Murray,
and I thought for my two children I was getting off at a reasonable
figure for $150 just for the doctor's bill. ' I have heard tell of some
of my friends who have paid three or four times as much, but as to
how much it costs I do not know. That is a problematical figure.
I wanted to emphasize, this plan will pay for doctor's visits for $3
for a home call, $2 for an office call or a hospital call, but in case of
any, single illness it begins to make payments only after the second
visit. The first two visits are not compensated, and this emphasizes
the point I make that it does not cover all the costs of medical care
and is not adequate protection.
My second reason for stating that this plan is not adequate and.does
not afford ample protection is that, being a cash benefit, the doctor is
freed to charge in addition to these fees whatever he wishes and under
our system of fee for service it is certainly possible for a doctor to

take into account, knowing that a patient has this amount of money;
he can take that into account in measuring how much the traffic will
bear in deciding what his fee should be.
The cost to the patients are $12 a year for a single man, and $18
for a single woman, and $40 for a family with two children. Now,
I submit that is a rather expensive premium for a measure that pays
such inadequate benefits, and affords such a little bit of protection.

I would like to suggest why I think it is expensive. I am aware that
commercial companies have to charge, because they have got to get out
and sell this thing,'and it costs money, and they have to pay dividends
to their stockholders and so on.
A recent study made by the Social Security Board that I am sure is
well known to members of this committee is a study that was made by
Prof. Balph H. Blanchard, professor of insurance, Columbia Univer-

sity School of Business, and it reveals that of the premium dollar paid
to commercial insurance companies selling this kind of insurance, the
amount paid out-to the individual person receiving the protection
varied from 35 cents to 62 cents. In other words, the average'was 47.
Less than half of the premium dollar, if you average all of the companies studied, was returned to the persons who had bought the insurance. The rest presumably goes for administrative costs and for the
dividends.
Well, under this kind of a plan, r do not need to belabor the point, it
is obvious that little protection is afforded and it is expensive. A lot
of people will not buy it. Others will not be able to, and there is
another point I might add. There is nothing that assures the person
he can have this renewed at the end of a year. If he has a bad experience, he costs the insurance company a lot of money, and has several
illnesses, he may find at the end of the year that his policy is canceled
and he cannot renew it. Then he is left out.
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II. THE BILL IS A LOGICAL AND NECESSARY EXTENSION OF THE SOCIALSECURITY PROGRAM

The bill presents no radical notions. Under existing programs
individuals are protected against wage loss and possible dependency
due to old age, unemployment, death, and industrial accident. The
one great remaining hazard against which Americans have no protection is that of illness and disability.

We believe that it is not only

appropriate, but urgently necessary to extend the social-security program to include health care and other sickness benefits.
IV. THE BILL SHOULD NOT ONLY BE SUPPORTED BUT EXTENDED

We believe not only that the bill in its present form should be supported and enacted, but that additional provision should be made for
a cash disability program and Federal grants-in-aid for the construction of hospitals and health centers in areas where such facilities are

now inadequate or nonexistent. Not only should families receive
needed protection against the hazards of illness, but a program should
be instituted to replace, in some measure, the wages lost due to illness

without which the family is struck twice and its economic stability
weakened or destroyed. Moreover, in areas where facilities for adequate health care-hospitals, medical centers, clinics, et cetera-do not
exist, provision should be made for their establishment with the financial aid and leadership of the Federal Government.
V. 8. 2143 WOULD NOT SOLVE THE PROBLEM

This is the so-called Taft-Smith-Ball bill recently filed in the
Senate. S. 2143 is not an acceptable substitute for the National
Health Act of 1945. The Citizens' Committee is fundamentally
opposed to an attack on this problem that proposes to set up a system
of medical care for the poor only. The people of this country have
a right to obtain their medical care on a dignified and self-respecting
basis which is not possible when a means test is employed.
Moreover, the sponsors of S. 2143 apparently labor under the misapprehension that it is only a small group of indigent or near-indigent
families that need and desire protection against the hazards of expensive illness. We believe that most of our families need this protection. The committee on the costs of medical care stated that over
90 percent of American families were exposed to the hazard of illness

so costly that they could not pay for it. Providing medical care for
the indigent is wholly unacceptable.
I might say, parenthetically, it seems to me this is a departure from
the insurance principle that we embarked upon in the Social Security
Act of 1935, which I understood was a device not to provide free
medical care to people or free benefits, as a lot of people like to say,
but to enable people to pay for their own in advance.
It is not free medical care. The Taft-Smith-Ball bill would pay
free medical care, but only to those who are indigent, and I would
like to emphasize that just a bit by pointing out that many people in
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this country are pension-conscious and they want to have benefits for
which they have made no contribution, and it seems to me that we
headed off the old-age pension movement substantially by a system
of prepaid old-age insurance, and the American people, laboring
people and others, are behind this program 100 percent. It seems
to me very logical to extend that to the field of medical care so the
people can pay for their own. They do not want to have it for nothing, and certainly they do not want it under the terms made available
under the means test.
The CHAIRMAN. This would have a tendency to revive the princi-

ple of free pensions?
Mr. LINFORD. I feel that it might.
VI. THE POSITION OF THE BILL'S OPPONENTS IS

UNSOUND

We are distressed with the current efforts of organized medicine
to block the bill if they can, or otherwise to offer limiting and crippling amendments or substitutions. The medical profession should,
of course, have full responsibility for the purely professional and
technical aspects of the program. The bill adequately insures professional responsibility over medical treatment itself. It must be
borne in mind that the only important change that S. 1606 efects
in the actual practice of medicine is to provide a different method
of paying for medical care; a method based upon time-tested principles of insurance.
Under the bill doctors and hospitals would continue to be licensed
by the State, as at present. Doctors would continue to set up their
practices in places of their own choosing; they would continue to equip
their own offices, employ their own office and professional help; patients would continue to enjoy free choice of doctor (and no doctor
would be under compulsion to give service to any patient he did not
wish to treat); and doctors would be assured the right to be paid in
any way they choose-by fee for service, as at present, if that is what
they preferred. The only material change would be that the doctor
would recive payment from the national insurance fund instead of
directly from the patient, as at present.
It is plain to see that it is the patient, not the doctor, who will be
vitally affected by this legislation. Need it be repeated that it is the
patient who pays the bill and that it is only fair that he, and not the
doctor exclusively, should have a part in deciding how payment shall
be made. Retention of administrative powers by the Surgeon General
and provision for adequate lay representation on the National Advisory Medical Policy Council are imperative. Congress would be
false to its trust if it gave administrative or veto powers over this
program to the organized professional societies.
We do not deny that the American Medical Association and its
affiliated professional bdies have an interest in this legislation. We
do deny, however, that their interest is either exclusive or paramount
over that of the Nation as a whole. Moreover, we doubt the sincerity
of the American Medical Association in its present campaign which,
in our opinion, is marked by distortion, untruth, and vilification. In
addition, we believe that the efforts of the American Medical Association and its constituent bodies does not represent the will of the entire
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profession, because the only information coincerning health insurance
available to most doctors is that presented in the volumes of the several official journals Tlhis is often distorted by untruth, vilification.
We believe there is a strong minority of doctors within that group
who favor S. 1606. We believe this number would be vastly increased
if accurate information were found in medical journals.
Further, we believe that this group would be larger if the sanctions
and controls which the American Medical Association exercises over
the average physician could not be imposed upon him for purposes
of hindering his professional services.

Though the American Medical Association and its affiliated State
and local bodies, now come forth as the champions of voluntary prepayment medical care, there is good reason to believe that their conversion is neither complete nor sincere.

When the committee on the

costs of medical care timidly suggested experimentation with voluntary prepayment in 1932, the American Medical Association exploded
with the now familiar emotional charges of socialism and communism.
In 1934 when the board of regents of the American College of Surgeons announced a prepayment plan for medical care at approved
hospitals to members of the staffs of such hospitals, the house of delegates of the American Medical Association adopted a resolution severely taking them to task. Even the Blue Cross was opposed by organized medicine when/ it was trying to get started.
Every prepayment system that has been set up, except those owned
and operated by organized medicine itself, have survived, if at all, in

spite of the bitterest opposition of the organized societies. As recently
as 1943 the American Medical Association was held by the highest court in the land to be in violation of the Sherman Antitrust Act
for its tactics in denying access to hospitals to physicians daring to
associate themselves with Group Health Association here in Washington, D. C. Though the United States Supreme Court held that such
actions constitute a crime, local medical societies continue to deny
hospital rights to doctors who engage in prepayment systems.
An illustration of such practice is found in Chicago where the profession continues to deny membership to the doctors (licensed to practice by the State of Illinois) associated with the Civil Medical Center.
Lack of membership in the Chicago Medical Society has effectively
closed all of the large and important hospitals in that city to the 12
physicians at Civic Medical Center. Though the society claims its
actions are based on advertising methods used by the center, the
center did use advertising in its early days, but ceased to do so and
has not used any advertising for 10 years.
The falsity of the Chicago Medical Society's argument is revealed
by the fact that physicians who served with the center when it was
advertising but have since severed connections with the center, have
been accepted into membership,. whereas physicians who joined the
staff long after advertising was abandoned, are denied membership
now.
The CHAIRMAN. Why did the center engage in advertising in the
first instance
Mr.. LINFOD. Dr. Jacques is here this morning, and will cover that
point in his testimony, and also will delineate further on this experience of his organization with the Chicago Medical Society.
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I would like to add, however, that I think his story is very pertinent
and relevant to the question before this committee, because, as I have
already indicated, organized medicine is opposed to S. 1606, compulsory health insurance, and claiming that it can be done by organized
medicine through voluntary efforts, and we are anxious to have you
listen to this story to see whether you think they are ready and suited
to undertake this important responsibility.
In the light of past and current conduct of organized medicine
in its treatment of voluntary prepayment plans, we can perhaps be
pardoned for doubting its sincerity in its current espousal of voluntary
systems.

Be it noted then that it is not voluntary health insurance

that the American Medical Association is sponsoring, but rather its
own particular brand-that which is owned, operated, and completely
dominated by the medical profession.
As an illustration of what I mean, I should like to submit for the
record a copy of the enabling act which was enacted in Illinois just
about a year ago. It became effective in July 1945.
This is an illustration of the kind of acts that medical societies are
sponsoring all over the country, and in effect, sets up a monopoly for

organized medicine to offer voluntary prepayment services.
Though it is called an enabling act, it is in effect a disabling act,
because it enables dr disables everyone but organized medicine to

engage in this kind of medical practice.
Senator DONNELL. Would you read us the language that accom-

plishes that result?
Mr. LINFORD. I shall.
Section 3: It shall be unlawful for any person, except a medical service plan
corporation chartered in accordance with the provisions of this act and operating in accordance with authority from the director, to establish, maintain, or
operate a medical service plan, or to solicit subscribers to or enter Into contracts
with respect to a medical service plan.

That is section 3.

Now, section 8, paragraph 9, contains another important restriction
which I would also like to read.
Proof satisfactory to the director-

these are the conditions under which organizations will be incorporated
to practice this kind of prepaid medical care, and in order to get that
charter they will be incorporated, and among other things, they must
submit:
Proof satisfactory to the director that in the counties in which it is proposed
that the medical service plan corporation shall operate, at least a majority of
the licensed physicians residing in such counties shall have agreed to become
participating physicians in association with the medical service plan corporation.

I would like to point out in the city of Chicago, where the Civic
Medical Center is operating, it *ould require the approval and participation of more than 3,000 physicians before such a plan could be
put into effect, and though this law is not retroactive, it is very clear
if the Civic Medical Center were not now in existence it could not
be incorporated, and it is obvious, too, that such consumer-sponsored
plans as the Washington, D. C. group health, could not be established
in Illinois.
There are none now and they are effectively blocked by this piece
of legislation.
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Now, one other point I would like to make, and point out, is in
section 5 of this bill. Any seven persons may apply for a charter.
They constitute the board of directors of such corporation. Five of
them, according to this law, must be licensed physicians in the State
of Illinois. This law provides that as their terms expire-and they
are appointed for a 4-year term, I believe-as their terms expire they
are appointed, or, the vacancies are filled, by the participating physicians in the system. Now, that evidently was a compromise the
medical society made.

-

I have here a copy of'the original bill that the medical society filed,
and I would like to read to you the language of the bill covering that
point, indicating the desire of the medical society to maintain absolute
control of any plan that gets started in the State of Illinois.
I am quoting from the bill, which is senate bill No. 652, Sixty-fourth
General Assembly of the State of Illinois 1945, page 4. I will leave
this for the record.
(The document referred to is as follows:)
[Senate bill No. 652, approved July 25, 1945, Laws of Illinois, Sixty-fourth General
Assembly, 1945, pp. 577-586]

Introduced by Messrs. Knox, Keane, June 12, 1945.
Read by title, ordered printed, and referred to the Committee on Insurance.
A BILL For an Act to provide for the incorporation, supervision, regulation
and dissolution of medical service plan corporations, and to prescribe penalties
for the violation of the provisions of this Act
Be it enacted by the People of the State of Illinois, represented in the Gencral
Assembly:
SECTION 1. This Act shall be known and may be cited as "The Medical Service
Plan Act."
SEc. 2. For the purposes of this Act, the following terms shall have the respective meanings set forth in this section, unless different meanings are plainly
indicated by the context:
(1) "Medical service plan corporation" means a corporation organized under
the terms of this Act for the sole and specific purpose of establishing and operating a medical service plan.
(2) "Medical service plan" means a plan or system under which medical
service may be rendered to a subscriber or other beneficiary, by a duly licensed
physician, at the expense of a medical service plan corporation, in consideration
of prepayments made by or on behalf of a subscriber prior to the occurrence of
the condition requiring medical service.
(3) "Medical service" means the ordinary and usual professional services
rendered by physicians licensed in Illinois to practice medicine in all of its
branches; and shall not mean hospital services.
(4) "Subscriber" means a natural person to whom a subscription certificate
has been issued by a medical service plan corporation.
(5) "Beneficiary" means a person designated in a subscription certificate as
one entitled to receive medical service.
(6) "Subscription certificate" means a certificate issued to a subscriber by
a medical service plan corporation, setting forth the terms and conditions upon
which a medical service plan corporation shall be liable to pay for medical
service rendered to a subscriber or beneficiary.
(7) "Covered dependent" means a subscriber's spouse or a subscriber's child
under the age of 18 years.
(8) "Participating physician" means a physician licensed in Illinois to practide medicine in all of its branches, and who shall by written agreement with
a medical service plan corporation, undertake to furnish medical service to the
plan's subscribers and their covered dependents, and to abide by its by-laws,
rules and regulations.
(9) "Director" means the Director of Insurance of the State of Illinois.
(10) All masculine pronouns may import the masculine, feminine or neuter
gender.
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(11) '"Person" means any of the following: a natural person, corporation,
copartnershipor association of persons.
SEc. 3 It shall be unlawful for any person, except a medical service plan corporation chartered in accordance with the provisions of this Act and operating
in accordance with authority from the director, to establish, maintain or operate
a medical service plan, or to solicit subscribers to or enter into contracts with
respect to a medical service plan. This prohibition, however, shall not be construed as preventing a person from furnishing medical services for the prevention of disease among his employees or from furnishing such medical service as
is required under the workinen's compensation laws and related legislation,
when the employee is not charged for such services; nor shall it be construed
to prohibit an insurance company or other corporation or society which is subject to the supervision of the Director, from operating in accordance with the
laws governing insurance companies, or such corporations or societies; nor
shall it be construed to prohibit the continued operation of any medical or
health service plan in existence and functioning upon the effective date of this
Act.
SEC. 4. Seven or more natural persons of legal age, all of whom are residents
of Illinois and citizens of the United States, and at least a majority of whom
are doctors of medicine licensed in Illinois to practice medicine in all of its
branches, may form, under the provisions of this Act, a medical service plan
corporation for the purpose of establishing and operating a medical service
plan or plans. Such corporation shall be subject to regulation and supervision
by the director as hereinafter provided, but shall not be subject to the laws of
this state with respect to insurance corporations except as provided in this Act.
The action of the director in any particular may be reviewed by a court of
competent jurisdiction in the manner prescribed by law.
SEc. 5. The business affairs of a medical service plan corporation shall be
managed by a board of trustees, which shall have the power to adopt and to
amend, from time to time, by-laws governing the- conduct of the corporation's
business. The board of trustees shall consist of nine persons possessing the
same general qualifications as the incorporators, and shall be selected in the
manner in this section set forth. The original board of trustees shall be appointed by the incorporators. Five members of the board shall be physicians
licensed in Illinois to practice medicine in all of its branches, and they shall
serve for a term of three years; except that as to the original board, two of
the five shall be appointed for two years and the remaining three for three
years. The other four members of the board, may, but need not, be licensed
physicians; but they shall be citizens of the United States and residents of
Illinois, and shall be representative of the subscribers to the medical service
plan. and of the approved hospitals in the area in which the plan is operative.
These four members of the board shall likewise serve for a term of three years;
except that as to the original board, two of the four shall be appointed for two
years and the remaining two for three years. Vacancies occurring on the
board may be filled by the board in the manner prescribed by the by-laws. As
the terms of the five members required by this section to be licensed physicians
expire, they shall be replaced, from time to time, by physicians appointed by
the president of a professional medical society or association organized under
the laws of Illinois, which has been in existence for fifty years or more, and
which includes within its membership not less than 7,500 physicians duly licensed
to practice medicine in Illinois. In making such appointments, said president
shall consult with and give consideration to the recommendations of the county
or branch medical societies in the county or counties in which the plan is operative. As the terms of the four members not required by this section to be
physicians expire, they shall be replaced, from time to time, by election by the
subscribers to the medical service plan, in such manner as may be prescribed

by the by-laws.

SEc. 6. A medical service plan corporation may, in the discretion of its board
of trustees, through its by-laws, limit or define the classes of person who shall
be eligible to become subscribers, limit and define the benefits which it will
furnish, and may divide such benefits as it undertakes to furnish into classes
a
or kinds. In the absence of any such limitation or division of service, such
corporation may provide either or both general and special medical and surgical
benefits, including such service as may be necessarily incident to medical care.
Such corporation may limit the issuance of subscription certificates to residents
of such counties as are specified in its by-laws.
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SEC. 7. Very physician licensed in Illinois to practice medicine in all of its
branches, and who is reputable and in good standing, shall be eligible to become
a participating physician in the medical service plan corporation operating in
the county in which he resides or practices, under such terms and conditions
as are imposed on other participating physicians under similar circumstances.
A medical service plan corporation shall impose no restrictions on the physicians
who treat its subscribers as to methods of diagnosis or treatment. The private
physician-patient relationship shall be maintained, and a subscriber shall at all
times have free choice of any doctor of medicine who is a participating physician in the corporation and who agrees to accept a particular beneficiary "as a
patient.
SEC. 8. Except as otherwise provided in section 3, no person shall offer to the
public any medical service plan or otherwise engage in the business of a medical
service plan corporation without having first received a charter from the Director.
Application therefor shall be made to the director upon forms prescribed by
him, and shall include the following information.
(1) The names, places of residence, occupations and qualifications of the incorporators.
(2) The location of the corporation's principal office, and the name and address of its registered agent.
(3) A detailed financial statement, including the amount of working capital
to be contributed to the corporation before it shall commence doing business, as
well as the name of each contributor, and the amount by him contributed and
the terms of such contribution.
(4) A copy of the by-laws to be adopted by the board of trustees upon the
issuance of a charter.
(5) Specimen copies of all subscription certificates which it is proposed the
corporation shall issue to subscribers, which certificates shall set forth in detail
the rates to be charged subscribers and the nature and extent of the medical
service which the subscriber or other beneficiary shall be entitled to receive at
the expense of the corporation.
(6) Copies of all agreements to be entered into between the medical service
plan corporation and participating physicians. which shadl set forth in detail tte
terms and conditions upon which a participating physician shall be obliged to
render medical service to subscribers of the corporation.
(7) A detailed statement as to the medical service plan or plans which the
corporation proposes to offer, including the rates to be charged, the benefits to be
provided and the names of the counties in which it is proposed the corporation
shall have authority to engage in business.
(8) A copy of the proposed charter under which the corporation intends to
operate.
(9) Proof satisfactory to the director that in the counties in which it is proposed that the medical service plan corporation shall operate, at least a majority
of the licensed physicians residing in such counties shall have agreed to become
participating physicians in association with the medical service plan corporation.
If after consideration of the statements and documents submitted to him and
after such additional investigation as he deenms necessary, the director flndsthat:
(a) The corporation has complied with the requirements of this Act.
(b) The subscription certificates to be offered by the corporation and its
methods of operation would not work a fraud on the subscriber.
(c) The rates to be charged and the benefits to be provided are fair and
reasonable to both the subscriber and to the corporation,
(d) The amount of money actually available for working capital is sufficient
to carry all acquisition costs and operating expenses for a reasonable period of
time from the issuance of the charter and is not less than $5,000.00
(e) The amounts contributed as working capital of a corporation are repayable
without interest and only out of the surplus earning of the corporation.
(f) Adequate and reasonable reserves to insure the majority of the contracts
are provided and,
(g) In the county or counties in which a corporation proposes to operate,
a majority or more of the eligible resident doctors of medicine have agreed to
become participating physicians and to render the medical services for which
the corporation agrees to pay, the director shall approve and Issue a charter to
the applicant corporation.
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Amendments to a charter shall be made by application to the director in the
same manner as on original application.
SEC. 9. After the issuance of a charter,'the director as he deems in the public
interest, may authorize or require a medical service plan corporation to charge
rates or to utilize methods different from those on which the charter was based,
provided that such contracts and practices are in compliance with provisions of
this Act and are not violative of other laws of this State.
The director may revoke or amend, after reasonable notice and hearing, any
charter, certificate, order, authority or consent made by him to a medical service
plan' corporation on being satisfied (1) that the further solicitation of subscribers or further continuance of the practices in question will work a fraud on
subscribers, or (2) that the rates charged or the benefits provided are not fair
and reasonable to both the subscriber and the corporation. The director may also
cancel the authority of the corporation to transact business in any particular
county if he shall find that less than a majority of the eligible licensed doctors
of medicine residing or practicing, in that county are participating physicians.
PAB. 9%. Medical service corporations, and all persons interested therein or
dealing therewith, shall be subject to provisions of sections 149, 401, 402, 403 of
the Illinois Insurance Codejapproved June 29, 1937 as-amended.
PAR. 9i. The Director may investigate medical service corporations same as
he now is authorized to do other insurance companies. The costs shall be charged
to the corporation investigated.
SEC. 10. No medical service plan corporation shall enter into any contract
with a subscriber until it (1) has filed with the director a schedule of rates to
be paid by a subscriber to each type of contract and (2) the director has approved
the rate for each type of contract.
SEO. 11 No subscription certificate shall be issued by any medical service plan
corporation until the form thereof has been filed with and approved by the
director, together with all applications, riders and endorsements for use in connection with the issuance or renewal thereof.
SEC. 12. Every subscription certificate made by a medical service plan corporation shall provide for the payment for medical services as therein specified for a
period of twelve months from the date of issue of the subscription certificate.
Any such contract may provide that it shall ordinarily be renewed from year to
year, unless there shall have been one month's prior written notice of termination
either by the subscriber or by the corporation. During the first contract year
the provisions of the contract may provide that the inception of coverage may be
deferred for not more than two months from date of issue of the contract and
may exclude treatment for illness or other condition requiring medical service
existing at the inception of the contract.
SEc. 13. Every contract entered into by a medical service plan corporation and
a subscriber shall be in writing and a certificate stating the terms and conditions
thereof shall be furnished the subscriber. No such subscription certificate shall
be issued unless it contains the following provisions:
(1) A statement of the amounts payable to the corporation by the subscriber
and the times and manner in which such amounts shall be paid;
- (2) A statement of the nature of the medical services to be paid for and
the period during which the certificate shall be effective: and if there are any
types of medical services to be excepted, a detailed statement of such exceptions
printed as hereinafter specified;
(3) A statement of the terms or conditions, if any, upon which the certificate
may be cancelled or otherwise terminated at the option of either party;
(4) A statement that the subscription certificate constitutes the entire contract between the corporation and the subscriber, and includes any endorsements
attached;
(5) A statement that no statement by the subscriber in his application for
a certificate shall void the contract or be used in any legal proceeding thereunder,
unless such application or an exact copy thereof is included in or attached to
the certificate, and that no agent or representative of such corporation, other than
an officer or officers designated in the certificate, is authorized to change the
contract or waive any of its provisions;
(6) A statement that if the subscriber defaults in making any payment under
the certificate, the subsequent acceptance of a payment by the corporation or
by one of its duly authorized agents shall reinstate the certificate, but with respect to sickness and injury may cover only such sickness as may be first manifested more than a specified number of days, not exceeding ten, after the date of
such acceptance:
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(7) A statement of the period of grace which will be allowed the subscriber for
making any payment due under the contract. Such period shall not be less than
ten days;
(8) A statement that indemnity in the form of cash will not be paid to any
subscriber except in reimbursement for payments made by the subscriber to a
physician and for which the corporation was liable at the time of such payment.
SEC. 14. In every such subscription certificate, referred to in Section 13:
(1) All printed portions shall be plainly printed in type of which the face is
not smaller than ten point;
(2) There shall be a brief description of the subscription certificate on its first
page, and on its filing back in type of which the face is not smaller than fourteen
point;
(3) The exceptions of the contract shall appear with the same prominence in
the certificate as the benefits to which they apply; and
(4) If the contract contains any provisions purporting to make any portion
of the charter or of the by-laws of the corporation a part of the contract, such
portions shall be set forth in full in the subscription certificate.
SEO. 15. A medical service plan corporation may enter into agreements with
physicians qualified as set forth herein, under which such physicians become participating physicians in a plan operated by the corporation; such corporation
may make to such physicians such payments as shall have accrued to them by
reason of services performed under the plan and on behalf of the corporation by
them. Payment for medical services shall be made only to a participating
physician, except that the corporation, in the case of emergency services, may
make payments to any doctor of medicine who would be eligible to become a participating physician, except for his residence or state by which licensed, for
services rendered to a subscriber, in accordance with the rates adopted by the
hoard of trustees with respect to participating physicians. A medical service
plan corporation may enter into contracts for the payment of medical services to
the subscribers or members of similar medical service plan corporations of other
states, subject to the supervision of such other states, and shall have the right
to reimburse any other medical service plan corporation or physicians of another
state or of the counties of this state in which the corporation does not transact
business for services rendered to its subscribers, or beneficiaries named in the
certificates issued to such subscribers, at the same rate paid participating physicians undei the certificate of the subscriber.
SEc. 16. No corporation subject to the provisions of this Act shall, except

upon the approval of the director, disburse during any one calendar year more
than ten per centum (10%) of the aggregate amount of payments received from
subscribers during that year as expenditures for the solicitation of subscribers,
except that during the first year after the issuance of a charter such corporation may so disburse not more than twenty per centum (20%) of such amount,
and during the second year not more than fifteen per centum (15%) thereof.
SFc. 17. No such corporation shall disburse during any one year, except upon the approval of the director, a sum greater than twenty per centum (20%) of
payments received from subscribers during that year. as administrative explnses. The term "administrative expense" as used in this section shall include
all expenditures for nonprofessional services and in general all expenses not directly connected with the payment for medical services, but not including explenses of soliciting subscriptions.
SEc. 18. The funds of any medical service plan corporation may he invested only in accordance with the requirements provided by law for the investment of funds of life insurance companies. Every medical service plan corporation after its first full calendar year of doing .business shall accumulate and
maintain a special contingent reserve over and above its reserves and liabilities,
at the rate of two per centum (2%) annually of its net premium income so long
as the special contingent reserve does not exceed fifty-five per centum (55%) of
its average annual income for the previous five years.
SEC. 19. A medical service plan corporation transacting business in this
state shall file annually, on or before the first day of March, with the Department
of Insurance, a statement subscribed and sworn to by Its president and secretary,
or in their absence, by two of its principal officers, showing its financial condition
at the close of business on the thirty-first day of December of the year last preceding, and showing its business transacted during that year, which statement
shall be in such form and contain such matters as the director shall prescribe.
The director may also require information from such a corporation or its officers
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in relation to its condition or affairs, or any matter connected with its transactions.
SEc. 20. A medical service plan corporation which neglects to make and file
Its annual statement in the form and within the time provided by Section 19,
or neglects to reply in writing to inquiries of the Director within such reasonable
time as may be specified by him, shall forfeit twenty-five dollars ($25.00) for each
day's neglect, and upon notice by the Director to that effect, its authority to do
new business in this state shall cease while such default continues.
SEC. 21. In case of insolvency medical service corporations subject to article
XIII of Illinois Insurance Code approved June 29, 1937, as amended.
SEC. 22. Every medical service plan corporation shall pay the following fees
to the director for enforcement of the provisions .of this Act, namely: for filing
its application and charter, ten dollars ($10.00) ; for filing each annual statement, five dollars ($5.00) ; for each copy of any paper filed in the Department
of Insurance, twenty cents ($0.20) a sheet or folio of one hundred words and
one dollar ($1.00) for certifying same.
SEc. 23. Every medical service plan corporation shall mail annually to each
subscriber a list o0 the names and addresses of all of the physicians and surgeons
in the county of the subscriber's residence who have agreements with the corporation to act as participating physicians.
SEC. 24. A medical service plan corporation may receive and accept from
governmental or private agencies or from other persons as defined in this Act,
payments covering all or part of the cost of subscriptions to provide medical care
for needy and other individuals. However, all contracts for medical care sh;ll
be between the medical service plan corporation and the person to receive such
care.
SEc. 25. A medical service plan corporation shall not be liable for injuries resulting from negligence, misfeasance, malfeasance, nonfeasance or malpractice
on the part of any officer or employee of the corporation or on the part of any
physician, whether participating or not, in the course of rendering medical service
to subscribers and beneficiaries.
SEC. 26. Medical service plan corporations organized under this Act shall be
operated and conducted not-for-profit, and shall be governed by the provisions
of the "General Not For Profit Corporation Act" approved July 17, 1943, as
amended, to such extent as the same may be applicable and not inconsistent
with this Act. Every medical service plan organized hereunder is 'hereby declared to be a charitable and benevolent corporation, and all of its funds and
property shall be exempt from every State, county district, municipal and school
tar or assessment, and all other taxes and license fees, from the payment of
which charitable and benevolent corporations or institutions are now or may
hereafter be exempt.
SEc. 27. Any person, or any agent or officer of the corporation who violates
any provisions of this Act, or who makes any false statement with respect to
any report or statement required by this Act or required by the director under
this Act shall be guilty of a misdemeanor.
SEc. 28. The provisions of this Act shall be severable, and if any provision
of this Act is declared unconstitutional or the applicability thereof to any person
or circumstance is held invalid, the constitutionality of the remainder of the Act
and the applicability thereof to other persons and circumstances shall not be
affected thereby.
SEC. 29. Every final administrative decision of the director shall be subject
to judicial review only and in accordance with the Administrative Review Act
approved May 8, 1945.
Approved July 25, 1945.

Mr. LINFORD (reading):
As the terms of the five members required by this section to be licensed
physicians expire, they shall be replaced, from time to time, by physicians app:ointed by the president of a professional medical society or association organized under the laws of Illinois, which has been in existence for 50 years or
more, and which includes within its membership not less .than 7,500 physicians
duly licensed to practice medicine in Illinois. In making such appointments,
said president shall consult with and give consideration to the recommendations
of the county or branch medical societies in the county or counties in which the
i'lan is operative.
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THE ILLINOIS MEDICAL SOCIETY

It is perfectly clear, I think, that only the Illinois Medical Society
in the State of Illinois would have as many licensed physicians as

7,500. Now, evidently they had to yield that point, but they still
retain a stranglehold on any plan that is operating or to be operated
in the State of Illinois.
I have another illustration here from the State of Massachusetts,
where such a plan was enacted. The law was enacted in 1940, and the
society started a plan in 1945. I am quoting here from the New England Journal of Medicine in a report filed by Dr. James C. McCann,
who was chairman of the committee that drafted this legislation.
The language of Dr. McCann, although he is speaking to fellow
doctors, makes it perfectly clear that the medical society is determined to have absolute control over this thing, and that the patients
and the general public shall have no participation whatsoever. His
language is interesting. I am quoting:
The second purpose is personal, but may be expressed in terms of enlightened
self-interest-

which I think is worth underlining,
in terms of enlightened self-interest-

that is the purpose of the medical society setting up such a plan.
We openly seek to diminish the hazard of compulsory health insurance. The
changes are that, if our program succeeds and is widely accepted by subscribers,
we can ward off this threat * * *
There is also another very important principle to keep in mind with reference
to compulsory insurance, namely, that any legislative program which is to be
established is usually based on preexisting conditions. Hence, if a compulsory
insurance program were worked out in the Legislature, it would in all probability
I:e based on our existing prepaid insurance corporation.
I think we must insist that the contribution of the physicians transcends the
contribution represented by the premiums of the subscribers *
*

Let me read that again.
I think we must insist that the contribution of the physician transcends the
contribution represented by the premiums of the subscribers, which are only
a lien or claim for completion of the contract. The subscriber contribution is not
so-called risk capital, any more than your premiums to a stock life-insurance
company represent risk capital or an ownership claim. We-

meaning the medical societyare contributing the body of knowledge possessed by the whole medical profession, and the acquisition and use of that knowledge and skill by the individual physician * ** *. Certainly our knowledge is patentable-consider
insulin and viosterol; however, our ideals do not permit universal patenting, and
our progress is a universal gift to mankind * * *. So that as your committee
tried to perform the character of this corporation, it seemed equitable to us
that, on the basis of business practices, the right of physicians to control judicously this corporation should not be questioned.
The corporations * * * (if it succeeds)-

there are some deletions herecould be one of the most powerful corporate structures in Massachusetts.
The one most important thing to kdep in mind is the question, wherein will
control of the corporation reside? By what means will the physician maintain
their proper control of this corporate structure * * *.
In brief outline, we have established the Executive Committee of the Massachusetts Medical Society, composed of 23 members, as the voting members. * * *
8 5 907-46-pt.

5-

6 *

2590

NATIONAL

HEALTH PROGRAM

The Executive Committee will be more or less what you might call the watchdog
of the system, seeing that nothing which jeopardizes the rightful and proper
interests of physicians takes place. This is the group in the corporation which
has control of the corporation by virtue of the powers granted them in the
by-laws; power to appoint directors; power to remove directors; sole power to
change the by-laws, which perpetuate their powers and power to review vital
actions that will arise.

I would like to say, parenthetically, there appears nothing in this
statement that would indicate the physicians in Massachusetts are
concerned about the patients. You will notice throughout it is the
protection of the interest of the doctors.

The CHAIRMAN. It would seem that they regard the-medical knowledge and training as a sort of monopoly on which they have a right
to cash in.
Mr. LINFORD. I am resuming the quotation:
The enabling act states that a majority of directors shall be approved by the
Massachusetts Medical Society. That does not commit us one way or the other
on the election of directors, so we choose to elect all of them-

says Dr. McCann.

I could go on and offer further quotations, but if I may I would like
to skip down to some language that seems to me to be very interesting
in the light of the foregoing.
The CHAIRMAN. Where is this taken from ?
Mr. LINFORD. Taken from the New England Journal of Medicine
for November 6, 1941, page 736,
Dr. McCann speaks here of the quasi-ownership of the physicians

in medical care, and I think that language would be interesting to
the committee.
As the doctors are the producers and distributors of medical care, a board of
directors should properly be our representatives. Since we are creating a board
of directors with layf and subscriber members, we are justified in protecting our
quasi-ownership rights by this indirect method. * * *
While we studied the probable functioning of a medical service corporation,
we selected six functions (designated "a" to "f") of the central professional
service committee as matters of vital medical importance over which physicians
should be entitled to control as the quasi-owners of medical practice.

Senator DONNELL. Who was this gentleman?
Mr. LINFORD. Dr. McCann.

Dr. James C. McCann was the chair-

man of the committee of the Massachusetts Medical Society that formulated this plan. He later, after it was incorporated, was elected
its president.
Effective consumer participation is prevented in all prepayment
plans sponsored by organized medicine. These organizations are
frank to admit that their sole purposes in sponsoring voluntary prepayment plans are:
(1) To prevent or delay Government action in this field, or, failing
that,
(2) To have effective machinery set up so that they may successfully demand the right to administer the governmental plan when it
oAnd in the quotation I have already read from the Massachusetts
Medical Society, it appears in very frank language, by Dr. McCann,
that their first purpose is to prevent compulsory health insurance,
and I could read from a number of sources, but I would like to quote
678,
from the Chicago Medical Society Bulletin, June 23, 1945, page

NATIONAL HEALTH PROGRAM

2591

from a letter that was sent to each member of the Illinois State Medical Society, dated June 13, 1945, concerning this proposed legislation
about which I have already spoken.
And this communication reads, and I am reading now from the
second paragraph of the letter:
As a result of its studies, the survey committee was drawn irresistibly to the
conclusion that, if socialized medicine is to be headed off in the United States,
methods must be devised whereby a very substantial part of the people, particularly the low-income groups, can secure needed medical and surgical care
at moderate cost on a voluntary prepayment basis.

In other words, we are not so much concerned about the patients
and setting up these plans as we are of heading off compulsory health
insurance, and this continues on the next page, 679Senator DONNELL. That was your own personal interpolation?
Mr. LINFORD. Yes. That last was.

And the end of the quotation was: "on a voluntary prepayment
basis."
The CHAIRMAN. I would like to have the entire letter.
Mr. LINFORD. I will submit this for the record.

(The document referred to is as follows:)
[From the Chicago Medical Society Bulletin, June 23, 1945]
ILLINOIS STATE MEDICAL SOCIETY,
COMMITrEE ON MEDICAL SERVICE AND PUBLIC RELATIONS,

Chicag
To Each Member of the Illinois State Medical Society.

2, Ill., June 18, 1945.

DEAa DooroB: Two bills have been introduced into the Illinois General Assembly whictK.we,beliew deserve your favorable consideration and active support.
They are senate bill No. 652 and house bill No. 803, which are identical, and
which authorize the creation of medical service plan corporations. Since our
legislature will adjourn next June 30, an will be out of session for 18 months,
it is considered most urgent that enabling legislation of the type proposed be
placed on our statute books now.
The history, briefly, of these bills is as follows:
At its meeting in May. 1944, the house delegates of the State Society adopted
a resolution directing the chairman of the Council to appoint a committee to
survey the field of prepaid medical, surgical, and hospital care, and to report to
the May, 1945, meeting of the house of delegates. That meeting was not held
because of wartime restrictions on travel. The survey committee held numerous
meetings over a period of about 8 months and gathered a tremendous amount of
material and information on the subject. As a result of its studies, the survey
committee was drawn irresistibly to the conclusion that, if socialized medicine
is to be headed off i the United States, methods must be devised whereby a
very substantial part of the people, particularly the low-income groups, can
secure needed medical and surgical care at moderate cost on a voluntary prepayment basis. Two possible solutions suggest themselves: (1) the underwriting
of such risks by established casualty insurance companies, or (2) the sale of such
coverage through medical service plan corporations operated under the supervision of the medical profession and conducted on a not-for-profit basis
As to the firas alternative, the survey committee ascertained that nowhere to
date has prepaid medical or surgical care been made available by commercial
insurance carriers on a large-scale basis. The insurance industry has been studying the problem for some time and there appears to be good grounds for believing
that it will make much progress in this field in the foreseeable future. Since,
however, there is no way of knowing at this time whether, or how soon, or on what
scale the insurance companies will be in a position to offer this protection to the
public, it is deemed advisable to lay the ground work for the second alternative
now, by enactment of the bills referred to.
Sponsorship of the subject legislation is an important step, and one which
would not, under ordinary circumstances, be taken except upon authorization of

the house of delegates.

But that being impossible until some unknown future
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date, together with the other factors making action now imperative, this committee feels that failure to attempt to secure this legislation while our general
assembly is in session would be to miss a great opportunity to help quell the
rising clamor of state medicine.
As introduced, the important features of the bill are these:
Medical service plan corporations may be created upon application to the
Department of Insurance; a majority of the incorporators and of the Board
of trustees must be licensed physicians; such a plan may be statewide, or
may he set up on a county or multiple county basis; a plan cannot be put into
operation in any county unless a majority of the licensed physicians in that
county agree to participate in the plan; the bill merely authorizes and specifies
the manner for the creation of such plans, but does not attempt in any way to
deal with the details of operation, such as rates, benefits, types of service, etc.;
and such plan shall be tax exempt and operated not for profit.
A copy of the bill as introduced has been forwarded to the secretary of your
county or branch medical society, and a limited number of additional copies are
on hand in this office.
Unless these bills can be passed in this session (which adjourns June 30)
the opportunity to legalize the creation of medical service plan corporations
will be gone for another 18 months.
This committee sincerely hopes that every member will communicate immediately with his State Senator and three Representatives and request their support for senate bill No. 652 and house bill No. 803. The senate bill is sponsored
by Senators William G. Knox (Chicago, sixth district) and Thomas E. Keane
(Chicago, twenty-third district). The house bill is sponsored by Representatives
W. O Edwards (Danville, twenty-second district). William G. Thon (Oak Park.
twenty-third district), and Paul J. Randolph (Chicago, twenty-ninth district).
Very truly yours,
COMMITTEE ON MEDICAL SERVICE AND PUBIaC RELATIONS,
JOHN W. NEAL, Secretary.

IMPORTANT!
Please note latest developments in re. H. B. 852 and S. B. 803.
JUNE 21, 1945.
DEAR DOCTOR : The bills to authorize creation of medical service plan corporations about which we wrote you recently (H. B. 652 and S. B. 803) have advanced
to the passage stage in their respective Houses. These bills will be called for
passage next Monday. It is therefore imperative that every possible effort be
made over this weekend to solicit the support of the lawmakers. Personal conStact from physicians in their own districts is vastly more important to the legislators than the endorsement of the State society.
I' you will make a special effort to wire or telephone your State senator and
three State representatives at their homes on Saturday or Sunday, these bills
still stand a good chance of passing in this session.
COMMITTEE ON MEDICAL SERVICE AND PUBLIC
RELATIONS OF ILLINOIS STATE MEDICAL SOCIETY.

Mr. LINFORD reading ) :
Sponsorship of the subjection legislation is an important step-

continues this letterand one which would not, under ordinary circumstances, be taken except upon
authorization of the house of delegates. But that being impossible until some
unknown future date, together with the other factors making action now imperative-

I am interpolating here, because the Wagner-Murray-Dingell bill was
before the country, and your committee was considering itmaking action now imperative, this committee feels that failure to attempt to
secure this legislation while our general assembly is in session, would be to miss
a great opportunity to help quell the rising clamor for state medicine.
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I do not need to remind you, Senator, that when organized medicine
speaks of "state medicine" or "socialized medicine," they mean the
Wagner-Murray-Dingell bill, Senate 1606.
The CHAIRMAN. Do you have extra copies of that .
Mr. LINFORD. That is a photostatic copy.
The CHAIRMAN. Do you want to have it returned?

Mr. LINFORD. No.

I will be glad to leave it.

The CHAIRMAN. Yes.

Mr. LINFORD. My second point here, as to the objectives of organized

medicine in setting up voluntary systems, was that-the first one being
they are trying to delay governmental action, or hopefully to prevent
it-secondly, to have effective machinery already set up so that governmental programs, when they go through, demand the right to administer them.
I have another quotation here from the State of New Jersey that
illustrates that very well.
This is taken from Avnet's book Voluntary Medical Insurance in
the United States.
I appreciate the fact that it is not from an official source in the

State of New Jersey.
I am relying upon Miss Avnet, who writes this book, published in
1944 by the Medical Administrative Service in New York.
This is a quotation, allegedly, from the New Jersey administration
officer's remarks to a recent meeting of representatives of various
medical society plans, similar to the ones I have described in Illinois.
In the remarks, according to Miss Avnet, the medical official in New
Jersey expresses as follows:
Senator DONNELL. A State official?
Mr. LINFORD. An official of the New Jersey Medical Society.

Senator DONNELL. But not an official of the State government ?
Mr. LINFORD. Not an official of the State. He is an official who is

running, presumably, the Medical Society sponsored prepayment plan.

He is talking to similar men who gathered in Atlantic City for a
national conference:
We have a county that has voted not to cooperate with us. I am sure it is because they do not understand our philosophy or what we are trying to protect,
the future of the practice of medicine.
I think I speak for my-board in New Jersey when I say we don't feel these
plans are going to answer the problem of medical-care distribution-

that is their own Medical Society sponsored plan.
If we took in 50 percent of all the people in New Jersey, that wouldn't answer
it. Still, that is more people than would be interested in paying for this on a prepayment basis. But we can develop an agency-we have the legal authority to
develop such an agency-and its administrative methods can be extended to
take over any Federal plan which comes into our State. It is for that reason
that we administer the farm (Farm Security Administration) plan. I would like
to see every State agency operate the farm plan, because it sets a precedent. It
tells the Federal Government: "Here is an organization that has the legal "authority and the ability to administer our plans to the satisfaction, of the medical
profession. This very precedent will be of tremendous value after the emergency
is over if Federal funds are made available for medical care, if we can bring it
under our own control."

These are of course, standard practices of entrenched groups that
are implacably opposed to a program that the people are demanding.
First they oppose, obstruct, and delay; then when they realize that
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the people's demands can no longer be resisted they come forward,
demanding the right to administer the program they have opposed.
The Citizens' Committee To Extend Medical Care believes that the
Senate, before making up its mind about the probable effectiveness
of the plans of organized medicine and the suitability of organized
medicine to administer or control a national health program, should
investigate organized medicine's current practices with respect to
pioneering voluntary prepayment systems not under medical society
control. We believe a good place to begin such investigation is in
Chicago, where the Chicago Medical Society continues.to penalize the
Civic Medical Center-the only voluntary prepayment plan for physicians' services in that city. On behalf of the Citizens' Committee To

Extend Medical Care, I would like to formally request the Senate
Committee on Education and Labor to conduct an investigation of
the Chicago Medical Society and other societies engaging in these
discriminatory practices.
These are some of the reasons why the Citizens' Committee To Extend Medical Care urges Congress promptly to enact the National
Health Act of 1945 and to retain full administrative powers in the
Federal Administrator, while providing ample lay and professional
representation on the Advisory Council.
Thank you.
The CHAIRMAN. Any questions ?
Senator DONNELL. Yes, sir.
Dr. Linford-is it Dr. Linford?
Mr. LINFORD. No; it is mister.
Senator DONNELL. Mr. Linford, you are the chairman of the Citizens' Committee To Extend Medical Care?
Mr. LINFORD. That is right.
Senator DONNELL. That is an organization in Chicago?
Mr. LINFORD. Yes.
Senator DONNELL. When was that organization formed
Mr. LINFORD. January 1946.
Senator DONNELL. Who was it that took the initiative in forming it ?
Mr. LINFORD. The Chicago Chapter of the American Association

of Social Workers and the Chicago Chapter of the Physicians Forum.
Feeling that the proponents of the Wagner-Murray-Dingell bill
were not getting a hearing, that community, finding that many women's and men's groups and church groups of various kinds were unable
to obtain speakers and people who would meet the medical society
representative in debates, we wrote a letter to all organizations that
we thought were interested in this question, inviting them to come
together in a meeting, which resulted in these various organizations
setting up a committee through which they could work in supplying
speakers and generally in sponsoring this legislation.
Senator DONNELL. Were you a member at that time of the chapter

of the Association of Social Workers?

Mr. LINFORD. I was.
Senator DONNELL. You are not a member of the Physicians Forum?
Mr. LINFORD. I am not.

Senator DONNELL. The Physicians Forum is the organization of

which Dr. Ernst Boas is the chairman in New York, is it not
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Mr. LINFORD. Yes.
Senator DONNELL. How large a chapter does it have in Chicago?
Mr. LINFORD. I am not informed on that, Senator Donnell.
Senator DONNELL. How large a chapter does the Association of

Social Workers have in Chicago
Mr. LINFORD. Between 600 and 700 members.
Senator DONNEL. Where was this organization meeting held in
Chicago?
Mr. LINFORD. 53 West Jackson Boulevard in the office of the American Association of Social Workers.
Senator DONNELL. On the stationery on which the copy of your
remarks is set forth, there is a name that has been deleted immediately
below that of yours.
Whose is that
Mr. LINFORD. Dr. Deborah Dauber, who was at the time chairman of
the Chicago Chapter of the Physicians Forum. I might add, the
reason for her name being stricken from this list was that when this
committee voted to ask for an investigation of the Chicago Medical
Society, the Physicians Forum, one of the constituent bodies, voted
against it, fearing reprisals from the Chicago Medical Society, and
hen the committee went ahead with the request, anyway, Dr. Dauber
had to withdraw her name.
Senator DONNELL. Yes, sir.

You say in the statement that "Among the organizations and groups
affiliated with the committee" are those which you have named. What
other organizations are associated or affiliated with the committee
Mr. LINFORD. We did not list all of the labor organizations, because
organizations were.constantly joining us. This has been an accretion
of organizations. We are continuing our operations. I thought
it best to phrase it in that language.
Senator DONNELL. How many organizations in addition to those
you have given us this morning belong to the Citizen's Committee to
Extend Medical Care ?
Mr. LINFORD. I do not have the accurate and official count, but I
could give you my estimate.
The CHAIRMAN. Could you furnish them for the record ?
Mr. LIXFORD. Not more than half a dozen.
Senator DONNELL. Not more than half a dozen ?
The CHAIRMAN. Could you get us the accurate information and
furnish those in the form of a letter?
Mr. LINFORD. I shall.
Senator DONNELL. Do you think it is as many as half a dozen ?
Mr. LINFORD. It might not be.
Senator DONNELL. DO you think it is as many as three ?
Mr. LINFORD. Yes.

Senator DONNELL. Somewhere between three and six, you think?
Mr. LINFORD. Possibly.
Senator DONNELL. Possibly. That is your best judgment?
Mr. LINFORD. That is right.
Senator DONNELL. So that when you have given us this list and
precede it by the term "among the organizations and groups affiliated
, with the committee are the following." you are giving us all the memhers. in your best judgment, except about three to six?
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Mr. LINFORD. That is right. And I used that language, Senator
Donnell, because, as I have already indicated, organizations are joining us continuously. I mean, this is a continuing campaign that we
are going to make, and we have not finished yet by any means. We
expect it will be much larger before very long.
Senator DONNELL. Now, these three to six you refer to in addition
to those you mentioned, could you tell us, while I understand you are
going to give us a letter, could you tell us from memory what those
three to six are?
Mr. LINFORD. Substantially, speaking, they are labor unions.
Senator DONNELL. Which labor unions are they?
Mr. LINFORD. I do not have the information, Senator.

Senator DONNELL. Are they CIO or A. F. of L.?
Mr. LINFORD. I do not have that information.

Senator DONNELL. Do you remember what they are?
Mr. LINFORD. NO.

Senator DONNELL. But you do know they are labor unions?
Mr. LINFORD. I think they are.
Senator DONNELL. You are the chairman, are you not, of the

committee?
Mr. LINFORD. That is right.
Senator DONNELL. You know they are labor unions; do you not?
Mr. LINFORD. I think they are.
Senator DONNELL. That is your best recollection?
Mr. LINFORD. That is right.
Senator DONNELL. But you cannot tell us what they are ?
Mr. LINFORD. No.
The CHAIRMAN. But you will furnish it in the form of a letter?
Mr. LINFORD. I shall, and I want to make it clear that when I wrote

this statement I was not trying to make it appear that we were larger
than we are. I was simply saying that these are the organizations
that belonged to us when I drafted the statement.
Senator DONNELL. That is all right. I understand your point.
Now, you spoke, in your typewritten copy here, or in your mimeographed copy, I should say, of your statement, of the Church Federation pf Greater Chicago. I noticed you changed that in your testi-

mony to the social service department of the church federation.

Has the entire Church Federation of Greater Chicago passed on

whether or not it approved S. 1606 ?
Mr. LINFORD. No; it has not.

When I drafted the statement orig-

inally, I was under a misapprehension. I met with the board of
directors, which I thought was the whole federation, and the day
before I left Chicago, I verified or tried to verify that, and discovered

it was not the whole federation but the social-service division, so I
have corrected it for the record here.

Senator DONNELL. Do you know how large an organization the
National Lawyers Guild is in Chicago?
Mr. LINFORD. I have no knowledge of that, Senator.
Senator DONNELL. Now, that is the organization of which Mr.

Linder is a member in New York City, is it not, and of which Mr.
Robert Kenny. of California, is the president?
Mr. LINFORD. I do not know either Mr. Linder or Mr. Kenny.
Senator DONNELLT.

Yes, sir.
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And the Chicago Industrial Union Council, that is a CIO

organization?

Mr. LINFORD. That is right.
Senator DONNELL. And the Independent citizens' Committee of

Arts, Sciences, and Professions-is that the organization of which
Mr. Harold L. Ickes is the chairman or operating officer ?
Mr. LINFORD. Executive director, I believe.
Senator DONNELL. Executive director?
Mr. LINFORD. That is correct.
Senator DONNELL. Yes, sir.

And.the Independent Voters of Illinois; what is that organization ?
Mr. LINFORD. That is an organization of independent voters, just

as its name implies, that has been, you might say, between the two
parties, standing for nbnpartisan proposals. I do not know how long
it has been organized. It is active in behalf of the programs which
its members believe are for the benefit and welfare of the people.
Senator DONNELL. IS it a State-wide organization '
Mr. LINFORD. Yes.
Senator DONNELL. Yes.

Now, the Industrial Areas Foundation-what sort of an organization is that ?
Mr. LINFORD. I am not very well informed about the Industrial
Areas Foundation. It is an indigenous organization that in Chicago
was called the Back of the Yards Council and it is
The CHAIRMAN. Back of the Yards? What do you mean by "Back

of the Yards"?
Mr. LINFORD. Its members or people were living in the stockyards

district. It works closely for improvements in that community. Improvements of schools and roads and various facilities and services.
The CHAIRMAN. Is Bishop Sheil connected with that organization,

do you know ?

Mr. LINFORD. Bishop Bernard J. Sheil and other leaders in the
clergyman's faith in the back of the yards district are closely working

with this council.

I do not know whether they are actually members.

I am not in a position to say. I know they work closely together.
Senator DONNELL. The Civic Medical Center consists of 12 physi-

cians. Is that right

Mr. LINFORD. Yes.
Senator DONNFLL. Where is its headquarters?
Mr. LINFORD. 20 East Jackson Boulevard, Chicago.
Senator DONNELL. Do you have you a list of who those 12 physicians
are?
Mr. LINFORD. Well, Dr. Jacques is here. He will be the next witness
and you can get that information from him.
Senator DON.NELL. Very well.

The Loyola School of Social Work. Is that Loyola College ?

Mr. LINFORD. Loyola University. I inserted that word "University" in my testimony.
Senator DoNNELL. I did not get that.
Old Age Assistance Union. Illinois; what is that ?
Mr. LINFORD. I am not very well informed about its program and

its members, but it is an organization of recipients of old-age assist-

ance, of aged persons in Illinois.
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Senator DONNELL. Does it have any connection with similar organi-

zations in other States, do you know I
SMr. LINFORD. I am not aware of that. I cannot answer.
Senator DONNELL. The Social Service Administration Club, of the
University of Chicago.

You are an officer in that club, are you, Mr. Linford?
Mr. LINFORD. NO.

I am on the faculty of the school, and this is a

student organization.
Senator DONNELL. A student organization ?
Mr. LINFORD. Yes.
Senator DONNELL. Do you know how large a membership it has?

Mr. LINFORD. I cannot tell you how many members the group has.
We have about 450 students.
Senator DONNELL. You mean in your departinent ?
Mr. LINFORD. In our department.
Senator DONNELL. About 450 in the department.

Do you know

what percentage of those students belong to the Social Service Administration Club?
Mr. LINFORD. I do not know that.
Senator DONNELL. That is not an organization sponsored by the

University of Chicago as such, is that right?
Mr. LINFORD. Why, I do not know how to answer that, Senator
Donnell. All colleges and universities have organizations of its
students, and whether the school actually sponsors it, I am not prepared to say, but I know that we welcome its activities. It is student operated and managed, and they select their own program and
so on.
Senator DONNELL. Pardon me.

What I should have said a little

more accurately is, it is not organized pursuant to any official action
taken by the University of Chicago.
Mr. LINFORD. No; it is not.

Senator DONNELL. It is organized by the students who assumed the
initiative in organizing it
Mr. LINFORD. That is right.
Senator DONNELL. Do you know how old an organization it is?
Mr. LINFORD. I do not know. When I first was a student in the
university in 1934 it was in existence.
Senator

DONNELL. Yes.

The United Office and Professional Workers of America, you stated
that is a CIO organization, as is also the State, County, and Municipal
Workers of America.
That is right, is it not?
Mr. LINFORD. That is right.
Senator DONNELL. Mr. Linford, you spoke of being at the University of Chicago in 1934.
Is that where you received your collegiate training?
Mr. LINFORD. I did graduate work there.
Senator DONNELL. Where did you take your undergraduate work?
Mr. LINFORD. University of Wyoming.
Senator DONNELL. From what State do you hail originally?
Mr. LINFORD. Wyoming.
Senator DONNELL. Born in Wyoming?

Mr. LINFORD. That is right.
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Senator DONNELL. And you took your school work in the under-

graduate college work there?
Mr. LINFORD. That is right.
Senator DONNELL. Yes, sir.
From there, did you go directly to the University of Chicago?
Mr. LINFORD. Yes.
Senator DONNELL. And what degrees did you get from the University of Chicago?
Mr. LINFORD. The M. A. degree in 1938.
Senator DONNELL. 1938. Now, Doctor, this organization meeting,
where was that, did you say?
Mr. LINFORD. 54 East Jackson.
Senator DONNELL. 54 West Jackson Boulevard.

Was that called by yourself.
Mr. LINFORD. NO.

Senator DONNELL. Who called it?

Who actually issued the notice

of the meeting?
Mr. LINFORD. By Mary B. Wirth, who is executive secretary of the

Chicago Chapter of the American Association of Social Workers, and
who has been acting as secretary of this committee.
Senator DON~iEL. Her name appears on the letterhead of the

committee?
Mr. LINFORD. Yes.
Senator DONNELL. How many persons were present at the organiza-

tion meeting, approximately?
Mr. LINFORD. My recollection is about 30.
Senator DONNELL. About 30.

Now, you stated that the contents of your statement were prepared
by yourself 1
Mr. LINFORD. Originally.
Senator DONNELL. But you have communicated with these various

organizations, is that right, in connection with your statement?
Mr. LINFORD. It has been circulated among all of the organizations

and the committee made up of the representatives of these organizations have gone over it several times, and it comes out as a composite
of the group.
Senator DONNELL. Yes. sir.
Did they g over it at A meeting?
Mr. LINFORD. Yes.
Senator DONNELL. How largely attended was that meeting, if you

know?

Mr. LINFORD. Well, it was more than one, and I recall one in which I

should say there were upward of 30 to 35, and others which were
some fewer, but approximating those figures.
Senator DONNELL. You referred to print No. 4, published this year
by this committee. What is that print?
Mr. LINFORD. Well, I have a copy somewhere.

The committee,

as I understand it'-I have seen four copies of your committee reports.
The first one contained the President's address to Congress. The
second one reprinted some material from various organizations which
have spoken and written on this question.
No. 4 is this [exhibiting document].

with it.

I assume you are familiar
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Senator DONNELL. May I see that?
Mr. LINFORD. Yes. [Handing document to Senator Donnell.]
Senator DONNELL. That is denominated a report to the Committee

on Education and Labor relating to the bill, S. 1606, to provide for a
national health program, and dated March 1946, and states on its
flyleaf under the title: "Need for Medical Care Insurance," "A memorandum prepared by Bureau of Research and Statistics, Social Security Board." This report is transmitted under a foreword signed by
I. S. Falk, Director, Bureau of Research and Statistics, dated Washington, D. C., January 1946, is it not?
Mr. LINFORD. Yes.
Senator DONNELL. And that is the document you referred to as

Print No. 4 in your testimony ?
Mr. LINFORD. Yes.

This document sets forth the material which I could repeat in my
own testimony, but I am trying to save space and time.
Senator DONNELL. In your statement, at page 5 of the mimeographed copy, you refer to a statement by the committee on the costs
of medical care to the effect that over 90 percent of American families
"were exposed to the hazard of illness so costly that they could not
pay for it."
How recently was that statement made by .the Committee on the
Costs of Medical Care?
Mr. LINFORD. The last publication was 1932, so I assume it was
about that date.
Senator DONNELL. Did you look this up?
Mr. LINFORD. I have seen it; yes.
Senator DONNELL. I have here a volume, which I presume is the
one to which you refer, being the final report of&the Committee on the
Costs of Medical Care, adopted October 31, 1942, and printed on
the University of Chicago Press. That is the document to which
you refer, is it, Mr. Linford
Mr. LINFORD. I think it is not. That report is the twenty-eighth
report of that committee, and I believe it was about the twenty-sixth
or twenty-seventh in which this statement appears.
Senator DONNEL. You think the statement to which you referred
appeared in 1926 or 1927 ?
Mr. LINFORD. No. I say that that committee published 28 reports.
If you look at that carefully you will see it is the twenty-eighth
report.
Senator DONNELL. I see.
Mr. LINFORD. And I think the statement I am quoting and I am
sorry I do not have it as accurate as I would like to, but I believe it
was either the twenty-sixth or the twenty-seventh report issued by that
committee.
Senator DONNELL. So that it was issued certainly not later than
October 31, 1932, which was the date of this No. 28
Mr. LINFORD. That is right.

Senator DONNELL. That is correct.
Mr. LINFORD. Yes.
Senator DONNELL. Mr. Linford I wonder if you would be kind
enough, when you send in the additional information, if you could
give us the exact citation of this statement of the Committee on the
Costs of Medical Care.
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Will you be kind enough to do that ?
Mr. LINFORD. I shall,

Senator

DbNNELL.

You say also, over at page 6 of your statement:

The only material change would be that the doctor would receive payment
from the national insurance fund instead of directly from the patient, as at

present.

That is the only material change, you say, under S. 1606, from the
presently existing practice of the profession of medicine in the United
States' is that right ?
Mr. LINFORD. hat is right.
Senator DONNELL. Well, Mr. Linford, you are aware of the fact

that under the terms of the bill the Surgeon General is authorized to
issue rules and regulations, page 38 of the bill, being the citation to
which I rqfer
Mr. LINFOD. Yes.
Senator DONNELL. You are familiar with that, and familiar also
with the fact that these rules and regulations are to be issued with
the approval of the Federal Security'Administrator
Mr. LINFORD. Yes.

Senator DONNELL. Alsosuch rules and regulations, records, and reports, not inconsistent with othei
provisions of this Act, as may be necessary to the efficient administration of this
title-

are called for
Mr. LINFORD. Yes.
Senator DONNELL. Also under the provisions of the bill, at the

same place, there is a provisionthat when rules and regulations relate to the performance by Federal, State,
or local departments or agencies, of functions under mutual agreements made
therewith, or to the establishment or determination of local areas for administrative purposes, such rules and regulations shall be made by the Surgeon
General after consultation with representatives of such departments or
agencies-

you are familiar with that are you not

Mr. LINFORD. I am perfectly familiar with that, and I would like
to point out that any program that is going to pay the medical care
for 110,000,000 or 120,000,000 persons is going to require rules and
regulations. That is obvious on the face of it. That does not riean
that it is going to change the pattern of the existing medical
practice. Senator DONNELL. Mr. Linford, have you ever seen the rules-and
regulations issued in England?
Mr. LINORD. I have not studied them or read them. I have seen
copies.

SeC tor DOwEoLL. Do you recall that large red volume, I think it
is, whioh we have had in here occasionally; a very thick volume,
21/2 or 3 inchIes thick
Mr. LINFORD. I have seen it.
Senator DONNELL. Containing 1,300 pages of regulations and laws.
You know that, do you not, in England
Mr. LIPORD. I know that.
Senator DONNELL. Yes, sir.

You remember, do you not, Doctor-pardon me.
Mr. LINFoRD. That is all right. I will not be offended.
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Senator DONNELL. That is all right.

You remember, do you not, Mr. Linford, that in the bill, S. 1606,
there is a .provision by which in commituities in which the per
capita system is to be followed of payment, that there are to be
panels of physicians from whom patients may select, at a time. I
presume, that will be fixed by the rules and regulations, and that
the Surgeon General may prescribe maximum limits to the number
of potential beneficiaries for whom a practitioner or group of practitioners may undertake to furnish general medical or general dental
benefit.
You remember that, do you not?
Mr. LINFORD. I remember that, and I would like to point out that

that is a very valuable part of this bill, and one I hope will be retained,
and one which I think will not in any way change the pattern of
medical practice.
It is a safeguard for the patient.
The patient, I would like to remind you, Senator, will pay for this
medical care, and he will pay for it in advance, and when he selects
a doctor under a capitation system, he selects a doctor from a panel.
He has a right, and I think that right should be protected. The
Government has an obligation to protect that right, that the medical
care will be available when he needs it, and if the doctor loads himself up with hundreds or thousands of patients without any limit,
there may be times when some of these patients want him and he
may not be available to them, it is a very sound safeguard.
I would like-to add a point in that respect. I know that the Medical Society has made a great issue of it, and it has been an issue before

this committee. I am familiar with an'official report of the American
Medical Association when they were investigating this subject back
in 1917, and it appears in the Journal, and I do not have the notation
here, but I could supply it.

It appears in the Journal from the offi-

cial committee of the A. M. A. in which they say, if we ever have health
insurance in this country, one of the things we must do to safeguard
the patient is to have a maximum number of patients that any one
doctor can agree to service.
Senator DONNELL. And you realize, do you not, Mr. Linford, that
under the provisions of section 205 (j), that if there should be as-

signed--

Mr. LINFORD. What page ?
Senator DONNELL. Page 50.

Now, 205 (j), you see that, on page 50
Mr. LINFORD. Yes; I do.
Senator DONNELL. I take it we would be agreed that if, for instance,
in a given community, 1,000 is the number of patients that are assigned to a given doctor, that is, that is the number he may take, and
if you or I should want to select that same doctor, but we were not
within the first thousand placed on the list, we would hiot have the
power to be assigned to his panel, and we would have to select somebody else.
That is true, is it not ?
Mr. LINFORD. I recognize the truth of that, Senator. I suppose you
are using that figure 1,000 as just an illustration ?
Senator DONNELL. Yes; I am.
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Mr. LINFORD. But I would like to point out that in England, where

they have this panel system, the figure is 2,500 for a single doctor,
and he can add 1,500 patients for each assistant whom he employs, and
I should say from my layman's and inadequate knowledge of this
thing, that that is plenty of patients for any doctor to treat, and I
would like to say, too, that while I know of the point you are making,
which is that this is a limitation of free choiceSenator DONNELL. Yes.
Mr. LINFORD. I would like to submit to you that though it is some

limitation, it is not as great a limitation as we have at present. We
do not have absolute free choice at the present time. We have free
choice only among those doctors available and willing to serve us.
And everyone of us today is having the experience of calling doctors
and finding they cannot serve us. They are already filled up. ,
I remember the days when we did not have free choice of doctors
because we did not have money enough to pay for it. Many people
still do not, and that is not free choice.
%Senator DONNELL. The decision, however, on the part of the doctor,
as to whether or not he can take a patient today is made by him without
governmental direction or limitation, that is correct, is it not?
Mr. LINFORD. Exactly, and he has a financial consideration.

There

is an incentive here for him to load up with more than he can serve,
and this protection from that kind of incentive is essential.
Senator DONNELL. Do you think that the medical profession has
succumbed to that temptation to load themselves up so that they have
been guilty of inefficient service throughout the country, Mr. Linford
Mr. LINFORD. I am very reluctant to admit that some doctors are

motivated by financial considerations, but many of them have as ured
me of that fact.
Senator DONNELL. You have never practiced medicine yourself ?
Mr. LINFORD. I have not.
Senator DONNELL. Have you made any study of the medical pro-

fession as an entirety over the country to ascertain the character and
study the ability and the customs of the medical profession all over
the country?
Mr. LINFORD. I am not competent to speak on that, Senator.
Senator DONNELL. You have not done so.
Also, Mr. Linford, you will recall at page-46 of the bill, with respect
to the availability of the services of specialists and consultants, in
the case in which an individual desires such, in addition to or as a
substitute for such as his general or family practitioner, or attending
specialist, that the decision as to whether or not the individual may
secure sich specialist or consultant rests with a medical administrative
officer appointed by the Surgeon General.
That is correct, is it not ?
Mr. LINFORD. In the first instance, as I read this bill, he may have
the services of a specialist upon recommendation and advice.of his
general physician.
Senator DONNELL. Or of a specialist.
Mr. LINFORD. If the general physician-this second part, as I read
it, is a safeguard in there-and, if the patient believes that the general
physician is wrong in not recommending and suggesting a specialist
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service, that he then has some avenue of appeal, and I would like to
place myself on record as in favor of that principle.
I would like to say, as a layman, I have no basis for selecting a
specialist or a doctor. I do not know how I could determine whether
I would get a good one, when I need a specialist. I know of no one
except the doctor who has been treating me who could give me better
advice.
Senator DONNELL. Today, if you should have what you think is a
heart condition, and you should have a general practitioner and a
heart specialist, and you come to the conclusion that you should have
a second heart specialist, you have it within your power to obtain him
if he is available, do you not?
Mr. LINFORD. Well, as I see it, a person would have the same under
this bill, even and have it paid for out ofthe national fund. This is
unlike the existing pattern of medical practice where a doctor, if he
gets a patient who has limited funds, is frequently fearful, they tell
me, to send that patient to a specialist or another specialist, because
he will not have money enough to pay them all. Under this kind of
practice, the doctor is not fearful of that at all. He knows the service
will be paid for, and he is free then to make the use of other specialists
available when they are needed.
Senator DONNELL. However, Mr. Linford, on page 46, it is provided,
is it not:
The services of specialists and consultants shall also be available when
requested by an individual entitled to specialist and consultant services as benefits
and approved by a medical administrative officer appointed by the Surgeon
Gflieral-

which sentence immediately follows the sentence reading:
The services of a specialist or consultant shall ordinarily be available only
upon the advice of the general or family practitioner or of a specialist or
consultant attending the individual.

I have correctly read that section, have I not ?
Mr. LINFORD. You. correctly read it, and my interpretation is that
it is a very valuable provision.
I have said that under this bill, a doctor would have every freedom.
No incentive not to use a specialist, but if a patient should be convinced that a doctor was resistive to such a referral, he has an avenue
of appeal from his general practitioner.
Senator DONNELL. And the fact remains, does it not, Mr. Linford
that if John Smith has a doctor and a specialist attending him, and
John Sm.ith shall himself consider that he should have another specialist, and those physicians who have been treating him do not think so,
he can only secure, at the expense of this system, the second specialist
after the appointment'of squh shall be approved by a medical administrative officer selected by the Surgeon General
That is correct. is it not ?
Mr. .LNFoRD. That is correct. And I would like to point out that
the patient would have freedom to go outside of the system and get
specialist service.
Senator DONNELL. Certainly, but he could pay for that himself.
Mr. LINFORD. That is right.
Senator DONNELL. But I am talking about what he gets under this
system.
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Mr. ZLNFORD. And I think he is safeguarded here. I cannot be-

lieve that a medical officer is going to sit up nights trying to think
up ways to keep people from getting medical care.
The bill is designed to make medical care available. I cannot assume that those who administer this thing will be motivated as to
be obstructive as they can.
The CHAIRMAN. You think it would be extraordinary for the family
practitioner to deny a patient the right to a specialist's care if he
needed it?
Mr. LINFORD. I certainly do.
The CHAIRMAN. You do not think they would be lying awake at

night, as you say, studying how they will prevent the patient from
getting adequate care I
Mr. LINFORD. They have not reason for it, Senator.

They will receive their payment. They are sure of that. Whereas,
under existing services, if the doctor knows a patient has only got $50

for medical care, and the specialist service is going to cost $50, if he
sends him to a specialist there is nothing left for him. There is a
natural motivation for him to hang on to the patient rather than
send him to the specialist. Under the bill, that motivation would
be removed.
Senator DONNELL. Mr. Linford, you referred to obstructing.
You concluded that the medical profession has, in regard to this
plan, opposed, obstructed, and delayed it. That is referred to on
page 9.
Mr. LINFORD. Yes.
Senator DONNELL. In respect to compulsory health insurance
Mr. LINFORD. Yes, sir.
Senator DONNELL. I notice you use strong language about the

American Medical Association.

You say:
We doubt the sincerity of the American Medical Association in its present
campaign which, in our opinion, is marked by distortion, untruth, and vilification.

You then refer, over here, and say:
We can perhaps be pardoned for doubting its sincerity in its current espousal
of voluntary systems.

You question strongly the motive of the American Medical Association and of organized medicine in your statement, do you not?
Mr. LINFORD. In their opposition to compulsory health insurance

and their espousal of voluntary insurance, I do.
Senator DONNELL. The American Medical Association is composed
of about, or in excess of, I should say, 125,000 of the physicians of this
country, is it not ?
Mr. LINFORD. I understand so.
Senator DONNELL. And that is by far the larger portion of the
physicians in this country. That is true, is it not?
Mr. LIrNFRD. I understand so.
Senator DONNELL. Now, referring to this alleged distortion, untruth, and vilification, and lack of sincerity or questionable sincerity
to which you refer, of the American Medical Association, I will ask
you to state whether or not your observation of the individual physicians that you have come in contact with generally, that you find that
85907-46-pt. 5---7
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those men are characterized by distortion, untruth, vilification, or
absence of sincerity ?
Mr. LINFORD. That is not what I said, Senator.
Senator DONNELL. No. I am asking you whether or not, as you

have come in contact with Dr. Jones or Dr. Smith or Dr. Williams,
whoever it may be, generally speaking, have you found those men to

be in their ordinary lives and professional careers marked by distortion, untruth, vilification, and absence of sincerity ?
Mr. LINFORD. Senator, I find doctors are just the common run of

people. They are good and bad- among them, in my acquaintance,
and on the whole, I think admirably of them as individuals. I have
stated over and over in this testimony that the professional and technical aspects of medical care belong to the profession, and I have no
wish to criticize or to have any participation in it.
I am talking about the economics of it. As it is going to be paid for.
I should think it has every reason to be advantageous to doctors. I
just think they are being led by a few men at the head of this organization. They are being "spoon fed" through the journals and the
propaganda of the National Physicians Committee. As I have
already stated, it is only through those sources that the average doctor
has any knowledge. They are told it is communistic, going to destroy

the medical practice.

All of these things. They have not a chance.

The CHAIRMAN. Is there any way to determine the number of men

in the medical profession who do not agree with those who are in
control?
Mr. LINFORD. Well, I suppose you could poll them, Senator, but the

people who are conducting these polls-I saw a poll recently that was
sent by the Chicago Medical Society to each of their physicians, and
they were saying in effect the Wagner-Murray-Dingell bill is going to
socialize medicine, it is going to take you over, it is going to regiment
you, it is going to do all of this, and that, and then they had. a poll
asking, "Do you favor it?"
Well, I submit that that is not going to bring results. If you tell
somebody that something is bad, and then askhim does he favor it,

there may be a few courageous souls who will say, "Yes; we do not
agree with what you have already said."

The CHAIRMAN. The average member of the medical profession in

this country has been informed throughout by the literature sent out
by the National Physicians Committee?
Mr. LINFORD. Indeed, they have.

The CHAIRMAN. They have flooded the country with their literature,

and I have observed myself, in my own State of Montana, that the
physicians are relying upon that literature. They believe in it. They
think it is absolutely reliable and accurate in its reference to this
legislation that we are attempting to put through.
Mr. LINFORD. Exactly.

My doctor friends tell me almost every day they receive communi-

cations from the National Physicians Committee through the mails,
and I myself have appeared on the same platform in a debating situation with many doctors in the city of Chicago, and find them repeating this stuff from the National Physicians Committee, making objections about it, and admitting they have never read the bill. They are
just repeating what the National Physicians Committee has told them
about it.
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Senator DONNELL. Mr. Linford, I want to go back to the point I

was attempting to make a few minutes ago.
As I was undertaking to develop, the fact that in your o*n personal observation of the doctors in-their professional capacity, and
I shall add, in their personal life, generally speaking, you have found
those men to be honorable, upright citizens of integrity and standing
and capacity.
That is true, is it not?
Mr. LINFORD. Senator-

Senator DONNELL. That is true, is it not ?
Mr. LINFORD. Yes; it is; but I have not been talking about that.
I made no such insinuation.
'Senator DONNELw . I understand that.
The CHAIRMAN. The witness has a right to make it clear on the
record that he is making no attack against the honor or integrity on
the part of the medical profession.
Mr. LINFORD. Exactly.
The CHAIRMAN. I think it is only fair to permit you to make it very

clear that there is no attack intended by you on the medical profession simply because you are trying to support this idea of providing
better service of medical care for the people of this country to bring
to them within the full scientific knowledge of the medical profession which they are denied at the present time because of the financial
barriers that exist.
Senator DONNELL. Well, Mr. Chairman, not only is there no effort
on my part to undertake to show that Mr. Linford has in any sense
criticized the medical doctors themselves individually, but I wanted
him to point out that his own personal observation has been that they
are upright, honorable men of integrity, and standing, and capacity
and ability, so far as he has seen them individually, and he said so
very clearly, and I want to emphasize that and put a peg right there.
Mr. LINFORD. Senator, may I say something?
Senator DONNELL. Yes.
Mr. LINFORD. That my point of emphasis here is that in their own
field of competence, I have no criticism whatever. My criticism is
that they are not trained economists, and I am talking about the
economics of medical care. I am an economist myself, and I have
been studying this matter, and I have good reason to believe and I
know, as a matter of fact, in almost no medical school do they include
this question in the curriculum training of young doctors, and they
are thrown out on the world unprepared for these questions, and all
they get to know about it is substantially what they learn in the journals, and I am making a plea for a better education of doctors on this
point, or else that they leave it to somebody else who does know
about it.
Senator DONNELL. Mr. Linford that is fine, that you are undertaking to tell the doctor what is right on this matter, and I am sure
that you are rendering service in giving us your ideas, and we are
glad to have them.
I want to submit first, however, that there are many problems other
than economics. You have never studied medicine, have you?
Mr. LINFORD. NO.

Senator DONNELL. You have never studied surgery?
Mr. LINFORD. No.
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Senator DONNELL. Have you every studied particularly just the
operation of the compulsory health insurance in Germany or England,
yourself Haveyou made a study ofthis?
Mr. LINFORD. I have made some study.
Senator DONNELL. Have you ever been there and observed it?
Mr. LINFORD. I was in England.
Senator DONNELL. You studied in England, have you
Mr. LINFORD. Yes.

Senator DONNELL. How long were you in England and what did
you do toward studying there f
Mr. LINFORD. I was there in 1930.
Senator DONNELL. 1930.

What did you do towards studying the system over in England,
Mr. Linford
Mr. LINDFORD. I do not claim to be an authority.
Seiiator DONNELL. Did you go over there for the purpose of study-

ing that when you went there?
Mr. LINFORD. NO.

Senator DONNELL. How long were you there ?

Mr. LINFRD. Two years.
Senator DONNELL. Two years.

What were you doing there?
Mr. LINFORD. Studying.

Senator DONNELL. Economics? Is that right?
Mr. LINFORD. Among other things.

Senator DONNELL. What are the other things?
Mr. LINFORD. I do not think that has any relevance here.
Senator DONNELL. We would like to know, if you could tell us.
Mr. LINFORD. I do not think it has any relevance..
Senator DONNELL. Perhaps you may not think so, but I am asking

you the question as to what other subjects you studied.

Mr. LINFORD. Political science, religion, various subjects.

Senator DONNELL. Yes.
Well, if you do not care to tell us what the various subjects were, I
will not push that further.
Mr. LINFORD. Thank you.
Senator DONNELL. The point I am making, first, is that there are

many matters involved in this bill other than economics. Economics
is an important matter, but there are other things pointed out by
physicians, and I respectfully submit that probably they know more
about the possibilities of the deterioration in medical care and treatment that we laymen who are not members.
The point I was making a while ago is that you have made it
perfectly clear here that your own personal observation of the doctors
in their personal capacity and professional capacity has been that
they are honorable, upright men, and I think the point I am driving
at is that suddenly they get over into the field of economics and you
find their organization, the American Medical Association, which
constitutes over 125,000, which I think seems to me is something over
75 percent of the doctors, as I remember it, in this country, marked
by "distortion, untruth, and vilification" and subject to question as to
their smincerity.
Now, it is rather remarkable to me that you would find a group of

men so characterized by the upright motives that are so clearly estab-
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lished, and which you have experienced, in their personal careers, and
all of a sudden when they get over into the field you are expert in,
economics, they immediately become characterized by distortion, untruth, vilification, and lack of sincerity.
That is the point I make.
Mr. LINFORD. Senator, it is not a new situation. This thing has

been repeated time and time again. The vested interests think they are
being attacked when somebody proposes some change, and it is characteristic. It is not peculiar to the medical profession. We have seen
it in education where 100 years ago, when the battle was being made
for compulsory public education, the school teachers and others used
much the same language that the medical profession is using today
telling us we were on the road-they did not call it communistic, they
called it agrarianism. It meant the same thing. So it has been with
respect to other functions which it has been necessary for the public
to undertake. For instance, the supplying of water to cities and
electricity and sewerage and highways and other things that could
be mentioned.
The vested interests have stood up and used all the kinds of language that the dictionaries offer as "boogy" words. They know what
they are doing, I think, many of them. They are just trying to
frighten people to protect what they think is a vested interest.
The CHARMA'N. And this struggle between the Civic Medical Center in Chicago and the American Medical Association, that condition
of affairs has been exhibited there?
Mr. LINDFORD. Exactly.

The CHAIRMAN. And the attitude of the American Medical Society there has not been so upright and fair and reasonable as some
people would like to have us think, is that not true
Mr. LINFORD. I think so.

the details about it.

And Dr. Jacques is here to tell you

Senator DONNELL. Now, Mr. Linford, I observe in your member-

ship here, that you have others that are characterized by the same
general mental approach to this matter. Take, for instance, the
National Lawyers Guild. Mr. Linder, whom I mentioned here this
morning, appeared before us with this same point about the vested
interests and the hierarchy, as he called it. You have talked about
the hierarchy, although you did not mention this name.
I am not going to pursue this ad infinitum, but on this matter of
"spoon fed" you say the doctors are being "spoon fed" by a few up
at the head handing out what the doctors take, and the 125,000 doctors are taking it largely without reading it. You say they are
reading what the National Committee of Physicians puts out. You
say that, do you not ?
Mr. LINFORD. Yes.
Senator DONNLL. And now the American Medical Association.
You are familiar with the type of government, are you not, it has,
and the fact that it has a house of delegates composed of members
all over the United States, has it not?
Mr. LINFORD. Yes, Senator.
Senator DONNELL. Physicians who are just ordinary run of physicians who have been active and outstanding, perhaps, in point of
ability and interest, integrity, who have come together, and they
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express the opinion of the American Medical Association, do they
not
Is that right?
Mr. LINFORD. Senator, I am not an expert on the government of
organized medicine, but I will say this, in answer to your question:
I have seen ballots of various medical societies in which doctors have
been asked to vote for their officers, and there were names of only
one officer for each position submitted to them. It is a one-party
election. And they had no choice.
I might just cite that we have had one-party elections in certain
countries in Europe and Asia where the heads of those governments
have been elected by an overwhelming majority, but the people had
no choice. They had one party to vote for.
Senator DONNELL. You are not telling us that the American Medical Association only permits one person to be voted upon in the
State of Illinois, for instance, as its member of the house of delegates? You are not telling us that, are you?
Mr. LINFORD. I am saying, Senator, I have seen ballots in which
there was no choice offered to the doctors. There was the name of
one officer, one person submitted for each office. With a notation at
the head of each office, "Vote for one," and there was only one name
to vote for.
Senator DONNELL. You are not telling us that is the general method
under which the American Medical Association operates, are you?
Mr. LINrFOD. I am not acquainted with the general method.

Since

you asked me the question, I can only speak from what I have seen.
Senator DONNELL. Yes. But I say, and you have said, you are
not acquainted with the general method prevailing in the American
Medical Association of the choice of its house of delegates? I am
correct in that, am I not?
Mr. LINFORD. Yes.

The CHAIRMAN. When you refer to a "one-party system," you mean

that the American Medical Association is the only organization speaking for the medical profession and that there are no two setups in this
country, one American Medical Association and the other an independent medical profession where you can have representation from
either side ?
Mr. LINFORD. I certainly do, and I have read reports that have been

made to the house of delegates of the AMA, in which there was discussion, and apparently danger of opinion, and they tried to iron out
all of that in committees and present a united front. It is always
unanimous, if you notice. And that, I think, is enough itself to make
one suspicious.
Senator DONNELL. I am not prepared to accept the statement that
the action of the American Medical Association is always unanimous.
I do not know about that, but I know the American Bar Association,
which has a similar type of organization, a house of delegates, taken
by the way from the American Medical Association plan, very largely,
there are frequently violent differences of opinion manifested on the
floor, and sometimes in minority reports, I think.
However, you have never made a study of the actual operation of
the house of delegates of the American Medical Association?
I am right in that, as I not, Mr. Linford ?
Mr. LINFORD. Yes, sir. I should also like to insert in the record
the following material. (See photostated material.)
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[From the Chicago Medical Society Bulletin, Editorial Comment, February 3, 1945]
THIs Is Your MDIoCAL. SoCrETY, FEBRUARY 21, 1945

The next scientific meeting of your society is scheduled for Wednesday, February 21, at the John B. Murphy Memorial Auditorium, 8:30 p. m. The cancellation of the Second Annual Clinical Conference of the Chicago Medical Society on
the recommendation of the War Committee on Conventions has eliminated the
intensive postgraduate courses for this year. Your program committee is trying
to make up some of the deficiencies by giving you part of this training in the
scientific meetings. You should show your appreciation of this effort through
regular attendance at these programs.
PAYMENT FOR MEDICAL CARE

"Much has been said and written about the financial barriers to good medical
care. There is general agreement that good medical care is necessarily expensive; that the burden of illness is unpredictable and falls unevenly, striking one
family much harder than another; that sickness comes unexpectedly and may
wipe out the laboriously acquired savings of an entire family; and that for these
reasons a considerable part of the population does not receive either the amount
or the quality of medical care it needs and should have." From the report of the
Senate Committee on Education and Labor from the Subcommittee on Wartime
Health and Education (Journal American Medical Association, January 6, 1945,
p. 4).
These, and similar sentiments, have been broadcast rather widely over the
length and breadth of our fair land. Recognition of this problem is not limited to
any one group; politicians, labor leaders, social workers, businessmen, civic
groups, professional men, and the public in general have all had things to say and
to contribute to a satisfactory solution. Commercial insurance companies have
offered numerous types of policies as their contribution, the Government has
suggested extension of the social-securities laws as a possibility, and others have
recommended compulsory health insurance. All of these have shortcomings.
Organized medicine, through the American Medical Association and numerous
State and county medical societies, has taken cognizance of this truly serious
problem through exhaustive study of medical and surgical prepayment plans.
These plans, a form of voluntary insurance, are now in operation in 20 States.
Numerous others are being studied, and it is to be expected that many of those
now in the contemplated phase will soon be in force. Your own Illinois State
Medical Society has a very active and able committee studying the possibilities
for Illinois. Your Chicago Medical Society has a similar committee considering
the advisability and possibility of participation in such a plan. Further study
of these plans, partcularly those operated and controlled by organized medical
groups, will be done and reports on progress submitted from time to time.

WARREN W. FUREY, Secretary.

*

*

*

*

*

*

[From the Chicago Medical Society Bulletin, March 10, 1945]
Special committee on prepayment plans for medical care.-Dr. Harold Miller
presented the following report:
To the Council:
Your committee on prepayment plans for medical care has had two meetings.
These meetings have served only to scratch the surface of this truly great problem. Any attempt on our part to draw any definite conclusions based on these
brief sessions would be utter folly. Many meetings and consultations with representatives of medical service plans already in operation, and hours of study of
such plans, will be necessary before your committee will be in a position to make
any positive recommendation to you.
Our last meeting was attended by William Holloway, of the American Medical
Association; Mac F. Cahal, executive secretary of the American College of Radiology; and John R. Mannix, executive director of the plan for hospital care which
brought much valuable information to our attention. Various types of
prepayment plans including service and indemnity plans and combination of these two
were generally discussed. The time, however, is not ripe to present any
of
these specific plans. One point worthy of serious consideration was presented
and discussed at length; this had to deal with legislation enabling the establishment of a prepayment medical and/or surgical plan. Various enabling acts
were
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discussed and considered rather briefly. It is the feeling of your committee that
some action should be started toward the introduction and passage of enabling
legislation, preferably after consultation with the committee appointed by the
Illinois State Medical Society to study the possibility of such a plan to be operated
by the State society.
Your committee, and that appointed by the State have the same aim and purposes; action by the State group, however, may be too long delayed to combat the
establishment of such a plan, or plans, by some group other than one to be controlled by and operated under the direction of those largely concerned in the plan,
namely, the physicians of Illinois and particularly those in metropolitan Chicago.
Demands for such medical and/or surgical plans by certain groups in the Chicago
area will, if instigated and controlled by such groups, result in a type of service
that we feel is inimical to the better interests of both the general public and to
the medical profession.
We, therefore, request your permission to initiate the action necessary to the
introduction of an enabling act to the Legislature of the State of Illinois, the
same to be prepared after consultation with the Illinois State Medical Society
Committee, Mr. John Neal and Mr. William Holloway and others deemed worthy
of consultation in this matter, such legislation to provide for an enabling act
controlled and directed by and operated under the supervision of medical men,
duly licensed in Illinois and member of the organized Chicago Medical Society
and/or Illinois State Medical Society.
HAROLD MILLER, Chairman.
*

*

*

*

*

*

*

[From the Chicago Medical Society Bulletin, April 21, 1945]
Special committee to study prepayment plans: Dr. Harold Miller reported that
at the February 13, 1945, council meeting the committee requested permission to
initiate the action necessary to the introduction of an enabling act to the
Legislature of the State of Illinois such permission was granted.
Your committee has at its meetings since, considered and discussed seriously
its position as a committee, and the gravity of the situation as it confronts us
in the practice of medicine today, and more particularly our own immediate
future here in Chicago, as well as the State of Illinois. Your committee feels
the time has arrived when some action should be taken, and that very soon,
since the State legislature which convenes but once in 2 years is now in session
with approximately but 2 months left, and that action by the council is imperative in enhancing plans for prepayment medical care now, if anything is done
at this legislature.
The committee requested the attorneys for the American Medical Association,
who have had much experience in drawing up plans all over the country, to draw
up an enabling act. Mr. T. V. McDavitt, attorney, responded, and has drawn
up an enabling act such as will embody certain suggestions of the committee, and
he is prepared to submit a tentative plan tonight. This enabling act as submitted is not the finished bill, but has included in it those important factors
that are of proven merit from other state plans, namely, New York, New
Jersey, Michigan, Philadelphia, etc. It embodies within it a certain State-wide
plan, under the control of the State medical society, although not hindering
any other medical group in any city or county from organizing their own plan,
so long as It is conducted along the lines of this enabling act. The plan may not
be forced on any county unless 51 percent of its doctors desire it and will sponsor
it. The draft as drawn can be construed to prohibit any individual or group from
operating in this field, egxcept by conforming to the rules and regulations of the
plan.
Respectfully submitted.
RICH.\RD DAVISON,
A. M. VAUGHN,
WM. F. PETERSON,
FREDERICK SLOBE,

H. CLOSE HESSELTIME,
HABOLD MILLER, Chairman
Motion was adopted that Mr. McDavitt be granted the privilege of the floor.
Mr. McDavitt presented and explained the draft of the proposed medical
service plan enabling act of Illinois, which was prepared by the bureau of legal
medicine and legislation of the American Medical Association.
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[From the Illinois Medical Journal, Editorials, August 1945]
WAY Now CLEAB FOR PREPAYMENT MEDICAL CARE PLAN IN ILLINOIS

For more than 1 year, the Illinois State Medical Society has had a committee
studying intensively all operating plans for medical care on a prepayment basis.
As the investigations continuedfl the necessity for the introduction of a suitable
enabling act in the Illinois Legislature became apparent, and it was introduced
early in June. The bill was passed by the legislature and signed by the Governor
on July 25, making the way clear to proceed with the proposed plans.
The committee presented a report to the council on July 29 and the following
resolution was introduced and unanimously passed by the council, which organization was given full power by the house of delegates in 1944 to approve a plan
for medical care on a prepayment basis if it seemed desirable, and to place it
in operation.
(1) Resolved, That the committee recommend to the council the immediate
adoption of an indemnity plan that the committee be empowered to make a
further study with respect to the establishment of an indemnity plan or
plans and to report its further findings of the council.
(2) Further, That the Secretary be directed to notify the membership
of the society of the findings and recommendations of the committee and of
the action of the council thereon likewise notify the membership of the
passage by the Illinois Legislature of the enabling legislation for medical
service plans corporations, and its approval by the Governor.
The committee proposes to recommend a definite plan for council approval in
the near future, and every component county medical society in Illinois will be
informed as to further progress. Likewise a report of the action of the council
in approving the above resolution will be sent to the component society at once
so that the information will be received before this issue of the journal is off
the press. It seems quite probable that within a relatively short time some
satisfactory prepayment plan for medical care of those in lower income groups
will be in operation in this State.

Senator DONNELL. That is all, Mr. Linford.
The CHAIRMAN. Thank you, Mr. Linford.

(Subsequently Mr. Linford submitted the following material:)
THE UNIVERSITY OF CHICAGO,

THE SCHOOL OF SOCIAL SERVICE ADMINISTRATION,

Chicago 37, Ill., July 24, 1946.
Hon. JAMES E. MURRAY,
Chairman, Senate Committee on Education and Labor,
Senate Office Building, Washington 25, D. C.
DEAR SENATOR MURRnY: When I presented testimony before your committee

on June 25, you and Senator Donnell asked me to submit the following materials:
(1) Official material describing the Illinois State Medical Society's plan for
prepayment for health Insurance and (2) a citation for the reference made in
my testimony to the Commitee on the Costs of Medical Care (see sec. V of my
testimony).
When I called at the office of the Illinois' State Medical Society, I could
obtain no materials concerning their plan but was referred instead to the North
American Accident Insurance Co., of Chicago. At that office I was presented
with copies of the enclosed folder describing the commercial insurance policy
which the Illinois State Medical Society has approved and which it alludes
to as its "plan." I am enclosing a copy of the descriptive folder for the record
and for your information. Although the folder does not say so, it should be noted
that this policy is cancelable, or what the insurance agents prefer to call nonrenewable. In other words, limited as is the protection offered, if an individual has sufficient illness during the course of a year, the insurance company may refuse to renew his policy at any time. I think you will agree with
me that although the Illinois Medical Society has secured legislation which
prevents any other group's offering prepaid medical care, the society is itself
doing nothing whatever to make medical care available to persons on a prepayment basis.
You will recall that my reference to the report of the Committee on the Costs
of Medical Care concerned my statement to the effect that most of the families
in this country needed protection against possible excessive medical bills and
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that it would be unsatisfactory to try to solve this problem by providing medical
care to the indigent only as proposed in S. 2143. My statement was that "the
Committee on the Costs of Medical Care stated that over 90 percent of American
families were exposed to the hazard of illness so costly that they could not pay
for it." On page 19 of Medical Care for the American People; the final report
of the Committee on the Costs of Medical Care, adopted Ocober 31, 1932, after
a description of the unpredictability of illness, its costs and the unevenness of
its burden on families, the committee makes the following statement: "On the
present fee-for-service basis it is impossible for 99 percent of the families to
set aside any reasonable sum of money with positive assurance that that sum
will purchase all needed medical care."
For the record, I would like to point out that the American Medical Association in its report Factual Data on Medical Economics, revised 1940, in a chart
on page 90, states that families with incomes under $3,000 are "largely selfsustaining but sometimes needing help" for major illnesses. In that year, 1940,
the Census Bureau published the results of its findings in the decennial census
of 1939. This report disclosed that 93 percent of the wage and salary workers
in the country received less than $3,000 during that year. (See U. S. Bureau
of Census, Population: Wage or Salary and Receipt of Other Income by States,
1939.)
Applying the census findings to the AMA statement, it would seem to offer support to my assertion that "most of our families" need the protection of prepaid
medical care as offered in S. 1606. It is true that family income improved somewhat during the prosperity years during the war, but even so the percentage of
families having incomes barely sufficient to sustain themselves exclusive of
expensive medical care, remained large. For instance, in a study made by the
Office of Price Administration (Civilian Spending and Saving, 1941 and 1942,
published March 1, 1943), it was reported that over 55 percent of families of
this country had incomes under $2,000 and 74.4 percent had incomes under
$3,000.
I trust that this information is what the committee wished of me. Be assured
that I remain at your service and will be glad to try to comply with any requests
made of me.
Sincerely yours,
ALTON A. LINFonD,
Chairman,Citizens' Committee to Extend Medical Care.
FREEDOM FROM WORRY OVER DOCTORS' BILLS, SURGEONS' FEES
Your best friend-your doctor-fully endorses preparedness against futuremedical expense because he knows, better than anyone else, that freedom from
worry over money matters is nature's greatest aid to recovery.
This plan complies with the standards of the Illinois State Medical Society
relating to medical and surgical expense plans.
To soften the blow of illness-to provide ready cash to help you through the
expenses that accompany sickness or accident-to free you from worry over
"who will pay the bills" when medical care is necessaryNORTH AMERICAN'S PROTECTION PLAN

You don't have to go to a hospital-to require medical care.
The North American Accident Insurance Co., underwriters of the medical expense plan, was established in 1886.
For 60 years North American has been helping hundreds of thousands of
men and women through the difficult days that come to all of us.
When sickness strikes; when accidents cut off income-when the best medical
care is necessary-when your best friend is an insurance company that offers
cash instead of sympathy.
North American operates under the direct supervision of the insurance departments of 47 States and the District of Columbia.
You are always near a representative ready to serve you.
NORTH AMERICAN ACCIDENT INSURANCE Co. OF CHICAGO.

NATIONAL HEALTH PROGRAM

2615

. ew medical expense policy approved by the Illinois State Medical Sooiety pays
towardDoctors' bills$31 per treatment in your home.
$2 per treatment in the doctor's office or in the hospital.
Up to $150 payable for each case. Payments begin with the first treatment
for accident; with the third treatment during sickness disability.
Additional fees-Up to $15' to cover the cost of X-ray examination, electrocardiogram, or
metabolism tests.
Surgeons' feesRanging from $5 to $100, payable in surgical cases instead of the per treatment
medical fees.
Maternity careDoctors' bills up to $501 for maternity care after policy has been in force 10
months.
Hospitalization is not required. North American's superior plan is designed
to help through the costs of serious sickness or accident. North American is
interested in you as your doctor is-in providing the best possible means of regaining your health.
THE COST

For men-$1 per month. For women-$1.50 per month. For children-$1
per month (all unmarried, dependent children, ages 3 months to 18 years, included).
SPECIAL FAMILY COMBINATION

PLAN

Cost-$3.25 per month
Following North American's tradition of plainly reciting not only the coverage
of its policies, but their limitations as well, we repeat-"the medical expense
policy does not cover venereal disease; injury or sickness covered by workmen's
compensation: dental work; periodic check-ups which are not for treatment of
sickness or injury." '
-Accident benefits effective from date of policy. Sickness benefits effective 30
days from date of policy. Fees payable for removal of children's tonsils or
adenoids, after policy has been in force 6 months.
The improved protection included in this new policy was made possible by
ready public acceptance of the plan.

The CHAIRMAN. The next witness will be Lawrence Jacques.
The witness that will follow the witness now on the chair will

be John Edelman. Is John Edelman here?
Mr. EDELMAN. Yes.

The

CHAIRMAN.

I was going to suggest that it is very likely that

the witness now on the witness stand will take considerable time, and
if you could appear at some other time or file a written statement which
will be carried in the record, it will be read by the committee and it
would avoid holding you here, because very likely we may not be
able to -conclude with this witness for several hours to come.
Mr. EDELMAN. Senator, Mr. Barkin will testify for the Textile

Workers of America. He is the research director. He has made a
special trip to Washington for the purpose, and we would, of course,
like to have him heard; but if you cannot hear him todayMr. BARKIN. Senator, would it be possible for us, with the con-

sent of the witness, if we could take 5 or 6 minutes for our presentaI Advanced features not previously available.
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tion, not reading our brief but just to highlight one or two features
of our experience which might be relevant and pertinent to the record.
We are representing another phase of this problem, namely, the
problem of areas of inadequate and substandard service and the
experience with voluntary insurance programs developed under our
union contracts.
The CHAIRMAN. I doubt if you could do it in 5 or 6 minutes.
Senator DONNELL. I do, too.
The CHAIRMAN. Could you be here to morrow morning at 9 o'clock?
Mr. BARKIN. We were not intending to remain over.
The CHAIRMAN. I see. Well, would you be able to come back?
Mr. BARKIN. Until what time will your committee be in session ?
The CHAIRMAN. Well, we could give you a day next week.
Mr. BARKIN. No.

I am leaving for Europe at the end of next week.
The CHAIRMAN. I do not know of any other way of doing it.
Wait until we finish this witness and then we will see what we can
do, unless you are willing to file your statement.
Mr. EDELMAN. We will file our statement, Senator.

Mr. BARKIN. Could we file our exhibits as well ?
The CHAIRMAN. Yes. I am very sorry to do this, because I am

very anxious to hear every witness that wishes to be heard, but you
can see how crowded we are, and if you will do that, I can assure you
that the statement will be given the fullest consideration.
Mr. BARKIN. This is the statement, and these are the exhibits.

The CHAIRMAN. Well, thank you very much.
We will incorporate these in the record. I am sorry to require you
to do this.
(The documents referred to are as follows:)
STATEMENT

BY

SOLOMON

BARKING

ON BFHALF

OF TEXTILE WORKERS

UNION

OF

AMERICA BEFOnE THE SENATE COMMITTEE ON NATIONAL HEALTH BILL, S. 1606

We, the Textile Workers Union of America, endorse S. 1606. We know that
textile workers are suffering from inadequate living standards and are among
those in greatest need of medical attention. Their incomes are generally inadequate to assure them the necessary care. Current public and private facilities
are inadequate in their communities. Present private health insurance and
programs are limited in scope and in many ways defective and constitute no
answer to the challenge of establishing a healthy American population. We
dissent strongly from the substitute bill S. 2143 as inadequate and degrading.
You have heard numerous witnesses on many phases of the problem. We shall
limit ourselves to the phases on which our experience may be helpful. We wish
to tell you of the plight of the textile workers.
I. DEFICIENCIES IN BASIC LIVING CONDITIONS

Deficiencies in basic living conditions are largely responsible for the high toll
in human life and impaired health of our low-income workers. Textile workers
who form a substantial part of this group have long suffered under substandard
conditions. They live in houses which do not meet current standards of decency
and adequacy. They and their families have diets which are deficient in calorie
and vitamin content. They are inadequately clothed. They live in communities
where medical facilities are insufficient and they cannot afford decent medical
treatment and advice. (See One-Half Million Forgotten People.)
Against this background of substandard living conditions, it is not surprising
that States which have large concentrations of textile population are among
those with the worst health records. North Carolina, Georgia, South Carolina,
and Alabama account for 40 percent of all textile workers employed in this
country. North Carolina (with a rate of 56.8 percent rejections) ranked highest
among all the States in selective service registrants rejected for military service.
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South Carolina, with a rate of 6.9 maternal deaths per 1,000 live births, had the
highest live birth rate in the country. It also had the highest general mortality
rate.
A. Housing
Evidences of unsanitary and unhealthful housing conditions in textile communities have been reported in surveys conducted by Government agencies
and TWUA. These conditions are the breeding ground for disease and poor
health. No program for the improvement of the Nation's health is complete
which does not have the elimination of these deficiencies as one of its goals.
A strong protest by TWUA against the unhealthful mill village conditions in
Georgia resulted in a recent survey of the Athens Manufacturing Co. property in
Athens, Ga. This investigation verified the complaints made by TWUA. More
than 25 percent of the 219 housing units visited had unsanitary toilet facilities.
Nine housing units or 4 percent of the total had a bathtub. Half of the units
surveyed did not have garbage pick-ups at least once a week. Eighty-three percent had no sink in the kitchen. The largest percentage of homes were threeroom units of which more than 50 percent house four or more people.
TABLE I.-Tabulation of survey of housing conditions on property of Athens
Manufacturing Co.
Number of houses included in survey. (Since many of these houses are
duplex type, these tabulations are made on a basis of apartments, or housing units, rather than on houses)--------------------------------- 195
219
Number of housing units included in survey-------------Number of people living in houses surveyed, (number of adults, 476; number
------------------------------------------- 806
of children, 330) -Number of housing units with electric lights------------------------- 204
15
Number of housing units with kerosene lamps---------------------21
----------Number housing units heated with 1 grate ------------Number housing units heated with 2 grates--------------------------- 72
16
Number housing units heated with 3 or more grates --------------110
Number housing units heated with heater or better----------------9
Number housing units with city water outlet in yard--------------175
--------porch
back
on
outlet
Number housing units with city water
35
Number housing units with city wated outlet in kitchen----------------0
--------------source
unsafe
from
water
Number housing units using
26
--Number housing units with sanitary pit privies------------44
--Number housing units with pit privy needing minor repairs -- ---11
repairs-----------major
needing
privy
pit
with
units
Number housing
40
Number housing units with sanitary septic tank ----------------1
Number housing units with insanitary septic tank ---------------92
-------------Number housing units on city sewer system
97
----Number housing units listing garbage pick-ups as once weekly --62
------monthly
twice
as
pick-ups
garbage
listing
units
Number housing
5
-----Number housing units listing garbage pick-ups as once monthly-5
Number housing units listing garbage pick-ups as less than once------_7
monthly---------never
pick-ups
Number housing units listing garbage
8
Number housing units don't know how often garbage is picked up_------------------ 85
Number housing units vacant--------------------86
Number housing units with sink in kitchen-------------------------.
Number housing units without sink in kitchen----------------------- 183
8
Number housing units with bathtub ----------------------------Number housing units without bathtub----------------------------- 211
5
Number housing units with 2 families using same toilet facilities--------Number 2-room housing units (number with 2 people, 10; with 3 people, 4;
31
with 4 people, 2; with 5 or more people, 3; number vacant, 12) -------.
Number 3-room housing units (number with 2 to 3 people, 37; with 4 to 5,
36; with 6 to 7 people, 12; with 8 or more people, 2; number vacant, 14)... 101
Number 4-room housing units (number with 2 to 3 people, 17; with 4 to 5
77
people, 28; with 6 to 7, 12; with 8 or more people, 11; number vacant, 9)Number housing units with 5 or more rooms (number with 2 to 4 people, 4;

with 5 to 7 people, 3; with 8 to 10 people, 3) ------------------------

Number houses containing only 1 housing uniL-t

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

Number houses containing 2 housing units ---------------------

Source: Public health engineer, Clarke County Department of Health.

10

171

24
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A low-income housing area survey conducted by WPA in 1939 in High Point,
N. C., a textile community employing some 7,000 textile workers, "revealed that
of the 9,652 dwelling units in the city, 5,002 occupied or 51.8 percent of all units
in the city were substandard" on the basis of at least one of the factors listed
below.
"The concept of adequacy for dwelling units cannot be defined too rigidly,
since too many factors, a number of them subjective, enter into any consideration of the term. However. minimum standards were set up for determining
adequacy, covering the most objective factors involved. As a result a house was
designated as 'substandard' if any one of the following conditions existed: (1)
Among the physical factors-need of major repairs or unfitness for use, lack of a
private, indoor flush toilet, lack of a private bath, lack of running water piped
inside, lack of installed heating, or lack of installed lighting facilities (gas or
electricity); (2) among the occupancy factors-an average of more than one
and one-half persons per room, and two or more families in the same dwelling
unit; provided monthly rent is less than $40 per month, should only one of the
above occupancy factors exist."
TWUA conducted its own survey in this city and found 52 percent of houses
without sinks, 94 percent with no bathtubs, and 75 percent with no inside toilet.
The average occupancy per room was between 1.25 and 1.3.
The 1940 housing census revealed similar substandard housing conditions in
other textile communities in the South. In Madison County, Ala., which employs nearly 3,000 textile workers of a total working population of 17,764 the
census reports 23.4 percent of urban dwellings in need of repair and 54 percent
of these without bathtubs.
Housing conditions conducive to low-health standards are also found in
northern textile communities. In 1944 TWUA made its own housing survey of
three New England textile communities and found that most dwellings barely
measured up to standards of minimum decency. Textile workers in these communities live in four- and five-story wooden tenements which contain as many as
16 housing units. The absence of satisfactory toilet and kitchen facilities, the
dampness and darkness in many houses where textile workers live is a menace
to the health of these communities. (See Substandard Conditions of Living; A
Study of the Cost of the Emergency Sustenance Budget in Five Textile Manufacturing Communities in January and February 1944, pp. 43-7.)
B. Nutrition
Textile workers' diets are definitely inadequate. The effects of low deficient
diets was described by the National Resources Planning Board as creating
" 'hidden hunger' which is manifest in chronic fatigue, slow thinking, and digestive disturbances and has been described by well-fed southerners as 'general
triflingness' " (National Resources Planning Board, Regional Planning, the
Southeast, pt. XI, Washington, 1942, p. 192).
Indicative of the malnutrition among southern cotton textile workers are the
findings of the Rockefeller Foundation on the nutritional standards prevailing
among textile workers in a small North Carolina community. The investigator
declares that the caloric intake was only 2,000 calories in comparison with the
generally accepted standard of 3,000 for men performing light work. The vitamin C consumption appears to have been inadequate as 83 percent of the individuals were consuming less than the standard and 61 percent were below the
subnormal standard. Some 27 percent of the 218 individuals studied showed
no vitamin C at all. The investigator observed that "these low blood levels
were confirmed by a dietary survey of about 40 percent of the same individuals,
well distributed, and on a family basis. This showed a daily intake of about
a milligram vitamin C which is about half the minimum normal standard. However, over 50 individuals in the community with no detectable vitamin C in the
blood showed no signs of scurvy. It is probably a care thing in the American
diet to have complete vitamin C privation for extended periods. This privation
does occur for shorter periods with complete disappearance of vitamin C from
the circulating plasma. To assume that there were no ill effects just because the
deficiency was not severe enough to cause scurvy would seem unjustifiable."
Similar deficiencies were found for the other nutrient elements. The mean
intake of the cotton workers of plasma vitamin A was 32 in the spring and 56 in
the fall as compared with a standard of at least 100. Similar discrepancies were
noted in vitamin B, riboflavin, and iron. The usual consumption was about
one-half of normal. The investigator concludes that "the community was in
general considered to be moderately malnourished and this is probably repre-
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sentative of quite large similar groups in the State" (Dr. D. F. Milam, Summary of Report on Malnutrition Survey of a Small North Carolina Community,
American Journal of Public Health, June 1942, pp. 406-412).
Our own investigations of the food consumption shows a decided shortage in
milk consumption. A survey in one textile community of 60 families showed
that 33 had no milk and 27 had milk. The families which had milk showed
that 10 families had one-tenth of a quart per family per day; another 10 families
had two-tenths. The maximum milk consumption was one-half quart per person
in three families. Similar indications of low milk consumption may be found
throughout the southern textile communities.
The textile worker generally adapts his expenditures to his needs by reducing
his food costs. His fixed expenditures are high. He must meet his deductions,
rents, savings, and installment charges and similar costs, before he is able to
think of his food costs. He is therefore constantly cutting out allowances for
food in order to shrink within the limits of his available income.
II.

INCIDENCE OF DISEASE AMONG TEXTILE WORKERS

Illness is more prevalent and general health more impaired among low-income
workers than any other population group. (See the National Health Survey in
United States Public Health Reports, March 15, 1940, pp. 444-470.)
Detailed data on the incidence of disease or organic and physical defects by
occupation and industry are not available in this country. We can, however,
illustrate the relatively greater incidence of such diseases and defects from data
available from X-ray studies for the detection of tuberculosis and the experiences
of the Rhode Island sickness compensation law.
A. Findings of X-ray of tuberculosis among textile workers

X-ray examinations of 41,000 industrial workers in North Carolina revealed
that cotton textile workers with a 1.7 percent pulmonary tuberculosis had the
highest rate of all industrial groups surveyed. The war industry groups had
the same rate. Hosiery and tobacco workers were almost as high with rates of
1.6 percent and 1.4 percent, respectively.
The incidence of tuberculosis is high in northern textile mills as well. In
1944 the Massachusetts Department of Public Health conducted an X-ray survey
of cotton textile mills. The results of the survey indicated a rate of 1.8 percent
pulmonary tuberculosis with nearly one-third active.
Further surveys are being made which show up the relative high incidence
among textile workers. The insidious effects of humid, dirty, and linty conditions make themselves felt in time in a relatively high rate. The National
Tuberculosis Association states that the rate for all adults is 1 percent and onethird of them are active.
B. Rhode Island sickness insurance program
The experience of the textile workers under the Rhode Island sickness insurance program is similar. During the benefit year 1943-44 textile workers
received an average sickness benefit of $126 compared to $114 average benefit
for
all industrial groups excluding textile workers in Rhode Island. Of nine
Industrial groups employing the majority of workers in Rhode Island, the
textile
industry had the highest percentage of claimants with 20.2 percent receiving
benefits.

A substantial number of benefits were paid for such diseases and disabling
illnesses as tuberculosis, arthritis, pernicious anemia, and heart disease.
With the exception of maternity cases, the greatest number of claimants

received benefits for influenza which reflects the general low
physical condition
of textile workers.
C. Preventive deaths

The national health insurance program provided by the Wagner-MurrayDingell bill would bring adequate medical facilities within the reach of that
group in our Nation which needs it most and can least afford it. It would do
much to bring down the excessively high rates of illness and disability which
this group has always experienced. It would mean a decrease in the
death
rate from many causes.
A report made of preventable deaths in North Carolina showed that 52.2
percent of deaths in that

State would not have occurred If death rates by age
in North Carolina had been as low as those In any other States' major residential

2620

NATIONAL HEALTH PROGRAM

group. Four counties which employ 10 percent of all textile workers in the
State had a rate of preventable deaths in excess of the State average. Anson
County which employs over 1,000 textile workers had a record of 50 percent
preventable white deaths and 61.1 percent preventable nonwhite deaths compared to the State average of 44 percent preventable white and 66.3 percent
preventable nonwhite deaths. (See Mayo, S. C., Preventable Deaths in North
Carolina, Progress Report No. RS 6, September 1945.)
III. MEDICAL CARE FACILITIES IN

TEXTILE COMMUNITIES

Low income areas do not attract the necessary medical, care facilities. Numerous investigations 'by United States Public Health Service, AMA, ADA, and
others have revealed the serious problem of maldistribution and inadequacy
of these facilities in the country. Our textile workers know the fact of this inadequacy. A southern mill owner testifying before a conference on wage deductions in textile manufacturing industry in August 1941 put it simply, "Doctors
will not go to see the working class of people without them having the cash to
pay them when they get there, and very few of them have it."
Our study of the adequacy of medical care facilities in textile communities
in four Southern States indicates that they are generally below the State level
which is already far below that of the country as a whole.
A. Hospital facilities
A survey of the counties in Georgia which employ more than 50 percent of all
textile workers in the State reveals that half of them are below the State average of 2.1 hospital beds per 1000 population. The United States has 3.4 beds
per 1,000 population and 4.5 is considered a necessary standard of adequacy
(table II). Our textile communities in Georgia are at the very bottom with respect to their facilities. Three counties, Polk, Walker, and Upson, have less than
1 bed per 1,000 population. We cannot expect to improve the health of our
Nation if these conditions persist.
'TABLE II.-Medical-carefacilities in 3 Southern States-North Carolina,Georgia,

and Alabama, 1914,
Populato per

State and county

United States.......................
Estimated requirement........... ...
North Carolina.-------......--------...

physician

.. _ ....
_--------.--

.....

...

1,000 population

Population per
registered
nurse

.......----------...........

1,284

3.4 ...-..--.--

1,000

4.5 ............

.

2,116

2.4 --------

1,914
1,800

.7 ...----2.2 .......-----

3,038
1,862
1,412
1,265

2.4 ...........
1.6 --.--.--2.9 ....----4.5 ....-....--

..

......

Alamance--..--.......-------.
----.-------------------Cabarrus .......... ..........--... .............
Catawba--- -------.------------.
---------------..........
Gaston.........---------------...............................................
Guilford. ----.--.-----.---------..
.-----.-------Mecklenburg ..- ...--..................................
......
Rockingham ..-...------.........
----..-...----..
..-----..-Davie-.-----------.........---------....... ....
......--Durham-..........................
..................

Anson............---............--

Hospital
beds per

. - -------.....

Forsyth...-..........-........................-...--......Harnett .....................-...-...............-.

......

-....

---

Henderson...................................................

Lincoln.........................................................
McDowell ..........----..............-.......................
Randolph............----........................................
Rowan---..........................--...............................
Vance--.................. ................................
Rutherford----.------.---.---.----..---------..---------..--

2,757
3,727

(1)

1.9

.........
..
...

1,099

10.3

......-----

2,586

1.4

......----

1,405

&3

.....----

2,949
1,532
1,861

19 .......4.1 ...
3.8 ....--- ---

3,427
2,232

1.7 ....-----1.7 ......----

2,091

1.8 ...--.--2.8

...------

3,038

1.3 .......---

Georgia....----.....................................................

2,000

2.1

...-----

Troup........................................................
-------------------------------....................
Muscogee...
Floyd............................
............................

1,600

2.2 ....----

Fulton.... .......-

...

......

-

...........

Polk - - - - - - - - - - - - - -------------..---..
.
- -.-.---- -- Spalding......................--.................................
Upson .......
Walker

..................................................

........................................................

Chattooga---------......................................................
Newton ......----.-----...
---------..--...
1 No hospital beds.

3,745

1,500
,000
940

2,000

4.5 ....----1 ....-------

4.4 -.------

.3

...-----

.5

...-----

2,200
3,100

1.5 .-------.5 ------ -

2,600
2,300

24 .----------2.4 ....-------

2.800
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TABLE II.-Medioal-care facilities in 8 Southern States-North Carolina, Georgia,

and Alabama, 194--Continued

tate and county

Popula
tion
PState

and county

physician
Alabama-----............------------............................................
East Central:
Tallapoosa-----------------------------.....................
-Randolph--..---.......-----..
-----.---...---------------..
Elmores--....--.....-

--.. ...
--... .------..
---------.

Lee-

-------

----------------------------..

Montgomery--..-----.....

....................-----------..------------

Northwest:
Etowah..-----..---.....--..------------...----------.....
Calhoun ..-----... ----..--..-----------------------Talladega ...-------- ---------.---.-----------------.
--------..----....----.----....
Jefferson..............------Huntsville area:
Madison_--_----- -----------------------. ---------Morgan.....-----.----------------------------De Kalb-....---....
.....---...................----.

Hospital
beds per
1,000 population

Population per
registered
nurse

1, 948

2.4

2,563
1, 983

2.70
2.29

(3)
(2)

1.17

(2)

3,324

1, 458

2.43

2,191

2.65

503

1,511
2,017
1,981
3, 552

2.14
1.49
3. 75
4. 53

1,071
941
734
521

, 411
1. 823
1,920

1.13
1. 93
(1)

(2)
1,424
()

....

i No hospital beds.
* Not available.
Source: (1) Medical Care Services in North Carolina: A statistical and graphic summary prepared by
Department of Rural Sociology, -4orth Carolina. Agricultural Experiment Station, 1944. (2) Health
and Medical Care in Alabama: An inventory of conditions and a proposed hospital plan prepared by Alabama State Planning Board, May 1945. (3) A Public Health Program for Georgia: Health study No. 1
prepared by Health Panel cf the Agricultural and Industrial Development Board of Georgia, May 1945.

This record of insufficient hospital-care facilities is duplicated in the other
States. Of 19 counties surveyed, employing 65 percent of all textile workers
in North Carolina, 10 had less than the State average of 2.4 hospital beds per
1,000 population. Alamance County, in which Burlington, a large textile center,
is situated, had less than 1 bed per 1,000 population. In answer to a TWUA
questionnaire on hospital facilities, one local union in Burlington indicated that
one small general hospital in the community does not serve its needs adequately.
Davie County, in which the Erwin cotton mills, employing approximately
1,400 people is located, has no hospital beds. Only two counties, in which the
cities of Durham and Wiuston-Salem are located, have adequate hospital
facilities.
Of 12 counties employing 50 percent of Alabama's textile workers, half had
less than the State record of 2.4 hospital beds per 1,000 population. One county,
with a population of 43,075 people, reported no hospital beds. Only 2 counties
had hospital facilities equal to the average for the country as a whole.
The number of hospital beds per population is by no means the sole determinant
of the adequacy of such facilities in these communities. Hospital care is expensive and not easily within the reach of low-income workers. Adequate medicalcare facilities must mean first a sufficient number of these facilities and secondly
the cost of service must be within the reach of all.
Dr. Parran, Surgeon General of United States Public Health Service, in his
testimony before a Senate subcommittee conducting hearings on Senate Resolution 74 in July 1944 stated that "the availability of hospital facilities is imperative for good medical care." He further pointed out that "the younger physicians
especially cannot and will not practice their profession where they do not have
these advantages."
B. Physicians, dentists, and nurses

A majority of textile workers in the South live in communities which have
an insufficient number of physicians. Only 2 counties of 42 counties in North
Carolina, South Carolina, and Alabama which have large concentrations of
textile workers, come up to the national average of 1,284 persons per physician.
Textile communities with substantial populations have no medical-care facilities at alL One such community in Egan, Ga., with a population of 1,200, reports
no medical-care facilities at all and further states that it is almost impossible
to secure doctors, nurses, dentists, and hospital care from nearby communities.
The State of Georgia has an average of 2,008 population to each physician and
more than 70 percent of the textile workers in the State live in communities with
85907-46---t. 5-

8
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more than that number per physician. Upson County, with nearly 5,000 textile
workers (approximately 50 percent of working population of the county), has
3,100 persons per physician. With a maximum of 1,000 persons per physician
as a recommended standard textile workers cannot receive decent medical care
in a community where a physician must carry three times the normal load.
North Carolina, with a ratio of 2,116 population per physician, ranks forty-fifth
among the States. Vance County, in which there are two large cotton mills
located in Henderson, has 3,745 population per physician. Only one county,
Mecklenburg, in which the city of Charlotte is located, has a sufficient number
of doctors according to the United States ratio. The doctors in Charlotte must
also serve the outlying areas of the county. In such a community as Stanley,
N. C., facilities are nonexistent and the absence of telephones in workers' houses
makes it almost impossible to get medical care.
Alabama and South Carolina rank forty-sixth in the country with respect to
the number of physicians. Only the State of Mississippi has a lower ratio.
The maldistribution of dentists and nurses is even more marked than that of
doctors. At present there are not enough dentists or nurses to serve the needs of
the country adequately even if there were a better distribution.
In 1944 there were approximately 1,724 persons to each dentist in the United
States. Georgia has about 5,000 persons to each dentist and ranks forty-second
among the States in this respect. North Carolina ranks forty-third and South
Carolina has the lowest ratio of all the States.
The facilities for textile workers are therefore most limited. They live in
communities which are substandard. These are areas in which the hospitals
are inadequate; the medical and dental and nursing personnel are below national
standards. The low incomes of the textile worker has made it impossible for
him to utilize such facilities as there actually are. The typical dread of the
additional expenditures has inhibited them from seeking the necessary care.
The normal facilities are not available for utilizing these medical officers. Hospitals and doctors are far removed from the textile community; they must generally
be visited; they insist upon payment on the visit. The disdain which prevails
among the medical profession for the worker is commonplace and reduces the
value of the services which they render.
IV. PREPAYMENT INSURANCE PLANS

The oppressiveness of the medical bill has of course brought this problem to
the fore in collective bargaining. The Textile Workers Union of America was
one of the earliest unions to press for inclusion of such programs in union contracts. While a restricted number of employers had previously provided such prepayment insurance it was most limited. In such companies as there was some
form of prepayment insurance, it usually was exclusively paid for by the employees or on a limited contributory basis.
The TWUA has to date negotiated contracts providing some type of prepayment insurance program for some 250,000 members. The most limited type is
that contained in the northern cotton textile industry, while the most extensive
provisions are those in the woolen and worsted industry. We are herewith ap
pending summaries of both of these plans to provide a guide (exhibit II). These
usually establish some form of limited life insurance, hospitalization sickness
and accident benefits, surgical and operation benefits, accidental death and dismemberment benefits. In some instances we have obtained medical expense benefits which pay for doctor visits. The cost of these plans are paid for entirely by
the employers.
These programs have been extensively established in the collective-bargaining
agreements in the northern communities. Unfortunately, the southern textile
mills have as yet not advanced substantially in this direction. While there are
a half dozen such plans negotiated with employers most of them are entirely
financed by the workers from their meager earnings and in only a few instances
are there cases of contributions by employers. In the vast majority of mills, there
are no provisions fort any insurance program. These contributory or employeefinanced plans tend to cover hospitalization and sickness benefits. Well over
60 percent of all textile workers are now uncovered by any fund.
We favored the introduction of these systems pending the establishment of
an adequate health insurance program. We may point out the following general
deficiencies which have become evident in our experience:
1. The most liberal of these plans do not cover the full cost of illness. Such
studies as we have made of individual communities indicate that even the most
liberal programs cover only about 27 to 30 percent of the total out-of-pocket
expenses aside from the medical costs.
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2. The present benefits for lost earnings is generally low except in the few
instances where we are able to obtain 50 or 60 percent of the employee earnings
as benefits.
3. The hospitalization benefits are frequently elusive, since the number of
hospitals are limited and the bed facilities are inadequate. Moreover, lack
of hospital connection of many doctors who are tending textile workers has
made this provision a theoretical benefit. The lack of education on the need
or purpose of hospitalization has resulted in a lower utilization of such provisions
among the textile workers than other classes in the population.
4. These plans have in some respects added new medical costs for employees.
The common experience is for doctors to increase their charges by requiring
payment not only for the treatment but also for the completion of such forms
as are required to certify to the person's illness. The result is that such persons
have to make additional visits to the physicians.
This abuse has taken on a particular serious form in the city of Lawrence,
Mass., where the Greater Lawrence Medical Association has formally undertaken a campaign to exact a special $2 fee for making out each form. To
assure themselves of this fee, they have urged all doctors to refuse to accept
these forms from their patients. They are also refusing to fill out the section
of the form calling for the physician to note "symptoms." They are unwilling
to report the price of the surgery. An open conflict is in the making on this issue.
Moreover, it may be added that in the same city of Lawrence, Mass., the doctors
have currently raised their fees from $2 to $3 per office' visit and from $3 to
$4 for a house visit and to $5 for house visits after 7 p. m. Incidentally we may
note that the former schedule of rates of $2 and $3 was commonplace in both
northern and southern textile communities. We are noting, however, that
as soon as some forms of medical prepayment plans are instituted the fees
generally rise.
5. Very few of these plans establish care for the members of the family other
than the worker so that separate hospitalization insurance programs arej
necessary for these other persons.
6. Few plans establish medical programs. We have found the entire scheme
of medical prepayment is open to considerable abuse. As noted there is a
tendency to raise rates; the doctors tend to enroll excessive numbers of persons
as patients; the doctors are primarily interested in getting the persons as
patients in order to establish contacts with the families to get the uncovered remunerative business; there is no supervision of the medical attention, it is
slipshod. These programs do not cover all of the medical needs. The general
practitioner is interested in running up calls rather than giving service.
The obvious fact is that the present method of arranging medical care is too
expensive. The need of maintaining offices and limited duplicated facilities
have heaped up expenses which have made it imperative to reconsider the entire
program.
The present practice has introduced other undesirable features. Even if the
fee is expected to cover the doctor's services, he is always expecting additional
compensation from the patients.
There is no effort made to educate the workers in good health practices or
to provide for periodic examinations or medical consultation. We have found
that many workers eligible for medical attention have not utilized it largely
because they have feared going to the doctor as it would represent a confession
of weakness and illness. These medical arrangements have not established
preventative care for the workers. Extensive medical education is necessary
if the workers are really to aid in improving their physical condition. The present plans do not provide medical benefits unless there is an illness.
We must conclude that the present arrangement for health insurance is a
beginning for the development of a full system of health insurance, hospital
care, and medical care and education. But it must be executed in the manner
outlined by the Wagner-Murray-Dingell bill.
V.

CONCLUSION

We endorse the Murray-Wagner-Dingell bill for the following reasons:
1. It establishes a series of grants to the States for health services which are
imperative particularly in the textile States where State incomes are relatively
low. Such grants for the control of venereal diseases, tuberculosis, and other
Public health protection are vital. Textile workers require maternal and child
health service. The needy persons must be better cared for.
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2. It provides for a complete series of personal health service benefits which
include workers and their dependents. This is essential. We approve a complete health medical-care system, including a general practitioner and specialist
care, hospital care, dental and nursing services.
3. We approve the Hill-Burton hospital construction bill to provide hospitals
in areas where such service is inadequate.
This bill establishes the basis for a complete program for health which will
educate the textile workers into healthy living and good care of his physical
and mental person. It provides facilities for preventative and curative care.
The program is not hedged in by the qualifications common under current insurance programs. It provides for full care for those in need of medical and
hospital attention.

(Three pamphlets on Group Insurance Plan for the Employees of
American Woolen Co., Inc., Half a Million Forgotten People, the
Story of the Cotton Textile Workers, and Cotton Mill Workers Housing were filed with the conunittee.)
GREATER LAWRENCE MEDICAL ASSOCIATION,

Lawrence, Mass., July 11, 1946.
DEAR DOCTOR: In the present group accident, sickness, and surgical insurance,
issued by the John Hancock, Aetna, etc., insurance companies, the physicians are
asked to fill in large numbers of forms which actually constitute work performed
for the insurance companies with remuneration.
We recommend that this inequity be corrected in the following manner:
1. The physicians of Greater Lawrence (including North Andover, Andover,
Lawrence, Methuen, and Salem, N. H.) will not accept any forms from the
patients. These forms must be sent to the physician by the insurance companies.
2. Each form will have a voucher attached, which when filled in will be redeemed by the insurance company for $2 for each and every form.
3. The following changes are recommended in the present forms:
(a) Eliminate the paragraph for "Symptoms."
(b) Eliminate the price of surgery and insert the question: "Was there a fee
charged to the patient?"
4. After July 5, 1946 no more forms will be filled in unless the above recommendations are carried out by the insurance companies concerned. All physicians
will return any forms they may receive after that date to the patient unsigned
to be returned to the insurance companies.
Immediate action is anticipated! Are you in favor of the program?
Kindly check the appropriate space and sign.
Return this form immediately in the enclosed envelope.
-No Yes-------Signature -----M. D.
Committee: Harold R. Kurth, M.D.; John G. Miller, M.D.; Harry C. East, M.D.;
Philip E. Zanfagna, M.D.
Typed on face:
This form should be completed and signed by the employee, attending physician,
and employer, as soon as you have knowledge that disability from sickness or a
nonoccupational accident will extend a sufficient length of time to entitle the
employee to benefits, or that he has been operated on and is entitled to group
surgical benefits.
FOR JOHN HANCOCK HOME OFFICE USE

JOHN HANCOCK MUTUAL
INSURANCE CO.
BOSTON,
GROUP

•V ,,, I

I7...

*

Claim
Number

MAss.

ACCIDENT AND SICKNESS,
SURGICAL INSURANCE

JL~yrey

LIFE

_-------------------------

Address -------------------------

AND

Pd.

Per

I
Wks.

Das.

Date

Previous

Die.

Claims

Diaried

TOTAL

IPAID
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To be completed by employee

Age ----------------------------------------Print your name
Date
Married ---------------Color ----Sex --------------------------------------Occupation
employed -------------------Where do you live?.--Wheie do you work? ---------- ----------------Name of plant or branch

----------------------------------------------------------Street and number

-

City

State

When did you become totally disabled so you could not work? -------- A. M.
Hour

----

- P. M.

Hour

--------------------------------------- _ Date

Describe your disability ---------------------------------Is your disability due to an injury? ------------ If so, the following questions
should be answered:
1. Describe the accident .--------------------------2. What were you doing when the accident happened? ---------------3. Give names of persons with you when accident happened ----------4. Where did the accident happen? ----------------------------_---5. Were you at work when the accident happened? -----------If so,
for whom? ----I entered ------------------_
Hospital ------------------.------ 19----,
Name of hospital

Date

A. M.

at---------Hour

P. M.,

was operated on -------------------------Date

for ------------------------Condition

by Doctor -------------------Name

19--.-,
and left

A. M.

said Hospital -------------------- 19-...,
Date

at ------....
Hour

P. M.

Do you receive other benefits for this disability? -------------------- Weekly
Total ---------From what lodges, associations, and insurance companies? ------------------

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

Have you within the past 12 months been disabled for longer.than 1 week?

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

The above answers are true and complete according to the best of my knowledge
and belief.
Date _._
.....-... _
................
Signature -----------------------To be completed by employer
The first day this employee lost time from work because of above described disability was
Group A. & S.
Date
This employee is insured under Certificate No. ---------- Insured
Group Surg.
Date
Certificate No. ----------Insured -----------_-Is employee to resume work for your company when disability ends? --------State briefly whether said disability was caused by or resulted from his employher employment
----------------------------------------------------------------------

Physician's name and address: --------------------Average wkly. wage is -------Date employee returned to work ---Date of expected return -------------- _ Date ---------.......
behalf of employer by ------

Signed in
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Attending physician's report
Please assist your patient by completing this form.
1. Patient's name --------------------- Age -----------examined ---------------- Where ----------------------2. Symptoms:

Date first

Objective -------------------------------------------

Subjective ---------------------------------------3. Has X-ray been taken? ---------- If so, what did it disclose? ----------4. Was a surgical operation performed? -Nature ------------..... . .- ....
........-------....
When ---------_---Where -----------------------------Date patient entered hospital ----------------- Date of discharge
--------------- Operation by
5. Your exact diagnosis -----------------------6. Treatment
7. Give dates of treatment at your office -------------------------------.
8. Give dates of treatment at patient's home ---------------------------9. Is this person under your direct medical treatment at present time? ...
If not, when released? --------------10. Is this person totally disabled at the present time from performing any and
every duty of his occupation? --------------- If not, explain -------11. Is disability due to any injury or sickness arising out of and during the course
If so,
of your patient's employment? -------------------------------------------------------------------............
explain
12. Is patient confined to his house? ---------- If not, can patient receive
treatment while working? ----13. When should patient be able to resume any part of his work? ------------------------Remarks --------------------------------------------------------------------------------------------------M. D.
Date----- --------- -------- Signature ------------------Telephone number ----------- Address .--------------------..-------

TABLE I.-Population and income, 1943, mortality rates and medical-care facilities for specified periods, and education of persons 25 years and

over, 1940, by State

-

-

I

u

Estimated civilian
population, Nov.
1, 1943 (in thbusands)

Region I and State

Number
of live
births,
1943

18
Total 2 Under
years '
I

I----

I

I

127,308
I~aos
I

NORTHEASTERN STATES

Connecticut ....--......

Maine.........---.....

Massachusetts..-......
New Hampshire-..-...
New Jersey..--........
New York.............
Pennsylvania--..-...
Rhode Island..........
Vermont....-----------

41,440
n~a

1,748
782
4,093
453
4,080
12,443
9,273
695
316

492
268
1,191
* 140

7,564
3,383

2,160
1,062
725
636
1,744
811
1,076
386
203
2,056
194
948

3,410
2,985
208
106

2935,171
I

rI

r

I

Whooping cough Malaria
I

I

Percent
of
popu- Median
Selective under age 65, 1944 ' Hospital lation
school
beds per having no years
Service
rejection
1,000 pop- school
comrates 7
Popula- ulation to years
pleted
comTuberNumber tlon ' per
pleted
culosis
doctor

40.4

2.6

1.9

1,452
1,036
1,201
S827
1,282
1,340
1,048
1,292
891

29.2
46. 1
32.0
35.9
31.1
31.9
38.2
39. 5
41.7

1.8
2.1
2.1
1.2
2.0
2.2
2.7
1.8
2.1

.5
3.0
P.6
2.1
1.1
1. 1
1.7
1.2
3.8

1,226
1,092
983
1,003
1,230
916
896
937
971
1,204
846
1,003

33.1
36. 6
33.5
35.5
37. 2
29.6
39.0
33.4
36. 5
37.0
38.2
32.0

2.1
2.4
1.9
2.6
,2.1
1.6
2.6
1.9
2.2
2.1
2.0
1.8

1.2
1.8
1.2
.9
1.3
.8
.9
1.0
1.7
1.8
4.3
1.4

I--

I--I1--

I

$1,031

'I

Active doct rs

Death rates 6for specific
diseases, 1942

MaterInfant
nal
mormortaltality
ity rate,' rate.&
1942
1942

Per
capita
income,
1943

United States
total... ...--....

Education 11

Mortality rates and medical-care facilities

Population and income

0.6

89.2

99,121

1,284

3.3

3.7

8.4

32.0
28.6
34.5
19. 5
41.0
43. 3
39.9
34.8
30.7

31.0
37. 5
37. 7
38.9
33.0
37. 7
31.8
37. 3
45. 7

1,709
626
5,528
388
3,208
14,469
8,025
658
257

1,023
1,250
740
1,168
1,272
860
1,156
1,056
1,230

4.2
3.2
5.5
4.4
3.8
4.6
8.6
4.0
3.3

4.7
2.1
4.1
2.4
4.3
5.6
4. 1
5.2
1.6

8.5
8.9
9.0

38. 5
32.9
15.6
22.8
30.4
23.5
38.5
12.6
18.0
37. 1
26.6
22.7

32.9
36.2
33. 1
25.4
37. 4
35. 7
37. 2
31.6
33.8
35. 8
31.1
38.9

7,635
2,345
1,738
1,184
3,806
1,797
2,672
966
344
5,097
283
2,352

991
1,443
1,310
1,418
1,413
1,405
1,319
1,217
1,560
1,340
1,925
1,252

3.7
2.6
2.9
2.8
4.4
4.2
3.4
3.4
3.6
2.9
2.9
3.7

2.7
1.3
.6
1.1
2.4
1.4
1.9
1.0
2.1
2.0
1.2
1.7

8.5
8.5
8.7
8.7
8.6
8.5
8.3
8.8
8.3
8.6
8.5
8.3

39.6

*

rs~lnI

88,229
18,569

86, 392

10,099
80,818
249,380
199,634
14,673
7,056

8.7

8.4
8.4
8.2
8.3
8.8

NORTH CENTRAL STATES
Illinois-.......

...

Indiana ------------. Iowa.----..--Kansas.--...---..-....

Michigan ............
Minnesota.............
Missouri........... .
Nebraska...--------..North Dakota-......Ohio...................
South Dakota-......

2,277

1,679
5,377
2 526
3,525
1,176
537
6,828
545
2,945

Wisconsin-...........
Footnotes at end of table.

153,291
74,733
48,197

35,223
125,448
58,327
74,318
25,097
13,269
143,849
12,615
64,377

TABLE 1.-Populationand income, 1943, mortality rates and medical-carefacilitiesfor specified-periods, and education of persons S6 years and
over, 1940, by Slate-Continued

Region

Estimated civilian
population, Nov.
(in thou- Per
1, - 1943Number
1 1 sands)
of live
capita

and State

Years

18
Tota Under

Education I"
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Alabama.-------------Arkansas.....-------....

Delaware .---....-----

2,718

1,115

77,012

603

274

81

6,329

1,361

1,736

817

District of Columbia'..

- 2,012
Florida.----......-...
2,977
Georgia--------------2,549
Kentucky.............
2,317
Louisiana------------

688

3.1

40.8

49.0

1,273

2,135

1.8

6.7

47.0

1.6

1.8

0

48.0

31.9

169

1,619

4.6

3.3

47.7
49.3
48.4
48.2

41
4.1
2.7
3.5

2.7
1.8
1.8
3.0

4.0
6.5
4.1
12.8

2.4

6.0

50.8

2.7

2.0

0

43,769
59,
94, 86
48, 77
53,7 5
71, 85

1,200
484
619
729
576
649

43.9
47.3
48.3
41.4
58.7
46.4

2.0
4.4
3.4
3.1
5.3
3.0

1.6
4.5
2.9
2.3
3.8
24

.1
3.5
.9
1.1
5.2
1.1

688

53.0

2.3

2.8

0

805
1,429
950
955
1,029
1,397
656

80.1
84.8
49.7
36.2
33.7
67.2
97.9

3.9
2.0
1.9
2.6
2.2
.7
.4.8

7.1
1.4
2.3
1.0
2.3
5.9
7.0

0
0
.2
0
0
0
0

649
1,162
998
884

West Virginia '-------

1,732

706

569
7,882
1,067
473
470
131
490

223
2,070
33
174
156
88
215

THE

2.7

3.7

1,304

617
828
1384
755
771
1,061

6,260
2,770

3.3

39.7

23,310

1,983
1,996
3,347
1,988
1,790
2,818

.

50.1

512

194

Maryland -----------Mississippi..---...---------..
North Carolina.....-.
Oklahoma......----....
.
South Carolina ...---Tennessee--------......

Texas---------....
Virginia-..-----......

42,983

2,270
1,028

48,30
79,215
65,3
61,93

163,176
68, 7
43,17

874
647
609
714

818
820

53.6
52.5

3.0
3.2

2.2
3.2
4.3
2.7

2.8
3.4

2.3
2.5
.5
2.2

1.4
.2

49.7

55.9

1,109

1,565

28
6.6
5.8
25
7.9
4.2

8.0
7.1

8.7
6.4
8.7

1,543

28

3.7

7.8

2,165
1,224
1,305
2,040
1,332
1,199
1,886

3.1
3.6
4.2
2.9
5.2
5.3
2.6

8.9
2.
2.3
.9
1.6
2.9
10.7

8.6
9.9
8.9
8.9
8.7
9.6
7.9

60.6
47.1
.37.2
41.5
37.4
64.8

37.4
45.0
56.8
40.6
55.9
44.7

42.9
52.2

1,552
945
1,696
1,482
798
1,705

3,420
1,312

1,278
2,113
1,973
1,341
2,257
1,653

37.5

37.7

1,123

114.9
46.1
40.0
16.1
35.9
50.8
51.4

39.0
35.6
43.1
29.3
36.5
32.9
40.1

263
6,441
818
232
353
109
260

50.1
49.5

8.5

4.1
1.5
2.3
1.9
1.9
2.0

1,073

921
1,561
1,416
1,449

7.5
10.3

45.4

53.2
51.5
45.4
52.6

3.9

1.6

761

57.4

38.7
36.7
58.6
44.1

1.6

2,185
1,907
1,800
1,599

1,836
2,111

5.8

2.2
2.6

5.3
5.4

8.3
7.1
7.7
6.6
7:4

.7
7.7

WIST

--.....------Ariona------...
California....---------.
Colorado .....-----...
..
Idaho -.--.--.........
.
Montana ...---------.
Nevadas .....-----.
.
New Mexo...-...-----

15,916
172,4
24,7
12,4
11,268
3,155
15,94

Oregon.................
Utah -................

Washington............
..
Wyoming.--..----...

1,173
584

1,905
236

327
234

524
82

25,894
17,879

44,358
6,688

1,229
1,009

1,368
938

30.5
33.0

33.1
45.1

1.7
1.7

1.7
2.3

1.5
.7

0

0
0

1.3
2.4

.1

24.5
11.6

32.2
11.5

24.4
26. 1

28.2
29.1

838
387

1,190
144

1,896
, 08

1,601
1,637

3.7
3.4

3.8
3.6

1.0
1.5

1.2
1.9

9.1
10.2

9.1
9.2

I Regions as defined by Bureau of the Census. Under this grouping, the South includes Delaware, the District of Columbia, Maryland, and West Virginia, which were not in
eluded among the Southern States discussed in the special article What Social Security Can Mean to the South, by Mrs. Ellen Woodward, in the Social Security Bulletin for July
1945.
2 Estimated by Bureau of the Census.
* Estimated by Social Security Board.
4 Per 1,000 live births.
I Puerperal deaths per 1,000 live births.
' Per 100.000 population.
? Rejection rates per 100 registrants examined at local boards and induction stations February-August 1943.
SExcludes physicians in the armed forces.
Based on estimated population as of Nov. 1, 1943.
"f Number of beds in general and special hospitals registered by the American Medical Association in 1941 per 1,000 population in 1940.

"I Based on 1940 censusdata for persons 25 years and over.

.

Source: Social Security Board, Bureau of Research and Statistics, Division of Coordination Studies, Sept. 14, 1945
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The CHAIRMAN. Doctor, will you give your full name and the or-

ganization that you represent.

STATEMENT OF DR. LAWRENCE JACQUES, CIVIC MEDICAL CENTER,
CHICAGO, ILL.
Dr. JACQUES. Yes, sir, I am Dr. Lawrence Jacques. I am a physician. My practice is limited to general surgery. I am a member of
the executive Committee of the Civic Medical Center and the surgeon
of the Civic Medical Center.
The CHAIRMAN. And you are located in Chicago?
Dr. JACQUES. 20 East Jackson Boulevard, in Chicago.
The CHAIRMAN You have a prepared statement, have you, Doctor

Dr. JACQUES. I have; yes.

The CHAIRMAN. You may proceed with your statement.
Dr. JACQUES. May I say a word as to my background?
The CHAIRMAN. Yes.
Dr. JACQUES. I am a graduate of the University of

Chicago and of
Rush Medical College, class of 1924. I interned at Cook County Hospital in Chicago. I spent 2 years after that doing investigative work
in the field of physiology and pathology and became a full-time assistant of a Chicago surgeon.
I spent most of the year 1928 in Europe, doing postgraduate work in
surgery.

I was formerly on the surgical staff of the Cook County Hospital,

Michael Rees Hospital, and Wesley Hospital, and I taught surgery
in the department of surgery at Northwestern University Medical
School for about 8 years.
I may say that I am the son of a doctor; that I was reared in the
atmosphere of medical practice since infancy.
The CHAIRMAN. Are you a member of the American Medical
Association ?
Dr. JACQUES. I am not, sir.

The following statement in support of the national health bill is
submitted to the Committee on Education and Labor at the request of,
and with the endorsement of the Chicago Citizens' Committee to
Extend Medical Care. It is ofered as a case history of an early effort
in voluntary group practice and prepayment and to illustrate the
difficulties and complications encountered by such a project under
present conditions. It is based on the 11-year experience of the Civic
Medical Center of Chicago with group practice and prepaid medical
care. During this period the writer has been surgeon and a member
of the executive committee of that organization.
Our experience has demonstrated two points relevant to the considerations involved in the national health bill:
1. We have found that while the prepayment principle is practicable
and works clearly to the advantage of both physican and patient, a
private voluntary organization under existing conditions cannot
apply this principle on an adequate scale.
2. The record of our dealings with organized medicine, as represented by the Chicago Medical Society, raises some question as to the
readiness of the society to set up voluntary plans of its own.
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I. DESCRIPTION OF CIVIC MEDICAL CENTER

The Civic Medical Center is a partnership established as a group
clinic in Chicago in May 1935. Its staff today consists of five internists-general men-and nine specialists, together with four dentists
and an optometrist jointly utilizing the personnel and equipment neces-

sary for diagnosis and treatment. It also maintains a pharmacy, an
optical shop, and a dental laboratory.
During the past 8 years the center has had in operation a prepayment plan; essentially this plan provides full office and hospital care,
including both diagnostic procedures and treatment by the staff of
the center, on a fixed monthly basis. House calls are made on a
reduced-fee scale. Individuals, couples, or families with dependents
may be covered. A summary of the plan, together with a membership
booklet, such as are given our patients, are attached to this report
(exhibit I).
(The document referred to is as follows:)
EXHIBIT I
Civic MEDIAL CENTER--GBoUP PREPAYMENT PLAN

Services covered under the plan include office and hospital care. Home calls
are made by staff members or physicians designated by them on a fee-for-service
basis.
SERVICES COVERED

Examination and treatment in the following departments:
General medicine (internal medicine) including allergy.
Pediatrics (care of infants and children).
General surgery (major and minor).
Proctology (rectal diseases).
Obstetrics, including prenatal examinations, delivery, and postnatal care.
Gynecology (diseases of women).
Eye, including refraction.
Ear, nose, and throat.
Dermatology (diseases of skin).
Urology (diseases of kidney, bladder, prostate, etc.).
Physiotherapy-Short wave, infrared, and ultraviolet treatments.
Roentgenology-X-ray, diagnosis and superficial therapy, dental X-rays.
General clinical laboratory examinations, such as urinalysis, blood counts,
Kahn and Wasserman tests, blood chemistry, basal metabolisms, electro-

cardiograms.

Hospital care-Includes major and minor surgery, obstetrical and medical
care, by staff physicians in hospitals designated by the group.
Not included under the group plan are the following:
(a) Medicines and drugs, eyeglasses. Radium, deep and intermediate
X-ray treatments.
(b) Conditions already present at time of enrollment. Obstetrical cases
terminating prior to 18 months of family membership. Workmen's compensation cases.
The group plan can cover only those services which the personnel and facilities
of the group as now constituted make possible. At present certain psychiatric
and orthopedic cases and those requiring brain, spinal cord, chest, and oral surgery
are not included. Care for such cases is provided by consulting physicians on a
fee-for-service basis.
Enrollment.-An applicant may enroll either as a member of a group or as an
individual. Only persons under 60 years of age can be considered.
Groups.-A group must consist of at least 10 eligible subscribers-fellow
employees, members of a labor union, cooperative, credit union, church, or other
types of organizations.
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How groups may enroll.-A group, through its representatives, may apply
directly to the civic medical center. Application blanks, including a medical questionnaire, are filled out by each applicant. Individuals whose applications are
approved by members of the civic medical center staff are then enrolled as
members of the group plan.
How individuals may enroll.-Individuals not associated with any group may
fill out blanks and questionnaires as above. In addition, all persons applying
as individuals are required to have a preliminary examination to determine
eligibility. A fee of $3 for each person is charged for this examination.
Cost of membership.-

A month

$2

One person--------------------------------

Couple (husband and wife)---------------------------------------Family (including dependent children) ---------------------------------

3
4

Dr. JACQUES. About 30 percent of our patients subscribe to the pre-

payment plan, while the rest are on a fee-for-service basis. This circumstance affords a clear-cut opportunity, though on a small scale,
for comparing the two methods of payment.
SOUNDNESS

OF PREPAYMENT

PRINCIPLE

Our practical experience with prepaid medical care has fully convinced us of the soundness of the prepayment principle. In the first
place, prepayment leads to a fuller and freer utilization of our facilities. Diagnostic procedures are carried out, consultations held,
treatment advised, without regard to expense. This is particularly
important when the prepayment principle is applied to group practice,

where fee-for-service patients may find that consultation with several
doctors at each visit, which is not infrequently necessary, may involve
prohibitive costs.
Our statistics, compiled during an 8-year period show that a prepayment plan patient will utilize our services twice as frequently as fee-forservice patients during the first year of membership; and that he will
continue to make use of them about 60 percent more than fee patients
thereafter. This freer utilization of services involves more frequent
examinations, earlier examinations, and periodic check-ups in the
absence of complaints and thus leads to the practice of what is called
"preventive medicine." Advice is more readily accepted, because
there can be no question as to its motivation-a factor which, unfortunately, can enter into fee-for-service practice.
I would say that it enters infrequently, but I could cite, I think,
specific examples from my experience.
Claims that prepayment disturbs the physician-patient relationship are completely refuted by our experience. The fact is that such
relationships are definitely enhanced, since they are not disturbed by
financial considerations. Nor are we disturbed by the potential
danger that patients will abuse their privileges under the prepayment
plan by, demanding unnecessary and unreasonable services. The
danger exists-but in our experience it has been minimal-partly,
perhaps, because we have been fortunate in the kind of patients who
have seen fit to subscribe to our plan. When abuses do occur, how-

ever, they can usually be corrected by simple measures of education
and discipline.
From the physician's point of view, while our figures show that
we receive less for each service rendered to prepayment patients than

from fee patients, this factor is more than compensated by the steadi-
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ness and predictability of income from this source. Furthermore,
the physician is liberated from all consideration of the patient's
financial condition and can confine himself with complete objectivity
to the medical problems at hand. Incidentally, there is no tendency
to withhold services, as has sometimes been charged. Rather, under
a prepayment plan such as ours, it is to the physician's advantage
to render the most complete service possible and thus to reduce the
incidence and severity of disease.
LIMITATIONS OF VOLUNTARY PLANS

On the other hand, we must also admit that a voluntary plan such
as ours, with all of its advantages to doctor and patient alike, has
serious limitations. At the very best, we cannot meet the needs of
more than a- small groul> of the population, 'althbugh,'eicept for the
upper-income crust, the need for some form of prepayment is universal. We have tried but have been unable to devise a plan satisfactory to families at the lower income levels-under $1,200 annually-such as the residents of a Federal housing project. They
cannot have adequate coverage without subsidization, and we feel
that the form of subsidization to be adopted for them must avoid the
stigma of pauperism and charity now attendant upon the medical
care of the indigent.
Neither can we offer a sufficiently attractive plan to families of
the next income group-$1,200 to $2,500. Families at this income
level, in our experience, are not inclined voluntarily to budget for
medical care, although some of them, by sacrificing certain comforts
and luxuries, might be in a financial position to do so. Thus we,
as a voluntary group, cannot reach those sections of the population
whose need for the prepayment principle is greatest.

Finally, we cannot, under present conditions, reach a sufficient
number of people in the group that would be likely to subscribe to'
a prepayment plan such as ours if they knew of its existence-families with incomes averaging $3,000. The difficulties to be experienced in introducing a voluntary organization like the Civic Medical
Center, in this community, may best be illustrated by a frank account
of our history since the founding of the center, with particular emphasis on our relationship with the local medical society.
The CHAIRMAN. Doctor, there is an important matter on the floor of
the Senate; and Senator Donnell is interested in that matter, and I
am, too.

We expect some voting to be taken up there very shortly.
If it would be convenient for you, we would like to have you come
over to the Education and Labor Committee room at 3 o'clock this
afternoon and finish your testimony over there.
Dr. JACQUES. Yes.
The CHAIMAN. Do you know where the Education and Labor Com-

mittee room is?

Dr. JACQUES. No, sir.

The CHAIRMAN. The Education and Labor Committee room is on

the first floor over at the Capitol, and any of the attendants over there
will show you where it is, and if you will come there at 3 o'clock, we
will be able to conclude your testimony.
Dr. JACQUES. Thank you.
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CHAIRMAN.

I am sorry that you have to do this, but this matter

is on the floor.
We will recess-until 3 o'clock.
(Whereupon, at 12:10 p. m., a recess was taken until-3 p. m. this
same day.)
AFTERNOON SESSION

(The committee convened at 3 p. m., in the Senate Education and

Labor Committee room in the Capitol, pursuant to recess.)

STATEMENT OF DR. LAWRENCE JACQUES-Resumed
The CHAIRMAN. The hearing will come to order.

Senator Donnell is tied up on the floor. He has got an amendment
up there, so he will not be able to get down for a littlewhile, so we
will go ahead with your testimony, and it will be printed in the record,
and I have let him have this copy of your statement, and he has gone
over it. He will come down and cross-examine you as soon as he gets
through on the floor.
You may proceed.
Dr. JACQUES. In 1933, in the depths of the depression, the problem

of the distribution of medical care had become acute for doctors and
patients. In an attempt to solve this problem, a group of reputable
Chicago physicians, with the aid of a group of men of high standing
in business and professional life, set up a low-cost fee-for-service clinic
based on the principles of group practice and large-scale attendance
secured by public advertising. One of the directors of this group was
at the time of joining a member of the council of the Chicago Medical
Society. The general surgery was being done (in an unofficial and
unpublicized capacity) by a man who had several years previously
been president of the Chicago Medical Society. Among its chief sponsors were a former president, for several successive terms, of the Chi-

cago Board of Education and the chief of the urological department
Sof one of our great medical schools. The clinic was organized as a
corporation and called the United Medical Service, Inc. After 2 years
of successful practice, the organization was disrupted through a controversy over issues of policy and control.
The CHAIRMAN. Doctor, were you a member of that ?
Dr. JACQUES. Yes. I was surgeon for that group.
The CHAIRMAN. You are one of those who helped organize it ?
Dr. JACQUES. No; I was not. I came in about 14 months after it
was in existence. I was with it for a year. I took the place of the

gentleman who had been president of the Chicago Medical Society
and was doing the surgery at that time.
The CHAIRMAN. You may proceed.

Dr. JACQUES. The civic medical center was established as a part-

nership in 1935 by a group of doctors who withdrew in a body from
the United Medical Service. For the first 10 months of its existence,
with considerable reluctance it continued the policy of institutional
advertising, because it was felt that the clinic could not survive unless
it was brought actively to the attention of the public. After 10
months this policy was discontinued, the last notice appearing on
March 1, 1936, more than 10 years ago. This change in policy was
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made partly in deference to the accepted ethical standards of the
Medical Society, but largely because of our own distaste for the method.
We agree with organized medicine that advertising and low fees do
not fundamentally attack the problem of distribution, although these
practices had been initiated out of a sincere conviction that they might
do so, and seem justifiable as an experiment during a critical period.
Two years later (1937) we adopted a prepayment plan in a further effort to make our type of medical care more available. Much
of the original impetus leading to its adoption came from one of our
patients who was then president of the Illinois credit unions, and
who had observed that a very large proportion of the loans made
by the credit unions went to defer the costs of illness. He felt that
a group clinic offering a prepayment plan might be the answer for
many of those who were finding it necessary to borrow money to
meet their medical bills.
All of our physicians, except those who had never been members,
had been expelled from the Medical Society because of their connection with the United Medical Service. Thus the staff of the civic
medical center, at the time of its inception, consisted entirely of
men who were not members of the society. In 1939, four years after
the founding of the center, the writer applied for membership in the
Chicago Medical Society. The application was rejected without comment. There ensued a series of applications and negotiations between the center and the society which still continue. The highlights of these negotiations will be outlined here, but it may be stated
at this point that now, in our eleventh year, the hostility of the
society remains unabated and no member of our staff has been
admitted.
Second and third applications were made in 1940 and 1942 respectively-and these were again rejected without statement of cause. In
1943 four members of our staff, two of whom were with the armed
forces, made joint applications. These applications were accompanied by a letter stating our position. At the same time we conferred with the president of the society and put in his hands a long
and detailed statement of our case-so that there might be no confusion as to the facts. We then conferred with the membership committee which, we* were told, has the function of deciding on
applications.
We found some members of that committee uncertain not only as
to the issues involved, but even as to our identity, although we had
already been three times rejected. We were told after a rather heated
conference that while the membership committee usually passed on
applications, our situation was "too hot" for them; that the matter
would have to be referred to the council of the society. An immediate plea was made to appear before the council to present our case
directly so that there would be no confusion of fact, but this was
rejected.
W.e learned from members of the council that at subsequent meetings gross misconceptions concerning our identity and general status
existed, but our pleas to appear directly, or at least to be present
at
these hearings to supply relevant data were repeatedly denied.

Our

general position during this period is illustrated by the following
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quotation from a letter to the membership committee dated November
11, 1943:
I repeat, Dr.
, what does the council want us to do? If it's the
group (prepayment)- plan they object to let them say so, so that we can make
a proper defense. * * * As for the advertisi:ig. * * * I cannot believe
that honest and decent men would continue to work for our destruction and
8 long years after the practice was discontinued. * * * Let the council
tell us specifically what they want us to do now. What changes shall we makeshort of such as would destroy the organizaion?

The decision on our applications continued to be postponed from

month to month. A final conference was held with the membership
committee on December 14, 1943, the date of the final council meet-

ing of the year. At this conference much was made of printed material which was kept on our reception room tables, descriptive of the
clinic itself and of our prepayment plan (exhibit II).
(The document referred to is as follows:)
EXHIBIT II
MARCH 30, 1944.
Dr. OLIu WEST,
Executive Secretary, American Medical Association,
535 North DearbornStreet, Chicago, Il.
DEAR DB. WEST: A copy of a letter being mailed to the secretary of the Illinois
State Medical Society is enclosed. We are not clear as to what agency within
the society should have jurisdiction over a case such as ours.
We shall greatly appreciate any suggestions you may give us as to the procedure to be followed.
Yours sincerely,
LAWBENCE JAOQUES, M. D.
MARCH 30, 1944.
SECRETARY, ILLINOIS STATE MEDICAL SOCIETY,
Chicago, Ill.
DEAR SIB: I have recently applied for membership in the Chicago Medical
Society-and my application was rejected-presumably because of my connection with the Civic Medical Center. The applications of three other members
of our staff were rejected at the same time.
It is our opinion that this action was taken without a full and proper consideration of the facts.
As a token of our sincere desire tq conform with society regulations we have
offered to make whatever reasonable modifications the society might recommend.
These offers-which were made in good faith-were forwarded in writing to the
president and president-elect of the Chicago Medical Society. We have not had
the courtesy of a response.
Our lawyer has advised us to find out what if any methods exist for an
appeal to the State society. We understand that such a procedure is provided
in cases of expulsion from membership. Obviously denial of membership is in
effect equivalent to expulsion--since both involve the handicaps of nonmembership.
We are anxious to settle this matter in the most friendly way possible-and
we hope that a means of negotiating our difficulties will be found within the
structure of the society.
Yours very truly,
LAWRENCE JACQUES, M. D.
APRIL 11, 1944.
LAWRENCE JACQUES, M. D.,

Civic Medical Center of Chicago,
Chicago, II.
DEAR DR. JACQUES : I have received your letter under date of March 80, addressed to our office at 30 North Michigan Avenue, Chicago. In this letter you
state that you had recently applied for membership in the Chicago Medical
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Society and your application was rejected. Also the applications of three other
members of your staff were not approved at the same time.
You ask in your letter what methods of appeal exist in the bylaws of the
Illinois State Medical Society, especially which would be applicable to cases
such as yours, where a physician is not accepted for membership.
In reply I wish to state that the bylaws of the Illinois State Medical Society
do not provide any recourse along the line of an appeal from the decision of
a component society in denying membership to any physician, as this society
has ruled that the county medical society shall be the judge of the qualification
of its members, and until a physician has actually become a member of the
county society, thus making him automatically a member of the Illinois State
Medical Society, he does not have the right of appeal within the society from
the judgment of the county society making the decision.
Trusting that this will give you the desired information, I am
Very truly yours,
SHAROLD M. CAMP, M. D., Secretary.

Dr. JACQUES. These were branded as "advertising and circulariz-

ing," although none of this material was ever sent out except on
request.
The CHAIRMAN. I will have to ask you to suspend there. I have to
go up to vote, but I will be back.
We will take a short recess.
(A short recess was taken.)
The CHAIRMAN. The hearing will come to order again.
Proceed.
Dr. JACQUES. We pointed out the need for such printed informa-

tion, particularly in connection with the prepayment plan, but offered to keep it off of our reception room tables if the society so preferred it. We then reaffirmed our belief in group practice and prepayment, with the statement that these were the goals toward which
medical practice was advancing and that we could not and would
not abandon either. At the council meeting which took place on that
day, we were again rejected, including both of our men in military
service, again without a council hearing, and with no statement of

cause.

The CHAIRMAN. Would you, sometime in the course of your state-

ment, explain why it was that you were so anxious to have them accept
you people as members of the Medical Society ?

Dr. JACQUES. I state that two or three pages down the line.
The CHAIRMAN. All right.

Proceed.
Dr. J.ACQUES. We then investigated the question of appealing this
decision of the council and learned that no mechanism of any kind
exists in either the State or national organizations for appealing a

denial of membership in a local society (exhibit III).
(The document referred to is as follows:)
EXHIBrr III

OCOBER 16, 1946.

Dr. WALTER C. HAMMOND,

Ohicago, Ill.
DEAR DR. HAMMOND: It will soon be a year since my last conference with the
membership committee. At that meeting you took exception to some printed
material that we were using. A few days later, as a token of our sincere desire to
conform to the society's wishes, we destroyed or took out of circulation the material in question and informed the members of your committee and others that
we were doing so. On the other hand, as long as we have our prepayment plan
we nust have some sort of written statement descriptive of the plan-the equiva8 5907-46-pt.
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lent of an insurance policy. We therefore drew up a simple mimeographed
form-a copy of which is enclosed. These forms are given only to actual subscribers to the plan and to those specifically requesting information about it.
None are kept on our reception-room tables. Incidentally, our correspondence
will show that we hoped to draw this thing up under the supervision of somebody
in the society but apparently nobody thought well of the idea.
The alternative to having some sort of printed description of our plan is to
have no prepayment plan at all. We aren't anxious to drop ours just when
the idea of prepaid medical care is finally beginning to gain wide acceptance.
particularly by the medical societies themselves.
Sincerely,
LAWRENCE JACQUES, M. D.
DECEMBER 15, 1943.
Dr. J. J. MOOBE,
President of the Council, Chicago Medical Society,
Chicago, Ill.
DEAR DR. MOORE: I am enclosing a copy of letter sent to the members of the

membership committee.
It is my earnest hope that the members of the council will be informed of its
contents.
Very truly yours,
L. JACQUES, M. D.
DECEMBER 15, 1943.
Dr. FRED GLENN,

Chairman., Membership Comm ittee, Chicago Medical Society,

Chicago, IIl.

DEAR DR. GrZNN: This is to inform you that we have as of the above date
destroyed all of our two-page leaflets entitled "Civil Medical Center." We wish
to reemphasize at this time that we ourselves did not regard this literature as
"advertising." As evidence let us remind you that Dr. Glenn was kind enough
to visit our office at our own urging and that we furnished him with copies of
this literature during his visit. We are destroying these leaflets as a token of
our sincere desire to comply with the regulations of the Chicago Medical Society.
We have also, as of the above date, taken out of circulation all of our group
plan booklets. Since honest prepayment practice requires that some written
statement be available enumerating the benefits to which the subscriber is entitled-a new statement is being prepared. Can you inform us what agency
within the society could pass on such a statement so that the final form will not
conflict with society regulations?
Until the revised material is ready we shall continue to issue the old booklet
only to those actually joining the plan. Inquiries by prospective subscribers
will be answered verbally or by letter as the case demands.
We shall appreciate an early reply regarding the agency to which our new
statement may be submitted together with any additional suggestions which you
may have regarding our procedure in this matter.
Very truly yours,
L. JACQUES, M. D.
AMERICAN MEDICAL ASSOCIATION,

Ch icago 10, Ill., April 7. 194.
Dr. LAWRENCE JACQUES,
(iric JMdical Center. Chicago, Ill.
MY DEAR DI. JACQUES: I have before me your letter of March 30 with which
\\ s enclosed a copy of a letter that you addressed to the secretary of the Illinois
State Medical Society under date of March 30.
Each component county medical society is thb judge of its own membership
and the county or district society constitutes the door to membership in the
constituent State or territorial medical association and in the American Medical
Association. The American Medical Association does not have jurisdiction with
respect to applications for membership in component county or district societies.
I am quite sure that the Secretary of the Illinois State Medical Society will
reply to your letter of March 30 at his earliest convenience.
Very truly yours,
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Dr. JACQUES. In October 1944, almost 1 year later, we again con-

members
ferred with the membership committee. The attitude of itsoccasions.
seemed somewhat friendlier than it had been on previous
We were told at this conference that opinion against us was by no
means unanimous and that some members of the council were even
saying that "what we were doing might be a good thing." We were
advised at this time to ask directly for a council hearing, addressing
our request to the president of the council.

We were also assured that

there were ample precedents for such a request; but our plea for a
hearing made on the basis of this advice was completely ignored. In a
final attempt to bring at least a few salient facts directly to the council
a letter stating our case was mailed to each of the approximately 70
members of the council (exhibit IC).
(The document referred to is as follows:)
ExHIBIT IV

MARCH 10, 1945.
DEA Doorom: We are taking the liberty of writing you as a member of the
council of the Chicago Medical Society because we have reason to believe that
there are pertinent facts concerning the Civic Medical Center which you do not
know.
I. The Civic Medical Center has no connection with the United Medical
Service headed by Berkowitz. It was established in direct protest against
Berkowitz and his practices.
II. The Civic Medical Center does not now advertise, has not advertised for
9 years, and 8 of its present active medical staff of 14 joined after advertising
had been discontinued, and with the specific understanding that it would
never be resumed. The men who quit Berkowitz in 1935 to establish the
Civic Medical Center did so chiefly because of their disgust with the policy of
advertising. The paradoxical situation which led us to continueadvertising
for 10 months cannot be adequately presented in this letter.
III. If advertising is the basis of our continued exclusion from membership in the society, why has there been no difference in the society's treatment
of us and Berkowitz-although he subsists on advertising and we repudiated
it finally and completely 9 years ago? If having advertised in the past is
an eternal bar to membership in the society, why have at least six men who
were previously with Berkowitz been readmitted to the society after returning
to private practice?
Or is advertising not the basis of our exclusion? None of you has ever told us
what that basis really is. We know that some have objected to our prepayment
plan, although none of you has said that we are being excluded because of it.
We make no apologies for our prepayment plan. As a matter 6f fact, we hear
with considerable satisfaction that the council is finally considering a prepayment
plan of its own. We are convinced that the medical practice of the future will
be characterized by group practice and group prepayment in some form. What
you are doing now is, at least in part, the result of years of voluntary experimentation such as ours.
We are enclosing the mimeographed sheets which we give to people inquiring
about our plan, and a booklet of rules given to those who have joined. This
material has been evolved during eight long years of experimentation. It represents the net result of our experience together with the composite experience of
dozens of other plans of which we have made an intensive study. It has faults,
but it is sound and it works. We hope you will find it of interest.
There are numerous other facts which we have tried to present to the membership committee and to other members of the council. Can we not hope that
in ordinary fairness the council will once and for all give adequate consideration
to our position? We can't believe that with all the facts before them, the
members of the council could wish to continue this discrimination against us
and our patients.
Very truly yours,
LAWRENCE JACQUES, M. D.,
Chairman, Executive Committee.
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Dr. JACQUES. This letter brought no response of any kind.

In April 1945 one of our staff members who had joined us only 2
years previously made application for membership. This application was accompanied by a letter which was again mailed to each member of the council (exhibit V).
(The document referred to is as follows:)
EXHIBIT V

APBIL 7, 1945.
Dr. WILLIAM S. BOUGHEB,
Chairman,Membership Committee, Chicago Medical Society,

Chicago,Ill.
DEAB DB. BOUGHER: This letter accompanies the enclosed application for membership in order to further clarify my status. Since the membership committee
has intimated that final consideration of applications by members of the Civic
Medical Center rests with the council as a whole, copies of this letter are being
sent to all the members of the council.
I graduated from Northwestern University Medical School in 1930 and finished
my internship at Cook County Hospital in 1931. I joined the Chicago Medical
Society in 1933. In 1935 I left Chicago to serve as a medical officer in the Veterans' Administration facility, Knoxville, Iowa, and 2 years later discontinued
my membership in the society after deciding to remain in the Government service.
In February 1943 I resigned from the Government service to join the medical
staff of the Civic Medical Center in Chicago. This association was made after
careful study and in full confidence that the Civic Medical Center was practicing
and would continue to practice medicine in strict conformity with the medical
standards and ethics set up by the Chicago Medical Society. During the 2 years
of my association I have never been disappointed in this confidence.
I have submitted myself for three examinations by the Army but have finally
been given an honorable discharge from the Reserve Corps for medical reasons.
I hope you will find it possible to act favorably on this application.
Very truly yours,
JOSEPH BERKENBILT, M. D.

Dr. JACQUES. I should like to read that letter.

It is to Dr. William S. Bougher, chairman, membership committee,
Chicago Medical Society, dated April 7, 1945:
This letter accompanies the enclosed application for membership in order to
further clarify my status. Since the membership committee has intimated that
final consideration of applications by members of the Civic Medical Center rests
with the council as a whole, copies of this letter are being sent to all the members
of the council.
SI graduated from Northwestern University Medical School in 1930 and finished
my internship at Cook County Hospital in 1931. I joined the Chicago Medical
Society in 1933. In 1935 I left Chicago to serve as a medical officer in the Veterans' Administration facility, Knoxville, Iowa, and 2 years later discontinued
my membership in the Society after deciding to remain in the Government
service.
In February 1943 I resigned from the Government service to join the medical
staff of the Civic Medical Center in Chicago. This association was made after
careful study and in full confidence that the Civic Medical Center was practicing
and would continue to practice medicine in strict conformity with the medical
standards and ethics set up by the Chicago Medical Society. During the 2 years
of my association I have never been disappointed in this confidence.
I have submitted myself for three examinations by the Army but have finally
been given an honorable discharge from the Reserve Corps for medical reasons.
I hope you will find it possible to act favorably on this application.

Up to the present time, 14 months later, there has been no response

to this letter, and no action of any kind has been taken on the appli-

cation.
A letter addressed a few months ago to the secretary of the society by a member in good standing of the society, and a former
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resident of one of its branches recommending us for membership
exhibit VI), was answered with a brusque statement that if these
men wished to join the Chicago Medical Society they were free to
apply for membership.
(The document referred to is as follows:)
EXHIBIT VI

NOVEMBER 9, 1945.
Dr. WARREN W. FUBEY,

Chicago, Il.

DEAB DR. FUREY: I am writing to you as per telephone conversation in behalf
of the following group of doctors:

I have repeatedly conferred with these men during the past few weeks. They
are very anxious to get into the'Chicago Medical Society, and I am convinced
that they are ready to conform faithfully with all of its bylaws and regulations.
I hope that appropriate action can be taken to get these men into the society.
Very truly yours,
JANUARY 19; 1946.
Dr. H. HoesKn,
Chicago, IU.
DEAR DB. HosKIN: Your letter in reference to membership of seven Chicago
physicians in Chicago Medical Society was presented to the council at its last
meeting.
The action of the council indicated that these physicians have the same privilege as any other physician of applying for membership at any time.
There was no further action taken at this time.
I am
Sincerely yours,
WARREN W. FUPEY, Secretary.

Dr. JACQUES. On May 17, 1946, a committee of patients met with

representatives of the Chicago Medical Society in the society offices.

Dr. JACQUES. Following this meeting two members of our staff re-

applied for membership. As far as we can learn, no action was taken
on these applications at the council meeting which took place on
June 6, 1946.
This committee of patients presented to the group representing the
Chicago Medical Society a written statement.
Dr. JACQUES. We have been told in a telephone conversation with

Dr. Furey, secretary of the society, that no mention was made of the
conference with our patients' committee at the council meeting, but
that the matter had been taken up with the trustees of the society. A
copy of the letter received by Dr. Wayne Leys, Ph. D., chairman of
the patients' committee, is attached (exhibit VII).
(The document referred to is as follows:)
EXHIBIT VII

In an attempt to answer the question as to requirements for application for
membership to the Chicago Medical Society, we wish to again state that each
applicant is asked to present a complete statement as his or her activity. Each
application is considered on the Individual basis as might be expected in any
similar professional organization.
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We wish to reiterate that the appointments to positions on hospital staff or

the privilege to practice in a hospital is prescribed by the individual hospital
board and is in no way a function of the Chicago Medical Society.
I hope this will clarify for your committee the procedures in force for membership in the Chicago Medical Society.
WARREN W. FUREY,
Secretary, Chicago Medical Soo(ety.
EFFECTS OF NONMEMBERSHIP

IN LOCAL MEDICAL SOCIETY

The handicaps of nonmembership in the local medical society are
serious and far-reaching and in effect amount to a partial revocation
of licensure to practice medicine:
1. Partly because of a resolution passed by the house of delegates
of the AMA to the effect that staffs of hospitals accredited for intern
training should be limited to members of their local medical societies,
we are allowed to practice in only two hospitals in the Chicago area.
In neither of these hospitals are we allowed to enjoy full staff privileges. The seriousness of this limitation is such as to constantly
jeopardize our right to practice in these hospitals at all. For example,
in one of the hospitals which has been accepting our patients, a ruling
has just been made that the surgical cases may not be scheduled iore
than 2 ,days in advance unless the physician is a full staff member.
The effect of this ruling, made because of the crowding incident upon
the ending of the war, is that the schedule is practically always closed
when nonstaff members attempt to list a case. It seems more than
probable that we lack full staff membership only because of our nonmembership in the society.
Furthermore, both of these hospitals are so located that thousands
of our patients must travel 10 or 15 miles within metropolitan Chicago to get to them, while there are literally dozens of hospitals
which are passed en route, often only several blocks from the patients'
homes. This lack of accessibility to hospital facilities, with its attendant dangers and uncertainties, has been a major obstacle to our
growth.
2. We cannot be on the staff of any teaching or research institution,
so that we are greatly hampered in our continued professional development.
3. We are not permitted to contribute our share in the case of the
indigent in hospital wards and dispensaries.
4.WVe cannot be accredited by the.various specialty boards because
membership in the local medical society is a condition of eligibility.
This is an increasingly serious handicap, since many hospitals are
making certificaton by a specialty board an absolute condition for
practicing within those hospitals.
5. As far as we can learn, no insurance company in the United
States will issue malpractice policies to our men-although there has
not been a single suit filed against us since our establishment-simply
because we are not members of the society.
The CHAIRMAN. Tell me this: As members of the society, do the
members receive lower rates of insurance in some insurance cormpanies ?
Dr. JACQUES. Well, it is not a question of a lower rate. Nonmeinbers simply will not be insured at all.
the CHAIRMAN. I see.
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Dr. JAcQUEs. I think there is a standard rate for those who are

eligible for insurance. Eligibility means society membership.
The CHAIRMAN. I see.
Dr. JACQUES. We do have now practice insurance with Lloyd's of

London. That policy was issued to us many years ago.
The CHAIRMAN. You mean that an insurance company would not
accept a nonmember at all?
Dr. JACQUES. Yes, sir. Would not accept a nonmember at all.
The CHAIRMAN. Has that ever been investigated by the Depart-

ment of Justice?
Dr. JACQUEs. I do not know. I think it might be of interest to that
Department.

It is significant, incidentally, that the premiums which we pay
Lloyd's have been decreased by the insurer from $50 to $22 per man
during this period on the basis of the complete absence of any claims
against us, so that we would be, I think, regarded as an insurable risk
except for our exclusion from the society.
6. During the war our men were disqualified for service as medical
officers in the Navy because application to serve in this capacity was
not consideredjunless accompanied by a letter certifying that the applicant was a member in good standing of the society. The other
qualifications of members of our staff who entered the service may be
judged by the fact that three attained majorities and one a captaincy
in the Army Medical Corps. One man was recently made chief of
medical services at the regional station hospital at Fort Sheridan, Ill.
This man has just been discharged.
7. There are at least five States with which Illinois has reciprocity
in the matter of medical licensure in which society membership is a
requirement for reciprocal licensure. In several other States lack
of membership is regarded as putting under question the moral and
ethical character of the applicant.
8. It has recently been announced in the local papers that a plan
is now being studied in Washington whereby Illinois veterans with
service-connected disabilities will soon be able to get medical treatment at the expense of the Veterans' Administration from the member physicians of the Illinois State Medical Society. The latter condition would exclude our own veterans who have returned' or are
about to return from the armed services from rendering services to
other veterans on this basis. This plan, as far as I know, is still in the
stage of negotiation, although it has been put through in some States.
Because of these severe restrictions, we have the greatest difficulty
in making adequate replacements or additions to our professional
personnel. Other men hesitate to take part-time positions with us
because of the fear of punishment or reprisal by the society. Besides,
we are stigmatized in the eyes of large numbers of potential patients,
many of whom have private physicians who have.taken every opportunity to discredit us, often with considerable indifference to or
ignorance of, the facts, a form of activity which does not seem to
conflict with the ethical standards of some society members.
SUMMARY

Throughout our negotiations with the society, the council has constituted itself as judge, jury, and prosecution, with powers of convic-
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tion and punishment comparable to those of a court of law. But it
has assumed none of the responsibilities and obligations inherent in
legal procedure. Rather, it adopts an attitude such a might be appropriate for a select country club of a secret fraternal order. The
proceedings concerning us are veiled in an atmosphere of petty secrecy
as if they had no serious and destructive influence on the professional
work of 15 reputable physicians whose honesty or competence has not
come into question--or on the health and well-being of some 60,000
patients who have, during the last 11 years, entrusted themselves to
our care. In the words of a member of the membership committee, we
are "not supposed to know" what transpires at these meetings. By not
permitting us even to state our ,case directly to those responsible for
our rejection, it is denying us what would seem to be a fundamental
right of citizenship. By denying us membership, it was deprived us
of the basic right to give our patients the best care of which we are
capable according to our individual gifts under the most favorable
conditions available in this community-rights which would seem to be
implicit in our licensure to practice medicine in the State of Illinois
And what, indeed, are the reasons for our rejection? It may be
claimed that we are excluded because we advertised for 10 months
11 years ago. But at least eight men who were with us during that
period, and who have since left us, have been readmitted to the
society. Furthermore, several men who joined the civic medical
center staff years after the policy of advertising had been dropped,
and only on the stipulation that it would never under any circumstances be resumed, have also been refused admission.
The evidence at hand suggests, rather, that we are being excluded
because of our prepayment plan. It is significant that it is most
difficult to get definite commitments on this point from those in a
position of authority in the society. The fact is, that while the society expresses approval of the idea of prepayment, it continues to
exclude staff members of the' only existing voluntary medical organization in this community carrying that principle into effect. Perhaps our prepayment plan is offensive because it is not open to all
members of the profession. But any doctor in this community, or
any group of doctors, has been free-xcept for the opposition of the
society-during all these years, to adopt a similar plan. A more enlightened attitude on the part of the society would have made unnecessary independent experimentation such as ours, with its attendant
difficulties and sacrifice. It may be pointed out here that our experience has been duplicated by numerous organizations, including the
Group Health Association in Washington, D. C., which were excluded
and in some instances still continue to be excluded from society membership on the issue of prepayment alone. The local society does
not seem to be influenced by the implications of the recent Supreme
Court decision on the Group Health Association case.
Whatever the alleged reasons for our exclusion may be, we are led
by the above considerations to the conviction that, to the extent to
which they concern themselves at all with our problems, it is the
desire of the group of men now in control of the Chicago Medical
Society to destroy the civic medical center.
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CONCLUSIONS

I. Our experience during an 11-year period cleally supports group
practice as a means of supplying medical care and demonstrates the
validity of prepayment as a method of furthering the adequate distribution of such services.
II. In view of the local society's record in its dealings with the
civic medical center, we regard with skepticism the advocacy now
being given by the society to the idea of prepayment. It is our impression that their present objective is simply to head off the National
Health Act. Furthermore, we question its readiness to apply independently the principle of prepayment to the distribution of a vital
service affecting the health of millions of people. The need for the
active participation of the medical profession at large in any workable plan is obvious, but it would seem neither wise nor reasonable to
place full and independent control over such a plan in the hands of

those who have demonstrated so narrow an outlook in these matters.
III. On the basis of these considerations, the writer is led, with
some reluctance, to the conclusion that the task at hand can only be
accomplished within the outlines of a comprehensive, centrally mtegrated plan under Government control and supervision.
The CHAIRMAN. These are the exhibits attached to your statement?
Dr. JACQUES. Yes, sir.
The CHAIRMAN. They will all becarried in the record.
I do not know if Senator Donnell wishes to come down and conduct

a cross-examination here or not.
Well, this situation you have described here exists in other sections
of the country, too, does it not ?

Dr. JACQUES. It has in the past, and my latest knowledge is that

it also exists in other parts of the country today.

The CHAmMAN. Do you know how many groups have cases like

this that exist in the country ?

Dr. JACQUES. To my best knowledge, the group in Elk City is still

not admitted, Dr. Shaded's group and Dr. Mahlon Ogden's group in
Little Rock, Ark.
I think there are other groups, but I have no late information,
The CHAIRMAN. Were you familiar with the Washington case, the
Group Health Association here ?
Dr. JACQUES. I was familiar to the extent that I followed the case as
well as I could. I followed the transcripts as they were published in

the Journal of the American Medical Association.

The CHAIRMAN. Well, I am familiar with the Washington case,

but the facts in your case seem to me to be pretty strong, and probably are just as strong as they were in the Washington case, even
stronger.
Dr. JACQUES. I should feel that they have definite strength, so far

as the facts themselves are concerned.
There are differences between the Washington group and our own.
The Washington group is a consumer organization employing a
group of doctors to' render medical service. We are ia producer
organization. It was the consumers in the Washington case who

instituted action.
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CHAIRMAN.

But the acts on the part of the Medical Society

and the American, Medical Association in attempting to suppress it
and prevent it from operating in the Washington case are somewhat
similar?
Dr. JACQUES. Yes. I would say they are analogous, perhaps, not

identical. I am sure they are not identical.
The CHAIRMAN. Well, we will wait to see what Senator Donnell

want to do.
This exhibit 1 explains your group society ?
Dr. JACQUES. Yes. It is a description of our prepayment plan, and

this little booklet is also descriptive of the plan, but it is a book which
we give to actual subscribers.
The mimeographed material that we give to individuals who ask
for information about the plan.
The CHAIRMAN. I see.
Dr. JACQUES. Prospective subscribers.
The CHAIRMAN. I am informed that Senator Donnell is making a
speech on the floor now.

Well, I will go up myself to see if he can come down to conduct a
cross-examination.
(A short recess was taken.)

The CHAIRMAN. Well, Senator Donnell is making a speech on the
floor, and I think, if you wish to leave, it would not be fair to ask you.
to remain.
Dr. JACQUES. I think so, sir.
The CHAIRMAN. You have made a fine statement, and a very im-

portant statement, and it seems to me it does indicate that there may
be some merit to some of the criticisms of the American Medical
Association, and they are not such high-calibered men as they say.
But, I would like to hear Senator Donnell cross-examine you, because it would give us an opportunity to see how he feels about this
thing. It seems to me this is a pretty serious proposition.
Dr. JACQUES. It has been very serious to us.
The CHAIRMAN. Well

Dr. JACQUES. I want to say, this is the first time we have had an
opportunity to state this case.
The CHAIRMAN. Yes.
Dr. JACQUES. Except to each other and ourselves.
The CHAIRMAN. You have been trying to state it up in Chicago for
quite a while.
Dr. JACQUES. Yes.

It is significant that it is the Government that has given us a chance
to state our case, rather than a private organization, which seems to
be very much afraid.
The CHAIRMAN. Well, thank you very much for your statement.
Dr. JACQUEs. Thank you, Senator.
The CHAIRMAN. The committee will meet at 10 o'clock tomorrow
morning in room 318 of the Senate Office Building.
(Thereupon, at 4: 15 p. m., Tuesday, June 25, 1946, the committee
recessed until Wednesday, June 26, 1946, at 10 A. m., in room 318 of
the Senate Office Building.)
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JUNE 26, 1946

UNITED STATES SENATE,
COMMITTEE ON EDUCATION AND LABOR,

Washington, D. C.
The committee met at 10 a. m., pursuant to adjournment, the
Honorable James E. Murray (chairman) presiding.
Present: Senators Murray and Donnell.
The CHAIRMAN. The hearing will come to order.
The first witness is Dr. Channing Frothingham.
STATEMENT OF DR. CHANNING FROTHINGHAM, CHAIRMAN,
COMMITTEE FOR THE NATION'S HEALTH
Dr. FROTHINGHAM. Good morning.

The CHAIRMAN. Good morning, Doctor. You may first state your

name and the organization that you represent and anything concerning
your background that we should have for the record.
Dr. FROTHINGTON. My name is Channing Frothingham.
I am
chairman of the Committee for the Nation's Health.
The CHAIRMAN. You are a practicing physician, are you, Doctor
Dr. FROTHINGHAM. Yes.
The CHAIRMAN. Where do you reside?
Dr. FROTHINGHAM. Boston, Mass.

The CHAIRMAN. Boston, Mass. How long have you been a practicing
physician?
Dr. FROTHINGHAM. Since 1907.
The CHAIRMAN. 1907.
You may be seated, if you wish.
Dr. FROTHINGHAM. Thank you.
The CHAIRMAN. Or you may stand.

And you have a prepared
statement I
Dr. FROTHINGHAM. Yes, sir.
The CHAIRMAN. You may proceed.
Dr. FROTHINGHAM. As chairman of the Committee for the Nation's
Health, I wish to thank you, Chairman Murray, and the other members
of the Committee on Education and Labor for permitting our committee to present its support for the passage of the national health

bill, S. 1606.
May I introduce my two colleagues, Mr. Gerard Swope, one of the
honorary vice chairmen of the Committee for the Nation's Health, and
Dr. Michael M. Davis, chairman of its executive committee. With
your permission they will also present testimony on this measure.
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COMMITTEE FOR THE NATION '

HEALTH

Since this committee is a new organization, perhaps it will be wise
to explain its origin and purpose. Shortly after President Truman
sent his special health meassage to Congress last November, some
200 persons signed and published an endorsement of his health program. They declared that they wished to see "the recommendations
of the message promptly carried out by Congress through legislation."
It seemed to several of the signers that an agency to help develop this
health program was indicated. An organizing group consequently
invited all of those who had endorsed the President's health message
and a few others to constitute a national committee for this purpose.
The large majority of the endorsers joined. As a result the Committee
for the Nation's Health was incorporated on February 23, 1946, as a
nonprofit membership association under the laws of the State of New
York. This committee was formed for the specific purpose of supporting a national health program such as was put forward by the President
last November, and of supporting legislation, like Senate 1606, incorporating the principles of such a program.
As you will see from the leaflet describing our organization, copies
of which are available here. there is a large sponsoring committee composed of individuals drawn from many different sectors of opinion
and different parts of the country.
Senator DONNELL. Pardon me, do we have a copy of that leaflet
available at this time?
Dr. FROTHINGHAM. I will have to get one.
our leaflets?

Has anyone got one of

Senator DONNELL Here is one. Thank you.
The CHAIRMAN. All right. You may proceed.
Dr. FROTHINGHAM. There is a board of directors of approximately
20 persons, with an executive committee of 10. Under the bylaws of
the committee, the board of directors has power to act in behalf of the
committee in pursuance of its stated purposes. The board has by
formal vote authorized my associates and me here to appear in favor
of this legislation. Since Senator Murray requested that comments
be made also on Senate 2143, we were also authorized by vote of the
executive committee to present comments upon this bill, along lines
which were presented to and approved by the committee.
The committee is supported financially by contributions from individuals. We look forward to building up, during the coming
months, a large and widespread membership. Because an important
part of the work of the committee is concerned with supporting legislation, we have assumed that contributions to the committee are not
tax-deductible. The committee includes members of many professions and laymen from business, labor, church, and other groups.
All of the physician members are members of the American Medical
Association.
It may interest you to realize that a practicing physician has consented with enthusiasm to act as chairman of this committee. You
may wonder why this is so in view of the claim by spokescen for the
American Medical Association that 90 percent of the practicing physicians of the country are opposed to this legislation.
One primary reason for my doing so is that over years of private
practice, combined with teaching in a medical school and intimate
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association with teaching and nonteachig community hospitals, I
have become impressed with the failure of the present system to deliver
good and adequate medical care to many of our people. I believe
this fact is now admitted by all, even by opponents of the proposed
legislation.
ELECTION PROCEDURE IN PROFESSIONAL MEDICAL ORGANIZATION

Another reason for accepting the chairmanship of this committee is
to help get certain important facts straight. For example, I challenge
the claim of the spokesman for the American Medical Association
that 90 percent of the practicing physicians in the United States are
against this bill. Probably it is true that a large majority of the
members of the governing bodies of the various State medical societies
and of the house of delegates of the American medical association are
opposed to this legislation.
I would like, however, to call the attention of the Senate comittee
to the method by which delegates to the legislative bodies of the State
medical societies and the American Medical Association are selected.
I do this to bring out the fact that these delegates are not truly representative of the practicing physicians of the country.
I had the honor of serving terms as vice president of the Massachusetts Medical Society in 1935 and 1936, and two terms as president
of the Massachusetts Medical Society in 1937 and 1938. During this
period I became conscious that the members of the council of the
Massachusetts Medical Society were not elected by what in this country is considered a popular vote and that there was very little opportunity for those not in office in this State society to express their viewpoint.
This State medical society is governed by a council. The members
of this council are elected to it by the county medical societies throughout the State. But how are they elected ? The presiding officer of each
county medical society appoints a nominating committee and this
nominating committee puts up a slate. To be sure, others can be nominated but, practically, those who are nominated by the appointed
committees are the one who are voted upon and who are elected. The
practical result is that those in authority nominate individuals whom
they believe have their own point of view, and thus opportunity to
elect members to the council on a truly democratic basis does not
exist in the Massachusetts Medical Society. Minorities rarely get
any representation. My impression is that similar methods exist
in the other State societies.
At the top of the medical pyramid is the house of delegates of the
American Medical Association.

These delegates are han

picked by

the hand-picked governing bodies of the State societies. Also attention should be called to the fact that there are approximately 50,000
physicians licensed to practice who are not members of the American
Medical Association, and those physicians are not organized, so one
cannot know their views on this subject.

I happen to belong to two groups of practicing physicians, all

members of the American Medical Association, who are enthusiastic

about the development of a national health program along the lines
of this legislation.
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One of these groups is the Physicians Forum, which is a national
organization with a membership of six or seven hundred, which is
steadily increasing
The other is the Committee of Physicians for the Improvement of
Medical Care, Inc., which includes in its membership selected physicians from all parts of the country and which is cautiously enlarging
this membership.
Furthermore, I am frequency asked to speak on this subject before
medical bodies, or other audiences where there are many practicing
physicians present, and I always find an appreciable number who are
in favor of this legislation. Sometimes they tell me this in private,
because they fear they will suffer if they make their views public.
DOCTORS ARE MISINFORMED ON HEALTH PROPOSALS

Still another reason why I accepted the chairmanship of the committee is to have an opportunity to make it clear to the Congress
that the opinion of a few well-informed physicians on this subject
of the delivery of medical care may well be of more value than the
votes of larger numbers of physicians who are insufficiently informed
or misinformed on this subject.
May I explain why I believe a great many physicians are poorly
informed or are definitely misinformed on this subject?
Practicing physicians are busy men. They'have little time to study
first hand all angles of this complicated subject of the delivery of
medical care. They naturally rely on the information presented to
them through the medical journals. The journal which probably is
read more than any other is the Journal of the American Medical
Association, controlled by the bureaucrats of that association, with
its headquarters in Chicago. These bureaucrats have repeatedly, during the last few years since I have been interested in this subject,
refused to permit the publication in their journal of points of view
at variance with those of the house of delegates of the American Medical Association. Moreover, reports which they do print about health
insurance developments, for example, those in foreign countries, often
contain factual errors and much bias. This policy of suppression of
the minority opinion has been maintained for many years.
When of late years the American Medical Association discovered
that it might have its tax-exempt status jeopardized if it undertook
propaganda to influence legislation, it formed the National Physicians
Committee for the Extension of Medical Service, a nominally separate
but officially approved subsidiary. This committee has been flooding
the country and especially the practicing physicians' offices with
misleading literature.
You have already been told by representatives of the National
Physicians Committee that over a quarter of a million dollars a year
I challenge any
is being spent by them to send out this propaganda. misleading
statefair-minded person to deny that there are many
the
ments in the pamphlets, editorials, and other material which
National Physicians Committee sends out.
under
How can practicing physicians whose opinions are formed
on
these circumstances have correct information or sound judgment
this subject? It would be of interest to know how the practice
this propose
physicians of this country would vote in regard to
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legislation if properly informed on the subject. There is no doubt
but what the great majority, even the American Medical Association
bureaucrats, realize that some change in the program of the delivery
of good and adequate medical care is indicated. Let us have a fair,
not controlled, discussion of the best method to perfect the needed
changes.
I have just stated the reasons why I accepted the chairmanship
of the Committee for the Nation's Health, and now I am proud to have
the opportunity to present for that committee its wholehearted
approval of the establishment of a good national health program as
outlined in Senate bill 1606. May I mention some of the advantages
of such a health program.
The Committee for the Natibn's Health believes, as do both opponents and proponents of this proposed legislation, that the delivery of
good medical care is unsatisfactory to a great many of our citizens, and
that the justifiably high cost of good medical care including prevention, diagnosis, and treatment of disease is one, if not the most important factor. The problem has been pretty well narrowed down
to how to provide for this cost and still preserve the quality of care
and extend its availability to those who for one reason or another
do not receive it now.
The opponents of this proposed legislation believe this can be accomplished by the extension of voluntary insurance plans and of public
medical charity. They point to the recent growth of certain voluntary
plans. They ask for compulsory payment, by taxation, of all or
part of the costs of medical care and hospitalization for those who
cannot afford voluntary insurance.
VOLUNTARY PLANS ARE INADEQUATE

The supporters of this proposed legislation believe and have already
presented to you substantial evidence that voluntary health insurance
plans, although if properly organized are successful for limited groups,
are not and will not be available to more than a limited number of our
citizens and are too costly to be available for the great mass of the
American people.
To save your time I will not elaborate here on this evidence, because
it is already before you in the testimony of other witnesses and in
your own four committee prints.
THE PEOPLE WANT INSURANCE, NOT CHARITY

We supporters believe that it is repugnant to most of our citizens to
have to accept charity for their medical care. The people who receive insufficient medical care or who are distressed by sickness bills
are by no means confined to the poor, but include, every year, many
self-supporting families of moderate incomes. These people are, we
believe, entitled to insist that a plan should be developed on the principles of Senate 1606, that is, on a contributory insurance basis, by
which most of our citizens will be able to contribute in accordance
with ability to pay and have a right to good and adequate medical care
which both Presidents Roosevelt and Truman have said should be the
right of every citizen.
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Even the legally indigent and other very poor persons who are
not dependent on some one included in the insurance program, may
be included in this program provided the local communities or the
States who are responsible for them will pay their insurance for them.
This places the care of needy persons in its proper perspective-part
of, but subordinate to, the system of medical care for self-supporting
people.
For this reason, we are opposed to the so-called "substitute bill,"
Senate 2143. This is a bill for medical charity, not a health program.
A good quality of medical care is much less likely to be furnished
through public grants for the care of needy persons than through
an insurance system for self-supporting persons, to which these beneficiaries contribute.
Dr. Davis will comment on Senate 2143 from other points of view.
Therefore, we believe that a compulsory insurance program with
funds collected in accordance with everyone's abilty to pay is essential to open up good medical services to all the citizens.
Senator DONNELL. Pardon me, Mr. Chairman, in reference to Dr.
Davis, that is Dr. Michael Davis?
Dr. FROTIHINGHAM. That is correct.
Senator DONNELL. He is not a physician?
Dr. FROTHINGHAM. That is correct.
Senator DONNELL. The "doctor" title comes from doctor of philosophy rather than from being a physician ?
Dr. FROTHINGHAfM. I am not sure what kind of a doctor he is, but he
is not a physician.
Senator DONNELL. Thank you.
S. 1606 WOULD IMPROVE THE QUALITY OF MEDICAL CARE

Dr. FROTHINGHAM. Now let us make sure that the quality of med-

ical care will not suffer under a compulsory health insurance program
as outlined by S. 1606.
As a physician, I regret that the official leaders of my profession
are urging plans which offer only restricted professional services,
which enlist chiefly the specialist rather than the general practitioner
and which make little if any provision for early diagnosis and preventive medicine. Prepayment for medical care, whether voluntary
or required by law, has the great advantage of removing the barrier
of a fee between the patient and his doctor. As a physician I believe
the most important time to remove this barrier is when preventive

medical procedures are contemplated or the patient first feels the symptoms of illness.
Unfortunately, most voluntary plans, especially those supported
by organized medicine, do not make such provision. The proposed
legislation makes preventive medicine and early diagnosis with sufficient laboratory and other diagnostic aids important features in the
service and also encourages early and frequent consultation with specialists without interference by consideration of the cost.
Another important feature under this bill which will keep the
quality of care high is that the recipients of the care will have a
definite responsibilty in the methods of its delivery. Of course the
details of prevention, diagnosis and treatment of disease
scientific
I
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are the problems of the medical profession.
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matters should, and under Senate 1606 would be, controlled wholly
by professional people. Unfortunately the organized profession as
represented by the American Medical Association and the State
medical societies insists that the ways in which medical care is delivered and paid for are also the responsibility of the medical profession. They demand that physicians shall have complete control over
insurance plans offering physicians' services, and declare that if such
control is taken out of the hands of the medical profession the quality
of the care will deteriorate.
The evidence, however, points entirely in the other direction. Lay
boards of trustees and Government agencies such as the Army and
Navy have made many more rules to guarantee good quality of care
than has organized medicine.
In the voluntary insurance plans for the delivery of medical care
controlled or guided by State medical societies, practically no provision has been made to maintain quality by controlling the type of
professional work done by the physicians working under the plan. In
other words, no standard other than the M. D. degree and the State
license to practice are set up to control what a physician may try to do.
On the other hand, the lay trustees of many of our hospitals have
passed rules limiting the work done by the physicians in their institutions to what competent professional authority agrees each physician
is qualified to do. This is a great protection to the patient against
incompetence. It also protects the competent physician. It takes a
long step forward in guaranteeing the quality of care.
Those familiar with hospitals are well aware that most of the
hospitals which are owned and controlled only by physicians make a
poor showing as to facilities and as to quality of service, in comparison with those much more numerous hospitals which are owned and
controlled by lay trustees.
This bill S. 1606, calls for lay as well as medical participation in
the policy-forming bodies. It thus makes possible a desirable control
over the activities of the physicians, particularly in the field of specialism. I believe that lay participation in the delivery of medical care
not only does not lower the quality but theoretically should, and
practically has, raised the quality of care above that controlled only
by the State medical societies.
SUMMARY

In conclusion, may I reaffirm the support of the Committee for the
Nation's Health for the President's national health program and for
Senate bill 1606 as one of the chief measures for making that program
effective. May I also summarize some points which I have already
mentioned, but which I think are worth emphasizing at this time.
There is now considerable agreement by all interested concerning
the need for making good medical care more fully available to the
American people. The discussions about this bill, however, bring
out sharp differences as to methods of procedure.
The Committee, for the Nation's Health believes that a more intelligent decision would be reached in the solution of this problem if the
following three principles are adhered to:
85907-6--pt. 5--10
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In the first place, I refer again to the principle that laymen as well
as the medical profession should participate in developing and
administering plans for furnishing and financing medical services.
If the American Medical Association and the State medical societies
will accept this principle, a new basis will be before us for cooperative
development of methods of organizing and paying for medical care.
Second is the principle that legislative proposals dealing with the
extension of medical service should be dealt with on their merits, not
through epithets and slogans.
It is unfortunately a fact that legislation sponsored by elected officials on the highest levels, and endorsed by millions of citizens, has
been described by some representatives of organized medicine, and in
many of its publications, in terms calculated to create misunderstanding and prejudice. Often personalities instead of programs have been
made the object of attack.
The National Physicians Committee, independent of the American
Medical Association, but officially approved by it, has a regrettable
record of utilizing such methods.
These methods are inconsistent with the standards of a scientific
profession and with the public interest. They hinder the physicians
and the people of this country in finding better ways of supplying and

paying for good medical care.
In the third place, and perhaps most important of all, the principle
of free press and free speech should be established within organized
medicine. At the present time, freedom of the press as Americans
know it hardly exists in medicine. The Journal of the American Medical Association and the official journals of State medical societies
(with a few notable exceptions) publish little on medical-economic
issues that does not express officially accepted ideas. Differing views
find publication with difficulty, if at all. Intolerance toward free discussion of minority views also applies within medical societies.
In this regard may 1 hope that the American Medical Association
at the forthcoming meeting of its house of delegates will take steps
toward the practical acceptance of these three principles.
Senator Murray, may I thank you again for the privilege of offering my part of our testimony.
The CHAIRMAN. Thank you, Doctor.

I will ask that this pamphlet that you have submitted to us be made
a part of the record.
(The pamphlet referred to is as follows:)
HEALTH FOR THE NATION
COMMITTEE FOR THE NATION'S HEALTH, 1790 BROADWAY, NEW YORK 19, N. Y.,
402 SIXTH STREET NW., WASHINGTON 1, D. C.

Chairman.-ChanningFrothingham, M. D.
Honorary vice.chairm('n.-JonathanDaniels, Russell Davenport, Jo Davidson,
William Green, Bishop Francis J. McConnell, Philip Murray, Bishop G. Bromley
Oxnam, Mrs. F. D. Roosevelt, David Sarnoff, Gerard Swope.
Tr asurer.-CarlC. Lang.
Annie W. Goodrich, N. N., Thomas Mann, Robert W. Kenny, Fiorello H.
LaGuardia, James Roosevelt, Leland Stowe, Miles Atkinson, M. D., Mary McLeod
Bethune, Ben Giauer, Bertram M. Bernheim, M. D., Lowell Mellett, Bart J. Bok,
William Rose Benet, V. Henry Rothschild, Stuart Chase, Vilhjalmur Stefansson,
Ordway Tead, Rev. W. O. Easton, James M. Patton, Morris Llewellyn Cooke,
Paul L. Ross.
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Raymond Swing, Artur Schnabel, Justice Hubert Delaney, Allan M. Butler,
M. D., Henry L. McCarthy, Cecil Brown, Thomas G. Addis, M. D., Abe Fortas,
Ralph Barton Perry, John P. Peters, M. D., Olivia De Haviland, Guy Emerson,
C.-E. A. Winslow, D. P. H., Quincy Howe, George C. Hatch, Frank Goldmann,
M. D., Ernst P. Boas, M. D., Walter Wanger, Alice Hamilton, M. D., Norman
Corwin, John Cromwell.
John Corson, Lessing J. Rosenwald, Norman Cousins, Barry Bingham, Bernard
Gimbel, Elizabeth S. Magee, George Zukor, Albert D. Lasker, John A. Kingsbury,
Mary W. Lasker, Anna M. Rosenberg, Victor Trasoff, Mrs. Sidney Borg, Edwin
R. Embree, Leonard Erlich, David Heyman, William H. Roever, Sidney Hollander, Fred M. Stein, Evans Clark, Benjamin E. Youngdahl.
Samuel Rubin, Chester Rowell, William K. Sherwood, W. H. Weintraub, Morris
S. Rosenthal, Frank Jaros, Ulric Bell, Paul A. Dodd, Judge Francis E. Rivers,
Gerald Morgan, Victor Roudin, R. M. Walls, D. D. S., Percy S. Brown, John A.
Slade, Ray Stannard Baker, Helen Hall, Paul Kellogg, Alfred J. Asgis, D. D. S.
Meyer Parodneck, Irving Caesar, Leonard Bernstein, Caroline Slade, Alma
Clayburgh, C. Fayette Taylor, Louis Adamic, Rev. G. Richard Kuch, E. H. Griebach, Caroline D. M. S. White, Hazel Scott, John Eric Hill, Edward Chodorov,
Rex Stout, Alfred Walker, D. D. S., Agnes Smedley, Hans Rademacher, Charles
E. Merriam, Alexi Maieff, Alonzo F. Myers, Charles S. Johnson, Carl Van Doren,
Dorothy Norman, Stephen P. Duggan.
Wallace Clark, John D. Black, Mary K. Simkhovitch, Rudolph Ganz, Meyer
Bernstein, Agnes H. Schroeder, Leopold Mannes, Michael M. Davis, Hunter
Delatour, Max Radin, Leo J. Linder, John Oppie McCall, D. D. S., Martin Popper,
Roger N. Baldwin, Charles H. Colvin, Carol King, Samuel C. May, Mary Dublin
Keyserling, Neil Lieblich, Ernest A. Hauser, William F. Ogburn.
F. D. Patterson, Harry A. Millis, Robert Chambers, J. Douglas Brown, Kurt
Adler, Kingsley Roberts, M. D., Edwin E. Witte, Harold M. Phillips, Ethel H.
Wise, Nedwin Smokier, N. Kobrin, D. D. S., Benjamin Algase, Robert S. Lynd,
Marvin C. Harrison, Harvey Harris, Henry Billings, William S. Gailmor, Anna
M. Kross, Justice Arthur P. McNulty, Fanny Hurst, Read Hager.
Gertrude F. Z:mand. Louis S. Weiss, Louis F. McCabe, William Standard,
Jules J. Justin, Alex B. Novikoff, Herbert E. Phillips, D. D. S., Oscar K. Rice,
Hope S. Bigger, Philip Evergood, Eliot Janeway, Ruth Emerson, Johannes Steel,
Sigmund Spaeth, Bernard Hart, Nathan R. Sobel, Herman A. Gray, Martin Gabel,
Philip R. White, Wesley Sharer, Peter Blume, Milton Paulson, Matthew Wol,
Orson Welles, John Eric Hill, Theron Bamberger.
WHY WE NEED NATION-WIDE HEALTH INSURANCE NOW

Unnecessary ill health brings heavy costs to American business, labor, and
agriculture. It brings sorrow and distress to millions of our people. It is one
of the chief causes of dependency, with consequent heavy tax burdens.
American families are now spending betweefi three and four billion dollars a
year for medical care. A national health-insurance system, supplemented for
some purposes from Federal, State, and local tax revenues, would utilize in
large part existing expenditures. Regular and even payments into a national
health-insurance fund can be borne far more easily than the present uneven
unpredictable costs.
Such a Nation-wide program will assure everybody paying power for preventive
and curative services, whenever needed.
The average physician and hospital will have larger and more stable income,
better facilities to work with, and no uncollected bills. Well-trained doctors
could afford to locate and remain in rural sections, instead of crowding
into the
cities.
Farmers and industrial workers will lose less income because
of uncared-for
sickness. Employers will benefit because of reduced absenteeism and increased
productivity.
Premature deaths and life-long handicaps due to neglected disease will be cut
down, particularly among women and children.
Veterans
will be assured of care for non-service-connected illnesses and for
their
families.
Millions of families will no longer live in fear of unpredictable and disastrous
sickness costs. They will choose their doctor and seek his care at the beginning
of an illness. They will have regular check-ups for themselves and their
children.
The health program will be a charter of health for our people and will provide
larger opportunity for American physicians and hospitals.
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WHAT THB COMMrITEE STANDS FOR

The Committee for the Nation's Health has been established to help make
available good medical services to every person in the United States. American
physicians and hospitals, too, have this as their traditional goal. The needs of
the American people require that this goal should be attained without further
delay.
LThe Committee for the Nation's Health was formed by laymen and physicians
who actively support a comprehensive national health program along the lines
of the President's message of November 19, 1945. The committee seeks to inform
the public about the health needs of the Nation and to encourage active public
interest in the prompt passage of legislation which will put such a program into
effect.
The Committee for the Nation's Health is supported by gifts from individuals
and organizations who believe that this health program is vitally needed by
the American people.
WHAT THE CNH WILL Do FOR

You

The Committee for the Nation's Health conducts a vigorous campaign of education directed to the general public as well as to physicians. It works with all
organizations that share its interest in the health of the people-churches, labor
unions, civic and rural bodies, business and veterans' organizations. We aim to
coordinate the efforts of these groups. The values of the health program and the
urgent need for legislation must be brought home to people in all parts of the
country and to the Members of Congress.
The committee supplies on request literature concerning health needs, the
national health program and pending legislation, and assists in arranging meetings and discussions, in obtaining speakers and in organizing other support.

The CHAIRMAN. Any questions ?
Senator DONNELL. Yes. Just a moment, please.

Dr. Frothingham, you are appearing this morning for the Committee
for the Nation s Health?
Dr. FROTHINGHAM. Yes, sir.

Senator DONNELL. And as you state in your testimony before thb

committee, that committee was incorporated on February 23 of this
year; is that correct ?
Dr. FROTHINGHA3M. Yes.
Senator DONNELL. What is the approximate membership of that
committee, as it stands; Dr. Frothingham?
Dr. FROTHINGHAM. Well, 1 think it is all recorded right here. There
are approximately 200 people, I should say. You see, there has been
no attempt to enlarge it since it was originally formed.
Senator DONNELL. You say it is recorded right here. To what do
you refer?
Dr. FROTHINGHAM. I refer to paragraphs 1, 2, 3, 4, of my state-

ment.

Senator DONNELL. I do not see anything there about the 200 members. I see that 200 persons signed and published an endorsement
of the health program of President Truman.
Dr. FROTHINGHAM. That is right.
Senator DONNELL. I did not find anything which stated the number
of members of the Committee for the Nation's Health. At any rate,
it is about 200, you think I
Dr. FROTHINGHAM. I think that is right.

Senator DONNELL. How widely scattered is the membership of that
committee, Doctor?
Dr. FROTHINGHAM. I think it is pretty well scattered throughout
the country.
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Senator DONNELL. Yes.

One of these leaflets you have submitted here this morning or that
has been handed to the committee shows Michael M. Davis as one of
the members of it. That is the Dr. Davis who will probably testify
here today?
Dr. FROTHINGHAM. That is the nonmedical Dr. Davis.
Senator DONNEL. Yes.

And I observe among other members Mr. Leo J. Linder. . That is
Mr. Linder of the Lawyers Guild, is it not ?
Dr. FROTHINGHAM. That I do not know.
Senator DONNELL. You are not acquainted with him.

And do you
know how many members this organization has outside of New York
City?
Dr. FROTHINGHAM. NO.

I think you will find Dr. Davis can give

you that data.
Senator DONNELL. Very well. Yes, sir.
The CHAIRMAN. Doctor, I would like to point out also that you have
honorary vice chairmen of your organization, the following well-known
citizens: Jonathan Daniels, Russell Davenport, Jo Davidson, William
Green, Bishop Francis J. McConnell, Philip Murray, Bishop G. Bromley Oxnam, Mrs. F. D. Roosevelt, David Sarnoff, Gerard Swope.
And you have here a list of names of other people who are wellknown citizens of the country scattered over the Nation?
Dr. FROTHINGHAM. I think that is correct.

Senator DONNELL. Are you acquainted with Mr. Martin Popper,
mentioned in your membership?
Dr. FROTHINGHAM. No.
Senator DONNELL. Do you know whether or not he is a member of
the PAC and also the executive secretary of the National Lawyers

Guild ?

Dr. FROTHINGHAM. I do not even know what the PAC is, sir.
Senator DONNELL. The Political Action Committee of the CIO.
You are familiar with that organization under that more complete
name, are you not?
Dr. FROTHINGHAM. I am afraid I did not go in for that sort of
thing.
Senator DONNELL. Did you not know of such a committee as the
Political Action Committee of the CIO.?
Dr. FROTHINGHAM. No.

Senator DONNELL. Never heard of that ?
Dr. FROTHINGHAM. No.

Senator DONNELL. Were you in this country during the campaign of

1944, Doctor ?
Dr. FROTHINGHAM. Yes.

Senator DONNELL. Did you not see from one end of the country to the

other reference to the Political Action Committee at that time.
Dr. FROTHINHAM. No.

Senator DONNELL. You did not
Dr. FROTITINGHAM. No.

Senator DONNELL. Did you read the newspapers at that time?

Dr. FROTIINGHAM. I do not read that sort of stuff.

Senator DONNELL. You do not read references to political action
committees?
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Dr. FROTHINGH.AM. No; because my politics are biased.
Senator DONNELL. Yes.

Doctor, going down to the matter of your statement, you spoke
something about the various propaganda that is issued in the way of
misleading statements and pamphlets, editorials, and material which
the National Physicians Committee sends out.
Has the Committee for the Nation's Health, Inc., sent out any literature also ?
Dr. FROTIINGIIAM. I think so; yes.
Senator DONNELL. I have in my hand a four-page leaflet here entitled. "Health for the Nation," with a notation on the back that additional material on the National Health Act is available upon request
from the Committee for the Nation's Health, Inc.
Do you know whether or not that was issued by that committee ?
Dr. FROTHINGHAM. That article there. I think you will find, was
issued by this committee; is it not?
Senator DONNELL. I judge it is, because it says, "Additional material on that act is available upon request."
Did you have anything to do with the preparation of that, Doctor
Dr. FROTHINGHAM. The thing you have in your hand?
Senator DONNELL. Yes.
Dr. FROTHINGHAM. Yes.

Senator DONNELL. I notice you are mentioned there as the chairman, and I notice among other things this conclusion stated here under
the heading of "Fact":
Nothing short of passage of the Wagner-Murray-Dingell bill will provide for
the Nation's health needs.

That is your sincere belief, Doctor: I am confident of that, Doctor,
from your testimony.
That is what you believe, is it not?
Dr. FROTIIINGIAM. I think it would be quite a step in that direction.
Senator DONNELL. I understand you think that, and I respect your

opinion on it.
Likewise, Doctor, on the other hand, the National Physicians Committee has sent out literature strongly opposed to this plan and commenting upon this plan as socialized medicine.
That is a correct statement of what they have sent out, is it not ?
Dr. FROTHINGHAM. I have not it in my mind. I put it promptly in
the scrap basket when it comes to me.
Senator DONNELL. Have you read it?
Dr. FROTHINGHAM. Not very much of it.

Senator DONNELL. You put it in the scrap basket when it arrives?
Dr. FROTIINGHAM. I go down until I find the first misstatement,
and then I put it in the scrap basket.
Senator DONNELL. How far down do you have to go?
Dr. FROTHINGHAM. About the second line.
'Senator DONNELL. Begins to be a misstatement about the second

line?
Dr. FROTHING HAM. I should think so.
Senator DONNELL. And you have not read the balance of it?
Dr. FROTHINGHAM. No.

Senator DONNELL. You do not know whether they cure up any of
these alleged misstatements later on, do you, Doctor
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Dr. FROTHINGHAM. NO.
Senator DONNELL. Doctor, we both realize, do we not, persons hon-

estly believing on one side or the other are very apt to use language
which you call "epithets," descriptive of others.
You realize that is a tendency of human nature, do you not?
Dr. FROTHINGHAM. I try not to.

Senator DONNELL. I know you try not to, but that is a tendency
of human nature?
Dr. FROTHINGHAM. I do not admit it.
Senator DONNELL. You do not admit it.

Then, the National Physicians Committee, you think, then proceeds
along the tendency that is not common to usual citizens when they
use the term "socialized medicine" with respect to this bill?
Dr. FROTHINGHAM. Well, in the first place, I have got to get the
correspondence and get it clear what you mean by "socialized medicine."
Senator DONNELL. I was not attempting to define it, but there has
been a good deal of criticism here by several witnesses of the propaganda issued by the National Physicians Committee, and much of it
is centered along the use of the term "socialized medicine."
Is that one of the points of criticism you make against their literature-that they call this bill "socialized medicine"?
Dr. FROTHINGHAM. No. I do not think I mind their calling it
socialized'medicine, providing they will define "socialized medicine"but they put up a term and they give the impression that their socialized medicine is not my idea of socialized medicine.
Senator DONNELL. Doctor, let me ask you, what have you seen in
that literature that is untrue, in your opinion?
Dr. FROTHINGHAM. I could not think of mentioning it now, but if
you can give me a little time and the literature I can show you plenty
of statements that are absolutely untrue.
Senator 'DONNELL. You have testified when you get to the second
line into the wastebasket it goes?
Dr. FROTHINGHAM. Yes, sir.
Senator DONNELL. The literature consists of a good deal more than
two lines, ordinarily ?
Dr. FROTHINGHAM. Yes, sir.
Senator DONNEL. I would like to know if you can think of one
thing in all of this literature that you have received from time to time,
from that material, that you think is untrue.
Dr.

FROTHINGHAM.

I cannot remember.

Senator DONNELL. How much of that literature have you received I
Dr. FROTHINGAM. I have not any idea.
How do you measure it

Senator

DONNELL. What
FROTHINGHAM. Do you

Dr.
Senator

measure it by the ton ?

How many tons have you received ?
Dr. FROTHINGHAM. I do not know. I do not weigh it.
Senator DONNELL. Have you received it over a period of months?
DONNELL.

Dr. FROTHINGHIAM. Yes.
Senator DONNELL. Have you received 20 or 30 communications from
that committee?
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Dr. FROTHINGHAM. I do not think I counted them. That kind of

stuff I do not remember.
Senator DONNELL. I understand; but have you seen a good deal of

their literature?
Dr. FROTHINGHAM. Yes.
Senator DONNELL. And you are unable to give us a single, solitary

statement, or the substance, that you think is untrue?
Dr. FRnorTHINGiAM. I have got to have the facts here. I would not

like to make a statement I could not back up.
Senator DONNELL. YOU say in your testimony:
I challenge any fair-minded person to deny that there are many misleading
statements in the pamphlets, editorials, and material which the National
Physicians Committee sends out.

You prepared this statement you read this morning, did you not,
Doctor? Did you?
Dr. FROTHINGHAM. Yes.
Senator DONNELL. Well, you say youchallenge any fair-minded person to deny that there are many misleading statements in the pamphlets, editorials, and materials which the National Physicians
Committee sends out.

Now, I just want to ask you to point out which statement in any of
those pamphlets, editorials, and material, one statement, which you
think was misleading.
Dr. FROTHINGHAM. Well, I will have to have the pamphlets.
Senator DONNELLI You do not remember any?
The CHAIRMAN. Have you those pamphlets with you, Doctor?

Dr. FROTHINGHAM. No, sir.
The CHAIRMAN. Has anyone got a collection of those pamphlets
here ?
Senator DONNELL. Well, when did you prepare this statement,

Doctor ?
Dr. FROTHINGHAM. You mean what day of the week, or the week?
Senator DONNELL. What month did you prepare it?
Dr. FROTHINGHAM. I have been working on it, I should say, for the
last month.
Senator DONNELL. For the last month.
Now, did you have any of these pamphlets, editorials, and materials
before you when you made this in your statement-that you "challenge
any fair-minded person to deny that there are many misleading statements" in them ?
Dr. FROTHINGHAM. I do not keep them.

Senator DONNELL. You do not keep them.
How do you know whether there are any misleading statements, if
you cannot remember a single solitary misleading statement in all of
that literature?
Dr. FROTHINGIIAM. I do not know, but that is the way my mind
works. I am very sorry it does not work like yours.
Senator DONNELL. I expect that yours works better than mine, but
have you had any specific untrue statements in mind when you issued
this challenge to any fair-minded person?
You did not?
Dr. FROTHINGHAM. No specific one.
Senator DONNELL. NO specific one.

2661

NATIONAL HEALTH PROGRAM

Dr. FROTHINGHAM. Just an accumulation.
Senator DONNELL. But no specific one?
Dr. FROTHINGHAM. That is right.

Senator DONNELL. Over how long a period have you been receiving
this literature from the National Physicians Committee, would you
say ?
Dr. FROTHINGHAM. Ever since it started.

Senator DONNELL. When did it start?
Dr. FROTHINGHAM. I would have to ask them.
your records, is it not ?

Senator
tion of it.

DONNELL.

It is probably in

You seem to have given some study to the forma-

You savwhen of late years the American Medical Association discovered that it might
have its tax-exempt status jeopardized if it undertook to influence legislation, it
formed the national physicians committee.

When did it form that committee ?
Dr. FROTHINGHAM. I do not remember, sir. You must have all that

in the records. It is a matter of record.
Senator DONNELL. Were you present when the discussion of the
jeopardy to the tax-exempt status of the American Medical Association occurred?
Dr. FROTHINGHAM. I had nothing to do with the formation of the

committee.

Senator DONNELL. How do you know that the jeopardy with respect

to this tax-exempt status was one of the things that caused the organization of the national physicians committee .
Dr. FROTINGHAM. From statements from the committee.

Senator

DONNELL.

From statements of the committee.

literature that came to you
Dr. FROTHINGHAM. Either in that or in correspondence.

have to check on that.

In this
I would

Senator DONNELL. You cannot remember which it was in?
Dr. FROTHINGHAM. That is right.
Senator DONNELL. The committee informed you in some way, either

through literature or correspondence, that the reason for its formation was that the American Medical Association had discovered the
matter might jeopardize its tax-exempt status?
Dr. FROTHINGHAM. That is right.
Senator DONNELL. That is true ?

Dr. FROTHINGHAM. Yes.

Senator DONNELL. You cannot remember whether it was correspondence or literature that you learned it from ?
Dr. FaROTHIGHAM. Unfortunately not.
Senator DONNELL. It would be rather unusual if it would be in the

literature, would it not, doctor; that they would come out and advertise that because the association was fearful it was going to lose the
tax-exempt status that it had gone around the corner and organized
this committee ?
You would not expect that to be in the literature scattered and
broadcast, would you ?
Dr. FROTHINGHAM. I do not know. I do not like that sort of stuff.
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Senator DON.NELL. Can you not remember whether you got a letter
from any member of that committee on that subject?

Dr. FROTHINGHAM. No.
Senator DONNELL. Did you carry on correspondence with that com-

mittee?

Dr. FROTHINGHAM. No.

Senator DONNELL. With any member of the committee ?

Dr. FROTHINGHAM. No..
Senator DONNELL. How did you get any information by any cor-

respondence with any member of the committee if you did not carry
on correspondence with them?
Dr. FROTHINGHAM. Because some of the organizations that I belong

to do correspond with them.

Senator DONNELL. They correspond, and you have access to that

correspondence.

Do you remember seeing any correspondence to which you have
access that tells about this tax-exempt status ?
Dr. FROTHINGHAM. No. Probably never saw it if it came in.
Senator DONNELL. Probably never saw it?
Dr. FROTHINGHAM. That is right.

Senator DONNELL. If you did not see it, how do you know what
was in it ?
Dr. FROTINGHAM. I have got ears, and I trust my secretary.
Senator DONNELL. Your secretary and your ears gave you this
information ?
Dr. FROTHINGHAM. I did not say that.

Senator DONNELL. Where did you get the information that the
American Medical Association "discovered that it might have its taxexempt status jeopardized if it undertook to influence legislation."
Where did you find that out?
Dr. FROTHINGHAM. Through organizations to which I belong that
are interested in those things.
Senator DONNELL. Which organizations?
Dr. FROTHINGHAM. Well, one of them is the Physicians Forum.
Senator DONNELL. The Physicians Forum. Let us stop on that.
Did it have correspondence from somebody that told you that ?
Dr. FROTHINGHAM. How do I know that ?
Senator DONNELL. YOU say they had information.
Dr. FROTHINGHAM. They told me that.

Which member told you that?
Dr. FROTHINGHAM. I do not remember.
Senator DONNELL. Was it Dr. Boas?
Dr. FROTHINGHAM. I do not remember.
Senator DONNELL. You do not remember ?
Dr. FROTHINGHAM. NO, and I think I would be silly if I tried to
fill my head with that sort of junk.
Senator DONNELL. You do not remember hearing of the Political
Action Committee. You do not fill your mind with things like that
in the newspapers, and you do not try to fill your mind with this sort
of junk, as I believeeyou expressed it, of what doctors in the Physicians
Forum spoke to you on this subject?
Dr. FROTHINGHAM. NO.
Senator DONNELL. IS that correct?
Senator

DONNELL.
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Dr. FnoTmNGHAM. I do fill my mind with what they told me, but

I do not try to remember who told me and what day and what time.
Senator DONNELL. I did not ask you what time of the day or night,

or where it was, but I thought perhaps if you knew this so clearly
that you would come here before this committee with the document
you have been working on for the last month, you probably would
remember where you got the authority for making statements to that
effect, but you do not seem to remember where you got that information ?
Dr. FROTHINGHAM. I do not carry it in my head.
Senator DONNELL. You do not carry it in your head.
Dr. FROTHINGHAM. I can send it to you with pleasure.
Senator DONNELL. Did you have anything that would refresh your

memory ?
Dr. FROTHINGHAM. I do not carry that sort of junk in my head.
'IheCHAIRMAN. Ma I ask a question?
Senator DONNELL. Certainly.
The CHAIRMAN. You recall that the National Physicians Committee

have been making claims in the country that contributions to that
organization would be tax-exempt
Dr. FROTHINGHAM. Yes.
The CHAIRMAN. And they have got into a considerable controversy

over that point, and during the presentation of the testimony here,
they were cross-examined at some degree, with reference to their efforts
to induce physicians to make contributions to them on the basis that
they could be deducted from their income-tax reports. You have
heard of that, have you not?
Dr. FROTHINGHAM. Yes.
The CHAIRMAN. And, of course, you know that they have dis-

tributed a great amount of literature over the country without trying
to tax your memory on what is contained in those pamphlets. You do
know, in a general way. that those pamphlets have been considerably
one-sided and did not fairly present the bill which we are here considering at this time?
Dr.

Again, so far as to say that, I think they were

FROTHINGHAM.

in many times actually dishonest.

Senator DONNELL. What was that statement?

Will you read that?
(Record read.)
Senator DONNELL. Had you finished?
The CHAIRMAN. Yes.

Senator

DONNELL.

Doctor, I am curious to know how you know all

this, if you threw these things in the wastebasket after you got to the
second line.
Dr. FROTHINGIIAM. Of course I did not throw all of them into the
wastebasket after I got to the second line.
Senator DONNELL. Let us take up some one that you completed.
Dr. FROTHINGHAM. I did not complete any.

Senator

DONNELL. You

did not complete any?

any of them you read through from A to Z?
Dr. FROTHINGHAM. Certainly not.

boil.

Do you remember

I get too mad.

It makes me
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Senator DONNELL. You boil over after you get about 30 percent of
the way, is that right?

Dr.

FROTHINGHAM.

I guess so.

Senator DONNELL. I understood you to say awhile ago that when
you get these things, about the time you get to the second line or thereabouts, you throw them in the wastebasket. I am going to ask you
the same thing again, Doctor. Maybe you have thought of it in the
meantime. Can you tell us one single solitary word of any one of these
documents you ever received from the National Physicians Committee
that, in your mind, was untrue
Dr. FROTHINGHAM. Not here.
Senator DONNELL. Not here?
Dr. FROTHINGHAM. I can find them for you.

The CHAIRMAN. Doctor, will you collect a few of those pamphlets

and mark the points in them that you think are not truthful, or misrepresent the facts, and submit them to the committee?

Dr. FROTHINGHAM. I would be delighted to, if I can get them.

Perhaps they will not give them to me now.
Senator DONNELL. I think they will, Doctor.
Dr. Conrad, you are with that organization, are you not?
Dr. CONRAD. I am afraid I am.
Senator DONNELL. Will you send the literature to Dr. Frothingham?
Dr. CONRAD. I will send the entire file.
Dr. FROTHINGHAM. I would rather have the entire file.
Senator-DONNELL. Very well.
Then the doctor will mark what he thinks is untrue.
Dr. FROTHINGHAM. I do not know if I will guarantee to mark
everything I think is untrue, because I might have to send the whole
file back to you, Senator.
The CHAIRMAN. Do the best you can.
Dr. FROTHINGHAM. In the limited time.
Senator DONNELL. Now, then, Doctor, in your statement here, you
give quite a number of comments here on the American Medical Association.
You "challenge the claim of the spokesmen for the American Medical Association that 90 percent of the practicing physicians in the
United States are against this bill."
Dr. FROTHINGHAM. Yes.
Senator DONNELL. In the first place, Doctor, you have not under-

taken to make a poll of the physicians of this country to find out how
they stand, have you
Dr. FROTHINGHAM. That is correct.
Senator DONNELL. You have not, have you?
Dr. FROTHINGJAM. No, sir.
Senator DONNELL. No, sir. So you are just giving your opinion Y
Dr. FROTHINGHAM. That is right.
Senator DONNELL. Over a little further in your statement, in fact,
the next sentence, you say:
Probably it is true that a large majority of the members of the governing
bodies of the various State medical societies and of the house of delegates of
the American Medical Association are opposed to this legislation.

Dr. FROTHINGHAM. I think that is correct.
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Senator DONNEL. Yes, sir.

Well, now, Doctor, these members of the governing bodies of the
various State medical societies, they are just doctors, are they not?
Dr. FROTHINGHAM. Yes.

Senator DONNELL. Picked right out of the States, out from the
practicing field of doctors; is that right ?
Dr. FROTHINGHAM. Picked is correct.

Hand-picked.

Senator DoNNEL. You say they are hand-picked, but they are
elected by somebody.
Dr. FROTHINGHAM. That is right.

Senator DONNELL. And the doctors are the people that elect them,
are they not
Dr. FrOTINOHAM. That is right.

Senator DONNELr.
They are just common ordinary doctors elected
by other doctors; is that not right?
Dr. FROTHINGHAM. They are hand-picked, common ordinary doctors.
Senator DONNELL. Who produced them?
Dr. FROTHINGHAM. I was quite a picker when I was president of the
Massachusetts Medical Society.
Senator DONNELL. You picked them yourself
Dr. FROTHINGHAM. Yes.
Senator DONNEL. You say in Massachusetts. I am kind of afraid
to get into Massachusetts.
Let us get over into the State of Missouri.
'
Dr. FrOTHINGHAM. I have heard of it.
Senator DONNEL. You have heard of it. I am glad you have,
Doctor. I was a little afraid when you said you never heard of the
PAC that you might never have heard of Missouri.
Dr. FROTHINGHAM. You must remember, sir, I vote the Republican

ticket.
Senator DONNELL. That is fine. I am glad to hear that.
Doctor going into Missouri, for instance, just to localize it the
doctors there elect their representatives to go down to their Stato
society, do they not ?
Dr. FROTHINGHAM. Yes.

Senator DONNELL. And, in fact, the general practitioner, whether
he is elected or not, can go to the State society, can he not
Dr. FROTINGHAM. Yes.

Senator DONNEL.

Can he vote when he gets there, do you know?
Dr. FROTHINGHAM. I would not know the rules.
Senator DONNELL. How about Massachusetts?
Dr. FROTHINGHAM. In Massachusetts, we have a council.
Senator DONNELL. Yes.
Dr. FROTHINOHAM. And that council is made up of men, as I said
in here, elected by the county society.
Senator DONNELL. By the county society. Pardon me.
Dr. FRmOTHINGHA. And the county societies vote on men not put
up through anything similar to a direct primary, but upon candidates
appointed by the committee appointed by the president; and of course,
anybody else can file nomination papers, but, practically, it does not
happen.

Senator DONNEi.
In other words, to localize it down so that I do
not get lost in the multitude, take one county.
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FROTHINGHAM. Yes.

Senator DOiNELL. County No. 1 in Massachusetts.
Dr. FROTHINGHAM. Yes.
Assume I am president of the county society.
Senator DONNELL. What is the operation there
SDr. FROTHINGHAM. I nominate a committee of my friends, usually,
and they nominate a group of their friends to be voted on for councilors, and then that slate is voted on by the county society..
Senator DONNELL. Now, in the first place, when you are selected as
the president in that county, it is the doctors who select you; is it not
Dr. FROTHINGHAM. No.

The council.

Senator DONNELL. The council.
Well, they are selected by the doctors are they not?
Dr. FROTHINGHAM. They are elected by the doctors after what I

claim is not a fair way of having an open election.
Senator DONNELL. WellDr. FROTHINGHAM. There is no direct primary, if you know what

that means. I am not sure I do, but I think I do.
Senator DONNELL. At any rate, you know it better than I do: but
the fact is that through such means as the doctors have thought practicable, the doctors in a given county that belong to the county society
try to select members of their council, do they not
Dr. FROTHINGHAM. There is a great deal of complaint against the
system.
Senator DONNELL. Maybe there is. I am not questioning that.
Maybe there is rooih for improvement, but at any rate the plan in
effect is a plan that has not been superimposed upon the doctors by
the lawyers or the plumbers or somebody else?
Dr. FROTHINGHAM. I guess the lawyer boys-wrote the bylaws.
Senator DONNELL. At any rate, the doctors adopted the plan of
selection ?
Dr. FROTHINGHAM. That is right.
Senator DONNELL. All right.
So that in a given county, the doctors in that county, through this
defective-if it be, but nevertheless the existing-plan select the members of the council in their county.
That is right, is it not?
Dr. FROTHINGHAM. That is right.

Senator DONNELL. And then that council 'selects a president?
Dr. FROTHINGHAMI That is right.
Senator DONNELL. And it is not apt to be true that a man would be

selected president that, generally speaking, the doctors in the county
would not want for president?
Dr. FROTHINGHAM. Well, they elected me president.
Senator DONNELL. They thought you were a man of standing and
integrity and good judgment, or they would not have elected you.
You need not answer that, because it would call for a compliment
to you, but I assumeDr. FROTHINGIIAM. I would like to put in right there, I think I was
a hand-picked president.
Senator DONNELL. Leave yourself out of it, Doctor. The fact is, is

it not, that, generally speaking, the officials that are selected in a given
country are officials in whom the doctors of that county have confidence; that is true, is it not?
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Dr. FROTHINGHAM. I would not agree to that always.
Senator DONNELL. Not always; but, generally speaking, that is true,

is it not ?

Dr. FRnOTINGHAM. I do not know.

I would like to see a popular election held in the State society and
see what the result would be.
Senator DONNELL. Let us put it conversely: Do you think that the
doctors selected as the head of the State societies and the counties of
Massachusetts, as a general rule, are opposed to the views that the
doctors in their respective counties have?
Dr. FROTHINGHAM. I know in a good many instances they are opposed to the view of a certain number, but there is no way of telling

where the majority is, as I see it.

Senator DONNELL Doctor, we could carry this on all morning, and

I will not go into it further; but the fact is that the doctors, through
some means of selection, whether it is defective or not, do choose their

councils in their local societies and the councils choose their presidents ?
Dr. FROTHINGHAM. That is right.

Senator DONNELa. And, generally speaking, to say the least of it
those presidents are honorable, upright men. That is right, is it not?
Dr.'FaoTHrNGHAM. I hope we all are.
Senator DONNELL. That is what you generally expect of the officers

of the medical society; is that not right?
Dr. FROTHINGHAM. We think all doctors are.
Senator DONNELL. I know, Doctor, but just answer that.
Generally speaking, do you think the officers of these medical societies are men that at least think they are doing the right thing and are
trying to do the right thing
That is correct, is it not?
Dr. FROTHINoHAM. Yes.
Senator DONNELL. From the 48 States of the Union, after they have
chosen their State house of delegates there are chosen some various
men-and I will not go into detail-but there are chosen from each

State one or more men as members of the house of delegates of the
American Medical Association.
That is right, is it not ?
Dr. FROTHINGHAM. That is right; yes.

Senator DONNELL. And you spoke about the lawyers.

You probably know this.
The American Bar Association was so much attracted by the house
of delegates plan of the American Medical Association that-I think
I am correct in stating, and it is a historical fact-that the American

Bar Association was largely moved in the incorporation of the house
of delegates plans by reason of its belief that it had worked well in
the American Medical Association.
At any rate, it is the method of government that the American
Medical Association has adopted, is it not ?
Dr. FROTHINGHAM. That is right.

Senator DONNELL. And these delegates that come into the house of

delegates-is there any reason why they would be trying to put across
some expression of sentiment that differs from their constituent doctors back home
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Dr. FROTHINGHAM. Some of their constituents.

They do not repre-

sent the unanimous opinion of the doctors back home.
Senator DONNELL. That is true, of course.
There are Democrats and Republicans in this country. There is one
doctor that believes one thing, and another that believes another, just
like you are in favor of this bill and Dr. Sargent, who was here the
other day, from Wisconsin, is against it.
You cannot get anything worth while 'that is worth considering
without a divergence of opinion.
That is true, is it not ?
Dr. FROTHINGHAM. Yes.
Senator DONNEL. Therefore, it is impossible for the house of delegates of the American Medical Association to express the views of
every other doctor; but you do know the fact to be, do you not, Doctor,
that, in the first place, the American Medical Association consists of

over 125,000 physicians in this country.
That is true, is it not
Dr. FROTHINGHAM. I have been so informed.

Senator DONNELL. And I believe you say about 50,000 are outside
the American Medical Association?
Dr. FROTHINGHAM. I have been so informed.
Senator DONNELL. That would include one hundred and twenty-five,
one hundred seventy-fifths of all of the physicians in this country in

the American Medical Association.
That is right, is it not
Dr. FROTHINGHAM. I believe so.

Senator DONNELL. Sir ?
Dr. FROTHINGHAM. I am not quite quick enough mathematically to

get that.
Senator DONNELL. There are 125,000 in the association, and I believe
that is about what it is.
Dr. FROTHINGHAM. About that.
Senator DONNELL. And 175,000 altogether; the American Medical

Association membership constitutes about five-sevenths of all doctors
in this country, or one hundred twenty-five, one hundred seventy-fifths;
is that right?
Dr. FROTHINGHAM. That sounds right.

Senator DONNELL. And they have expressed themselves in the
American Medical Association, through the house of delegates, as
being opposed to compulsory health insurance; is that not right?
Dr. FROTHINGHAM. The practicing physicians have not expressed
themselves.
Senator DONNELL. The American Medical Association house of

delegates has.
Dr. FROTHINGHAM. The house of delegates of the American Medical
Association, I understand, is opposed.
Senator DONNELL. Well, Doctor, you say you understand it. You
know it to be a fact, do you not?
Dr. FROTHINGHAM. NO.
Senator DONNELL. Do you not read the American Medical Association Journal published by the American Medical Association
Dr. FROTHINGHAM. Every now and then.
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Senator DONNELL. Have they not set forth in that journal the official

action of the house of delegates showing passage of resolutions opposing compulsory health insurance?
Dr. FROTHINGHAM, That I do not know.
Senator DONNELL. Well, your general knowledge leads you to

believe, however, that the American Medical Association house of
delegates has expressed itself as being opposed to national compulsory
health insurance; that is correct, is it not?

Dr. FROTHINGHAM. That is my impression; yes.
Senator DONNELL. All right.

Now, Doctor, you say that you belong to two groups of practicing

physicians, all members of the American Medical Association, who are
enthusiastic about the development of a national health program along

the line of this legislation S. 1606 ?
Dr. FROTHINGHAM. Did I say S. 1606
Senator DONNE.LL You say along the line of this legislation.

I as-

sumed you meant S. 1606.
Dr. FROTHINGHAM. I think it is a little broader than that.
Senator DONNELL. At any rate along the lines of legislation calling

for compulsory health insurance
Dr. FROTHINGHAM. Along the line of legislation-yes.

I think that

is correct.
Senator DONNELL. One of those two groups is the Physicians Forum,

which you say is a national organization with membership of six or
seven hundred.
Is that your best information as to the membership of it, sir?

Dr. FROTHINGHAM. Yes.
Senator DONNELL. Dr. Boas testified here sometime back that it is

about 1,000; but, at any rate, that is not a very great difference in
numbers. The percentage is somewhat heavy; but we will say, at the
outside, it would be in the neighborhood of about what Dr. Boas thinks.
Now, Dr. Boas is also a member of this Committee for the Nation's
Health, is he not?
Dr. FROTHINGHAM. I believe so.

Senator DONNELL. You know it, do you not, Doctor ?
Dr. FROTHINGHAM. To tell the truth, I am so simple-minded, I would

like to check again. If I could see the list and see who is on the committee, I would know. I do not carry those things in my head.
Senator DONNELL. Doctor, you are chairman of that committee, are

you not
Dr. FROTHINGHAM. That is right.

Senator DONNELL. How large an executive committee do you have ?
Dr. FROTHINGHAM. I think it says right here. I will have to refresh

my mind on that point.
Senator DONNELL. Where does it say that?
Dr. FROTHINGHAM. Well, let us see. There is a board of directors

of approximately 20 persons with an executive committee of 10.

Senator DONNELL. All right. Ten, Do you know who those 10 are
Dr. FROTHINGHAM. Not without looking at the list.
Senator DONNELL. Would you know any of them ?
Dr. FROTHINGHAM. Yes.
Senator DONNELL. Who would you know
Dr. FROTHINGHAM. You have told me now that Dr. Boas is.
85907-46--pt. ---

11
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Senator DONNELL. I asked you if he is.
Dr. FROTHINGHAM. I believe you.

Senator
Dr.

DONNELL. Sir?
FROTHINGHAM. I believe

you.

Senator DONNERL. I do not think I said he was on the executive
committee. I said he was on the Committee for the Nation's Health.
Now, you are the chairman of that Committee for the Nation's
Health?
Dr. FROTHINGHAM. That is right.
Senator DONNELL. Dr. Michael M. Davis is chairman of the executive committee, is he not?
Dr. FROTHINGHAM. I believe so.
Senator DONNELL. Franz Goldman, M. D., is also on the Committee
for the Nation's Health, is he not?
Dr. FROTHINGHAM. That I would have to look on the list and see.
Senator DONNELL. Dr. Butler, of Harvard, is on the committee, is
he not?
Dr. FROTHINGHAM. If he is on the list.

Senator DONNELL. Do you know whether he is on the Committee
for the Nation's Health or not?
Dr. FROTHINGHAM. I can tell quickly if you will give me a folder.
Senator DONNELL. I do not see his name in the honorary vice c~airmen, but I suppose you would know whether Dr. Butler was on it.
The CHAIRMAN. You would be willing to accept him as a member
of the committee if he is not on it ?
Dr. FROTHINGHAM. I should be proud to." Yes. Here he is. The
front page.
Senator DONNELL. On the front page ?
Dr. FROTHINGHAM. Go down about eight lines. Allan M. Butler,
M.D.
Senator DONNELL. Three, six, eight.
Dr. FROTHINGHAM. Below that blue line.
Senator DONNELL. Line 9.
Allan M. Butler, M. D.
Dr. FROTHINGHAM. That is right.
Senator DONNELL. Doctor, this is not any aspersion on you, but I
want to get at just who those that really organized this Committee
for the Nation's Health are.
Who did that ?
Dr. FROTHINOIIAM. I do not know. That is a tough one.
Senator DONNELL. Who was the first man you ever heard about it
from ? That is fine grammar I used here. But, from whom did you
first hear about the organization of this committee?
Dr. FROTHINGHAM. Darned if I know. I would have to look that
up in my files.
Senator DONNEIL. Was it not Dr. Michael M. Davis?
Dr. FROTHING(HAM. It might well have been. I can imagine of no
better organizer.
Senator DONNELL. I expect you are right. He is a pretty good
organizer.
The CHAIIMAN. Doctor. I might ask you a few questions there.
Is it not a fact that you and other physicians like you have been
interested in improving medical care in this country and have been
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coming to Washington here and attending previous hearings that we
have had on this problem, and have been contacting and talking to
people like myself, who have'been interested in,this problem for some
time ?
I have known you myself personally for several years, prior to the
organization of this committee, and I have known of your interest in
this problem.
Dr. FROTIIINGHAM. Yes.
The CHAIRMAN. You have discussed it with me many times, and

I have seen you at meetings where the matter is being discussed. The
organization of this committee is an evolution.
Dr. FROTHINGHA. That is right.
The CHAIRMAN. Which has been taking place in this country for a

period of years.

Dr. FROTHINGHAM. That is perfectly true.

It must be at least 3

years that we have been mulling over this subject.
The CHAIRMAN. Yes.

Senator DONNELL. And, Doctor, your mulling culminated on the
23d of February of this year in the incorporation of this committee,
is that right?
Dr. FROTHINGHAM. The mulling brought out this particular group
in favor of it. There are other groups working on it.
Senator DONNELL. IS Dr. John P. Peters also in this Committee for
the Nation's Health?
Dr. FROTHINGHAM. I have got to look at that, too.
Yes; he is only a couple of lines lower down than Butler.
Senator DONNELL. Doctor, I will not ask you in detail on this but
without reference to your leaflet or your files, do you know anybody
that is on this committee except yourself and Mr. Michael Davis?
Dr. FROTHINGHAM. Yes.
Senator DONNELL. Who ?

Dr. FROTHINGHAM. Well, now, let me think.
I went to a meeting, or a couple of meetings in New York. There
was a man by the name of Rothchild and a lady by the name of-she
had a wonderful suite of rooms. I cannot remember what her name
was.

The CHAIRMAN. Where did this meeting take place, Doctor?
Dr. FROTHIIXGHAM. Once in a house and once in the suite of rooms.
We went to two meetings. I really cannot remember her name.
The CHAIRMAN. You may use the pamphlet' and refresh your
memory if you desire. That is a practice in the legal profession.
Senator DONNELL. That is all right. I would really like for him
to tell us if he has any memory about anybody there except Mr.
Rothchild and this lady.
Dr. FROTHINGHAM. Yes. Dr. Davis, the nonmedical Dr. Davis.
Senator DONNELL. Dr. Michael Davis, also
Dr. FROTHINOHAM. Dr. Michael M. Davis.
Senator DONNELL. This is an organization meeting?
Dr. FROTHINGHAM. No; this is the executive committee, this is
after the movement was over and the child had been born.
Senator DONNELL. All right.
Dr. FROTHINGHAM. I cannot remember her name to save my soul.
It is lucky I am getting too old to practice, is it not ?
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And then a lady by the name of Norman. She was not the one
that owned the villa.
Senator DONN LL. You cannot remember the name of the lady who
had the villa?
Dr. FROTHINGHAM. I will tell you, Dr. Davis can tell you that.
Senator DONNELL. Dr. Michael Davis?
Dr. FROTHINGHAM. He is my memory man.
Senator DONNELL. All right.

Now, Doctor, on this other group you say you happen to belong to.
The Committee of Physicians for the Improvement of Medical Care,
Inc., how many members does that committee have?
Dr. FROTHINGHAM. I think we have somewhere around 30.
Senator DONNELL. About 30.

Now where is their membership located.
Dr. FROTHINGHAM. They are scattered around the country.
Senator DONINELL. Did Dr. Michael Davis have anything to do with
the organization of that committee ?
Dr. FROTHINGHAM. No. I do not think we let Mr. Michael Davis
into that committee. He is not a medical doctor.
Senator DONNELL. You did not let him in.

Dr. Peters is the secretary and treasurer of that organization, is
he not?
Dr. FROTHINGHAM. That is right.

Senator DONNELL. And you are the chairman of that one, are

you not?

Dr. FROTHINGHAM. I am, now, after a good many other chairmen
had preceded me.
Senator DONNELL. Do you remember anybody else besides yourself

and Dr. Peters of this committee of 30?

Dr. FROTHINGHAM. At the present time

Senator DONNELL. Yes.
Dr. FROTHINGHAM. Yes. It started with Russell Cecil, a practicing physician in New York at the time that the American Foundation Report came out on American Medicine.
Robert Osgood, obstetric surgery, Boston.
Dr. George Miner, professor of medicine at Harvard Medical
School.
Dr. James Means, of Harvard Medical School.
The late Sumner Weiss, of Harvard Medical School.
Dr. Richard M. Smith, one of the leading pediatricians
I do not like to appear local, but I can think of the home boys
easier.
Senator DONNELL. Yes.
Dr. FROTHINGHAM. Then we go down to New Haven, and there is

Dr. Wintinitz, and Dr. Peters, and we go into the big city of New
York, and there is Dr. Carl Binger and Dr. Goas and Dr. Harry
Richardson, and we wander down to Philadelphia, and we have a
man by the name of Stokes, and Bradbury, and then we wander
west, and I would need the list.
I would like to emphasize the point that this committee got under
way long before any of this question of compulsory health insurance
for national health program appeared on the horizon.
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The committee got on the way and tried to do something about the
shocking condition in American medicine that was brought out by
the American Foundation Report in 1937.
Senator DONNEL.

When did the Committee of Physicians for the

Improvement of Medical Care start?
Dr. FROTHINGHAM. 1937 or 1938.
Senator DONNELL. 1937 or 1938.
Doctor, I note with much interest the fact that you evidently do
'have a good memory on this Committee of Physicians for the Improvement of Medical Care, and you have given them right off.
Dr. FROTHINGHAM. I have been working on it for 8 years.

Senator DONNELL. You are familiar with the organization of that

committee?
Dr. FROTHINGHAM. Yes.
Senator DONNELL. You know it up one side and down the other?
Dr. FROTHINGHAM. Yes.

Senator DONNELL. But the fact is that this. Committee for the
Nation's Health, of which you are chairman, you have to look at
the literature on it, and Dr. Michael M. Davis is the real man behind the gun on that Committee for the Nation's Health I
Dr. FROTHINGHAM. I do not admit it.
Senator DONNELL. You do not admit it?
Dr. FROTHINGHAM. I do not take a chairmanship of any committee
to be a dummy.
Senator DONNELL. I am sure of that, but your coniparative fa-

miliarity with the Committee for the Nation's Health and the Committee of Physicians for the Improvement of Medical Care is very
obvious from your testimony, and you are much clearer, I would
say, on the Committee of Physicians for the Improvement of Medical
Care than you are on the other; is that not correct ?
Dr. FROTHINGHAM. I do not think so. I think you have got to get
at what the Committee for the Nation's Health is trying to do, and on
what it is trying to do I think I am quite familiar, and how we are
trying to do it.
Senator DONNELL. Doctor does the Committee for the Nation's
Health have an office in Washington

Dr.

FROTHINGHAM. Yes.

Senator DONNELL. Do you know where it is?
Dr. FROTHIOGHAM. Yes.
I got that yesterday. I went to it; 402 Sixth Street NW.
Senator DONNELL. Had you ever been there before?
Dr. FROTHINGHAM. Yes.
Senator DONNELL. Very many times

i

Dr. FROTHINGHAM. Yes, once before, because I have only been in
Washington once before since it was opened.
Senator DONNELL. You went to it that other time
Dr. FROHINmoH

. Yes; 100 percent attendance.

Senator DONNELL. Doctor, in connection with this Committee of
Physicians for the Improvement of Medical Care, Inc., you say that
includes "selected physicians from all parts of the country and which
is cautiously enlargin this membership."
Dr. FROTHINGHAMM. That is right.
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Senator DONNELL. What is the occasion for the caution in enlarging

that membership?
Because we are trying to keep it restricted to
people that have the interest of improvement of medical care at heart
rather than the rank and file of practitioners, and so forth.
We are very much interested in education. We are very much
interested in research. And so we do not want the committee overbalanced by a group of men who are just interested in the practice of
medicine.
Senator DONNELL. This Committee for the Nation's Health, however, you are not so choice and restricted on that, because you have
several hundred people already in it; is that right ?
Dr. FROTHINGHAM. The Committee for the Nation's Health is a
committee of laymen with the doctors joining in.
The Committee of Physicians for the Improvement of Medical Care
is a committee of physicians.
Dr.

FROTHINGHAM.

Senator DONNELL. Yes.

You do not think that the general body of physicians is so much
interested in the development of the Nation's care, I believe you said
that, some such expression, as this select group in the Committee of
Physicians for the Improvement of Medical Care?
Dr. FROTHINGHAM. I do not quite get your question.
Senator DONNELL. Let me state that again.
You made some mention of the fact that you are trying to keep the
membership of the Committee for the Improvement of Medical Care
of a nature that membership only includes those particularly interested
in something.
What was that something that they were particularly interested in?
Dr. FROTHINGHAM. More than one thing: Medical education.
Senator DONNELL. Yes.
Dr. FROTHINGHAM. Medical research.
Senator DONNELL. ,Yes.
Dr. FROTHINOHAM. And now we have become interested in the
development of a national health program.
Senator DONNELL. Doctor, in addition to the Physicians Forum,
which contains, as you say, a membership of six or seven hundred, and
as Dr. Boas says about 1,000. and the Committee of Physicians for the
Improvement of Medical Care, Inc., and a little group of interns, I
believe it is, in the St. Louis hospitals, headed up by the son of Dr.
Butler, can you tell us of any other organization of physicians in the
United States that has come out by official action in favor of the
principles of S. 1606?
Dr. FROTHINGHAM. No. I would not even look around to see if
there were any.
The CHAIRMAN. Independent of whether it is organized and comes
out in support or in opposition, do you not know that, as a matter of
fact. in every community there are a number of physicians who are
not in accord with the attitude of the American Medical Association
on this subject?
Dr. FROTHINGHAM. I tried to bring out that point, Senator Murray.
in my statement, that as I go around talking to lay groups and medical
groups I find a great many physicians unorganized but enthusiastic
about the development of a national health program.
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In fact, we got a little telegram sent out awhile ago, and got 50
people to report right off, scattered all over the country, saying they
were favorable to a national health program.
We got a write-up in the A. M. A. quite distorting the facts.
Senator DONNELL. Quite distorting the facts, in the A. M. A. ?
Dr. FROTHINGHAM. Yes.

Senator DONNELL. They have not been fair in the American Medical
Association Journal, you think?
Dr. FROTHINGHAM. That is right.
Senator DONNELL. You remember a telegram you got about April

17 of this year from a group of some 66 physicians supporting S. 1606 '
Dr. FROTHINqHAM. I do not remember getting it.

I remember send-

ing out a telegram.
Senator DONNELL. You did not send out one and ask them if they
would authorize you to sign their names to it, did you ?
Dr. FROTHINGHAM. Well, I sent out a telegram on April 15.

Senator DONNELL. What was in that telegram?
Dr. FROTHINGHAM. That is one that the A. M. A. said was not good

English. So if it was not goodEnglish, I have a copy of it here, and
I apologize.
Senator DONNELL. What does it say in that telegram
Dr. FROTHINGHAM. It says:
We believe from available experience that voluntary health insurance plans
will be too costly to give satisfactory medical services for the urgent needs of the
American people.
Therefore, we favor a national health program financed by compulsory insurance and delivered by decentralized administration with utilization also of voluntary medical care plans meeting approved standards.
Free choice of physician by patient and complete professional freedom for the
doctors must be insisted upon.

Senator DONNELL. What else is there in that telegram?
Dr. FROTHINGHAM. I think we asked them if they believed in this

idea would they send in their names.

Senator DONNELL. And that is the basis for this release which was

given out by the Committee for the Nation's Health, reading as folows-was it not, Doctor ?-this is a release for the afternoon of April
17, 2 days after your wire:
A distinguished group of physicians, all members of the American Medical Association, in a telegram to Dr. Channing Frothingham, chairman of the Committee for the Nation's Health, took sharp exception to the A. M. A. stand on the
Wagner-Murray-Dingell national health bill now under consideration by the
Senate Committee on Education and Labor.

I pause there and ask you to be kind enough to follow that telegram

you read me, and I will read you this, which, according to this, was

a telegram from this distinguished group of physicians.
If there is any variation, you just tell me, please.
We believe from available experience-

the telegram reads-that voluntary health insurance plans will be too costly to give satisfactory medical services for the urgent needs of the American people.

Therefore, we favor a national health program financed by compulsory insur-

ance and delivered by decentralized administration with utilization also of vol-

untary medical care plans meeting approved standards.
Free choice of physician by patient and complete professional freedom for the
doctors must be insisted on.
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That is verbatim what your telegram at the time said, was it not?

Dr. FROTHINGHAM. If I have my writing correct.

Senator DONNELL. In other words, this release handed out 'by the

Committee for the Nation's Health said nothing about the fact that
you had sent this telegram asking whether they approved it, but says
here:
a distinguished group of physicians

*

*

*

took sharp exception-

As a matter of fact, what it really was, was simply an authority of
power from these people to use their names on such a message?
Dr. FROTHINGHAM. That is right.
Senator DONNELL. And you were the man that originated it and not

this group of people; that is correct, is it not ?
Dr. FROTHINGHAM. That is right.

Senator DONNELL. These people that signed this telegram consisted,
according to this release from which I was readingDoctors in private practice throughout the United States, medical school
teachers, research scientists, clinicians.
Among the group is a winner of the Nobel prize, Dr. George R. Minot, of
Boston; Dr. Thomas Addis, of San Francisco, well-known medical professor at
Standford University Medicine School; Dr. George W. McCoy of New Orleans,
nationally known for his work on the control of infectious diseases; Dr. Edward
4. Park, of Baltimore, professor of pediatrics, Johns Hopkins University.
The list of signers follows:

Doctor does this list of 66 people-is that substantially the list of
doctor members of the Committee for the Nation's Health?
Dr. FROTHINGHAM. NO: I should not think so.
Senator DONNELL. Well, this is a list from all over the country.

Is it comprised largely of the doctor members in the Committee for
the Nation's Health ?
Dr. FROTHINGHAM. I should say I should not think so.
Senator DONNELL. You do not think so?
SDr. FROTHINGHAM. No. Certainly there were a lot of people in this
list that, as far as my memory serves me, are not members of the Committee for the Nation's Health.
Senator DONNELL. Doctor, there has been handed to me a tabulation here showing the States from which these 66 come.

Dr. FROTHINGHAM. Are you sure you have got 66 signers?
Senator DONNELL. Yes; 66 according to my understanding.
Dr. FROTIINGHAM. More than I thought.

I am quite pleased.
Senator DONNELL. Yes, sir.

Now, Doctor, the list of these 66. I am going to offer this for the
record in a moment, but it includes the following-I will not burden
the record with the names, unless you desire it, but I will introduce it
into this record:
Colorado, 1; Virginia, 1; Michigan, 1; Louisiana, 1; Minnesota, 1;
Maine, 1; Georgia, 2; Connecticut, 4; Maryland, 4; Missouri, 8; California, 4; New Jersey, 3; Pennsylvana, 6; Massachusetts, 15; and New
York, 14.
So that there are 15 States, of whom 6 have only 1 signer and 35
out of the 66 are from New York, Massachusetts, and Pennsylvania.
I would just like the record to show that.
The CHAIRMAN. Doctor, do I understand you have not any one from

Montana
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Dr. FROTHINGHAM. Why, we assume that there are many in Montana and did not think we would have to bother to stir them up.
The CHAIRMAN. If you had consulted me, I could have got a score

from my State.
Dr. FROTHINGHA.

I would like to call attention to the fact that

this list to which the telegram was sent was made up rather hurriedly
and there was no attempt to circularize physicians in every State of
the Union.
Senator DONNELL. Yes.

Now, Doctor, just a very few other questions.
I realize you are strong for this bill. You think it is the right thing
or you would ilot be testifying to that effect.
Dr. FROTHINGHAM. I am strong for the program.

Like any bill, I can see points that I am not enthusiastic about, but
I think it is the best step in the right direction.
Senator DONNELL. You say in the course of your testimony:
Of course, the scientific details of prevention, diagnosis, and treatment of
disease are the problems of the medical profession. Such strictly professional
matters should, and under S. 1606, would be controlled wholly by professional

people.

Now, Doctor, I wonder if you bore in mind when you made that
statement that it is provided that the Surgeon General, after consultation with the Board; that is to say, the Social Security Board, and

after consultation with the Advisory Council, as to questions of general
policy and administration, and with the approval of the Federal
Security Administrator:
shall prescribe and publish such rules and regulations and require such records
and reports, not inconsistent with other provisions of this act, as may be
necessary to the efficient administration of this title.

Doctor, the Federal Security Administrator, of course, you realize is
not required by law to be a doctor, and you know in fact that the
present occupant of that office is not a doctor and yet you realize, do
you not, Ddctor, that this power in prescription and publication of
rules and regulations which I have read from the bill is contingent
upon the approval of the Federal Security Administrator, and you
remember, perhaps, Doctor, also that on page 35 and 36, the duties of
the Surgeon General of the Public Health Service are presiribed to
beunder the supervision and direction of the Federal Security Administrator.

You remember those provisions in the bill, do you not?

Dr. FROTHINGHAM. My mind is refreshed on it.
Senator DONNELL. But you think strictly professional matters

should be controlled wholly by professional people; is that right
Dr. FROTHINGRoA.

Yes.

Senator DoiNNLL. Yes, sir.

Doctor, just one other point, I think, and this will be very brief.
You have been very patient in undergoing this cross-examination.

.Dr. FROTHINGHAM. It is my first experience.

it.

I have rather enjoyed

Senator DONNELL. You have gotten along fine, and in good humor
throughout, and I admire that.
Now, Doctor, you speak in your statement here about the great
importance of the principle of free press and free speech.
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And you take the view at the present time, freedom of the press, as
-Americans know it, hardly exists in medicine.
Dr. Allan Butler is opposed to this bill, you know, do you not,
S. 1606?
Dr. FROTHINGHAM. I would like to get that directly from him.
Senator DONNELL. Just assume that.
Dr. FROTHINGHAM. I will not assume it, sir, because I do not think

he is.
Senator DONNELL. You do not think he is?
Dr. FROTHINGHAM. There are certain features of the bill he is not

enthusiastic about.
Senator DONNELL. I beg your pardon. I should liave said he.is
heartily in favor of the bill.
Dr. FROTHINGHAM. I must have been listening, then, at any rate.
Senator DONNELL. It was my error, and did not accord with the

thought I had in mind.
He is highly in favor of S. 1606 and has so testified.
Dr. FROTHINGHAM. I think, again, as I said, he would like to see
certain points modified, but in.general he is in favor of it.
Senator DONNELL. I am sure that is correct, and I am sorry I made

that slip of the tongue, because it was inadvertent and unintentional,
as you will observe from my point I am about to make.
He, as I recall it, brought into the committee himself an article
published, I think, in the New England Medical Society Journal,
with a further view on his part, which is very clearly opposed to the
views of the majority of the official utterances of the medical profession.
Do you know that to be a fact ?
Dr. FROTHINGHAM. Yes.

Senator DONNELL. So, at least in that instance, there was an oppor-

tunity afforded in that medical publication for the expression of
views contrary to that held by the majority of the profession.
That is correct, is it not ?
Dr. FROTHINGHAM. I think I brought my point out on page 2 of
my direct testimony, with a few notable exceptions, and the editor
of the New England Journal of Medicine has even occasionally published some of my statements.
Senator DONNELL. You feel there are some
Dr. FROTHINGHAM. Very notable exceptions, but I can also call

attention to the fact that many attempts to have things published in
the Journal of Medicine, New England, and the American Medical
Association Journal, have been unsuccessful.
.Senator DONNELL. Doctor, I am not sitting here in advocacy of
any principle opposed to the freedom of the press.
I concur with your view on that, that it is very important that
there be adequate discussion on both sides, and I would like to state
in the record that in my mind the proponents of this bill, regardless
of how other persons may regard it, have performed a valuable service in bringing this problem to the attention of the country ?
I think there is quite a marked difference of opinion in this committee as regards the bill, but I am free to state that.
You do realize, however, as you have said, there are some notable
exceptions to this policy of nonfreedom of the medical press, and you
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advocate greater extension of the freedom of the press in medical publications; that is correct, is it not?
Dr. FROTHINGHAM. The most largely read journal is certainly not
one of the notable exceptions.
Senator DONNELL. I see.

I am not informed as to that, and I do

not undertake to express an opinion on whether or not that publication has been guilty of lack of freedom toward those taking contrary
positions to those advocated by the Journal.
Doctor, I appreciate your courtesy and the testimony and thank
you for what you have said.
Dr. FROTHINGHAM. Thank you, sir.
The CHAIRMAN. Doctor, I also wish to express my appreciation of

your appearance here this morning, and the aid you are giving our
committee in studying this problem.
Thank you.
(Subsequently the following statement was received from Dr.
Frothingham:)
COMMENTS ON PUBLICATIONS OF THE NATIONAL PHYSICIANS' COMMITTEE FOR THE
EXTENSION OF MEDICAL SERVICE AS REQUESTED BY THE COMMITTEE ON EDUCATION

AND LABOR OF THE UNITED STATES SENATE ON JUNE 26, 1946

(By Channing Frothingham, M. D., chairman, Committee for the Nation's

Health)
In compliance with the request of the Senate Committee on Education and

Labor I submit the following analysis of literature distributed by the National
Physicians' Committee for the Extension of Medical Service.
It should be recalled from the record that the committee requested this analysis
because I was unable to make quotations from this literature while being questioned by Senator Donnell during hearings on the Wagner-Murray-Dingell bill
(S. 1606) on June 26, 1946. Since none of the literature was available in the
committee room.at the time, the Senator asked a representative of the National
Physicians' Committee who was then present to send me all of the committee's
literature. The gentleman said he would. I was then asked to prepare a statement for the records of the hearing.
Some weeks later I received from the National Physicians' Committee 3
reprints of articles published originally in the Journal of the American Medical
Association, 8 reprints of articles in various other journals, magazines, or
newspapers, not signed by the National Physicians' Committee, and 23 articles
originating in the committee or published originally in other media, imprinted
with the information that they were distributed by the National Physicians' Committee. I do not know whether these selections were chosen at random or with
the design to omit those that might disclose more of the misrepresentations which
I asserted at the hearings are characteristic of the publications issued by the
National Physicians' Committee. I am quite certain the selection did not contain all of the committee's publications.
Although some of the material was not dated, it apparently covered the period
from 1940 to 1946. The committee was established in 1939. Except for one
article there were no copies of publications during 1940 and 1941 among those
sent to me.
These publications put out by the National Physicians' Committee are inaccurate. They distort fact They create a wholly false impression in the minds
of readers.
Before citing specific instances of falsehoods, misstatements, and distortions
of the truth, I wish to point out for the sake of this record that the National
Physicians' Committee has the full endorsement of and cooperates with the
American Medical Association.
Morris Fishbein, M. D., editor of the Journal of the American Medical Association, in an article entitled "The Public Relations of American Medicine," which
appeared in the February 23, 1946, issue of the Journal of the American Medical
Association stated:
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"The National Physicians' Committee has been the most effective of all organizations striving to mold public and legislative opinion in the field of medical care.
Its efforts have been repeatedly endorsed by the house of delegates of the
American Medical Association. * * * The medical profession owes a debt
of gratitude to the distinguished physicians who serve as the directing board
of the National Physicians' Committee and to the staff who carry out so effectively the policies that this board establishes."
The National Physicians' Committee, discussing its relationship with the
AMA in its pamphlet entitled "The Function of the National Physicians' Committee" admits that though claiming to be an independent organization it is
beholden to the AMA for guidance, as evidenced by the following quoted from
the leaflet just mentioned:
"The National Physicians' Committee is an independent organization of
physicians. Its planning and operations are performed within the framework
of the policy findings and the decisions of the AMA house of delegates.
Since virtually all printed matter distributed, by the National Physicians'
Committee repeats and expands upon the same falsehoods, misstatements, and
distortions of the truth, I shall confine my analysis to two recent small leaflets
distributed by the committee, which, I am given to understand have been distributed to many millions of people. These two leaflets deal exclusively with
Title II, Prepaid Personal Health Service Benefits, of S. 1606, which is referred
to as "political medicine." In effect they are summaries of all the inaccuracies
used by the committee to assail the bill.
In order to substantiate my charge that these statements are inaccurate,
false, and deliberately misleading, I will refute the statements appearing in these
two leaflets by quoting from an analysis of S. 1606 prepared by the Bureau of
Legal Medicine and Legislation of the American Medical Association, which
appeared in the Journal of the American Medical Association issue of December
1, 1945, pages 963 to 968 [throughout italics are mine].
NPC PAMPHLLr

ENTITLED "$4,000,000,000 OF POLITICAL MEDICINE YEARLY IN THE
UNITED STATES"

Misstatement No. 1: "The doctor would have little if any interest in the
patient who is compelled to visit him."
Misstatement No. 2: "It means that sick people must depend upon a doctor
who cannot have a personal interest in patients who come to him because they
are compelled to do so."
Misstatement No. 3: "It means that sick people must depend on a doctor that
has been assigned by a political bureaucrat."
The Journal of the American Medical Association for December 1, 1945, page
966, gives the lie to these statements in its analysis of S. 1606 by showing that
"Selection of Physicians: Acceptance of Patients" under this bill would be
as follows:
"SELEIYON OF PHYSICIANS:

ACCEPTANCE OF PATIENTS

"Likewise a beneficiary may select any practitioner appearing on a panel to
treat him subject to the consent of the practitioner or the group of practitioners,
as the case may be. This freedom of choice of practitioner is conditioned, however, on the right of the Surgeon General, 'in order to maintain high standards in
the quality of services furnished as medical or dental benefit,' to prescribe maximum limits to the number of potential beneficiaries for whom a practitioner or
group of practitioners may undertake to furnish services, and such limits may be
nationally uniform or way be adapted to take account of 'relevant factors.' "
Reduced to simple language, the Journal of the American Medical Association
analysis refutes the three falsehoods above by showing that:
(1) A patient may select any doctor.
(2) Doctors are free to accept or reject patients.
(3) There is freedom of choice and doctors are not assigned by political
bureaucrats.
Misstatement No. 4: "The bill proposes placing in the hands of one man the
power and the authority to hire doctors, specialists, etc."
Misstatement No. 5: "The doctor would have to adopt methods and prescribe the
treatments and methods determined by his superiors."
Misstatement No. 6: "It means that sick people must depend upon a doctor
who since his job is political tay be more interested in appeasing or pleasing his
political bosses than he is in curing his patient."
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Misstatement No. 7: "Sick people must depend on a doctor who is paid by the
Government and presumably working 8 hours per day. Emergency sickness must
wait until the doctor is on the job."

The Journal of the American Medical Association for December 1, 1945, page
966, gives the lie to these statements in its analysis of S. 1606 by showing that
"Payments for the Services of Practitioners" under the bill would be as follows:
"PAYMENTS FOR THE

ISEVICES OF PRACTITIONERS"

"Payments to general medical and family practitioners or to general dental
practitioners may be made (1) on the basis of fees for services rendered, according to a fee schedule, (2) on a per capita basis, the amount being according to
the number of individuals entitled to benefits who are on the practitioner's list,
(3) on a salary basis, full time or part time, or (4) on a combination or modification of these bases, as the Surgeon General may approve. The method of
payment will apparently be determined in each local area as the majority of the
general medical and family practitioners or of the general dental practitioners,
respectively, may elect."
Reduced to simple language, the Journal of the American Medical Association
analysis refutes the four falsehoods above by showing that:
(1) Doctors are not hired by one man, but they themselves determine how
they wish to be paid for services.
(2) Doctors have no medical superiors and they continue to carry on general
practice as heretofore.
(3) They are not political appointees and do not have political bosses.
(4) Doctors are paid for all services rendered, including emergency services,
and not according to the number of hours of work.
PC PAMPHLET ENTITLED : "POLITICAL MEDICINE"

This leaflet, besides containing most of the falsehoods analyzed above, also
contains the following misstatement:
"The Surgeon General would be authorized to determine what
hospitals or
clinics may provide service for patients and under what conditions."
The Journal of the American Medical Association analysis, December 1, 1945,
page 966, refutes this falsehood by stating:
"The Surgeon General shall exercise no supervision or control over
a participating hospital unless it is owned or leased and operated by the United
States."
This leaflet Political Medicine goes far beyond mere use of misstatement
of
fact as a means of propagandizing. It employes methods which can only
be
described as scurrilous. It's distortion of factQ is unconscionable. This. leaflet
states:
'Under Hitler Germany had a similar system. It was not so comprehensive.
What happened?
'Shortly after VE-day, Col. Edward D. Churchill, Allied Mediterranean forces
surgical consultant, toured six German military hospital areas and reported
his
findings to American correspondents. His over-all conclusion was that-German
handling qf wounded was about 20 years behind the American procedure. By
and large German doctors were victims of an apathy and a lack
of ambition which
would enrage a typical American doctor."
Physicians who will totally disregard historical facts in order to attribute
Germany's more than one-half century old system of health insurance to
are not worthy of the name. Hitler destroyed the system founded in Hitler
1883 by
purging the medical profession in Germany of its best brains. Any average
citizen can readily understand why Nazi military medical service
dropped to
the low state described by Colonel Churchill. Yet this committee,
which describes
itself as part of the medical profession, shamelessly use a "smear"
technique to
mislead the American people. It goes on to say:
"In Nazi philosophy, your race and politics mattered far more than
your
brains and talents. Without doubt a similar condition would
develop
here
under
a system of politically distributed medical care."
After making this totally unwarranted prediction, the leaflet
Political distribution of medical care would entail making concludes:
a public record of
the characteristics and the most intimate and sacred personal relationships
of
each and every patient. The privacy of every human
would be Invaded
and violated.
It can be imagined how the informationbeing
might be used by the
curious and unscrupulous.
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This is a vicious and baseless lie. I defy anyone to find a single clause in
S. 1606 on which this amazing invention can be based. This completely unwarranted, unprofessional, and diabolical appeal to the fear instinct is the work
of the National Physicians' Committee, to whom, according to the editor of the
Journal of the American Medical Association, the medical profession owes a debt
of gratitude."
As a member of the medical profession it is with reluctance that this indictment of its spokesmen is respectfully submitted.

The CHAIRMAN. The next witness will be Mr. Ferard Swope.

You may be seated if you wish, Mr. Swope, and of course, we are
all well acquainted with you, but we would like to have you state for
the record the organization that you represent here, and anything alse
concerning your background.
STATEMENT OF GERARD SWOPE, HONORARY VICE CHAIRMAN,
COMMITTEE FOR THE NATION'S HEALTH
Mr. SWOPE. I am a member of the Committee for the Nation's

Health. That is the only body I represent here.

The CHAmIMAN. You are also a former president of the General

Electric Co.?
Mr. SWOPE. Yes, sir; but I do not represent them here.
The CHAIRMAN. No.

You do not represent them here. You, of

course, are a member of other organizations in the country, well-known
organizations in the country, and take an active part in public life?
Mr. SwoPE. Not a very active part any more.
I have retired, as I say in my statement.

The CHAIMAN. But you are interested in these problems so im-

portant to the welfare of the Nation?

Mr. SwoPE. Very important, and I am very much interested.
The C IARMAN. You have a prepared statement?
Mr. SWOPE. A very short one.

The CHAm
umw. You may proceed.
Mr. SWOPE. In accordance with your request I appear before your
committee on the matter of the national health program S. 1606. I
have read the bill, but I have not studied it carefully. I told you in
my answer to your request that I am no longer president of the General
Electric Co., and have retired from business and I suggested that
possibly you might find someone to testify who is now actively connected with commerce and industry.
EARLY INTEREST IN SOCIAL SECURITY

I have long been interested in the matter of social security.

As

far back as 1907 I worked on a plan for providing old-age pension
and death benefits for people in industry which was put in effect
and is still operating. In 1925 I urged the employees of the General
Electric Co. to provide for the dark days of unemployment sure to
come, but the employees and many more then felt the time would
never come when there would be unemployment again. But in 1930,

when unemployment began and the signs became clear and unmistakable to all, I again'presented a plan for unemployment insurance.
This provided that contributions should be made equally by the company and the employees, and for joint participation in the administration of the plan. In some of the plants the plan was adopted by a
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vote as high as 100.percent, averaging 77 percent in all the works, and
there were over 37,000 participants. Uiider the plan and in the years
before social security was in effect, over seven and a half million dollars
was raised in this way and expended to ameliorate the hardships of
unemployment.
Since 1902, at various works of the company, a mutual benefit association, supported by the employees, in which the company cooperates,
exists which provides cash benefits for illness of the employees, hospitalization, and a small amount at death, and in more recent years
these benefits have been extended to members of the employees family.
Early in 1934 at the request of President Rosevelt I outlined a
plan where every man, woman, and child in the United States, not
only in business and industry but in agricultural, educational, philanthropic, and domestic services, should be covered against the many
hazards which confront every human being. Invalidity, and disability by accident, unemployment, old-age and life insurance, all to
be on a contributory basis from the individual and from the employer.
The funds to be invested in Government bonds and the plan administered by a central Federal organization. At the President's request
and appointment, I was a member of the first Committee on Economic
Security in the fall of 1934, when the original bill on Federal social
security was drafted.
This is posibly enough to show my interest in the planning and
practice of these matters.
ADVANTAGES OF HEALTH INSURANCE

I think the hazards to health of the large number of people of the
United States is an insurable risk. Some individuals "and families.
because of their background and environment, have a great deal of
sickness while others have much less, but there is no telling when an
individual or a family will need medical care. Undoubteaely to some
extent, everyone will eventually. Health insurance should become as
firmly established as life insurance, which, based on scientific, actuarial
study, provides coverage for millions of people.
As every individual or family faces a possible need for medical care
it seems clear to me that the wise and desirable way to meet this expense is for all to pay a modest premium regularly rather than a sum
often very difficult to meet when illness comes.
From the standpoint of the employer, he is interested in his employees being in good health and strength to do the best work of which
they are capable. He is also interested in seeing that the employee is
free from communicable diseases, and free from as much worry as
possible in regard to the health and medical care of his immediate
family.

The community is interested in seeing that everyone receives adequate medical care, especially in large cities where people live in close
contact and mingle closely together in crowds on streets and transportation systems.
The Farm Security Administration program has a provision for
medical care for some farm families, but in many of our'rural sections,
the people cannot now obtain adequate service. In'some countries such
provision for medical care has been a fundamental part of the socialqt
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security program, but such has not been the case with us in the United
States, except for special classes of activities and industries. Rather
than make these provisions for particular trades or classes, it would
seem fairer and more desirable to have these provisions for all, especially as the burden is borne in part at least by the community in
general.
In brief, I believe that this coverage of medical care for everyone
in the United States should be provided which will round out the
program of social security. Then all will be protected, and all will
pay into the fund for this protection-the individual the employer
and the Government-so no longer will it be true that millions of
citizens are excluded from the benefits of a comprehensive socialsecurity system which directly or indirectly they are taxed to maintain.
The CHAIMAN. I note, Mr. Swope, that you have been interested
in these problems for many years.
Your feeling is that a program such as this would contribute not
only to the health and welfare of the people but also to the prosperity
of the Nation ?
Mr. SWOPE. Certainly.
The CHAIRMAN. It would overcome some of these problems like

absenteeism ?
Mr. SWOPE. Quite right.
The CHAIRMAN. Which has a very serious effect upon business and

industry
Mr. SwoPE. Yes.
The CHAIRMAN. And you feel that a broad system of health insurance which would cover the Nation would be much superior to these
special private societies which only cover groups, and which of course,
because of their inadequate coverage, are more expensive?
Mr. SWOPE. I think it is not only better, but I think it is fairer
and more just, because some of the people in the United States help
to support those plans indirectly.
The CHAIRMAN. Of course, I am going to ask you, Mr. Swope, to go
into the details of this very extensive bill we have here. I assume
that'you would be willing to leave that to Senator Donnell and myself
and the other legislative experts here, to work out a bill which would
bring about a program such as you think the Nation should have?
Mr. SWOPE. Entirely.
The CHAIRMAN. Thank you very much.
Senator DONNELL. Mr. Swope, you have not actually studied this
bill carefully
Mr. SWOPE. I have read through the bill. As I said, I have not
studied it carefully.
Senator DONNELL. YOU very frankly say in your statement:
I have read the bill but I have not studied it carefully.

Mr. SwoPE. That is right.

Senator DONNELL. Mr. Swope, you are a member of the Committee

for the Nation's Health, and an honorary vice chairman of it, are
you
Mr. SwoPr. Yes, sir.
Senator DONNELL. Have you been active in thb work of that committee?
Mr. SWOPE. Xot very active.
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I believe in its principle and I have subscribed to its efforts in supporting President Truman's bill.
Senator DONNELL. Do you mind telling us who it was convinced

you to be an honorary vice chairman of that committee?
Mr. SWOPE. No; but I know a number of the members of that com-

mittee.
Mrs. Lasker, Dr. Davis, of course.
Senator DONNELL. Dr. Michael Davis?
Mr. SwoPE. Dr. Michael Davis and a good many others.

While you were asking Dr. Frothingham I looked over there and
I know about 30 members.
Senator DONNELL. When did you become an honorary vice chair-

man of the Committee for the Nation's Health?
Mr. SwoPE. Shortly after the President issued his message to Con-

gress last fall.
Senator DONNELL. Last fall
Mr. SwoPE. Yes, sir.

Senator DONNELL. And you do not recall who invited you to become vice chairman?
Mr. SWOPE. No; I db not recall specifically.
Senator DONNELL. Do you recall who it was invited you to attend

the first meeting you attended ?
Mr. SWOPE. suppose the secretary of the committee.
Senator DONNELL. Do you remember who invited you to become

a member of the committee?
Mr. SWOPE. I should think that it may have been Mrs. Lasker.
Senator DONNELL. Mrs. Lasker?
Mr. SwoPE. She is a fellow trustee with me on the Hospital Insurance Plan of the city of New York and very much interested in this.
Senator DONNELL. Yes, sir.

Mr. Swope, the statement you have read today, was there any collaboration between you and anyone else in the preparation of that
statement?
Mr. SWOPE. No. No one saw it until this morning.
Senator DONNELL. What is that
Mr. SWOPE. No one other than myself had seen it until this morning.
Senator DONNELL. Yes, sir.
Mr. Swope, I think that is all.
The CHAIRMAN. Thank you. We are obligated to you for coming

here, Mr. Swope.
Senator DONNELL. Thank you, Mr. Swope.
The CHAIRMAN. Mr. Davis.

Senator DONNELL. Oh, Mr. Swope, may I ask you one further ques-

tion before you leave us.
Which Lasker family is that?
Mr. SwoPE. Mrs. Mary Lasker is the wife of Albert Lasker, is she

not

He was on President Harding's-

The CHAIRMAN. Mr. Albert Lasker

Senator DONNELL. Mr. Albert D. Lasker. That is the wife of Mr.

Lasker ?

Mr. SwoPr. That is the wife of Mr. Lasker.
Senator DONNELL. Do you know whether or not the contributions
toward the expenditures of the Committee for the Nation's Health
include contributions from the Lasker family
85907--46--pt. 5-12

2686

NATIONAL HEALTH PROGRAM

Mr. SwoPE. I do not know.
Senator DONNELL. You are not informed as to the sources of the

financial income of that committee or of the various committees interested in the advocacy of S. 1606
Mr. SwoPE. I know I have said I would be willing to subscribe to it,

because I believe in it, and I imagine Mrs. Lasker has, but I do not
know.

Senator DONNELL. I see.

Thank you, sir. All right.
The CHAIRMAN. NOW, Dr. Davis, you may state your full name, your
official position with the Committee for the Nation's Health, and I
would also ask you to give us a statement of your background and your
education, and so forth.
STATEMENT OF MICHAEL M. DAVIS, PH. D., CHAIRMAN, EXECUTIVE COMMITTEE OF THE BOARD OF DIRECTORS OF THE
COMMITTEE FOR THE NATION'S HEALTH

Dr. DAvis. My name, Senator, is Michael M. Davis.

I am chair-

man of the executive committee of the board df directors of the Committee for the Nation's Health.
As to my personal background, I was born in New York City, educated in its schools. I went to Columbia University, and received
there the bachelor's degree and the degree of doctor of philosophy.
I have been engaged as an administrator or organizer in the medical
field throughout almost all of my working life. First, as an administrator, leading into private practice as a hospital consultant.
The CHAIRMAN. You are not a physician, yourself ?

Dr. DAvIS. I am not a physician.

I was an officer for a number of

years of the Julius Rosenwald Fund in Chicago.

I was director of

their medical services department.
The CHAIRMAN. What was the purpose and object of that?
Dr. DAVIs. The Julius Rosenwald Fund is a general philanthropic

foundation set up at the time it was organized by Mr. Julius Rosenwald. It founded a department of medical services, which was concerned with two things: the promotion and desirable experimentation
in medical practice, especially the development of good clinics, to
demonstrate the value of clinical service, and we were also concerned
with improvement of Negro health, in order to parallel the work of
the fund in the South in the Negro schools.
In 1937 I left the fund and came to New York where I helped to
organize the Committee on Research in Medical Economics, of which
I was and am chairman.
For the last few years, I have been a free-lancer, and during the
recent months have given a large part of my time to the organization
of the Committee for the Nation's Health.
The CHAIRMAN. Well, all during your life you have been deeply

interested in these social problems, and particularly in the problem of
extending medical care and making medical care more available to
the masses of the people?
Dr. DAVIS. Yes, sir. I entered medical work as an administrator

of a large clinic in Boston, and was there clearly impressed from the
beginning with the inadequacies of medical care among people of

j
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small incomes. I became interested in that and have maintained that
interestuntil the present time.
The CHAIRMAN. You have a prepared statement?

Dr. DAvis.. I have a prepared statement.
Do you wish me to proceed ?
The CHAIRMAN. You may proceed.

Dr. DAVIS. I should like to start by referring to the fact that the

Committee for the Nation's Health supports a broad health program,
such as the President recommended.
Though my testimony here will deal almost entirely with title II
of the bill, the health-insurance title, since as very much testimony
before you has made evident, there is substantial agreement expressed
regarding the provisions of title I of the bill. Those provisions are
certainly very important, contributing to the extension of preventive
services, maternal and child health, and the care of needy persons.
I think I might also refer to the fact that the American Medical
'Association has mentioned good housing, nutrition, and full employment as important to the national health. We all agree to that, but
that is not an issue. Those points are not in-question before this
committee at this time.
My statement, as I have intimated, will deal chiefly with title II
of this bill, the health-insurance title.
AREA OF AGREEMENT BETWEEN PROPONENTS AND OPPONENTS OF 8. 1606

I have heard some and read a good deal more of the testimony
offered at those hearings and I am impressed among other points at
the greatly widened area of agreement between proponents and opponents of this legislation, even as to the health insurance title. This
range of agreement is particularly noticeable in comparison with the

hearins held by this committee of the Senate on Senator Wagner's
health ill in 1939.
I would list seven major points which seem to me there was substantial agreement on among both proponents and opponents of
S. 1606.
1. It is generally admitted that a substantial proportion of our

people do not obtain sufficient medical care.

The CHAIRMAN. Was that not conceded back in 1939
Dr. DAVIS. I should say not. My recollection, and I have checked

it recently by looking over the testimony, there was a substantial
amount of testimony m 1938, in the National Health Conference, and
for the hearing in 1939, questioning the need.
The CHAIRMAN. Of any program of this kind.

In other words,

the American Medical Association, at that time, and representatives
were contending that there was really no need ?

Dr. DAVIS. I should not say no need, but the need was much less

great than it is now generally accepted today. That, of course, is a
question of degree.
The CHAIRMAN. Proceed.
Dr. DavIS. 2. It- is agreed thAt sickness bills constitute an unpre-

dictable risk which, except among the well-to-do, cannot be met by
the individual family for itself. A report by the American Medical
Association in 1940 is to the effect that families with incomes up to
$3,000 a year--the great majority of our population-find difficulty
m meeting some of their sickness bills.
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The third point follows from the second:
3. The principle of insurance applied to sickness costs is accepted.
Thirteen years ago the American Medical Association condemned a
nationally proposed voluntary health insurance program as "socialism
and communism." Now the association includes health insurance in
its own official program. Then as now the association demands that
such insurance be under "professional control."
4. It is agreed that along with insurance, public funds from gen eral taxation must be more extensively employed for certain medical
purposes as well as for certain groups of the population.
5. It is agreed that national action is necessary to meet the needs.
Reliance on only local and State action is no longer advocated. The
introduction of S. 2143, the Taft-Smith-Ball bill, as a so-called substitute for S. 1606, is evidence that leaders of both political parties favor
national action.
6. It is agreed that there must be decentralized administration and,

substantial local responsibility in any system of medical care.
7. It is agreed that any plan must provide for the free choice of
doctor; for the maintenance of a personal professional relationship
between doctor and patient; for professional freedom for doctors; and
for the continuance of voluntary hospitals, voluntary health agencies
and voluntary health insurance plans.
On these points the issues have now become questions of "how"
or "how much" rather than of objectives. Thus there is a substantial gain. For while there can be mud-slinging about methods, we
are now measurably nearer to the point when differences can be
adjusted on the basis of reason and experience.
I would like to mention seven points of "how" and "how much"
it seemed to me are the issues that lie before us, and my discussion
will deal with these seven points.
These chief points are:

1. Who is a national health program for-all the people, or just

the poor ?

2. What is a national health program for-paying doctors' and

hospital bills, or assuring good medical service
3. Will voluntary health insurance plans unaided by Government
meet the needs

4. How much should voluntary health insurance plans be aided

by Government ?
5. Should voluntary plans be made the administrative agencies of
a public plan I
6. Who should pay the costs of the health program and how much?
7. How shall we obtain decentralized administration and local
responsibility under a national system I
WHO IS A NATIONAL HEALTH PROGRAM FOR ?

The Taft-Smith-Ball bill (S. 2143) is based on the assumption that
a health program should be for people who cannot pay their sickness
bills and who will, therefore, receive public medical charity.
A mass of facts are available to show that the greatest need is
among the big middle group of the population-self-supporting, selfrespecting families who do not want charity. Among these people
there are the occasional financial crises when a long illness or a major
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surgical operation brings heavy bills. For every one of those financial
catastrophes of sickness, however, there are 10 cases of other illness in
many of which people get insufficient or poor medical service because
they put off going to a doctor through fear of c6sts, or because they
do not get laboratory tests, X-rays, or consultations because these
cost too much, even though the doctor knows they are needed for
good diagnosis or treatment.
Through a system of Federal grants to States, S. 2143 proposes an
extended program of "poor man's medicine" by means 'of which some
people would receive aid, providing they pass a means test or, if State
or local governments should require it, take a pauper's oath. All
"families and individuals having insufficient income to pay the whole
cost" of individual medical and dental services or of membership in
voluntary plans would become the objects of this system of medical
relief. The cash resources, the savings bonds and the family ties of
such families and individuals would apparently have to be subjected
to the probing of investigators whose job it would be to determine
"need." The system would extend into the schools of this country and
require children to be divided according to the financial status of their
families.
Thus, the bill proposes that a national problem affecting the vast
majority of self-supporting families should be met through an
obnoxious system of public charity.
As an illustration: In California, a State plan is in process of being
worked out by some insurance companies with representatives of the
California Medical Association. The financial grading of this plan
is described thus:
Each insured person or family will be investigated as to his income status.
He will then be given an identification card of different color according to his
income classification and the kinds of medical service to which he is entitled
under this insurance.

Would it add wholesome color to the American scene, to have most
of our wage earners and their children going around with their differently tinted cards
This charity principle has practical as well as moral objections:
It would result in high administrative costs and endless red tape.
Every case receiving aid would have to be investigated, including individual hospital cases, prospective members of voluntary plans, and
children needing medical or dental care after receiving free axomination which the bill provides for. When the head of a family lost
his job and his income level went down, or when he got a better job
and it went up, he should be reinvestigated. Such a system of financial investigation is costly and cumbersome. Also it is hateful to
most American families.
It might be said that only 1 person in 12 or 1 family in 5 has a hospital case or other severe illness in an average year. Yes, but at least
80 percent of all families face the risk of such a disastrously expensive
illness ever year, and they would therefore face the risk of being
investigate and graded and carded, if they were to get help under
the Taft-Smith-Ball bill. Actually, over a period of a few years the
majority of all families would either have to get.their colored cards
or else meet their sickness,bills without help under the proposed bill.
And would not those colored cards be popular ?
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There would be indeed one simple way of avoiding both unpopularity and expense if the Taft-Smith-Ball bill were m effect. The
State and local governments would set the income limits and other
standards for eligibility without any national standards to interfere.
The Taft-Smith-Ball program woud not have to aid many and would
not cost much in those States anTflocalities that set their standards
low, following the policy which an old town welfare officer reported
to me with quavering note of pride in his voice some years ago:
"Everybody in'this township knows that you have to be awful poor and
mighty sick before I'll O. K. any medical relief."
The Committee for the Nation's Health has prepared and circulated
a fuller statement of the disadvantages of S. 2143, which I should be
glad to include as part of this record if you wish.
The CHAIRMAN. It may be included.
(The statement referred to is as follows:)
COMMENTS ON TAFT HEALTH BILL (8. 2143)
NO SUBSTITUTE FOR S. 1606, THE WAGNER-MURRAY-DINGELL

BILL

In the face of the steadily increasing demand for national action to fully meet
the Nation's health problems, Senator Taft and his associates have thrown into
the arena of public debate a sop under the guise of a "substitute" measure.
Senators Taft, Smith, and Ball stated, in introducing S. 2143, that it is "intended
entirely to replace" S. 1606, the National Health Program embodied in the WagnerMurray-Dingell bill. The introduction of this measure has interjected a series of
fundamental questions.
Health insurance versus public charity

Through a system of Federal grants to States, S. 2043 proposes an extended
program of "poor man's medicine" by means of which some people, providing they
pass a means test or possibly take the pauper's oath, would receive aid. All
"families and individuals having insufficient income to pay the whole cost" of individual medical and dental services or of membership in voluntary plans would
become the objects of this system of medical relief. The cash resources, the
savings bonds, and the family ties of such families and individuals would apparently be subjected to the probing of investigators whose job it would be to determine "need."
The system would extend into the schools of this country and require children
to be divided according to the financial status of their families.
Thus, the bill proposes that a national problem affecting the vast majority of
self-supporting families be met through a system of public charity.
In contrast, health insurance under S. 1606 would entitle practically every
American family to medical care as a right, when they need it, in return for contributions made while they were well. This is an extension of the social-security
principle which has already been accepted by the American people to replace the
antiquated poor law system which the Taft bill so closely resembles.
No amendment to S. 2143 could possibly alter the basic principle on which the
Taft proposal rests. It is inconceivable that a proposal based on the principle of
public charity will be accepted by the American people as a substitute for the right
to health security.
Guaranteed benefits for all versus to whom and what the State chooses to gire

While the stated purpose of S. 2143 is to cover all persons unable to meet the
full costs of care, Senator Taft estimates that his bill would include only 20 to 25
percent of the population. Indeed, if the purposes of S. 2143 were to be carried out,
at least 60 to 80 percent of families would be covered, the proportion of families
that earn less than $3,000 and the income level below which the AMA itself estimates families need assistance in meeting the costs of medical care.
Actually, the Taft bill does not provide for covering any specific portion of the
population. State participation is optional and it rests with the participating
States and their localities to determine who is needy and therefore entitled to
aid under this bill.
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Participation of the States might easily-be discouraged by the proposed method
of allocating funds. Although the Federal contribution would be greater to States
with lower per capita income, the formula requires each State to put up at least
$2 for every one Federal dollar. New York, for example, would get about $1
per person in Federal money; Mississippi about $2; but New York would have to
put up in State funds only about $2 per capita, while Mississippi would be
required to pay about $4.
Those determined to be "needy" under S. 2143 would be offered only very limited
benefits. States participating in the plan are required to provide only hospital
and professional services for hospitalized cases. Care by a physician in his office
or the patient's home would be optional with the States. This a system of emergency relief medicine. It is a system of public medicine that imposes on the
American people a double standard of medical care, one for the unfortunates and
another for those who fall outside of the classification.
From the physician's standpoint, most of the public funds would go to the
specialists. The general practitioners, the more numerous and most poorly
paid section of the medical profession, would receive little aid-would have
Voluntary plans providing complete
to continue rendering private clarity.
medical services would be neatly discouraged.
S. 1606, on the other hand, offers universal coverage comprehensive services
emphasizing preventive medicine, diagnosis and early treatment of disease
General practitioners and specialists alike would profit from guaranteed payment
for services rendered. Existing voluntary plans providing comprehensive
services and those based on sound principles of group practice would be greatly
encouraged under the provisions of S. 1606.
Public administration versus medical control

The Taft bill would place the direction of nearly all federally supported health
and medical services (except Army, Navy and veterans' services) under the control of organized medicine.
At the Federal level all health functions of existing Government agencies
would be split off and placed under a single medically directed agency. The
national councils would be dominated by professional people and would not be
required to include representatives of the public, or the consumers of health
serviqs-labor, business and agriculture.
Locally, the requirement in S. 2143 that after 1948 State health departments
shall be the administrative agencies, would generally have the effect of placing
the control in the hands of organized medicine.
Private voluntary plans could receive public funds, but no safeguards are provided for protecting the professional or financial standards of such plans.
S. 2143 would result in soaring administrative costs and endless "red tape"
since every case receiving aid would have to be investigated including individual
hospital cases, prospective members of voluntary plans and children needing
medical or dental care after receiving free examinations. Not only are such
systems of financial investigation costly and cumbersome, but they are hateful
to most American families.
S. 1606 would utilize existing Government and voluntary agencies, private
practitioners and hospitals to carry a comprehensive program to nearly all of
the people. S. 1606 would also require that the people who use medical care
participate in the determination of policy through public representation on
national and local advisory bodies. It would give assurance of high quality
care to all persons regardless of their place of residency through the establishment of national standards adjusted to State and local requirements. It would
provide safeguards not only for voluntary hospitals and insurance plans but
also for public responsibility over public payments to private agencies.

[Reprint of editorial appearing in Washington Post, May 9, 1946]
TAFT ON HEALTH

Senator Taft who characterized the Wagner-Murray-Dingell health insurance
bill as "socialistic,' has now come along, as he promised, with a substitute bill
of his own. It is unlikely to be called "socialistic" even by the American Medical
Association, which has an apparently incurable fondness for the term. But
neither can it be called by any stretch of the imagination health insurance. It is
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merely a system of relief designed to provide medical care for destitute persons.
It seems to us that Mr. Taft's proposal has three major deficiencies.
To begin with, it does not meet the real need. Paupers have always been able
to get medical care through charity. The doctors of the United States enjoy
a deservedly high reputation for generosity in donating their services to free
clinics and to indigent patients. But the real health problem of the country
lies not with the people who are penniless but with the people who are poor yet
too proud to accept charity, or else not quite poor enough to be eligible to receive
it. Mr. Taft's bill would not bring medical care to the millions of Americans
who need it yet fail to seek it because it is too'expensive.
There is a second, more serious, objection to the Taft approach. Wehave had
experience in this country with the dole and other forms of relief and we have
sought to abandon them because they are inevitably degrading to the recipients.
To tell a man that he must prove himself a pauper before he can be eligible for aid
is to rob him of every vestige of self-respect. When we adopted the Social Security
Act in 1985, we did so for the specific purpose of getting away from this ugly practice. We embraced the principle that workers should make regular contributions
out of current earnings in order to prepare against the contingencies of unemployment and old age.
The Wagner-Murray-Dingell bill proposes an extension of this principle to make
provision for illness. Through health insurance, each family would be guaranteed
income payments to meet doctors' bills and living costs during periods when the
wage earner is unable to work because of sickness. And this assistance would
have been earned by the wage-earner's own contributions. It seems to us a
thoroughly democratic procedure. What Senator Taft proposes is a return to
the dole.
Finally, the Taft proposal embraces the creation of a National Health Agency'
to include all existing Federal agencies dealing with health problems. We should
deplore such an arrangement as administratively unsound because it would
separate the health activities of the Federal Government from such related welfare activities as those carried forward by the Social Security Board, the Office of
Education and the Office of Vocational Rehabilitation. As we have said a number
of times before, we believe that the need is for an integration of all these related
Federal undertakings in a single Department of Welfare at Cabinet level.

Dr. DAVIs._ By contrast, the national health bill, S.- 1606, would assure self-respecting families medical care as a right, not as a charity.
People would earn this right because they would pay for their medical care received while they are sick, from contributions made while
they were well.
Senate 2143 carries moreover a threat to the medical profession
and the voluntary hospitals. This bill says in substance that doctors
are to be paid by public funds for all services which the patients
themselves cannot pay for. So also with the hospitals. To the
doctors that would mean three things:
First, the wiping out of all medical charity.
Second, that with all formerly free or part-free services paid for,
there would be no justification for any sliding scale of fees-except
perhaps among the wealthiest of the population. The only present justification for the sliding scale is that by tradition and in practice doctors have given some service free or at very low rates. The Taft Smith
bill would remove that justification for the sliding scale.
Third, the fee rates-as far as doctors are paid on a fee basiswould have to be fixed by a public authority, even if after negotiations with the doctors' organizations.
MEDICAL SERVICE VERStS CASH INDEMNITY

Should we have cash payments or an assurance of medical service?
Americans are insurance-minded and most Americans are proud of
the way in which we have been protected against many personal and
property hazards by private insurance companies, and recently Gov-
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ernment has done the same thing through social security insurance
and insurance for veterans. These forms of Government insurancechiefly life insurance-have stimulated, not injured, legitimate insurance business in the same line.
Now, however, we are witnessing a push by the companies which
write health and accident insurance to boost their business as a supposed substitute for public health insurance and to attack bills like
S. 1606 as threats to private enterprise.
Certain facts about the private insurance company's business in
the health field should be put into the record.
There have been exaggerated statements as to the number of persons covered by private insurance companies. An authoritative report published just after Pearl Harbor by the Health and Accident
Underwriters Conference estimated 30 million health and accident
policies in force at that time. The number of individual policyholders is not known. There is a substantial number of individuals
who hold more than one policy. However, the larger number of
these 30,000,000 policies cover only disability due to accident or disease and have nothing to do with medical, surgical, or hospital costs.
Only about eight to nine million persons, according to the most recent
estimates that I have been able to obtain, have private insurance company policies, covering some hospitalization costs. About 6 million
have policies covering some surgical fees. Nearly all of these people
are included in the eight to nine million just named, who have some hospitalization cost covered. The total covered by these insurance policies is probably about 10,000,000 people.
Most of these hospital-surgical policies are group insurance taken
out through an employer. The worker usually loses his protection
if he changes to another employer. Generally the rates are adjusted
to the age, sex, and other elements in each group of workers which
are known to affect the amount of disability. Consequently those
groups which most need protection would have to pay the highest
rates. Self-employed persons and people in small and scattered
groups can get policies, if at all, only at high rates and with many
restrictions.
The administrative costs of this insurance are like the shell of a
hickory nut around a small kernel of benefits. On the average health
and accident insurance policies return to the policyholder in benefits
about 50 cents for each dollar he has paid in premiums. Group
policies do better, but even here the return is only 75 cents on the
dollar. In other words, the administrative costs are 25 percent in
even the most efficient form of private health insurance. This- is
inevitable because of the expense of soliciting and maintaining the
clientele. Nonprofit organizations such as the Blue Cross and governmental insurance can carry on for half or sometimes less than half this
percentage.
In 1941 all the 300 health and accident companies together paid in
benefits some $160,000,000. The total direct wage losses of workers
plus all medical costs were about $3,500,000,000. Thus these private
companies covered only about 5 percent of the potential need as measured in money. The insurance companies face the practical proposition
that you cannot sell Cadillacs by the million.
The most important limitation of private health insurance is that
benefits from insurance companies are always in cash, not in medical

2694

NATIONAL HEALTH PROGRAM

service. The policies pay fixed indemnities, which are generally small
in relation to the need. Cash indemnities are no substitute for health
insurance such as the national health program would provide.
Limited cash payments to a worker while he is ill, do not guarantee
that the worker and his family will get medical care. Food, rent,
or a kid's shoes are serious competitors for those dollars. And what
he may get toward hospitalization or surgical care does not guarantee
him against extra fees.
Senate 1606, on the other hand, would assure medical services.
There would remain a definite and probably an increasing demand,
among many people of moderate income, for supplementary insurance
which would pay them some extra cash during sickness or disability.
I believe that Senate 1606 would have an effect on the health and
accident business of legitimate private companies similar to what oldage and survivors insurance has had on private life insurance. Private insurance companies have a continuing place in the health field,
but they should know their place, and they should not be dogs in the
manger. Cash indemnities as compared with real health insurance
are like a football team and a college. Each helps the other, but football is not the equivalent of education. The bookworms who condemn the football team are "prissy." The people who talk as if a good
football team makes a good college are foolish.
VOLUNTARY HEALTH INSURANCE PLANS

To understand the situation one has to go back to the first principle
of the private insurance business: "Insurance is not bought. It has to
be sold." Getting membership for a voluntary health insurance plan
is hard work, and it gets harder after you move beyond the relatively
well-paid and good-sized employed groups to which it is comparatively easy and economical to sell.
Take the hospitalization plans-the Blue Cross. It is wonderful.
Twenty million members in only 12 years. There are about 21%
millions at this time.
Senator DONNELL. Might I interrupt?

I am wondering about the sense in which Dr. Davis is using the
statement, "It is wonderful," with respect to the Blue Cross. Is that
intended to be complimentary to it or is that satire you are using?
Dr. DAyrs. No; seriously Senator, I have been associated with the
Blue Cross plan from the beginning. I think it has been a wonderful
development. I am quite sincere.
Senator DONNELL. That is all right.
Dr. DAVIS. There are limitations, but I regard it as a very important

development.

Senator DONNELL. I just wanted to know whether or not that was

intended rhetorical satire or whether it was meant literally, as the
language is. You have answered the question. Thank you.
Dr. DAVIS. Blue Cross is nonprofit, respected, paying over 100 millions last year to the hospitals. To cover one-seventh of the population with insurance for hospital service is an impressive record, but
what about the other six-sevenths? How, and how soon, will they
be covered? The Blue Cross coverage is very uneven among the
States. Ten States have over 20 percent of their population enrolled
in Blue Cross plans, but 29 States have less than 10 percent, and 17
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Less than 5 percent. In Ielaware and Rhode Island 40 percent or a
little more of the people are Blue Cross members. From those tiny
States I jump to Texas, which has barely 2 percent. Since there
cannot be anything wrong with Texas, I have to wonder what is
wrong with the Blue Cross.
There may be'a little satire here, Senator.
Senator DONNELL. Just as long as you do not get Missouri in it
will be all right.
Dr. DAVIS. I have jumped to Texas because Rhode Island always

suggests Texas by contrast.
The truth is that the Blue Cross pattern fits urban, relatively prosperous, industrial sections well enough to reach in some cases enrollments of half or more than half the population. But it is the second
half that is the hardest.
There is but scanty information about the levels of income among
Blue Cross members. In Rochester, N. Y., however, a reliable study
was published in 1941. In Rochester half of the population are Blue
Crossers. Among the upper-income groups at the time of this study
nearly 3 out of every 4 persons were members in the middle half, not
quite 50 percent had joined; in the lowest, only 1 in 6 were members.
Senator DONNELL. Pardon me. That is back in 1941?
Dr. DAVIs. Yes. That is practically the only study available about

the economic status of the Blue Cross members. There are one or
two other bits of information that tend in the same direction, Senator.
The flat rate fee charged by Blue Cross and other voluntary plans
increases sales resistance as you go down in the income scale.
How far will the Blue Cross plans get without Government aid?
I do not need to answer that question because the Blue Cross leaders
have answered it themselves. Their recently announced program calls
for abandoning the principle of voluntary insurance just where voluntary going gets tough. Let the Government, they ask, apply compulsion to taxpayers to pay for hospital service for the indigent (via Blue
Cross treasuries). Let the Government also apply compulsion to taxpayers to pay (via Blue Cross treasuries) the difference between the
Blue Cross charges and.what will be spent by self-supporting people
of small income. So that it is not unanimous that voluntary insurance
would cover the population even for hospital care. I will come back
to this point after I have touched on the medical-care plans.
It is noteworthy that when the recipients of medical care control or
largely influence an insurance plan, the plan generally offers complete
medical services, not merely surgical and hospital care. There are
over 160 such plans in the United States, many with their own staffs of
doctors. It is too bad that the AMA and State and county medical
societies have such a long record of opposition and obstruction to many
of these plans. Who has a better right to start and to run health
insurance plans than the workers or farmers wo want the service and
are going to pay its costs ?
I will now review some of the medical society plans in different
categories.
There are 11 State-wide medical-society plans which have been in
operation long enough to make some judgment about their growth and
trends. These 11 States include some of the most favorable States for
such plans because of their degree of wealth and industrialization, for
example: California, New York, Pennsylvania, New Jersey, Massa-
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chusetts. Yet these plans show pitifully small growth.

In six of

these States (California, New York, Pennsylvania, Michigan, North
Carolina, and West Virginia) the plans got under way as early as
1939 or 1940. With the exception of Michigan, however none of these
plans has enrolled as much as 6 percent of their State's population;
most of them less than 3 percent. In Michigan the plan covers 1 in 6
of the population, or did until the recent drop in employment, but this
growth is due largely to the cooperation of the United Automobile
Workers. As you heard recently from the testimony of one of its
officers, this union takes the medical -society plan only as .a stopgap,
criticizes it severely, and strongly supports Senate 1606.
Moreover, the trend of these medical-society plans has been to
restrict instead of to expand their services. Their governing bodies
would not impose the necessary controls over their participating physicians and members to prevent abuses, and, therefore, all of them have
restricted their scope, usually to surgery and obstetrics for hospital

cases only.
Another group of medical society plans have been designed during
the last 2 years, and a few gotten under way, impelled mostly by fear
of the national health program. We cannot judge these by their accomplishments. They have not had time. We can judge them only
by their intentions.
Twelve such States have very lately started to put plans into operation. What kind of plans? Nearly all of them offer only cash indemnities, not medical services. Some offer the indemnities via the Blue
.Cross. Three States-Wisconsin, Indiana, and Illinois-will offer
indemnities through arrangements with insurance companies. In
Wisconsin the State medical society is in conflict with its county
society in Milwaukee because the latter has a small service plan in
operation. The State society's own plan would, in substance, merely
lend medical prestige to some insurance companies for the sale of
hospitalization and surgical policies. This is perfectly legitimate,
but what does it amount to as a health service for the people?
Sixteen to twenty States and the District of Columbia are in the
study stage only. Their State medical societies have committees at
work. A few have recently adopted their committee report. A few
have gotten their State legislatures to pass enabling acts or have recommended that such acts be passed.
Two States stand out by themselves: Washington and Oregon. You
have heard from others how health insurance in these two States grew
up by necessity in pioneer days in lumber camps and along railroad
lines; how the workmen's compensation laws in these States encouraged a tie-up of the medical services for accidents with general
medical care for the same employees; how in recent years the medical
societies took over a good deal of control.
Now in Oregon about*10 percent of the people are covered, but the
medical society will enroll employed persons only, from employed
groups of six or more. Family members are excluded, except on a
limited basis in some counties of Oregon. Self-employed and other
persons who cannot meet the group requirements are kept out also.
The services offered are fairly comprehensive, but maternity care is
restricted, and there are other limitations. The charge (usually 60
cents a week) is a flat rate regardless of income.
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Washington goes further than Oregon, taking in family dependents
as well as employed persons, and serving 45 percent of the population
of the State. There are restrictions in enrollment and on service more
or less similar to Oregon, yet on the whole we have here the most
comprehensive voluntary plan, in scope and coverage, in operation
anywhere in the United States.
What, however, may be learned from these two States of the Northwest? Their plans have been evolving for many years, long enough
to define their patterns, and I think to predict their future. There
has been ample time for that "controlled experimentation" of which
Dr. Fishbein talks. The question is, will these plans, or any plans of
this type, cover all the people with adequate services, if they have not
done so after all these years in these two States ?
The answer is negative.
The reasons for the answer are that the restrictions on enrollment,
even in more liberal Washington, are required by the nature of any
voluntary system and cannot be greatly relaxed without endangering
the financial stability of the whole structure. Some other qualifications are imposed because of prevalent professional motives, and could
be altered only by a change in control. Moreover, the people kept
out include many who especially need health insurance. Moreover
the scheme as maintained by the medical societies offers little control
over the quality of care, or incentive to improve services.
Thus, at the time when the American Medical Association is coming
forward with brave words and a pretentious national organization to
coordinate State and county medical society plans, the actual record
reveals four points:
First, the medical society plans that have been in operation for
some years have shown small growth and have been restricting instead of expanding their services.
Second, recently designed plans are still more restricted.
Third, nearly half of the States have as yet no plans at all.
Fourth, the medical societies endeavor, through legislation or otherwise, to suppress plans not under their control.
Why are the medical society plans thus? Here are two major
reasons
Senator DONNELL. Pardon me, Mr. Chairman.
What was that fourth point
It does not appear in the manuscript.
Dr. DAvis. The fourth point is the medical society plans endeavor,

through legislation or otherwise, to suppress plans not under their
control.
The two major reasons:
First, their motivation is largely negative; that is, fear of governmental action. It takes strong, positive enthusiasm.to overcome the
very real difficulties in the way of extending a voluntary plan into
large coverage.
Second, control by physicians leads to keeping fee rates up; to logrolling between specialties in behalf of good fee rates; and removes
incentives to economy and expansion. These incentives are effective
only when the people who pay the costs and want the services have
something to say about the policies and management of the plans.
If the AMA leadership had been wise during the last few years
and had meant businesS in expanding voluntary insurance it would

2698

NATIONAL HEALTH PROGRAM

have wholly abandoned the demand for professional control over
medical-care insurance plans. This attempt at control will prevent
any extensive growth without governmental aid. Furthermore, it has
also involved the effort to suppress other types of medical-care plans.

This attempt had a set-back in Group Health Association in Washington, but is now renewing itself in a different form, through the passage
of restrictive acts by various State legislatures. These laws proposed
by the medical societies are nominally enabling acts for voluntary
plans. Actually they assure control by organized medicine in the
State as a whole and in every county where a plan might operate, and
may prevent the establishment of plans not under medical societies,
or even put already established plans out of business. Some of the
more recently passed laws are especially restrictive. The law in
Illinois, for example. You have just heard about the one in Wisconsin.
The Tennessee law, passed in 1945, is even worse. It gives to the
State- insurance commissioner, a layman, powers beside which those
of the Surgeon General in S. 1606 are feeble. The commissioner has
jurisdiction over rates, over the approval of hospitals, the scope of
services to be offered, and the conditions under which a doctor may
be paid as to allow appeal from his decisions only on points of law,
not of fact. This law has already forced the abandonment of plans
serving poor farmers in Tennessee.
The future of voluntary plans under organized medicine is small
and dark-or would be so if the AMA and State societies were not

more prepared to abandon the voluntary principle. They are, just
as the Blue Cross plans are. Let us have compulsion on the taxpayers
through a law like the Taft-Smith-Ball bill, or some other bill, to pay
the voluntary plans for caring for the otherwise free or part-pay cases.
In other words, let the public guarantee all doctors' bills.
My original three questions may now be restated and answered:
First, will voluntary health insurance plans unaided by Government meet the needs?
The ansiver is "No," and the question no longer needs to be argued
because both the hospital plans and the medical society plans admit it,
and seek Government action.
Second, how much should voluntary plans be aided by Government?
The answer is already in the Wagner-Murray-Dingell bill. Voluntary plans meeting approved standards should be able to continue to
function within the national system. The bill, S. 1606, is clear as to
policy on this point but is not sufficiently explicit. Clarifying
amendments should be added.
Third, should voluntary plans be made the administrative agencies
of a public plan ?
Certainly not, in the manner wanted by the Blue Cross and the medical societies. To do as they request would be to hand over public
money to private organizations (doctors or hospitals) controlled by
people who will spend most of the public money on themselves.
Last year the Blue Cross people in New York State asked Governor
Dewey's medical-care commission to let them keep on collecting payments from Blue Cross members; to let these members deduct their
Blue Cross payments from the pay-roll deductions which would have
been required by the State law then considered. The Blue Cross
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could then reduce its'charges to low-income people and the State fund

would then make up the difference.
There are administrative complications in such methods which, if
you start working them out, prove very difficult if not impossible. The

principle itself is wholly unsound. There has been a good deal of
experience in this country and much in England and other countries

with the use of private agencies for public purposes and with the payment of private agencies from public funds. This experience has
demonstrated both possibilities and pitfalls. The present proposals
of the medical societies and the Blue Cross would lead us into all the
pitfalls. Let-us not ape past experience by copying all its now admitted mistakes.
A sound and stimulating place for voluntary plans would remain
under the scheme of Senate 1606. All the health-insurance funds collected by legally required pay-roll deductions would go into the
national insurance fund, along with any general taxation that may be
appropriated thereto. Out of the national fund via publicly responsible local, or State and local, agencies, payments might be made for
services rendered to eligible persons by nongovernmental organizations. Voluntary hospitals are one type of such organizations. Voluntary health-insurance plans are another type. Such plans may be
able to supply services of exceptional quality, or with especial economy,
or they may supply services supplementary to those covered by the
public system.
COSTS AND ADMINISTRATION

I now want to conclude with a few comments on the costs and admin-

istration.

The CHAIRMAN. Where are you now?
Dr. DAVIS. My text is shifted a little in reading a couple of para-

graphs. I am on page 11, "Costs and administration."
About the cost of national health insurance; much bunk has been
emitted about the cost of national health insurance. In California
last year, for example, an organization opposed to Governor Warren's
State health insurance bill put out a so-called estimate of its cost,
which was about double that calculated by an expert at the State
university in his capacity, as official adviser to the legislature. The
expert debunked the spurious "estimate" but not until well-financed
machinery had spread it over the State.
In New York last year, inexperienced employees of the State Medical Care Commission made an estimate of the annual cost of comprehensive physicians' services under a proposed State health insurance
plan. The estimate was nearly $300,000,000, and this was over 75
percent above the existing annual expenditures for physicians in New
York State, also calculated. The cost estimate was made on two
assumptions: (1) That under State-wide health insurance, everyone
would get the full amount of physicians' services that would constitute
completely adequate care; (2) that fee rates would be maintained such
as are now paid physicians in middle-income private practice.
As comment, I qoute from a report made by two members of the
New York commission, who were also members of the legislature:

The staff estimates were obtained by an academic procedure. All calculations
were based on the so-called Lee-Jones study. That study estimated what would
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be fully adequate care in each of the chief diseases and then computed the
total volume of services required for a given population, allowing for the expectancy of disease, the distribution o( the population, and the standards of
medical practice. By then fixing a fee for each type of visit, test, operation,
or treatment-the workmen's compensation fee table was taken as the basis-the cost of medical services for the average course of each disease was computed.
This result expresses a wholly theoretical figure.

Continuing the quote:
The only practical way to deal with cost is first to give careful study to the
existing expenditures for physicians' services, Iospitalization, nursing, and other
forms of medical care. The commission made such estimates. For physicians'
services, just 'before the war, the annual cost was estimated as $170,000,000.
Under a comprehensive health insurance system, somewhat more services would
be demanded of physicians. It is reasonable that they should receive larger
compensation. An addition of 25 percent would be fair.

End of quote from that report.
The staff estimates above referred to would have meant an increase,
on the average, of toward 75 percent.
I go into these details in order to emphasize that estimates of

health insurance costs' have to be made by people who not only use

figures correctly, but who also proceed on reasonable assumptions
as to the conditions under which health insurance will operate and as

to the remuneration of physicians. There is experience in this country
and elsewhere as to what these conditions will be.
Expenditures under health insurance for physicians' services (and
hospitals) must start with the base line at present expenditures for
these services, plus a margin for increase. The compensation of
physicians must start at the base line of their present average earnings,
and fee rates or salaries paid must take into account, on the one side,
that there will be no uncollected bills, and, on the other side, that an
increased volume of services will be demanded. The net result should
be:
First, some increase in the average income of physicians;
More stable income for all;
Much fewer physicians who earn incomes lower than the average;
and
Continued opportunity for able men to earn more than the average.
There will be an increase in services demanded by the people
under health insurance, chiefly for the reason that at'present many
people obtain a very insufficient amount of service. The amount, and
particularly the rate, of this increase, has been exaggerated. It comes
slowly. The increase in services found in England and other coun-.
tries, since they had national health insurance, is properly regarded
by their physicians as evidence of the success of the system from the
professional point of view.
How burdensome would health insurance costs be? Three billion
dollars a year as a health-insurance fund sounds like a huge figure,
but it is about what we have actually been spending a year for
physicians' and hospital services. Pay-roll deductions from American workers up to 3 percent of their income would merely be channeling into a health fund the expenditures which in previous years
had come out of the same pocketbooks for the same purposes. Healthinsurance payments are not a new tax on people's incomes. They
are only an easier way of spending the same income.
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We must use general taxation to supplement contributed insurance
payments, for certain purposes, such as hospital construction, mental
disease, and some dental services; and for groups of the population
who have no income to pay for themselves. Just before the war, our
local, State, and National Governments were expending about threequarters of a billion dollars annually for medical services of all kinds.
This figure excludes expenditures for the Army and Navy.
S. 1606 does not include the revenue side of health insurance. That
must be determined after the amount of benefits and the conditions
of their administration have been decided. I enter into the financial
aspect only to help lay the bogeys of "high cost" and "new burdens."
The methods of organizing and administering the services under
health insurance have a great deal to do with the efficiency and economy
of the system and therefore with its cost. The most efficient type is
the group of salaried physicians, associated with a hospital and clinic.
The least efficient is the aggregatio of individually practicing doctors
paid on a fee-for-service basis. The difference in cost between the
two types, for the rendering of an equivalent amount and scope of
service, may be 50 percent or more. However, the salaried-grouppractice type does not fit certain situations. The individually practicing type is customary and dominant. There is need to recognize
both, and a health bill must provide for both of these and for other
types, and must permit free experimentation by physicians and by
the recipients of care, with all types and with the improvement of each
type. The restrictive policies of organized medicine have unhappily
limited desirable experimentation.
S. 1606 makes provision for large freedom in such experimentation,
and would benefit both physicians and the public in this respect.
The fear of subordinating professional men to lay domination is
another bogey which ought to be laid. The principle which runs
through S. 1606 is that professional bodies shall function freely on
all strictly professional matters, while on administrative and financial
matters they shall have an advisory capacity in policy making and in
the execution of policies. This is the principle which has worked out
successfully all over this country in our hospitals and in many of the
large-scale medical-care undertakings under public-welfare authorities.
Moreover, under health insurance the physician continues to be
as he generally is now, a private practitioner, or as the circuit court of
appeals calls him, an "independent contractor." Experience in 20 or
more countries of the world, over two generations, shows that national
health insurance not only maintains, but protects, this status of the
physician. Of course, the physician comes to deal with representatives of government not as an individual but largely through .an organization of himself and his colleagues-a medical society, a hospital
staff, or a specially formed professional group. Such organized bargaining is daily practice now. The bill, S. 1606, provides for such
bargaining and for the protection of the rights of medical minorities.
The chief problem of administration presented by this bill is how
to insure real local administrative responsibility under National and
State standards. As I read the bill, it invites, but does not sufficiently
assure, responsible local participation. Amendments need to be
worked out on this point, giving more authority to the local area com85907-46-pt. ---- 18
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mittees and providing for representation on them of local government
units.
Canada has had long experience in organized medical services in
rural sections, from which we can learn, and there are a few useful
experiments in this country.
The major issue ahead is no longer health insurance versus the
old-fashioned way of paying sickness bills, nor is it any longer voluntary health insurance versus compulsory health insurance. Both
the hospitals and the physicians now invoke the element of compulsion through the powers of Government. The present issue is rather
whether people shall, through their elected representatives, tax themselves for their own benefit, or whether some of the people shall be
taxed for other people's benefit.
The real issue is between the private, self-interested management
of health-insurance plans, versus a public management responsible
to both the recipients and the producers of medical care.
Thank you.
The CHAIRMAN. Doctor, what organization do you represent in
presenting this statement here this morning? Dr. DAVIs. The Committee for the Nation's Health, sir.
The CHAIRMAN. How long have you been associated with that com-

mittee?
Dr. DAVIS. Since is was organized.
As I said in my statement, I have given a good deal of time during
the last 6 months or more to endeavoring to get such a committee as
this organized and have taken part with groups of other people in
getting this committee under way.
The CHAIRMAN. Previous toyour connection with this organization,
what was the name of the committee you were working with ?

Dr. DAVIS. I was chairman and am chairman now of the committee
on research in medical economics, which has its headquarters in New
York, is a nonprofit organization which has a tax-exempt status, and

which carries on studies in educational work but does not engage in
legislative or promotional activities.
The CHAIRMAN. During your association with that, you became acquainted with these problems you are discussing now ?

Dr. DAVIS. I became acquainted with these problems while with the

committee on research in medical economics, and also before that,
because that committee was organized in 1937, and I had been active

in this field back 20 years before that.

The CHAIRMAN. I guess that is all.
Senator DONNELL. Dr. Davis, I understood you 'to say that the

committee on research in medical economics does not engage in any
legislative or promotional work. Is that right ?

Dr. DAVIS. Yes, sir.
Senator DONNELL. I have in my hand a booklet entitled: "Prin-

ciples of a Nation-Wide Health Program," containing a report on
the health program conference.
Are you familiar with that booklet?

Dr. DAVIS. Yes, sir.
Senator DONNELL. I notice on the flyleaf of it is, among other

things, this:
This report, by its 29 sponsors, is published with the cooperation of the committee on research in medical economics.
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That is the organization which does not engage in any legislative or
promotional work, is it?
Dr. DAVIS. Yes, sir.
Senator DONNELL. It appears:
Through the committee, arrangements were made for the meetings of the conference and of subcommittees, in the autumn of 1943 and in 1944.

Is that true ?
Dr. DAVIS. Yes, sir.
Senator DONNELL. And then further on the page:
Copies of this report may be obtained from committee on research in medical
economics.

Is that true ?
Dr. DAVIs. Yes, sir.
Senator DONNELL. What was the purpose of the issuance of this

booklet if it was not of promotional character ?
Dr. DAVIS. Its purpose was educational, sir. This group of people,
29 persons, physicians and laymen, governmental and nongovernmental, was called together because of the belief that if we could get
a group of, relatively speaking, experts in this field from different
points of view together, it might be possible to agree on principles

which would be useful as a guide to those interested with legislation.
This report contains a statement of principles.
I might call your attention to the fact that the membership of that
conference included governmental officials, included the director of
medical services of Rockefeller Foundation who, by virtue of their
position, could not engage in legislative activities. This is a statement of principles. It does not deal with legislation.
Some 10,000 of several editions were printed, and a few distributed
free, and most of them sold at cost, at the price named there.
Senator DONNELL. Doctor, referring now to this booklet, of which

copies may be obtained from the Committee on Research in Medical

Economics, I call to your attention that whether that was issued for

an educational purpose or a promotional purpose, which I understand
you distinguish between, nevertheless in the joint statement by our
distinguished chairman of this committee and Senator Robert F.
Wagne, and Representative Dingell, on this bill before this committee,
is a very extensive quotation on pages 13 and 14 from this statement:
Principles of a Nation-wide health program.

You recall that, do you not ?
Dr. DAVIS. Yes, sir.
Senator DONNELL. So that whether it was originally. issued for pro-

motional or educational purposes, if there be a distinction, it was in
fact used in this statement by Messers. Murra , Wagner, and Dingell,
before this committee; that is correct, is it not?

Dr. DAVIS. Yes, sir.
Senator DONNELL. Yes, sir.
The very opening paragraph of this report, which may be obtained
from the Committee on Research in Medical Economics, which paragraph starts with the words "American medicine at its best is unsurpassed," is the opening paragraph of the quotation which Senators
Murray and Wagner and Representative Dingell used in their testimony before this committee; that is correct, is it not ?
Dr. DAvIs. Yes, sir. May I comment to this?
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Senator DONNELL. Yes.
Dr. DAVIS. It seems to me that the Committee on Research in Medi-

cal Economics had reason to be very much pleased that a document
formulated in this way was thought enough, of by Senators of the
United States to quote from in-legislation.

Senator

DONNELL. Yes.

Dr. DAvIS. Naturally, this group of people who came together believed and hoped that their findings and agreements would influence
public action.
We could have no educational work unless bodies reasonably detaehed from the immediate demands of legislation would address
themselves to try to find out what are sound principles of public
action.
Senator DONNELL. Yes.

Dr. D.Avis. This group, however, did not itself and does not itself
undertake to promote action.
Senator DONNELL. I think you mentioned that this report, "Princi-

ples of a Nation-wide Health Program," was gotten out by 29 persons?
Dr. DAVIS. Signed by 29 persons, and the names are here.
Senator DONNELL. And they have nothing of the promotional idea
behind this booket at all; that is, I understand that from your testimony.
Dr. DAVTs. We have to draw a distinction between the attempt to

promote action and educational endeavor.
I like to stress upon the educational work which was the aim of this
program.
Senator DONNELL. TO whom was this report going to be distributed,
Doctor?
Dr. DAVIs. When this report came out it was sent out to a small
list of people. By "small" I mean probably about 500 persons, who
were on what you might-say our regular mailing list of the Committee on Rsearch in Medical Economics, having requested that we
should furnish them with all publications we sponsored that we
thought were important to them.
Notices, of course, were given to newspapers and to the professional
journals.
As to the number, something like 9,000 copies were distributed, most
on request and most of them paid for at cost, for all sorts of'organizations and individuals all over the country.

Senator DONNELL. Doctor, this report issued, as it was, as I under-

stand it from you, for educational other than promotional purposesand I pause to state that it appears to me there may be a very tenuous
line between thbse two-but I say, you draw the distinction.
That report was published, as you have indicated, sponsored by
these 29 signers.
The list of those signers appears in one of the early pages.
I call your attention to the fact that of the 29, four namely, Will
W. Alexander, Ernst P. Boas, Michael M. Davis, and J. Raymond
Walsh are, as I understand -it, and were members of the Political
Act ion Committee of the CIO. Is that correct ?
Dr. DAVIs. I would know that J. Raymond Walsh was, but I do
not know whether the others were or not.
Senator DONNEULL You know you wereI
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Dr. DAVIS. I was not a member. I have been a member of the
National Citizens Political Action Committee in New York, yes.
Senator DONNELL. That is connected with the CIO, is it not ?
Dr. DAvIS. I think there is a distinction between that and the CIO

Political Action Committee. The National Citizens Committee is not
a union organization.
Senator DONNELL. I call your attention, Dr. Davis, to the pamphlet,
or the book entitled: "Investigation of Un-American Propaganda
Activities in the United States," issued by the United States Government Printing Office in 1944, on House Resolution 282, particularly to
pages 263 and 264, where I find:
Exhibit No. 1.
National Citizens' Political Action Committee.

The officers of which are Sidney Hillman, chairman; James G.
Patton, vice chairman; Freda Kirchwey, vice chairman; R. J. Thomas,
treasurer; James H. McGill, comptroller; and Clark Foreman, secretary.
That is the one you belong to, is it not ?
Dr. DAVIS. I belong to the National Citizens' Political Action Committee. I am not quite clear as to the bearing of the question.
I would only say that any comment I might make on my membership would not be in the nature of an apology.
Senator DONNELL. I am not asking you to apologize. I am preced-

ing this further examination by saying I am directing your attention
pretty much for a time on this cross-examination to the question as to
whether or not there is a widespread general popular demand for legislation of this type, or whether it is largely a demand that is being
built up through the efforts of committees with which you personally
have been very largely concerned and are today.
And that is not said against you. It is just pointing out the fact.
I call your attention to the fact that in this particular book printed
by the Government Printing Office at page 263, just preceding what I
have read to you, this personnel, is the language:
A comprehensive index at the conclusion of the volume will show the extent
of the interlocking directorate between Hillman's organization and the organizations of the Communists.

I call your attention also, Dr.'Davis, that on page 263 Dr. Will W.
Anderson, vice president, Julius Rosenwald.Fund, North Carolina, is
listed as a member of the National Citizens' Political Action Committee.
That is the Dr. Will W. Anderson that participated in the preparation of this report, a copy of which may be obtained from the Committee on Medical Research--or Committee on Research in Medical
Economics, is it, sir
Dr. DAVIS. I assume so. It is the same name. I do not know about
the other organizations; he was in this conference.
Senator DONNILL. Dr. Will W. Anderson, vice president, Julius
Rosenwald Fund, that is right, is it not ?
Dr. DAVIB. Yes.

Senator DONNELL. I call your attention also to the fact that Dr.
Ernst Boas is listed on page 264 as a member of the National Citizens
Political Action Committee.
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Does that refresh your memory as to whether he is or is not a member
of that committee?
Dr. DAVIS. I have not been sufficiently active in the National Cit-

izens Political Action Committee to know whether Dr. Boas is a
member of it or not.
Senator DONNELL. And then you are listed at page 264 of this book,
toi which I have referred, printed by the Government Printing Office,
as being a member of that committee, and described as the editor of
Medical Care, New York.
Were you editor of Medical Care?
Dr. DAVIS. At that time, yes.
Senator DONNELL. You were not a physician ?
Dr. DAVIs. No.
Senator DONNELL. Was Medical Care a technical magazine?
Dr. DAVrs. Medical Care was published for 4 years by the Com-

mittee on Research in Medical Economics, a quarterly, devoted entirely
to articles, reports, news of affairs in the field of the economic and social
aspects of medicine. It did not deal with any clinical aspects--a study
of diseases. It dealt with the quality of medical care, voluntary insurance planning, developments in this field in other countries. In other
words, the field of medical economics as distinguished from the study
of diseases and diagnoses of treatment of diseases.
Senator DONNELL. You would feel that the field of study of diseases
and diagnoses of treatment of diseases is a field properly to be taken
care of by doctors
Dr. DAVIS. Solely by physicians.
Senator DONNELL. Yes.

In that connection, do you recall, Dr. Davis, in the bill, S. 1606,
the power of making rules and regulations to carry into effect the
provisions of title II, which provisions certainly relate in large part
to medical care, and general benefits, and treatment, that the issuance
of such regulations is entrusted, is it not, to the Surgeon General under
the direction and control specifically under the terms of the bill, as he
is, of the Federal Security Administrator, who is not required to
be a doctor ?

You remember that, do you not
Dr. DAVIS. I am quite aware of it.

I would be glad to say that certainly, as Dr. Frothingham said
earlier, is a fundamentally sound principle. The government of all
of our best hospitals in this country, the hospital board is typically
an entire lay board, which lays down the rules under which the
physicians are to practice in that hospital.
Senator DONNELL. You think that the laying down of rules and

regulations under the terms of a compulsory health insurance bill
which pertains not merely to the collection and distribution of moneys,
but to the administration of the medical benefits, to be given to the
people, treatment by physicians and surgeons. et cetera, yot think,
it is advisable for the formation and promulgation of all such rules
and regulations as that to be under the ultimate supervision and
authority of a man not required by law to be a doctor ?
SDr. DAVIs. That is exactly the principle upon which the vast ma-

jority of our best hospitals in the United States have been operating
for generations, sir. The Massachusetts Hospital in Boston. Johns
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Hopkins Hospital, and so on, a lay board has entire authority of
ratifying and adopting regulations under which the doctors may
practice. It may say a certain doctor is authorized to do such and
such kind of surgery. The final authority for them is in the hands of
a lay board. That is standard hospital practice in this country.
Senator DONNELL. You favor the provision to which I refer in

S. 1606?
Dr. DAvis. Yes, sir.

Senator DONNELL. In regard to the ultimate authority residing in
the Federal Social Security Administrator with respect to rules and
regulations prescribed?
Dr. DAVIS. Yes.

With the further proviso also contained in S. 1606, which is a proviso in matters of complaint:
Where the subject matter is wholly professional in character, those issues
on appeal or on complaint shall be heard by bodies which are wholly professional
in their composition.

Senator DONNELL. Where do you find that in the bill ?
Dr. DAVIS. In the latter part of the bill dealing with appeals and
questions of review.
Senator DONNELL. Do you have that copy of the bill before you ?
Dr. DAVIs. I have a copy. I can find it without much difficulty.
It comes in the latter part.
It relates to appeals and review. It brings out the point, Senator,
that when you are dealing with matters where the issues are wholly
professional, only physicians can handle them. Or, only physicians
can recommend to a lay board what they should do.
'Senator DONNELL. I am wondering if you can put your hand on
that particular provision you refer to about the appeals.
The CHAIRMAN. Page 53, starts with: "Appeal; judicial review;
limitations upon the powers of the Surgeon General."
Senator DONNELL. Now, if you will just point out the particular
language there, if that is it.
Dr. DAVIS. It is at the bottom or toward the bottom of page 53.
Provided further, That with respect to any complaint or dispute involving
only matters or questions of professional practice or conduct the hearing body
shall consist exclusively of such professional persons.

The CHAIRMAN. "Shall consist exclusively."
Dr. DAvis. Exclusively of such professional persons.
It is toward the bottom of page 53. Section 207 (a).
Senator DONNELL. I see the language to which you refer, but will
you look just above that, on line 17:
Provided, That with respect to any complaint or dispute involving matters
or questions of professional practice or conduct the hearing body shall contain
competent and disinterested professional representation.

There is nothing there to say whether it. shall be the majority under
that, is there, of the professional representatives?
Dr. DAVIS. I think one must take those two clauses together.
Senator DONNELL. I get your point, Dr. Davis, and yet I call your
attention also to the fact that back on pages 35 and 36, it is provided
that the Surgeon General shall perform the duties imposed upon him
by this act 'under the supervision and direction of the Federal Security Administrator,"which leads me to this further point.
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I am obliged to you for calling attention to this point, this clause
here, and it is very interesting.
But may I say this, however, that as I see it, tentatively' at any
rate, the administration of the bill is given to the Surgeon general,
subject to the supervision and direction of the Federal Security Administrator, and only in the event an individual takes an appeal from
the action of these officials do these provisions to which you refer on
page 53 of the bill come into operation. That is correct, is it not?
Dr. DAVIS. I am quite aware of that, Senator.
Senator DONNELL. Yes.
Dr. DAVIs. I would like to mention another type of experience other

than the hospitals.
I mentioned in my testimony, but very briefly, there has been large
experience in this country, especially in depressions, for instance, for
furnishing tax supported medical care for needy persons. In Chicago, where I was during most of the depression, there were something like 400,000 persons receiving currently medical care from taxsupported funds through a county relief administration run by the
county authorities under a lay director.
How was that organized? It was organized with a medical supervisor, with a former president of the Chicago Medical Society as
chairman.
I saw quite a,little of its administration, because I was pulled in
in an informal capacity as adviser. Direction and control of those
funds in paying physicians and hospitals for the care of needy persons
was controlled by lay public authorities.

Exactly as in this bill. Any

sensible group of lay public authorities can decide professional questions on the advise of a professional advisory body, and they appoint
a professional advisory body in which they have confidence, and that
has been that professional advisory body that in 95 percent of all
cases, their recommendation will go through without the smallest
question.
The reserve power on the part of the board of trustees of Johns
Hopkins Hospital or of the welfare department of New York, to
determine ultimate policy involving medical care of people, when paid
for by insurance funds or public funds, are fundamental.
In other words, I would just like to add, I believe these provisions
in the bill are consistent with long experience in this country in the
administration of organized medical services, and are consistent with
the b2st medical services which we now have in our best teaching
institutions, in our best examples of service in this country.
I do not want to decry what private individual practice does, but I
do think that our leading examples of medical care are centered around
teaching institutions where our young medical men are trained. Those
medical services are worked under the direction of lay bodies. Some
of them governmental bodies, as in the case of the University of
Michigan, Medical School of Wisconsin.
Senator DONNELL. Doctor, you regard the provision at page 53 with

respect to any complaint or dispute involving only matters of professional conduct, "the hearing body" that is to say, the appellate body,
"shall consist exclusively of such professional persons," you regard that
important and an advisable provision?
Dr. DAvis. Yes.
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Senator DONNELL. In other words, the ultimate authority on these
matters or questions of professional practice or conduct should be left
to doctors; is that correct ?
Dr. DAvIS. No. This is a hearing body. The final decision, as I
understand it in this bill, does not rest with the hearing body. They
only make recommendations.
But on technical matters, the decision as to whether or not a doctor
in performing a surgical operation did the thingproperly or was guilty
of malpractice, that decision only could be made by a group of qualified
practitioners of medicine.
Senator DONNELL. I am not quite clear, Doctor, as to just what your
idea is as to the function of this hearing body. Whether it has any
power of deciding and rendering judgment or decision that is binding,
or where it can merely advise.
Dr. DAVIS. I am sorry. I misunderstood.
As regards section 207, page 53-

Senator DONNELL. Yes.
Dr. D4vIs. I am not a lawyer, but as I read this, it corresponds
with the practice of many of our workmen's compensation boards,
where the decision, when referred to an appeal board on a purely professional matter, the decision on that purely professional matter of
that professional board is final.
Senator DONNELL. You regard that as an important provision in
the act ?
Dr. DAVIS. Yes.

Senator DONNELL. And as a proper provision ?
The CHAIRMAN. Doctor, let me ask you a question there: You say

that in a case that involves, for instance, malpractice on the part of
a doctor, that charge should be tried exclusively by members of the
medical profession; is that true?
Dr. DAVIs. By an appeal body. In this case, appointed by the public
authority from the physicians only.
The CHAIRMAN. And their action is final and conclusive.
Do you think that is a wise policy I
Dr. DAVIs. Well-

The CHAIRMAN. I have in mind this problem: Frequently where
suits are brought against practitioners for malpractice, the profession
usually stands by the practitioner, and it is impossible to get a doctor
to testify against another doctor, in a case of that kind, and the result
is that usually cases of that kind are lost because it is impossible to
get a doctor to come in and testify against another doctor.
Dr. DAVIS. Senator, as I understand this appeals procedure, it corresponds to the workmen's compensation procedure in a number of
our States, and that means this:
The findings of the professional body as to whether or not this doctor was guilty of malpractice or whether he was not, would be final.
The decision as to whether or not he should be dropped, or be discharged from the right to carry on further practice, would not rest
with that appeals body. Their findings are to facts.
The decision that he was guilty or malpractice would be final, but
whether or not he should be discharged from further right to practice
would rest with the insurance commissioner or the workmen's compensation commissioner, a public authority. In other words, the ac-
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tion which involves his financial right to carry on practice, is a decision made by a public authority, but the findings of the professional
,
body could not be reviewed by him as such.
The CHAIRMAN. Then the result of that situation would be that the

professional body would make a finding of facts which would or might
declare a person charged guilty of malpractice and yet he would not
be discharged from the hospital or institution that he was employed in.
Dr. DAvIs. As I understand it in this bill, the right of dropping a
doctor, or the right to practice under this bill would not vest in the
appeals body, but would vest in the Surgeon General and subject to
the right of judicial review, which is guaranteed under page 54.
Senator DONNELL. Well, pardon me, Doctor.

If I may interrupt

you at that point, you say it is under the authority of the Surgeon
General?
Dr. DAVIS. As I understand this bill, the final decision as to whether

or not a doctor can or cannot continue in practice under this bill, or
whether he can be dropped because of conduct unprofessional, would
be made not by an appeals body, but on the recommendation of an
appeals body, which would be acted on by the Surgeon General as
provided elsewhere in the bill.
Senator DONNELL. So you think the ultimate decision on such ques'tion would rest in the Surgeon General; is that correct?
Dr. DAvrs. I think so.

Senator DONNELL. Then, Doctor, under section 203 (a), it says
that the Surgeon General shall perform the duties imposed upon him
by this act, under the supervision and direction of the Federal Security
Administrator, so that if the ultimate decision you are talking about
rests in the Surgeon General it is only subultimate; that is to say,
it is under the supervision and direction of the Federal Security Administrator and the Federal Security Administrator, who is not a
doctor at all, is the man who would have ultimate determination of
whether or not the physician should be dropped from the practice

or retained ?
Dr. DAVIS. Yes. I should say if a lay officer like that were to drop
a doctor from practice after he had been cleared by a responsible professional body from any technical malpractice, he would be subjecting
himself to very severe public criticism, if a lay officer -were as arbitrary as that. I mean, he faces a responsibility which all public offi-

cials face.
The CHAIRMAN. And his action would be subject to scrutiny by the

Conogress?
Dr. DAVIs. By-Congress and the President and by.public opinion

immediately, and you can rest assured that any official who behaves
in that way would be very seriously subject to criticism.
Senator DONNELL. Of course, Doctor, I assume this to be true: Congress cannot possibly try out all of these questions of facts.
Suppose there is a sharply controverted question of professional
ethics, and 1,000 pages of testimony taken on it, and the Surgeon
General decides what he thinks is right, and the Federal Security
Administrator then approves or disapproves.
I would suggest, for your consideration, the fact that it is going
to be difficult to get 96 Senators and 435 Representatives to sit down
and study that record of 1,000 pages. Is that true
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Dr. DAVIs. Yes, sir.

The methods of discipline applied by Congress, as far as I have
heard about them, are not applied in that way. The Budget procedure of next year is one of the ways in which discipline can be accomplished.
The CHAIRMAN. You can very easily put a rider on the Social

Security Administration to provide that no part of those funds are
to be used in paying the salary of the Federal Security Administrator.
Senator DONNELL. May I put in a word at that point, too.

Cer-

tainly it would be very unlikely, it would seem to me, that the Appropriations Committee would have time to sit down and study 1,000
pages of record such as I have assumed in a sharply controverted
question relative to whether or not a man should be debarred from
practicing his profession or not, and the action of the finder of fact
would necessarily be very apt to be that which the senatorial Committee on Appropriations would affirm, by its action, on the appropriation.
Dr. DAVIS. May I just say that if the bill were changed so that the

final authority rested with the physicians-suppose the whole reorganization of Congress took place, so that a physician were the head of
this act, and responsible only to the President, I do not think the
situation would be radically altered, but I do believe that the final
authority in the matter-funds contributed by taxation on a publicly
designated health-insurance fund-the final authority must rest with
the person responsible to the public and not responsible to a private
body of physicians or laymen. The final authority must rest with a
public responsible physician.
Senator DONNELL. Doctor, we have got into a complicated discus-

sion and it will necessitate a good deal of thought.
I thank you for calling attention to this appellate matter.
What I have in mind with respect to the question is not so much the
possible mode of inquiry as to whether or not the doctor has properly
conducted himself as with respect to questions about the matter which
might arise right now in the case of a person who -was ill, who might,
for instance, want to have another specialist and be limited, and have
the privilege, as it is suggested under the terms of the language at
lines 20 and 21 on page 46, of getting another specialist, provided this
other specialist, in the event the general practitioner and the existing
specialist shall not concur to the necessity of it, the individual is
granted the privilege of getting another specialist provided he- is
approved by a medical administrative officer appointed by the Surgeon
General.
Suppose that medical administrative officer, when this man is sick
in bed and thinks he is going to die, suppose that administrative officer
says, "You do not need another specialist. You have plenty of doctors." And "You do not need any more." And the patient thinks
he does, and is ready to take it up with the Surgeon General and then
to the appellate board or the Federal Security Administrator, he would
have considerable difficulty in getting his case heard and an appeal
determining it in time to decide whether he is going to die or not.
Dr. DAVIs. The race between death and legal procedure would be

disadvantageous to the patient.
Senator DONNELL. I would think it would be somewhat disadvantageous. That illustrates some of the possibilities that might
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arise under this situation. You may say that those are far-fetched
cases.

Dr. DAVIS. I would not say they were farfetched at all.
Senator DONNELL. I beg your pardon?
Dr. DAVIS. I would not say they were farfetched at all.

I would

say this, however, any such provisions have to be compared with the
present situation. Now, the present situation is that if a sick person
wants a specialist, if he has the money, he can call in a specialist.
Senator DONNELL. Yes.
Dr. DAVIS. If he wants a second specialist and he has the money

he can call him in, and in a good many cases he will have to be careful.
He does not let specialist No. 2 know that specialist No. 1 is on the
case, or specialist No. 2 will not come in.
I regard this provision in the bill, this particular provision, as an
improvement over the present situation, because it would permit the
patient (a) to get a specialist or more specialists than one without
being deterred by the barrier of cost. Second, he would have more
chance of getting demonstrated medical administrative officers to
say whether he could or not, than he would have of a competing
specialist making objections to having another specialist come in.
What usually happens is thlt No. 2 does not want to come in because
he will embarrass No. 1 in his relations with specialist No. 2, and
they will not like one another after that. That is what happens in
the practice of medicine.
Senator DONNELL. That same embarrassment would arise just as

well if the specialist No. 2 were approved by the medical administrative officer under the express provision of the act. He would say, "I
am not required to give that care."
Dr. DAvIS. The case would go through another channel. Another

medical man would be in on it.
This happens frequently at the present time in good hospital practice, where a patient is shoved around, and has more than one specialist called in, but he is called in through other doctors, and it is commonly know what the conditions are.
That just prevents this kind of a block which now comes from the
straight-out competition among specialists.
Senator DONNELL. Doctor, I appreciate the point of time, and I

do not want to unduly take your time or that of those others who are
here today, including the chairman, who is so patient.
There are quite a number of matters here, I think, are important,
and I want to ask you about some of them. I will make them as brief
as I can.
I want to call your attention to the fact that in connection with this
'matter of the medical administrative officer who is going to pass on
these questions, about whether or not you or I who are sick are going
to have another specialist, in order to make that remedy of having this
advantage of another specialist allotted to us by the medical adminis-

trative officer, I would suggest the thought that it would be necessary
to have a great many medical administrative officers scattered all over
the country to be appointed by the Surgeon General, because if I live
in Barnard, Mo., with a population of 800, or 1,000 population, and I

have to send to Des Moines, Iowa, or Kansas City, Mo., I might die in

the meantime, which I suggest for the record indicates the vast num-
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ber of persons that would have to be appointed in this country as medical administrative officers in order to make that provision of the act
really of any practical benefit to anybody..
Dr. Davis. Well, I think practical experience and observations of
things in this country, and certainly of some other countries, indicate
very clearly the number of instances in which a medical administrative officer would be called in would be an extremely small number.
The mere fact that the people could go to him and that there would
be no financial barrier in the way of getting another specialist in, and
both specialists would be assured their fees if they were called in under
this act, the number of cases in which you would have the medical administrative officer called in would be extremely small.
Senator DONNELL. May I interrupt at that point? You may be
right, but nevertheless in order to provide for the care and the immediate emergency where the patient is lying flat on his back and
thinking he has a heart condition where he needs a specialist No. 2, in
view of the fact that there are thousands of towns and thousands of
communities, and I believe someone said there was 150,000 governmental units in this country-maybe that is wrong, but a great number of those-it would seem to me in order to provide for the emergency care regardless of how infrequently it might occur, you would
have to have a great many administrative officers ready to act even
though the actual call for their services might be rather infrequent.
That is the point I wanted to mention.
Now, may I ask you this, or mention this
The CHAIRMAN. Before you leave that-Senator DONNELL. Certainly.
The CHAIRMAN. If upon careful study it is discovered that there
is a need to modify this provision in any respect, it would be a very
simple matter to provide, so as to protect the people in the cases in
which the Senator mentions, that there may be an immediate need for
calling in an expert, and if you had to send to some adjoining town to
get permission to do it, of course it would be a serious handicap.
Dr. DAVIs. May I mention one example of experience: A very parallel case.
In a welfare department medical case-these large-scale undertakings I have spoken of during the depression, now the issue constantly arises regarding the emergency case.
A person has an accident, and that person is a needy person, but

normally under the welfare established practice, the welfare official
must, of course 0. K. a surgical operation before the operation will
be paid for by the public authorities.
Now, obviously that is all right in the case of a tonsillectomy or an
elective operation where you can decide in advance whether you are
going to do it or not, but in an emergency, it is not practical.
We have well-established practice all over the country formulated

in the practice of the welfare departments in the recommendations of
the American Public Welfare Association. In case of an emergency.
the patient is gotten to the hospital in the quickest possible time, and
the operation performed, and the authorization, provided a report is
made on that within 24 hours, the welfare department 0. K.'s it. The

check is the next time, if it were found that the operation was not an
emergency, the doctor the next time would be disciplined by finding:

trouble getting his bill paid.
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Senator DONNELL. Doctor, going back here to this matter of the
Julius Rosenwald Fund, with which you were connected, you issued
did you not, or rather, the fund issued a report covering its 8 years of
work in medical economics, 1929 to 1936, and you were the director of
the medical services, were you not?
Dr. DAVIS. Director fon medical services was the title.
Senator DONNELL. I read: "Medical services," and the next line,
"Michael M. Davis, director." That is what appears here.
Dr. DAVIS. Yes.
Senator DONNELL. I note that the president of the Julius Rosenwald

Fund, is Edwin R. Embree, and I note also in this publication before
the House committee on House Resolution 282, that Edwin R. Embree,
president, Julius Rosenwald Fund, Illinois, was then also a member
of the National Citizens Political Action Committee.
The CHAIRMAN. That was a sort of roll of honor, apparently, for all
of the distinguished people that I have heard of in recent times seem
to be on that list. That is the Dies work, is it?
Dr. DAVIS. I am not familiar with it.

I imagine most of them are

I am afraid that may be the case.
The CHAIRMAN. This is a committee organized over in the House
by Martin Dies, who became so odious that he was finally defeated
and is now out of the Congress. He was the one that set up this committee entitled "Committee on Un-American Activities, House of Representatives," and apparently the people finally discovered that the
my good friends.

activities of that committee were so un-American that they had to

defeat Dies when he came up for election.
Senator DONNELL. Now, I was referring, Doctor, to this report of
the Julius Rosenwald Fund, page 10, of which I notice this statement

that
altogether during the years 1933 to 1936 about 160,000 pamphlets and articles
were distributed by the fund, mostly on request.

Does that mean 160,000 pieces of literature or 160,000 separate

pamphlets; that is to say, separate publications?
Dr. DAVIs. It means 160,000 different items.

Some of them were

the same, of course. I remember some of our reports which we distributed may be fifteen to twenty-five thousand; others a few thousand.
Senator DONNELL. One hundred and sixty pieces of literature?
Dr. DAVIS. Of perhaps a dozen or fifteen different kinds.
Senator DONNELL. I see.

And then this same organization the Julius Rosenwald Fund, has,

as appears from page 25 of this book, made
a grant of $165,000 to be used over a 5-year period was made to the Committee
on Research in Medical Economics.

Dr. DAVIS. Yes.

Senator DONNELL. That is the same Committee on Research in

Medical Economics from which copies of this report which were mentioned' by Senators Wagner, Murray, and Representative Dingell in
the statement before this committee was issued
Dr. DAvis. That is correct.
Senator DONNELL. Yes, sir.

Now, Doctor, going back to the question here as to the popular demand, if any, or what it may be for legislation of this type, you have
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been very active, have you not, Doctor, in the formation and presentation of arguments in favor of this bill generally? That is true. is
' it not?
Dr. DAvis. .Yes.

Senator DONNELL. For instance, on the Committee for the Nation's
Health, for which you appears here today, of which Dr. Frothingham
is the chairman, you are the chairman of the executive committee,
that is right, is it not ?
Dr. DAVIS. Yes.
Senator DONNELL. And Messrs. Goldman, Boas, Allan Butler, and
John P. Peters, three of whom have testified before this committee and
possibly four but I am not certain; yes, Dr. Goldmann has testified;
all of whom have testified before this committee, they are other members of that Committee for the Nation's Health.
That is correct, is it not?
Dr. DAVIS. Yes.

Senator DONNELL. Was it through your work that Dr. Channing

Frothingham was made the chairman of that committee ?
Dr. DAVIS. I think I can only answer that by explaining a little
more about the way the committee was organized.
Dr. Frothingham gave part of it.
Actually, in getting an organization of this kind, some times around
ten or a dozen peoplehave to get the thing going.
The ten or a dozen people are mostly now the members of the executive committee.
If you care to have those names, I will give them to you.
If you care to have the names of the executive committee into the
recordDr. FRQTHINGHAM. We considered who would be the most desirable
chairman. We decided that a physcian should be chairman of such
a committee. We considered various physicians whom we knew were
favorable to the principles that we were going to advocate. We decided, 8 or 10 of us, that Dr. Frothingham would be desirable.
I went to Dr. Frothingham personally and asked him on behalf
of this group: "Would you come in in this capacity ?"
And he said, "Yes.'
Senator DONNELL. Doctor, going back for just a moment to this
Committee on Research in Medical Economics, 7 of those 29 persons
are Federal employees, namely, Dean A. Clark, M. D.; I. S. Falk, Ph.
D.; Frederick D. Mott, M. D.: George St. J. Perrott; Kenneth E.
Pohlmenn; Barkev S. Sanders; William Haber. Those are all United
States 'Government employees?
Dr. DAvis. I am not sure whether Mr. Haber is now. He was at
the time, I think, in the War Labor Board.
The CHAIRMAN. I might ask a few questions.
Senator DONNELL. Certainly.
Dr. DAVIS. May I say on that, if I may, Senator Murray, that at
the time this group got together I consulted Dr. Parran, for example,
"Would it be possible for me to ask Mr. Perrott, chief of one of his
main divisions of Public Health Service, to serve in this group for this
purpose?", which I explained.
He was satisfied that the group coming together was coming together
as an expert body to try to agree on principles, and he agreed to Mr.
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Perrott's coming in, understanding that the same thing was done
with Mr. Altmeyer with respect to Mr. Falk, and Mr. Sanders in the
Social Security Board.
In other words, these officials who came in got clearance from
their appropriate chiefs of their services, understanding that this
Group was coming together as a body of experts obviously which could
not come in under the Hatch Act or otherwise if this had been a group
which was going to formulate legislation, and advocate it.
Senator DONNELL. Did you perform any work along with Dr. Falk
in preparation of S. 1606?
Dr. DAVIS. No official work, in the sense that I was not acting as an
official. I talked on occasion with Mr. Falk. With Mr. Falk and
other people, such as representatives of labor groups interested in
this discussion, a number of the provisions of it. I have been asked
many times on this and on preceding legislation to take part in suggesting or formulating or advising on some of these matters.
Senator DONNELL. You observed that Dr. Falk did a very material

part in the preparation of S. 1606 ?

Dr. DAvis. I could not say how much he did, but I know he was

part of it.

Senator DONNELL. Yes.

Going back to this Committee for the Nation's Health, whose original idea was it that caused that committee to be formed? Was it
yours?
Dr. DAVIs. I should not say so. This was just one of the things.
The history of it is this: During the last 3 or 4 years there has been
no organization since the demise of the American Association for Social
Security that has been interested in giving itself to the promotion
of legislation in this field. The Association for Social Security,
headed by Abraham Epstein, was active until his death, about 4 years
ago.
A considerable number of people are interested in this legislation.
In labor, academic groups, expert groups, liberal physicians, they
have felt the need for something.
When the President's message came out, it immediately created
the feeling among at least 25 people that I could name now, on this
committee, "This is the occasion on which we can draw people -bgether
and endeavor to get support to get such an organization going."
*At the time of the advertisement I notice Dr. Shearon had there,
that was endorsing President Truman's program, the people who
signed that-it was an obvious step to move from that and organize
this committee, which was done .during the months of December and
January, an incorporation was finally consummated in February.
Senator DONNELL. When did the President's program come out
Dr. DAVIs. 19th of November 1945.
Senator DONNELL. 1945. This Committee for the Nation's Health

was formed before that?
Dr. DAVIS. Was not incorporated until February of this year.
Senator DONNELL. It had been formed. It was incorporated later,

after its formation ?
Dr. DAVIs. No.

There was no organization.

The committee was

not consummated until it was incorporated.
Of course, there was an informal group of about a dozen people
who met together and discussed how it should be formed, and who
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would be chairman, and how we would raise money, and all that sort
of thing, to get an organization going, and then five of us acted as
the formal incorporators that you have to have under New York law
to get it incorporated.
Senator DONNELL. At any rate, what transpired in the way of incorporation was to place into a legal entity through this corporate
procedure a committee which had previously existed informally; is
that correct?
Dr. DAVIs. Well, the committee, most of the people, though not all,
but most of them on this committee had been asked by mail or personally by members of the organization to be in the organization.
The organizing group asked them whether they would become a member of such a committee, understanding it would be incorporated as
rapidly as possible.
enator DONNELL. There had been such communication with those
people before the President's program was announced ?
Dr. DAVIS. No.
SSenator DONNELL. It had not?
Dr. DAVIS. No.

Senator DONNEL. Were you present at the organization meeting
of the Committee for the Nation's Health ?
Dr. DAVIS. Yes. I should not say there was any one organization

meeting before the act of incorporation, because there was a series of
informal meetings. There was no formal meeting' until the incorporators met to set up the organization.
Senator DONNELL. Were you one of the signers of the articles of
incorporation
Dr. DAvIS. Yes.
Senator DONNE.LL. Yes, sir.

Now the Committee of Physicians for the Improvement of Medical
Care, did you have anything to do with the organization of that
committee
Dr. DAvIS. No.
Senator DONNELL. Not at all
Dr. DAVIS. I have had relations with many people on it, but I had
nothing to do with that.
Senator DONNELL. This Committee on Research in Medical Economics that we have,been discussing here, from which copies of this
report I have mentioned may be obtained, did you have anything to
do with the organization of that?
Dr. DAVIS. Yes. Yes; I was largely responsible for the organization.
I felt that this was important. This was back in 1936.
Senator DONNELL. You were largely responsible for the organization
of that committee
Dr. DAVIS. Yes. I have to admit that with pleasure.
Senator DONNELL. That is all right.

You were. Back in 1936 ?
Dr. DAvis. Yes.
Senator DONELL.r
Would you say that the idea of the formation of
that was-the first overt act, I may term it-in carrying out the
organization of that committee was performed by yourself
Dr. DAVIS. In the Committee on Research in Medical Economics?
85907-46---t. 5--14
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Senator DONNELL. The formation of the Committee on Research in

Medical Economics.

Dr. DAVIS. Yes.
Senator DONNELL. Yes, sir.

You are the chairman of that committee?
Dr. DAVIs. Yes.
Senator DONNELL. And Dr. Boas and Dr. Peters are on the editorial

board?
Dr. DAVIS. Yes. That is no longer in existence, because we had to

give up the publication on account of war difficulties in 1944.
Senator DONNELL. But that was in existence when this booklet

that is quoted by Senators Wagner, Murray, and Mr. Dingell was
printed?
Dr. DAVIS. Yes.
Senator DONNELL. Yes, sir.

SNow, Mr. Davis, have you received any compensation from the Social
Security Board within the last year or so for services rendered to it?
Dr. DAVIS. I have been for a number of years-I do not know, 7 or
8 years-an official consultant on health studies for the Social Security
Board.
Such an appointment carries with it a per diem compensation for
time actually spent ,in consultant work for the Board.
Senator DONNELL. $18.05 a day
Dr. DAVIS. Yes; just about; yes, sir.
Senator DONNELL. Yes, sir.
Dr. DAVIS. And I think in 1945, if I remember, I do not think I

gave any day-the year before that, in 1944, I probably spent 4 or 5
days on direct work for the Board for which I was compensated.
I think in 1945, I did not.
I have occasionally, during 1945, talked over some studies with them.
Technical matters. I do not think I gave enough time to warrant
putting in a bill for a day's service.
Senator DONNELL. Have you received any compensation or become

entitled to anycompensation for work done during 1946?

Dr. DAVIS. No, sir.
Senator DONNELL. From the Social Security Board?
Dr. DAVIS. No.
Senator DONNELL. You have not?
Dr. DAVIS. No.
Senator DONNELL. Now, Doctor, the Committee for the Nation's
Health has been very active in the issuance of releases, has it not, to

the press, in connection with various matters pending before this
committee in respect to S. 1606 ? That is correct, is it not?

Dr. DAVIS. Yes.
Senator DONNELL. For instance, we had a witness here the other day,

Mr. Alfred Baker Lewis, president of the Union Casualty Co. of New
York.
Did the Committee for the Nation's Health issue a press release
containing an outline of what his testimony was?
Dr. DAVIS. I saw such a release.
Senator DONNELL. He told us he had never been associated with that
committee, but he had been informed that he could get the publicity
from them.
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Your committee issued that release?
Dr. DAvis. That is true, for a good many other witnesses also.
Senator DoNNEL. Can you give the other witnesses, Doctor; do you

have any idea about how many witnesses you have issued press releases for, for the Committee for the Nation's Health ?
Dr. DAVIS. I could hardly say. I would say between 12 and 20. I
cannot give you more closely.
Senator DONNELL. This release in regard to the telegram about which
Dr. Frothingham today testified, that release was issued by the Committee for the Nation's Health ?
Dr. DAVIS. Yes.
Senator DONNELL. Doctor, at the time that was issued, did you know

that instead of the group of physicians sending a telegram to Dr.
Frothingham containing this language, as it reads here:
"We believe from available experience," the telegram reads, "that
voluntary health insurance plans"-and so forth--did you know that
the facts were that Dr. Frothingham had sent out a telegram containmg this language that has been quoted, and asking whether or not he
might have the signatures of these people?
Did you know that?
Dr. DAVIS. Yes. Dr. Frothingham came to New York and showed
me a batch of telegrams which he had received from the physicians in
response to a telegram he sent.
Some of them quoted his telegram in full, and others merely telegraphed, "You can sign my name to such a telegram as you sent me."
On the basis of that, the release was prepared.
Senator DONNELL. I submit to your consideration, this is a matter

upon whieh everybody is entitled to opinion, and yours may be better
than mine, but I submit the fact that the inference which would be
drawn from this language appearing in the release of April 17 that
"a distinguished group of physicians, all members of the American
Medical Association, in a telegram to Dr. Channing Frothingham,
took sharp exceptio to the AMA stand," and, "We believe from available experience," the telegam reads, "that voluntary health insurance
plans will be too costly-' and then the list of physicians, signingrthe
telegram includes, et cetera, I think the inference is that that indicates
that Dr. Frothingham did not originate that telegram, and I respectfully suggest, for your consideration, that the query as to whether or
not in determining ,hetber this was a voluntary uprising of these
physicians that are listed here, that it would have given a better picture
of it had it indicated, as Dr. Frothingham does that he originated the
language, sent it out, and they simply approved it?
Dr. DAVIS. I would say the impression toward a person, or toward
me, if I were myself in the position of a Member of the Senate, somewhat sophisticated in these matters, it would be that these telegrams
did not come as an uprising, but came at the request of somebody who
had communicated with a group of doctors to know how they stood
on this matter.
That would be what I would assume, and that was the way the man
thought that prepared the release, would be the general impression.
The CHAIRMAN. It is the accepted form of public release like the
National Manufactuers Association an4 the Chamber of commerce
frequently follow. We have customs here, and we understand they
are supposed to be brief, and naturally they could not put out all of
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the details of the matter, and I do not think any one is misled by them.

Senator DONNELL. I was not addressing myself critically to the

brevity of it. The point I was making is that there was nothing in the
press release that indicates that this thought of a sharp exception to
the AMA stand had originated in Dr. Frothingham's mind. While I
appreciate someone would have to phrase the telegram, since it could
not be phrased by all 26 or 50 of them, nevertheless I do not think there
is any indication on this release that it did not come from some one or
more of these physicians who signed.
In other words, the point I make is that there is no indication here
that Dr. Frothingham originated the idea as distinguished from some
one or more of these signers.
The point I am driving at, Doctor, is the question as to the existence
of this great public demand, that 66 people had sent in a telegram and
nothing to indicate that it was not a perfectly spontaneous effort from
them, even though prepared by one of them, whereas in fact the document originated in the mind of one man, Dr. Frothingham, and perhaps it may not have originated there. It might have been suggested
to him.

Did you give any thought to the preparation of that telegram?
Dr. DAVIs. Dr. Frothingham formulated it himself. He lives in
Boston. I live-in New York.
Senator DONNELL. I see, yes.
The CHAIRMAN. If 66 men answer the telegram and were in accord

with what he expressed in the telegram, it seems to me that that would
be an expression upon the part of all of them that they regarded it as
they expressed it in the telegram.
Dr. DAVIs. May I add this: That the response of those physicians
was to me extremely important, because I am convinced that for every
physician who would be willing to come out publicly in favor of this
bill, there are 10 who would be unwilling to come out publicly, although they might be prepared to do so privately.
I regard it as quite significant that as many physicians as this were
prepared to give public expression of their belief in it.
Senator DONNELL. Dr. Davis, is it a fact that as a part of the work

of this Committee for the Nation's Health, that there have been
engaged the following persons who have attended frequently hearings
on this bill; namely; Peggy Stein; is that correct ?
Dr. DavIS. Yes.
Senator DONNELL. And the salary of Miss Stein is being paid by
whom
Dr. DAVIS. Miss Stein happens to be contributing her services. She
is paid simply expenses. She has been contributing her services since
the 1st day of January.
Senator DONNELL. Do you know if she was present at a meeting held
on the evening of Monday, June 17, 1946, at the Washington Health
Forum, appearing there on behalf of the Committee for the Nation's
Health, and whether or not at that meeting she told of her organization's effort in working for passage of the Wagner-Murray-Dingell
bill I
Dr. DAVIS. Miss Stein told me she had attended, and spoke at such a
meeting.
Senator DONNELL. Do you know anything about her attendance at
a meeting on the day or evening of January 27, 1946, a meeting of the
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Do you know anything about

that?

Dr. DAvIs. I think I remember something about- that but it is too
far back. I am not sure I could place any definite recollection of her
being at that meeting. I know there is a chapter of the Physicians
Forum in the District, and they have meetings.
Senator DONNELL. Do you recall whether there was such a meeting
held at Pierce Hall, Sixteenth and Harvard Streets, NW., in Washington, on that date I

Dr. DAvIs. I'cannot tell you that.
Senator DONNELL. Now, Doctor, in your testimony, you refer at

page 13 to this:
Three billion dollars a year as a health insurance fund sounds like a hugefigure, but it is about what we have actually been spending a year for physicians' and hospital services.

*Now, in that connection I ask you, Doctor, whether or not there
was put out in 1933, a book entitled: "The Costs of Medical Care"

of which Dr. Falk and Mr. Rorem and Martha D. Ring were those
who put it out ?
Dr. DAVIS. That was issued by the Committee of the Costs of

Medical Care, of which Dr. Ray Lyman Wilbar was chairman.

Senator DONNELL. They were also members of the executive com-

mittee at that time?
Dr. DAVIS. Yes.

That was a study committee.

Senator DONNELL. Yes, sir.
I call your attention to a table appearing at page 9 of this book,
which table is headed: "Total expenditures for medical care in the
United States."
In column No. 1 are listed a series of items.
Physicians in private practice.
Dentists in private practice.
Secondary and sectarian practitioners
Graduate nurses, private duty.
Practical nurses, private duty.
Hospitals: Operating expenses.
Hospitals: New construction.

That latter item is $200,000,000.
Private health.

Private laboratories.
Orthopedic and other supplies.
Glasses.
Drugs.
Organized medical services.

Total, $3,656,000,000.

Was that the best estimate at that time of the expenditures, in
the United States, for those items
Dr. DAVIS. Yes. That estimate was very carefully and elaborately
worked out.
I call your attention to the fact that that includes more than is
involved, $3,000,000,p00, which I mentioned, was only for physicians'
and hospital services. Dentistry and other items you mentioned are
included in that $3,650,000,000.
I would also say that there have been estimates made at periodic
intervals by various bodies. The Public Health Service, the Social
Security Board.
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Most recent studies made were by the Department of Commerce,
Bureau of Labor Statistics, of the estimated expenditures for medical
service in this country, $3,000,000,000.
The amount varied. It dropped during the depression. It came
up during the war. Expenditures, for instance, in 1944, since I do
not have any for 1945 they are about the last'figures I show here,
about $3,200,000,000 instead of $3,000,000,000 flat.'
I give $3,000,000,000 as a round number, but it will probably be
less in, 1946. It may likely be less. It goes up and down with the
economic cycle.
Senator DONNELL. Doctor, S. 1606 also includes dental service, does

it not?

Dr. DAVIS. Yes.

Very limited dental services.
Senator DONNELL. Some dental services, at any rate?
Dr. DAVIS. Yes.
Senator DONNELL. Would you say, in light of the estimate made by

the committee on the costs of medical care back in 1933, at the present
time, for the items I have mentioned, $3,656,000,000 per year was the
estimate of that committee, would you say that it is likely that the expenditures under title II of S. 1606 would be as small as $3,000,000,000
a year?
Dr. DAVIS. Well, my estimate of that is that I first. assume that the

dental services and the nursing services were provided, and I will not
speak of the first year, but say that after the act had been in operation
for about 3 years, I should expect that the total expenditures would be
closer to $4,000,000,000 than $3,000,000,000.
SSenator DONNELL. Yes, sir.

Now, Dr. Davis, have you examined into the question as to whether

or not'a pay-roll tax of the amount contemplated in S. 1050 would
be sufficient to pay $4,000,000,000 a year?
Dr. DAVIS. I do not regard myself as an expert on such estimates.

I have accepted in general the rather careful estimates made by the
Social Security Board which in turn have been considerably based
upon the Department of Commerce estimates of income.
Obviously, if you accept certain figures for national income at a
certain rate of taxation on pay-rolls, you get a certain revenue, so that
I have accepted their estimates as reliable.
Senator DONNELL. Now, doctor, I am not going to infringe more
on the time of you or the chairman, who has been so very patient.
The CHAIRMAN. I was going to say, I have a leave, and I am perfectly willing to let you continue cross-examination, but I would like
to ask one or two questions.
Senator DONNELL. Very well.
The CHAIRMAN. Doctor, long before this organization that you are

connected with was formed, it had been recognized in this country
that modern medical care was beyond the reach of many people in
this country, because of the excessive cost, that recognized generally in
the country, was it not
Dr. DAVIS. Yes.
The CHAIRMAN. And has it not been the subject of discussion in the

country for many years, the need for some new method of making it
possible for people to get up to date modern medical care ? Has that
not been a subject of discussion generally for many years ?
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Dr. DAvis. It has been the subject of discussion, investigation by

public and private bodies, and it is in the natural course of events,
when the public interest in a matter gets to the point where public
action is under serious consideration, our typical American method
is for a group of citizens interested in that kind of public action to
get together ahd form a committee or organization, and the Committee for the Nation's Health is merely such an expression of the American way of getting things done.
The CAIRMAN. In other words, this idea of national health insur-

ance is not something inspired by a few people who have their own
personal advantage or benefit at stake, or are trying to develop a
program of this kind
Dr. DAVIs. Well, I certainly do not think so. As far as I am con-

cerned, I would not get much out of a national insurance program, I
have too many friends among doctors, so I would not get much practical help, nor do I get compensation for my work for this committee.
The CHAIRMAN. The medical profession itself, a great many mem-

bers of the medical profession, recognized the fact that we needed
something along the line of health insurance to assist the people of
this country who are in the lower-income brackets, or who are in the
middle-income brackets, to meet the problem of medical cost.
Dr. DAVIs. The AMA now accepts that, only they want a different

method from S. 1606..
The CHAIRMAN. So that I wanted to make it plain that this is a

program which has developed in this country because of the actual
needs of the people.
Senator DONNELL. Mr. Chairman, I have, I think, only two further

questions, if you would like to remain..
The CHAIRMAN. All right.

Proceed.
Senator DONNELL. Doctor, you were a member of the Committee

on Economic Security, 1934 and 1935, as a consultant?
Dr. DAvis. One of the consultant staff of that committee.
Senator DONNEIhJ That was the committee that prepared the So-

cial Security Act; is that right ?

Dr. DAVIs. Yes.
Senator DONNELL. The only other question I have is in your testi-

mony you referred to a report by the American Medical Association
in 1940 with which you had this to,say, that it is a report, et cetera, to
the effect that families with incomes up to $3,000 a year, the great
majority of our population, find difficulty in meeting some of their
sickness bills.
I ask you, Doctor, whether or not that report to which you refer
by the American Medical Association is this document which has already been presented in evidence here, Factual Data on Medical Economics, Revised 1940, issued by the Bureau of Medical Economics,

which contains a chart, No. 39, over the subject Medical Services?
Dr. DAVIS. I think I recognize that.
Senator DONNEIL. Thank you.

I think that is all, Doctor.
The CHAIRMAN. Thank you very much, Dr. Davis.

We will meet tomorrow morning at 10 o'clock to hear Rabbi Stephen
Wise.
(Thereupon, at 1:50 p. m., Wednesday, June 26, 1946, the committee
recessed until Thursday, June 27, 1946, at 10 o'clock a. m.)
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Washington, D. C.
The committee met at 10 a. m., pursuant to adjournment, the Honorable James E. Murray (chairman) presiding.
Present: Senators Murray, Morse, and Donnell.
The CHAIRMAN. The hearing will come to order, and Rabbi Wise
will proceed with his statement.
STATEMENT OF DR. STEPHEN S. WISE, PRESIDENT, AMERICAN
JEWISH CONGRESS
Dr. WISE.
a statement.

ell, Mr. Chairman, or Mr. Senator, I have not prepared
I am perfectly ready to say a few words.
The CHAIRMAN. I see.
Dr. WISE. In favor of the bill, in favor of the Wagner-MurrayDingell bill, but I felt that I would like to do no more than improvise
a few words explaining why I support the bill.
And, for the record, I want to say this: I have very great hesitation
in coming here, in seeming though not actual opposition to the thought
of many physicians in America. There is no one living in America
who has been the beneficiary of more wise, helpful, and, under God,
saving medical counsel and practice than I. I have many, many
friends in the medical and surgical profession, and they have been
more than kind to me and to mine. They have recognized, in dealirr
with me, that I am a poor ordinary minister, so that they have haa
a minimum of gain as compared with a maximum of benefit which I
have had from them.
Some of them, I am sure, will think it is ungracious for me to come
and speak for this national health bill, but this is my feeling, gentlemen: What I have had, through no deserving of my own, merely
because of personal friendship and generosity of a number of great
physicians and surgeons, I would like to have for all American
citizens.
ENDORSEMENT OF 8. 1606

That is why I support this bill. I feel that unless men are of circumstances far beyond my own circumstances and far above the
average of income in America, they cannot have what has been given
to mine and to me, the most expert care and skill which I cannot help
saying to you, under God, has saved my life surgically upon two
occasions.
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And as I-have thought about it, often, I have thought of the time
when my daughter, who is now a judge of the children's court and
domestic relations court, as a child of 5. We had a consultation of
eight or nine of the greatest physicians and surgeons in 4merica to
look after her. And they saved her life.
Now, the humblest of people, a man with a minimum income is entitled to the opportunity of healing for his own and for himself. I
am appalled at some of the figures I have come upon. I hope they are
an overstatement. For example, I am told that there are 15,000,000
people living in 40 percent of the counties of the United States-and
I cannot vouch for this, but it is a statement I have come upon, who
have no recognized public hospital care.
To me that seems an appalling figure.
And there is something more. The medical and surgical service is
necessarily limited to those who are well-circumstanced, and from a
worldly point of view, fortunate, though I cannot help observing
rather sharply that many of those who can best afford saving surgical
and medical skill could more easily be spared from the economic
viewpoint than the breadwinner who is indispensable to his family,
and yet is by his circumstances and material denied access to the
highest type of medical and surgical skill.
I do not know that I have made myself clear, Mr. Chairman.
The CHAIRMAN. I think you have made yourself very clear, Rabbi.
Dr. WISE. Some of my dearest medical and surgical friends would
be horrified.
I am not interested in the gentlemen who run and manage the
American Medical Association, which is a highly professional organization, which I believe does not tell the whole truth to its membership.. I am not interested in them, but I am interested in some
very, very, very skillful men, men at the top of their profession, who
I feel will fail to understand why I, their friend and beneficiary from
the medical and surgical point of view, should appear on behalf of
this bill.
I ought to say in this, I confess to you, I represent my own point of
view.
I happen, Mr. Senator, to be president of the American Jewish
Congress, and World Jewish Congress; and the American Jewish
Congress was, of course, founded by Mr. Justice Brandeis in 1915.
I am the founder and one of the heads of the Zionist group in America
and rabbi of the Free Synagogue; president of the Jewish Institution
and editor of Opinion. But I do not purport to represent the hundreds of thousands of people within those organizations.
I hope that if a referendum were taken they would be wise enough
to agree with me, but I do not purport to represent them in any sense,
although 1 am the head of a number of organizations the membership of which should agree with me, but it may not.
The CHAIRMAN. Rabbi, I am greatly impressed by your statement.
Have you not found in your contacts with leading men of the profession, men of high honor and integrity, that they recognize that
there is some need of a program whereby modern medical care may
be made more accessibly to these people whom you mention are at
present unable to get it
Dr. WISE. I must say in answer to your question, Mr. Senator, that
I find much to my delight that some of the finest men in the medical
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rofession accept the act which bears your name in part as inevitable.
They know it is coming. Some of them think they can postpone its
coming for a time but I wonder-and I am just throwing out a suggestion which could or could not be accepted-I wonder if a referendum or a plebiscite were taken of the medical profession, whether
you would not get a good majority of the medical mren to support

the Wagner-Murray-Dingell bill. I believe they would. I have no
right to say that. I am just hazarding a guess.
The CHAIRMAN. Regardless of whether or not they would accept

the Wagner-Murray-Dingell bill just as it is
Dr. WIE.. Yes.
The CHARMAN. Nevertheless, many of those who do not like the

Murray-Wagner-Dingell bill recognize that there is a need for some
solution of this problem?
Dr. WISE. Yes; I believe so.
The CHAIRMAN. The Murray-Wagner-Dingell bill has served as a

vehicle for the purpose of focusing the attention of the American
people on this very important problem.
Dr. WISE. Which it has done.
The CHAIRMAN. And if the bill is not perfect in its present form,

there is a possibility that it can be perfected as the result of these
hearings and as the result of men like you and other men who have
given great study to the problem, assisting us in working out a
program
Dr. WISE. A more nearly adequate or measurably perfect bill.
The CHAIRMAN. I agree with you in what you have said.
I, too, have a very high respect and regard for the medical profession. I do not want it understood that in presenting this legislation here, I in any manner reflect upon the integrity and honor and
great ability of these men who are in the medical profession.
But, at the same time, I realize, as the result of the studies we have
pursued, that there is a crying need for some manner or some method
of meeting the problem, and that is what we are trying to do here.
I have been sitting here now for more than a month with my distinguished colleague, Senator Donnell, and we have been working
together in the utmost harmony and effort to bring out the facts,
and to study and analyze this bill in the fullest manner, and we are
very glad to have you here today, and I am going to ask my colleague,

Senator Donnell, to ask you some questions.

Senator DONNEu. Just a very few, Rabbi Wise.
ATTITUDE OF MEDICAL PROFESSION TO S. 1606

Your observation is that a number of doctors whom you know do
not favor the idea of governmental insurance; that is correct, is it not?
Dr. WISE. I take that for granted.
Senator DONNELL. Yes.

Dr. WISE. Judging by something said to me by one of the great

uIrgeons in America, namely Dr. Albert A. Bird of New York.

He

is an outstanding surgeon, who railed against it. He considers it,

I think most unwisely, a dangerous aim.
Senator DONNE L. He is one of the outstanding surgeons of

America?
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Dr. Wirs. Yes; with an income running between a quarter million
and a half million a year for 40 years.
Senator DONNELL. Rabbi Wise, have you observed also quite a good

many of the physicians of smaller income are also opposed to the
theory of governmental health insurance ?
Dr. WISE. I find, Senator Donnell, that the more enlightened men,
and there is a difference in the degree of enlightenment of physicians,

apart from their medical and surgical skill, that the most enlghtened
and forward-looking men in the medical profession with whom I have
discussed this, by a large majority, favor the passage of this bill. They
think its advantages are minor and the gains to the American people
will be major.
Senator DONNELL. Dr. Bird is one of the very able men of the profes-

sion ?
Dr. WISE. A man of great skill.
Senator DONNELL. He is opposed to it?
Dr. WISE. He is opposed to it, but I mention en passant he has had

an income running into the hundreds and hundreds of thousands for
40 years.
Senator DONNELL. But you do know, I assume, Rabbi Wise, that

there are a great many physicians of moderate income who are also
opposed to this bill?
Dr. WISE. I cannot help saying to you, Senator, largely b&eause they

have been propagandized against the bill by the American Medical
Association Journal, of which I believe Dr. Fishbein, if that is his
name, is the editor. He has worked assiduously against this bill and
indeed against any measure looking to national health or sickness
insurance. Those medical men who are very busy in their practice
have not given themselves an opportunity to weigh' the matter and
decide foi: themselves what would be their places in a system of compulsory, if the term is used, health insurance.
Senator DONNELL. Rabbi Wise, be that as it may as regards the
influences or the reasons why the doctors are opposed, or some of them
at any rate, to this theory of governmental insuranceDr. WISE. Yes.
Senator DONNELL. The point I was making is that the opposition

to the governmental health insurance is not confined to doctors of
high-income brackets. You would agree to that

Dr. WISE. I would say not confined, but I could not help adding that

the more enlightened members of the medical profession, in my judgment, began to see the light and the necessity of the type of thing that
this bill proposes.

Senator DONNELL. We'had in evidence here some time back the

action taken recently at the New York Medical Society.
forgotten the technical name.

I have

Dr. WISE. The New York Medical Society, that is correct.
Senator DONNELL. I think they took a vote on the subject, and as I

recall it, it was about-

Dr. WISE. Two to one?
Senator DONNELL. No; about 76 percent, was it not ?
Dr. WISE: Three to one.
The CHAIMAN. I think 25 percent were opposed.

Senator DONNELL. My recollection was that 24 percent were for it,
and 76 against.
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The CHAIMAN. Something like that.
Senator DONNELL. That was compulsory health insurance.

Did you observe that

Dr. WISE. I could not help observing myself that these are the men
with the large incomes in New York. The creme de la creme of the
medical profession, and, above all, of the medical income, and men
have a habit of defending their incomes.
Senator D,)NNELL. R.ibbi Wise--

Dr. WISE. In my own calling, people do the same thing, although I
wish my church, the synagogue, would do exactly what I hope our
country will do, not single out a few men and make them comfortable,
but give a decent living, so as to avoid the discrepancies and to give
almost uniform religious service to people irrespective of their income.
For example, the synagogue and the church, and I do not know
which is your church, Senator, but the synagogue and the church are
in danger of becoming the comfortably circumstanced man's refuge
rather than the home of the humble.
Senator DONNELL. Rabbi Wise, have you talked extensively with
physicians out in the United States?
Dr. WISE. I cannot say over the United States.

I do travel widely.

I am in and out of Washington today. I shall be in Washington next
Tuesday with the President. I do travel a great deal. People seem
to want to hear me. I do not know why they should, but they seem to,
and I travel a great deal over the country, in Pullman cars, which are a
source of information and indoctrinization, so I think I have a right

to say, Senator, without overstatement that I have spoken to a great
many physicians.
Those against the bill are violent in their fear of the new order,
but many of them--cultivated, enlightened men in the medical profession-I think are in favor of it.,
I would not dare to say what the percentage is, for or against it,
although I believe a secret plebiscite would give us a majority in favor
of this thing. Perhaps, with some amendments, some changes, some
revisions, some improvements on the bill, and the author himself is
prepared to admit that it is not insusceptible to improvement.
The CHAIRMAN. That is right. The great struggle here is as to

whether or not we should have a national compulsory insurance system
or whether a voluntary system would meet the problem.
Dr. WISE. There is no such thing as a voluntary medical service.

The present service is voluntary. People become ill, and they call in
such physicians as they can, and the truth is that the expert medical
service is limited, except for hospitals, to the well circumstanced.
Now, I think that is a grave wrong. I am not sure of this fact, but

it was told to me by a physician of high standard, that nearly 40 percent of the men who came under the enlistment of the Selective Service
Act were not deemed acceptable physically and mentally.
Senator DONNELL. Rabbi Wise, have you personally investigated

those statistics?

Dr. WIsE. No.
Senator DONNELL. To analyze them
Dr. WISE. I have not. I could not.
Senator DONNELL. We have had testimony on that.
Dr. WISE. I have not the power or the opportunity to do so. I
quoted the figures a moment ago with reservations. I believe they
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are correct. Of course, the number of the men physically and psychically unfit for acceptance in the service of' the Army was really
tragic. The percentage of men.
Senator DONNELL. Now RabbiDr. WISE. A man like br. George Baehr, I think the president of
the New York Medical Society, and who had an important part in the
service of the Army would, I am sure, be,prepared to confirm that.
Senator DONNELL. Rabbi Wise
Dr. WISE. Yes, sir.
Senator DONNELL. Going back again to this matter of whether the

opposition among the doctors to this bill is confined to those of high
incomes, I presume you know of the fact that the American Medical
Association contains somewhere upward, I believe, of 125,000 of the
physicians in this country?
Dr. WISE. Yes, sir.
Senator DONNXLL. Now, of course, that would include a'great many
physicians of medium- and lower-income brackets ?
Dr. WISE. Yes.

Senator DONNELL. And you know of the fact that the house of delegates of the American Medical Association has expressed itself in
opposition to this type of legislation?
Dr. WISE. Yes.

Senator DONNELL. You are familiar with that, are you not ?
Dr. WISE. I am; yes.

Senator DONNELL. Rabbi Wise, have you examined into the figures
of the Blue Cross as to how large a membership the Blue Cross has?
Dr. WISE. Yes.
Senator DONNELL. You know, do you, that there are some 21,000,000
of our people today members of the Blue Cross?
Dr. WISE. Yes; within that range of voluntary medical service.

Senator

DONNELL. Yes.

Rabbi Wise, on the particular measure before us, S. 1606, have you
personally read that bill
Dr. WISE. It would not be decent for me to come here and support

a bill which I had not carefully read. I read it when it first appeared
in print. I read it a month ago, and I read it in the last few days,
so I have given it three readings. which I think are adequate.
The CHAIRMAN. I think so.
-Senator DONNELL. I think that is the legal number in the Senate.
Do you recall the provision in regard to the right of the Surgeon
General to prescribe the maximum number of patients that a physician may take ?
Do you recall that?
Dr. WISE. I do recall that; and I also recall the charge made that it
would lead to medical dictatorship, which seemed to me to be absurd.
Senator DONNELL. You recall, however, that there is a provision
under which, where the per capita system of payment is adopted, that
the Surgeon General may prescribe maximum limits of the numbers
which can be taken by a given physician ?
Dr. WISE. I remember that perfectly.

Senator DONNELL. Rabbi Wise, going back again for a moment to
the action of the New York Medical Society--here were several hun-

dred doctors there, and I do not have the number in mind.
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Dr. WISE. I think there were 300.
Senator DONNELL. Three hundred. Possibly so.
Dr. WISE. I may be mistaken.,
Senator DONNELL. Now, those men undoubtedly included at least

some of the moderate- or medium-class income groups ?
Dr. WISE. Quite so.

Senator DONNELL. And I take it, regardless of whether or not they

have been informed by the American Medical Association Journal or
by the National Physicians CommitteeDr. WISE. Yes?
Senator DONNELL. I take it, apparently at this time the expression

of opposition to this type of legislation has not been confined in our
country to the doctors of the highest income ?
I am right inthat, am I not ?
Dr. WISE. Quite right.
Senator DONNELL. Yes, sir.
Dr. WISE. May I add this observation: Can you think at the mo-

ment of any great gain that has come to America without objection
on the part of those whom it touched in one way or another?

I am old enough, I am sorry to say, to remember when it was first
proposed to have an income-tax bill in America. You know how it
was fought. You, as a lawyer and a judge, would know.
Senator DONNELL. I was not a judge.
Dr. WISE. Forgive me for the insult.
Senator DONNELL. Well, that is a very high compliment. I appre-

ciate the compliment.

Dr. WISE. I had heard you were on the bench and therefore, you

were too skillful a cross examiner.
Senator DONNELL. Not at all.

Senator MORSE. He is a very skillful cross examiner.

Senator

DONNELL.

Senator Morse, do you know Rabbi Wise?

Dr. WISE. I have had the pleasure of meeting the Senator.
Senator DONNELL. Senator Morse is not only a most excellent Sen-

ator but, in addition tothat, was the head of the law department of
the University of Oregon.
Dr. WISE. And he is my fellow Oregonian. I lived there 4 years.
The CHAIRMAN. Did you not live in Missouri a while?

I am surprised that you have not stated that at some period of your
life you lived in Missouri.

Senator DONNELL. Well, those hours you passed through there you

have really lived, have you not?
Dr. WISE. Absolutely.

Senator DONNELL. Certainly.

I think that is all, Rabbi Wise.

Dr. WISE. Perhaps my fellow Oregonian would like to riddle me
for a few minutes.
Senator MORSE. I was sorry I was detained in another conference

and could not get here for your testimony, but I shall read it carefully.
Dr. WISE. It is very slight. I merely expressed myself in my own

faith that the time has come for our country to make it possible for
the humbly circumstanced people to enjoy the benefit of adequate

medical and surgical care, and that can be done, in my judgment,
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only through the enactment of such legislation as is provisionally,
perhaps, embodied in the bill bearing the Senator's name.
Senator MORSE. I shall not repeat it any any length, but I shall'
simply say, due to the fact that you are here, that many times
through these hearings I have expressed the view that not only interests of the people of the country but the interests of the medical
profession, itself, demand that adequate steps be taken to provide
medical attention to all our people.
Dr. WISE. The figures of those who failed to receive adequate medical care are really painful to one who feels that medical care and
medical and surgical skill should be accessible to people irrespective
of. their worldly or material circumstances.
And I said this as I began, and this holds true of Oregon, as of
New York, I have been the beneficiary of the most skillful and devoted and even sacrificial medical care, both in Oregon, where I lived
four years, and in New York where I have lived the major part of
my life.
Senator DONNEIL. Rabbi WiseDr. WISE. Yes, sir.
Senator DONNELL. Has it been your observation that the medical

profession as a whole is generally speaking motivated by what it deems
to be unselfish, high motives of integrity
Dr. WISE. I give unqualified assent to that judgment. I have the
deepest respect for the medical profession.
I do not know whether you happen to recall it, Mr. Senator, the
tribute which in the apostolical is paid to the physician, which is a
just and merited tribute to the man who, under God, heals people.
I have the deepest reverence, but as I said, a moment ago, after all
you know how the income tax was fought, and today how we could not
live and exist and produce, et cetera, without some type of incometax bill which merely sustains the country and keeps it and you and
the rest of us going, and yet it was bitterly fought. It was denied
in the United States Supreme Court, I am not a lawyer but I think
that is correct, at one time, and it was tried again and accepted.
Senator DONNELL. Of course, the action by the Supreme Court, if

I may interrupt, was not based upon the wisdom but on the basis of
constitutionality.
Dr. WisE. Constitutionality, of course. I guess that people will
question the constitutionality of this act, although I believe there have
been decisions by the Supreme Court which prepare the way for the
constitutionalization of this measure if it be adopted.
I speak in unlimited ignorance of the law, I confess, but I do know
something about medicine, and I know something about medicine
for this reason: No man can have been a minister of religion for 50
years without coming upon vast numbers of people who have enjoyed
the benefit, or been denied the benefit, of adequate medical care. I
see what it means. I see many people are ministered to with tenderness and skill, and every manner of resourcefulness, and then I know
other people who are denied that, and it seems to me an elemental
injustice.
I know that my child, under God, could not have lived, as I saidand she is a judge in New York-unless I had been able, because of
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friendship for physicians, and kindness to me, to have at my command
those great men, Jacoby and all, who saved her life.
Senator DONNELL. And it is true, is it not, that even outDr. WISE. In the wilderness of Oregon, which is the most beautiful
country of the world-Senator MORSE. He is going to pay me a visit some day.
Dr. WISE. The roses made by God bloom from Easter to Christmas.
Senator DONNELL. But it is true, that the medical profession does
embrace great and good men who have given sacrificially of their
time and effort.
Dr. WIsE. This bill does not question that.
Senator DONNELL. Not at all.

Dr. WISE. I affirm it with gratitude and with equalness reaffirm your
statement.
The CHAIMAN. Well, Rabbi, again I wish to express my very deep,

appreciation for your appearance here this morning, and for your very
valuable statement.
Dr. WISE. Thank you, Senator. Thank you very much.
The CHAIRMAN. I believe that is the only witness this morning.
Senator DONNELL. I think it is, Senator.

When will our next hearing be, Senator
The CHAIRMA.

We will announce the next meeting.

I am going to be busy Monday or Tuesday, and I will announce
the next hearing.
Senator DONNELL. All right.

(Thereupon, at 10:40 a. m., Thursday, June 27, 1946, the committee
recessed to reconvene at the call of the Chair.)
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WEDNESDAY, JULY 10, 1946

UNITED STATES SENATE,
CoMTrrTEE ON EDUCATION AND LABOR,

Washington, D. 0.

The committee met at 10 a. m., pursuant to notice, the Honorable
James E.'Murray (chairman) presiding.
Present: Senators Murray and Donnell.
The CHAIRMAN. The committee will come to order.

We are glad to have you here this morning, Congressman Biemiller.
STATEMENT OF HON. ANDREW J. BIEMILLER, A REPRESENTATIVE
IN CONGRESS FROM THE STATE OF WISCONSIN
Congressman BIEMILLER. Thank you, Senator.
The CHAIRMAN. You may proceed.
s. 1606 AS A LOGICAL EXTENSION OF SOCIAL INSURANCE

Congressman BIEMLLER. I am speaking today on behalf of S. 1606

because I believe that action by the Federal Government is absolutely
necessary if there is to be any solution to the problem of adequately
financing the distribution of medical care for the people of this country. Workers face four great hazards in our industrial world-industrial accidents, old age, unemployment, and sickness. Over the years,
protection against three of these hazards has been established by the
Federal and State GoVernments. The principles of social insurance
now are a fixed part of our national policy. This bill-1606--proposes that these principles of social insurance shall be applied in removing from the lives of our people the fourth great hazard-sickness.
While a member of the State Legislature in Wisconsin, I introduced
a bill providing for a State-wide system of health insurance. It was
never passed. It was opposed by the same interests-the same people-who today are opposing the enactment of a national health-insurance program.
FALSE CHARGES BY THE MEDICAL PROFESSION

I do not question the right of any American to state and argue his
views on any public question. This right should be just as real for
doctors as workers and farmers and other interest groups. But when
representatives of the American Medical Association, the National
Physicians Committee, and other groups oppose the enactment of a
program of national health insurance, I believe the people are en2735
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titled to know the reasons for this opposition. I believe the people
are entitled to know the false character of the propaganda being distributed to doctors and other persons through the country.
THE BILL IS NOT SOCIALISTIC

Early in the hearings on S. 1606, a member of this committee, Senator Taft, charged that the bill was a scheme to "socialize" the medical
profession. In a radio debate last month he repeated this charge saying that the result of this bill would be a "nationalization of medicine
far beyond anything we've ever had in education." This, I believe,
Swas a false presentation of the issue; this was a distortion of the facts.
This bill does not provide for "nationalization" of medical practice in this country. It simply provides that the Federal Government
extend the principle of social insurance to the field of medical care.
It has no resemblance whatever to the system of nationalized medical
practice that exists in Russia. It does what the American Medical
Association, the private insurance companies, and even the States
cannot do-establish a uniform and equitable system for the collection
and distribution of funds for the provision of medical care to the
citizens of this country.
THE BILL DOES NOT ESTABLISH A MEDICAL DICTATOR

The present leaders of the organizations of medical men, perhaps
because of guilty consciences, have charged that the Wagner-MurrayDingell bill would permit the Surgeon General of the United States
Public Health Service to become a "medical dictator." This charge
is also false. The bill specifically provides that the Surgeon General
.must consult with a medical advisory council on all aspects of the
health program. Moreover, the council is empowered to publish all
of its decisions and thus submit to the public any disagreement it may
have with the Surgeon General. This is certainly democratic procedure.
When I studied this section of the bill, I could not help but ask the
question: "Does the American Medical Ass6ciation permit such democratic procedure in its own ranks "
Those who oppose the bill say that it would establish a bureaucracy
in Washington that would completely centralize the administration
of medical services. This, too, is misrepresentation. Provision is
made for advisory councils in localities as well as nationally.
Through the local advisory councils the consumers of medical care i
this country would for the first time have a real voice in determining
how the services should be managed.
S. 1606 would likewise give an impetus tp the organization of cooperative medical care agencies and hospitals. Perhaps this is one
of the fundamental reasons this measure is being fought so bitterly
by the hierarchy of American medicine.
No legislative act of Congress that is going to inspire greater
economic self-government by the people can be classified as "state
socialism."
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RECENT OPPOSITION OF THE AMERICAN MEDICAL ASSOCIATION TO VOLUNTARY

INSURANCE

The AMA has a history of using such scare words in discussing proposals to which it is opposed. In 1932, when the report of the conservative Committee on the Cost of Medical Care was issued, the Journal of the American Medical Association denounced it as "socialism
and communism-inciting to revolution." Yet all this mild document
did was advocate group practice for physicians and expansion of
voluntary health-insurance plans.
As late as 1934 the AMA vigorously opposed Blue Cross hospitalization insurance. The journal in that year criticized "all sorts of hospitalization insurance schemes" as "mechanization of medical practice." An attempt was even made to keep the American Hospital
Association from sponsoring Blue Cross plans. And in my State
of Wisconsin the State medical society fought Blue Cross until last
month.
Even the feeble stirrings within some of the State and county medical societies themselves were quietly but effectively suppressed. In
one of its 1938 issues the journal of the AMA noted that many efforts
to organize county society prepayment plans in California "have been

successfully discouraged."

In the light of this record, can Anyone take seriously the propaganda
being distributed describing this billI Can anyone really believe that
the same men that took these stands a few years ago are serious in
proposing that voluntary prepayment plans will solve the problem
of providing medical care

I sympathze with those Members of Congress who do not want to
use the tax money of the people just to create more jobs on the public
pay roll. Because of this feeling, I cannot understand the reasoning
that has gone into the bill sponsored by Senators Taft, Ball, and

Smith.
8. 2143 WOULD CREATE AN UNPRECEDENTED BUREAUCRACY

That bill-S. 2143--provides that all assistance given by the Federal Government shall be from Government tax funds; it provides
that these funds shall pay medical bills only when need has been
clearly established. Now, someone is going to have to establish that
need; so, in addition to paying doctors, clerks, and administrative
personnel, the Government willhave to employ an army of investigators. Senator Taft and associates, who have complained about
bureaucrats and investigators in connection with OPA and the Fair
Employment Practice Committee, now propose the creation of a vast
body of snooping investigators in the field of medical care.
Under Senator Taft's bill, we are likely to have more investigators
of need than doctors administering to that need. Let us do some
simple arithmetic. A work load for an investigator or case worker
is high at 50 cases a day. But let us take this figure. It would mean
that for every 1,000 people who applied for aid under the Taft bill,
the Government will have to employ 20 investigators. If in an
1 year there were as few as 6,000,000 citizens applying for relief,
120,000 investigators would be required.
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Aside from its ridiculous qualities, the Taft bill has some exceed-

ingly serious defects. I can remember all too well the depression
years when the bread and butter needs of people were met only by
degrading investigations into the personal lives of citizens who were
unemployed through no fault of their own. If the AMA is seriously
supporting the proposition that a national health program should be
administered through a means test, they should consult some psychiatrists on what this type of experience does to the personality of those
who must submit to such an investigation.
I am for the Wagner-Murray-Dingell bill because it expands the
principle of social insurance as contrasted with public charity. Essen.
tially S. 1606 is a national insurance bill where presumably the individual, the employer, and the Government share the cost of medical
care. Senator Taft's bill, on the other hand, completely ignores our
social security system and threatens to impose a greater and greater tax
burden on the country. S. 2143 proposes to make Government a distributor of charity rather than a servant of the people.
In my own State the people have been subjected to a distortion of
facts by spokesmen of the State medical society just as they have
elsewhere. For instance, when Dr. James C. Sargent from my own
city of Milwaukee returned home after testifying before this committee against S. 1606, he asked the State medical society to pass a
resolution against the bill. The resolution charged that S. 1606and I quote-"would seriously jeopardize the care of the sick of
America."
S. 1606 WOULD IMPROVE MEDICAL CARE

If a doctor seriously believes this, then it seems to me that he is
denying the very ethics on which the medical profession has been
built. If a change in the economics of medicine is going to cause
doctors to jeopardize the care of the sick, then what meaning has the
Hippocrartic oath? I simply do not believe that if this bill were
passed the doctors of this Nation would give worse care. I do not
believe that a change in the system of collecting and distributing
money for medical care would affect the talents of our doctors, their
devotion to their profession, and the willingness of men of medicine
to meet the needs of the sick.
I know that if this bill were passed more people, not less, would
secure medical care when they need it. The adoption of S. 1606
would mean that more doctors would find it profitable to administer
to the needs of the sick in those areas of 'the country where care is now
jeopardized because of a lack of trained medical men and low per
capita income of patients.
Despite the assertions of leaders of the AMA, the quality of medical
care rendered would be higher than under the present system. For
one thing, the doctor could divest himself of the business care of
practice and devote himself entirely to professional activities, including advancement of his skill and knowledge. Every doctor could
enjoy the benefits of a group practice and would have ready access
to modern, costly equipment, specialists' and consultants' services,
and laboratory tests. And every patient, regardless of income, would
have equal access to the best that modern medical science has to offer.
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Essentially, however, S. 1606 deals with a problem of economics,
of social organization, and public policy-not with the best method of
healing the sick. But spokesmen for the AMA are attempting to
make it seem that the proposal for a national health insurance program involves a revolutionary change in the practice of medicine.
This is deliberate distortion.
What is the AMA. seeking to achieve from its opposition to the
Wagner-Murray-Dingell bill? It gave an answer at the last house
of delegates meeting. It declared that it was for a national-health
program but one that is under medical control. Now what the AMA
is asking is that those who are paid the people's money should control
the distribution and administration of the people's money. This is
not only bad business, but it is bad public policy. Why should the
people turn over their rights to a private monopolistic agency or
group I
An attempt has been made to turn the -Nation's health needs into a
political issue. Medical need as I have seen it in my own Statein the homes of workers in Milwaukee-in the houses of our farmers
throughout the State-knows no political affiliation. Sickness is no
respecter of race or color or creed or national origin or occupation,
geographic location, or party registration. This is one issue that
must not be made a political football.
I wonder how many people who listen seriously to the arguments so
often'advanced against compulsory health insurance realize that exactly the same arguments were used 75 or 100 years ago against the
public-school system.
In those'days many people insisted that each parent must be left
to choose the kind and degree of education his children should have,
as well as the particular school or teacher by whom they should be
taught. There was great indignation among conservatives against the
principle of what they called taking money from one person to educate
the children of another.
The public schools were denounced as socialism and communism.. It
was claimed that they violated the sanctity of the home and corrupted
every branch of government. Newspapers attacked the compulsion
involved and said that education must remain on a voluntary basis.
PUBLIC DEMAND FOR HEALTH INSURANCE

People today are going to insist that the Federal Government act to
meet their medical needs, just as they demanded, and won, universal
public education. Despite the propaganda of the AMA, people are
not afraid that public action will mean a poorer quality of medical
care. I want to submit an analysis of the most recent issue of the
Gallup poll on this subject as prepared by the Committee for the
Nation's Health.
The analysis reads as follows:
The most recent poll to be taken on the national health program shows a continuing rising trend of favorable public opinion despite the efforts and expenditures of the foes of the bill.
In the last Gallup poll, 55 percent thought that a health-insurance program
handled by the Government would provide as good or better medical care as is
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now .available, while only 35 percent thought otherwise, and 10 percent had
no opinion. Only 26 percent of those questioned do not think anything should
be done to provide for some means of payment of medical bills other than the
present methods.
While the Gallup poll states that fewer than 4 in every 10 persons were acquainted with the Wagner-Murray-Dingell medical-insurance bill, a break-down
shows that 66 percent of those with a college education know of the bill, 43 percent of those with a high-school education, but of those with only grammar school
or no education, only 26 percent were aware of the bill.
The poll was taken at the beginning of the hearings on the bill, which are
continuing for another month. Since then, there have been at least 30 broadcasts on the bill, most of them Nation-wide, dozens of syndicated columns, and
many thousands of inches of newspaper and magazine space.
According to Callup, "As discussion about the bill continues, presumably this
situation will change."
Fourteen National, State, and city and special population group polls have
been analyzed, in addition to the latest Gallup poll. These other polls show
that(1) People are convinced that something should be done to improve medical
care.
(2) They do not agree about what should be done, and the phrasing of questions easily influences the opinions expressed.
(3) Predominant approval of Federal health insurance has been reported
more often than predominant disapproval.
The Gallup poll bears out all three of these points.
Analysis of all polls and surveys taken to date illustrates startingly :kw
totals can be manipulated by the wording of the question. More opposition is
expressed, for example, when a Government-sponsored plan is described as
"Government-controlled-led medicine; socialized medicine; compulsory health insurance; a new tax for paying peoples' doctor bills." More approval is expressed when such a plan is represented as "insurance for which the worker
helps pay, a means of providing more low-cost medical care (not merely paying
bills) ; a plan supported by the President; a method similar to systems already
in operation."
According to this analysis, the Gallup poll would have received a much
clearer picture of informed public opinion if it had not worded the question
around the Wagner-Murray-Dingell bill but a round the issue of health insurance. People are generally less prone to recognize issues by names than by
descriptive phrases. An example would be the Case bill--or the antistrike bill.
An example of selective phrasing occurred in a congressional county poll.
Asked, "Do you favor socialized medicine?" 38 percent said "Yes" and 62
percent answered "No." Worded as, "Do you favor Truman's prepair (health
insurance) medical-care program?" 56 percent answered "Yes" and 44 percent
answered "No."
THE WISCONSIN MEDICAL CARE PLAN

Now, I also want to very briefly, Senator, comment on certain aspects of the so-called Wisconsin medical dare plan, one that is operated
in my own State. And I will submit for the record a rather detailed
analysis which I have made, by myself and my associates, of that
plan, but today I just want to summarize briefly.
This is an analysis of the so-called medical-care plan offered by
the Wisconsin State Medical Society. The plan has been in operation
for only a few months, but many of its features and many of the
factors involved in its development are, I believe, pertinent to your
consideration. I shall not take the time to read the entire analysis,
but I would like to summarize a few of the points.
In the first place the Wisconsin State plan is not a plan to provide
medical and hospital care, but simply one that offers cash benefits
through arrangements made through commercial insurance companies to cover certain expenditures.
First, the plan does not cover medical-care expenditures-expenses
for the services of general practitioners in the home or hospital.
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Second, payment for such things as anesthesia and radiology that
are generally administered in hospitals are paid only when given
outside of the hospital.
Third, there is an income limit according to which unmarried people
earning more than $2,080 and married people earning more than $2,600
may be charged additional fees for the care received.
Fourth, the hospital per diem payment is only $5, and I understand
that the .Wagner-Murray-Dingell bill is severely criticized by the
hospital association for offering a $7 per diem.
The Milwaukee County Medical Society has severely criticized
the State plan on the ground that the State medical society "has forsaken the field of medically controlled, directed, and operated medical
services * * * and it has called a third party to take over the
job." Again, the Wagner-Murray-Dingell bill has been criticized by
the American Medical Association for involving the so-called third
party-the Government, which is the official instrument of the people.
Apparently it is0. K. with the State medical society if the third party
is a commercial insurance company.
Now, let us just note a few facts about the seven insurance companies with which the State medical society has negotiated:
In the first place, the charges to the subscriber are by no means
minimal. Their charges are more than for comparable benefits
offered by other voluntary insurance plans. What has been their
past underwriting experience? How much of the premium dollars
paid in by the insured have been paid out in benefits?
In 1944, the expense of the entire health or accident business by
stock companies in Wisconsin showed that 52 cents out of every premium dollar was paid to policyholders. Fifty-six cents out of every
premium dollar was paid out by mutual companies. The seven companies that were approved to sell the Wisconsin plan by the Wisconsin State Medical Society are relatively new in the accident and health
insurance business, and the loss ratios of these companies show appreciably smaller returns to policyholders. Other companies may come'
into the plan. Nevertheless, at best, Wisconsin hospitals get only
about 50 to 60 cents out of each dollar paid by the subscribers to the
plan.
Physicians who have criticized S. 1606 have dwelt, among other
things, on high cost and the heavy taxes that workers must pay to get
the benefits. It would be interesting, therefore, to examine critically
the cost of the Wisconsin program in terms that would make it comparable with the cost of S. 1606. Under S. 1606 an amount equivalent
to 3 percent of the wages up to $3,600 a year is considered sufficient to
pay for hospitalization, general medical services which are not even
provided under the Wisconsin plan. Specialist care-of which the
Wisconsin plan provides payment only for the surgeon and obstetrician-and laboratory and related services, very little of which is included under the Wisconsin plan. Under S. 1606 a man who earns $50
a month presumably would be required to pay 75 cents himself and his
employer would pay 75 cents in his behalf, making a total of $1.50 for
him and his dependents, or 3 percent. One earning $100 would pay
twice as much, but the identical percentage; and one earning $300
or more a month, would pay six times as much, but still the same percentage. Under the Wisconsin plan, a person earning only $25 a
month or less, must pay the same amount as anyone else with-like
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family responsibilities and type of subscription if he wants the pro-

tection offered. Therefore, the man having little earnings and a
family may pay 10, 15, 25 or more percent of his earnings for the
protection.
In other words, the Wisconsin State Medical Society is asking the
low-income working groups in Wisconsin to pay, on the average, 3.1 to
4.4.percent (many a much higher fraction) of their income to receive
benefits considerably less than half of what 8. 1606 assures for a fixed
payment of 1.5 percent. This is to avoid what the medical societies
call bureaucratic form of coverage.
As to heavy overhead costs the doctors have agreed to ask the Wisconsin public to pay 50 cents out of each dollar for private insurance
administration instead of the 5 or 10 cents estimated Federal cost of
administering a medical-care plan.
During the last 3 years, the dissension between the Milwaukee
Medical Society and the State society has been bitter. The medical
society in Milwaukee made an attempt to put into effect its own propaid voluntary plan, that was admittedly limited in character. The
Milwaukee plan, up until the State convention a few days ago, has
been fought by the State society.
To this record of failure of the State medical society in meeting the
needs of the people of my State can be added a period of 6 years
during which the society bitterly opposed the Blue Cross organization.
The society has jealously guarded what it held as its right to control
the organization of medical and hospital care.
For a number of years, because of the hold of the State medical
society over members of the State legislature, the laws of the State
have made it impossible for the people themselves to organize cooperative medical-care agencies.
I cite this record of controversy, monopoly practice, and failure to
meet the people's need to show the complete futility of organized
medicine in removing the economic barriers to medical care. Obviously the medical societies are more concerned about powe than
rendering medical care. The voluntary system has not worked in Wisconsin and even attempts such as have been made in Milwaukee have
proven to be inadequate. For the State as a whole the organized
medical leadership has allowed itself to be used to buttress the commercial insurance companies.
I ask this committee: Give the people a chance to remove themselves from the economic bondage of our present system of distributing medical care; give the people a chance to break the stranglehold
of one of the country's most antisocial monopolies.
I am convinced that the passage of S. 1606 would give the people
of this country the chance to have adequate medical care for all of the
people.
The CHAIRMAN. Any questions, Senator
Senator DONNELL. Yes, sir.

Representative Biemiller, you are a Member of the House of Representatives at this time
Congressman BIEMLER. Correct.
Senator DONNELL. As you testified the other day?
Congressman BIEMILLER. Correct.
Senator DONNELL. And before you came to the House of Representa-

tives, what was your business or profession
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Congressman BnRT~MnTmR. Just previous to coming to the House of
Representatives, I was assistant to the vice chairman for Labor
Production of WPB about 21/ years. Just previous to that, for about
4 or 5 years, I have been an organizer for the Wisconsin State Federation of Labor. Previous to that I had worked on the Milwaukee
Leader, Milwaukee, Wis. Previous to that, I taught history and economics in Syracuse University, University of Pennsylvania, and Bryn

Mawr College.

Senator DONNELL. Have you ever studied medicine?
SCongressman BIEMIuER. NO, sir.
Senator DON1ELL. And you have not practiced it and are not a
phsician
I
ongessmaan
BIEMPTTLE. Correct, sir.
Senator, DONNE.
Mr. Biemiller, may I see the second page of
your statement
Congressman BIEmILLER Surely.
Senator DONNELL. You stated m the early portion of your testimony that this bill, that is to say, S. 1606 'does not provide for
'nationalization' of medical practice in this country."
And shortly thereafter you state this:
It does what the American Medical Association, the private insurance companies, and even the States cannot do-establish a uniform and equitable system
for the collection and distribution of funds for the provision of medical care to
the citizens of this country:

That is correctly quoted from your statement?
Congressman BIEMILLER. Correct.
Senator DONNELL. Mr. Biemiller, I take it you do not mean by that
that 5. 1606 merely involves a plan of cash payments to persons who
may be afflicted by illness or disease
Congressman B.rnaL.L. It does not; no.
Senator DONNELL. You do not mean by that that this bill is limited
to the collection and distribution of funds for the provision of medical
care
Congressman BTEMrrs.. No; just a minute. You are saying two
different things. A moment ago you were saying, with which I agreed
the bill is notlimited to the collection of funds to be paid to individuals as medical-care benefits.
It does two things: It would provide a system of cash disability
payments, but much more important, it would provide a means of collecting funds for the payment of doctors for medical care, and as you
know, the bill provides the doctors themselves may choose the method
under which they would like for themselves to be paid. Either the feefor-service, capitation or on a salary basis.
Senator DONNELL. What I wanted the record to show is, you are
not claiming that this bill is merely a plan for the collection and distribution of funds. It goes much further than that, does it not It
provides for the rendition of personal health services? That is what
the bill provides for?
Congressman BIEMI
1 WiR. Provides a means for payment made for
health service.
Senator DoNNEL. But it also provides for rendition of health
services, does it not
Congressman BIEMiwErx. I cannot agree with you on that.' I am not
sure I follow you on that, Senator.
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Senator DONNELL. The point I am getting at is this: I do not want
to mislead you or state anything that is not correct.
Congressman BIEMIER. Right.
Senator DONNELL. But as I see it, this bill is not limited at all to
the mere collection and distribution of moneys. It has in addition to
that the actual furnishing to the individuals of health benefits, in
other words, health service.
Congressman BEMIILEjR. It guarantees; yes.
Senator DONNELL. Yes.
Congressman BrIEmr.T
R. That in return for the payment of the
premiums, which is what you would be collecting from the worker
and from his employer, that he is entitled to health benefits. That is
correct.
Senator DONNELL. That is, he will receive under this not cash in
payment when he is sickCongressman BIEMILLER. He will receive medical care.
Senator DONNELL. He will receive medical care. That is what I am
getting at.
Congressman BIEMILLER. Yes.
Senator DONNELL. Section 201 (a) specifically says:
Every individual, who is currently insured, and has been determined by the
Board to be eligible for benefits under this title in a current benefit year, shall
be entitled to receive personal health service benefits.

Congressman BIEMILLER. I see what you mean.
Senator DONNELL. And then later on over in the bill at page 65, the
term "personal health service benefits" is defined to include, and
I quote:
general medical benefit, special medical benefit, general dental benefit, special
dental benefit, home-nursing benefit, laboratory benefit, and hospitalization
benefit.

And then following that is a detailed description of the meaning of
these various benefits.
The term "general medical benefit" meaning "services furnished by
a legally qualified physician" et cetera.
I take it, therefore, we are agreed that this bill is more than a mere
revenue collection and distribution system. It involves the furnishing of medical services, does it not
Congressman BIMIrER. Correct.
Senator DONNELL. And hospital services

Congressman BIEMILER. Yes.
Senator DONNELL. Yes. And other purposes and benefits that are
mentioned in the bill.
Now, Mr. Biemiller, you have referred here to a bill that was introduced and advocated, I have not doubt, very vigorously by yourself in the Wisconsin Legislature.
How long ago was that ?
Congressman BIEMILLER. 1937.
Senator DONNELL. 1937. And that provided for compulsory health
insurance, did it
It was quite comparable to the provisions
Congressman BIEMIanL.
of the present bill. The present bill is a much more extensive bill.
Senator DONNELL. Yes, sir.
Congressman BIEMILLER. A refined bill and so on, more than the

other I introduced at that time.
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Senator DoNNELL. Did the bill which you introduced provide for
the rendition of services or provide for the payment, of the person
who was ill, of a cash benefit ?
Congressman BrIErLmLR. Services.
Senator DONNELL. Services.

I see.

Did you present that bill to the committee of the House of Representatives of the Wisconsin Legislature?
Congressman BIEMILLER. Correct. ,
Senator DONNELL. And to the committee in the senate

Congressman BIEmI ER. It was debated on the floor of the house.
Senator DONNELL. And what was the vote as you recall it, in the
House of Representatives of the Wisconsin Legislature on that bill?
Congressman BIEILLER. It would have been, roughly, about 55

to 37.
Senator DONNELL. 55 to 37
Congressman BIEMILLER. I have forgotten the exact vote, but it
was comparable to that.
Senator DONNELL. Was it voted on in the senate ?
Congressman BIEILLER. No.
Senator DONNELL. It did not pass the house and did not go over

to the senate?
Congressman BIEMILER. Correct.
Senator DONNELL. The membership in the House of Representa-

tives of the Wisconsin Legislature is not confined to doctors at all,
it is
I do not believe there is a doctor in the
Congressman BIEmLmu.
house.
Senator DONNELL. You do not believe there is a doctor in the

house. And it was composed, therefore, of a cross section of the duly
chosen representatives of the people of the State of Wisconsin
Congressman BIEnmmnER. Just about the same as any State legislature.
Senator DONNELL. Yes, sir.

And that body did not agree with the correctness of your conclusions as to the advisability of the bill ?
Congressman BIEMILLER. That is correct.
Senator DONNELL. And you feel that was an unfortunate decision,

but the majority of that house felt otherwise?
Congressman BIEMrLLER. That is right.
Senator DONNELL. Yes. Now, Mr. Biemiller, you referred also in

the early portion of your testimony to the importance of ascertaining
the reasons for the opposition by various groups.
You mentioned the American Medical Assciation and the National
Physicians Committee.
Congressman BIEMILER. Yes.

Senator DONNEI.. What is, in your opinion, the reason why the
American Medical Association opposes S. 1606
Congressman BIEMIwLER. You mean the reasons, or my belief
Senator DONNE.
The actual reason, in your opinon. What do you

think is their reason

Congressman BIEMIwER. As I have stated back in here in the

course of my testimony, I believe that the people in control of the
American Medical Association are convinced that they would lose a
lot of power which they now exercise in the field of medical economics
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and medical practice if the bill were'passed. I think they are seeing
nightmares completely on the question of medical practice, because,

as you know the bill very carefully sets up a medical advisory com-

mittee, and the bill does not attempt to have anything to do with the
question of the art of healing.
Senator DNNELL. May I interrupt there; you say, as I know. I

do not agree with your statement on that, Representative Biemiller,
and I shall ask you a few questions along that line in a few moments,
but go ahead.
Congressman BIEMILER. Surely.

Secondly, I think they are entirely in error on the whole question
of medical economics. I do not- believe this method of collecting
funds and distributing them back to the doctors would in any way
affect medical practice.
At the present time, the cotnrol of the AMA over its membership is
pretty rigid. We have had too, as you know, occasion to carry it up
to the Supreme Court. Like the Group Health case here in Washington, which then had an effect on the Milwaukee Medical Center
case, in my own home town, so that doctors could be permitted to go
into hospitals, as the AMA was barring them from going into hospitals. It is that which the American Mbdical Association is worried
about.
Senator DONNiL., The American Medical Association does consist
of somewhere in the neighborhood of 126,000 of the physicians of the
country ?
Congressman BIEMLLFER I have forgotten the exact number, but

the overwhelming majority belong to the AMA.

Senator DONNELL. As distinguished from this organization of

physicians, I want to ask you your observation personally and generally as regards the integrity and unselfishness of the actual individual physicians with whom you have come in contact in your experience. Have you found them generally to be a type of individual
motivated in the main by selfish and improper motives, or have you
found, on the contrary, that generally such doctors have been animated by what they believe to be honorable and upright motives
Congressman BIEMILER. I think, on the whole, I would certainly

say that the doctorsof my acquaintance, and they happen to be a rather
large percentage of my acquaintanceship, are pretty unselfish people.
They are quite willing to devote services and talents as freely as they
can to the unfortunate and the distressed people, and so on.
I have also found this, in talking with them, that when I have an
opportunity to sit down and quietly discuss the issue of national
health insurance and have a chance to thoroughly air the matter, I
find that as a rule they are for the first time in reality finding something beside the writings of Dr. Fishbein presented to them, and as
a result, I have found that most of these doctors I talk to pretty well
agree that a system of national-health insurance is desirable and will
be with us before very many more years have gone by.
Unfortunately, the average doctor has been relying for most of his
social and economic views, as well as his medical views, upon the
Journal of the American Medical Association, and has not come in
contact with other data on the subject.
Senator DONNELL. Now, Congressman Biemiller, you referred in
your testimony to what you called the last session. I take it you
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mean the latest session of the house of delegates of the American Medical Association.
Is that the one which conferred a few days ago in California?
Congressman BIEMILLER. Correct.
Senator DONNELL. Did you observe in the press that that house of

delegates itself strongly opposed compulsory health insurance? Did
you observe that expression?
Congressman BwMILLE.R. Yes.
Senator DONNELL. I have not before me the actual resolution.
Congressman BIErILLER. I would agree.
Senator DONNELL. Yes, sir.

Congressman BIEMILER. I have the same information. Simply
what the newspapers say.
Senator DONNELL. Yes.
That house of delegates-you ate familiar, generally speaking, with
the fact that it is supposed to be representative of physicians of the
country
Congressman BxIEMiLER. I would use your own phrasing, "supposed
to be."
Senator DONNEiL. You challenge whether it was, but you believe it
is an effort, that the creation of that house of delegates was an effort
by the American Medical Association to provide general representation
of the profession in the governing body of the American Medical
Association ?
Congressman BIEMILLER. As you know, Senator, from the testimony
that has beer presented here there are conflicting views on that
subject. I happen to be one of those who think that the AMA is the
greatest self-perpetuating organization that ever existed. It. is very
difficult to get what I would call rank and file pressures exerted in the
AMA. The structure is peculiar. Hierarchies piled one on the other,
and nominating committees that perpetually exist, in my opinion tend
to leave the structure and control of the AMA, and the State and
county societies as well, in the hands of a small group of the people.
I do not believe you have a truly democratic expression through the
AMA. That is purely an opinion. I am not trying to say it is a
fact.
Senator DONNELL. Have you ever attended one of those meetings as

a spectator?
Congressman BIEMLLER. Not of the AMA. I have been at meetings
of the Wisconsin State Medical Society, a comparable State-wide
organization.
Senator DONNELL. But you have never attended a meeting of
the AMA?
Congressman BIEMTLLER. No.

Senator DONNnLL. Do you know, Mr. Biemiller, that the American
Bar Association considered the house of delegates of the American
Medical Association in connection with its-own plan of organization,
and ultimately adopted the house of delegates ,within the last 10 years
or so in the American Bar Association; did you know that?
Congressman BmIEMLr. Yes. I am aware of that, but many
lawyers I know do not consider the American Bar Association the
most democratic organization in America, either.
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Senator DONNELL. You know that the effort was made in the American Bar Association to democratize that organization, to give it a
better general representation, and that as the result of that effort, the
house of delegates plan came into existence largely modeled on the
same plan of the American Medical Association. You know that?
Congressman BIEM'LLER. I am aware of that.
Senator DONNFLL. So that the lawyers-maybe mistakenly, in your

opinion-but, they have thought that that was a plan that was designed to accomplish this democratization you regard to be desirable.
You know that is true, do you
Congressman BIEM1LLER. I did not follow the end of your statement
there.
Senator DONNELL. That the lawyers thought that it was a proper

plan of democratization of the American Bar Association.
Congressman BIEMILLER. Those in control of the American Bar Association thought so.
Senator DONNELL. The American Bar Association is controlled by

the members of the American Bar Association, is it not ?
Congressman BIEMILLER. I have seen the Wisconsin State, Bar Association in operation, and again, there is a question of a difference
of opinion, Senator. I am not saying you are not perfectly entitled
to your own opinion on this matter, and probably believe strongly
you have a democratic process. I do not think you have.
Senator DoNNELL. You are not a lawyer?
Congressman BIEMILLER. I am not a lawyer.
Senator DONNELL. You have never been a member of a bar association?
Congressman BIEn~LER. No.
Senator DONNELL. Have you ever attended, as a spectator, a meeting of the house of delegates of the American Bar Association.

Congressman BIEMILLER. NO.
Senator DONNEL.

Do you know also, that for some reason the

nurses of this country in the American Nurses Association, which will
have its annual meeting in September, has also adopted the house of
delegates plan? Do you know that, sir
Congressman BIMILLER. Yes I know.
Senator DONNELL. Yes, sir. Now, I am not going to argue with
you as to whether it is or is not a successful plan but I take, Mr.
Biemiller, we would certainly agree that whether the doctors and the
nurses and the lawyers are all wrong or not, nevertheless, they all
have thought that in adopting this house of delegates plan they were
at least moving in the direction of democratization of the organization
rather than the creation of a hierarchy. We will agree to that, would
we not ?
Congressman BIEMILLER. I would agree that those who were in
charge of the organization at the time.the plans were drafted thought
they were doing that, but it is not always possible, as you well know,
in an organization that has been created with a hierarchy in control,
to get true expression at any stage of the process from the rank-andfile membership.
Senator DONNELL. You know, do you not, that the American Bar
Association did, through its members, adopt the house of delegates
plan, sir?
Congressman BIEMILLER. That is right.
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Senator DONNEL. And you know that the members of the American Bar Association constitute a large number of the practicing lawyers all over the United States. That is true, is itnot ?
Congressman BIEMILLER. Yes.
Senator DONNELL. Now, Mr. Biemiller, you referred to the propo-

sition that this bill does not in any way-I do not want to misquote
you, and I cannot give the exact language but does not in any way
undertake to deal with the methods of medical practice.
Is that a fair statement of what you meant?

If is is not, please

correct me and gve me what your idea was.

Congressman BIEMILLER. That is reasonably correct.

What I had in mind Senator, was that I do not believe the bill in

any way attempts to afect the development of medical science or the
question of the practice ofjmedicine.

Insofar as it is a healing art or

science.

Senator DONNELL. Now, in the first place, Mr. Biemiller, as I men-

tioned a little while ago, the term "personal health service benefits"
is defined as I read here, and "general medical benefit," which is one
of the benefits included therein, means, according to section 214,

and I quote:
services furnished by a legally qualified physician or by a group of such physicians, including all necessary services such as can be furnished by a physician
engaged in the general or family practice of medicine, at the office, home, hospital,
or elsewhere, including preventive, diagnostic, and therapeutic treatment and
care, and periodic physical examination.

The term "general medical benefit" there is so defined as to include
things that constitute medical service. That is a correct statement,
is it not, sir ?
Congressman BIEMLLER. Right.
Senator DONNELL. Yes, sir. Now, if you do not have a copy of

the bill at hand, we will see that you get one.
(Whereupon the clerk handed a copy of the bill to Congressman
Biemiller.)
Congressman BIEMILER. Thank you, Senator.
Senator DONNELL. I call your attention to the fact that on page

35 and page 36 of thetbill, at the bottom of page 35, and the top of
page 36, it says:

The Surgeon General of the Public Health Service shall perform the duties
imposed upon him by this act, under the supervision and direction of the Federal Security Administrator, and after consultations with the Advisory Council
as to questions of general policy and administration, and in consultation with
the Board shall also have the duty of studying and making recommendations
as to the most effective methods of providing personal health service benefits,
and as to legislation and matters of administrative policy concerning health and
related subjects.

Do you not agree with me, Mr. Biemilleir, that the most effective
method of providing personal health service benefits, when taken in
conjunction with the definition of personal health service benefits
which I have read, certainly means that the Surgeon General here
is charged with the duty of making recommendations as to methods
of practice of the medical profession ?
Congressman BIEMILLER. Recommendations, possibly, yes; but there
is nothing that says that he can enforce that upon any doctor who
qualifies under the bill for the panels.
85907--4--pt. 5--16
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Senator DONNELL. Let us go a little further than that, over to page

38 subdivision (g).
SBear in mind that this duty of making this study or recommendations has been imposed upon him.
First, I ask you, would it not be peculiar that he would have the
.duty of making a study and making recommendations if those recommendations were to have no force and no practical effect on the
practice of medicine? Is it not useless if they are to be disregarded ?

Congressman BIEMILLER. I think it is in accordance with good
American tradition. We like to have available the best information to all the people that we can have. That is what I interpret
that to mean.
Senator DONNELL. DO you not think that when the Surgeon General makes a recommendation, Mr. Biemiller, and studies pursuant
to a statutory duty, that the recommendations that he makes are going
to have something to do with the actual practice of medicine and
surgery in this country ?
Do you not think it is going to have actual effect on it ?
Congressman BIEMILER. In the same sense that the articles in the
Journal of the American Medical Association have some effect; yes.

Senator DONNELL., The articles in the American Medical Association Journal do not have legislative power.
Congressman BIEMILLER. No.

Senator DONNELL. Let us see what power the Surgeon General has.
Let us take page 38.
The CHAIRMAN. Before you leave that section there, Senator'Senator DONNELL. Yes, sir.
The CHAIRMAN. The last is:
making recommendations as to the most effective methods of providing personal
health service benefits.

Senator DONNELL. Yes.
The CHAIRMAN. It does not have anything to do with the medical
practice, but merely is saying that the people get the service.
Senator DONNELL. Well, I thinkThe CHAIRMAN. It does not undertake to say that he is going to
determine what kind of medicine a doctor is going to give them, or
what his diagnosis is going to be, or anything like that. It is seeking
to get to the people of this country medical service, and medical service, of course, is under the control of the medical men, not interfered
1
with in any manner.
SenatorDONNELL. I appreciate the point the chairman makes.
I submit also, however, that with language such as this in the bill,
this plan being headed up by the Surgeon General subject to the supervision and direction of the Federal Security Administrator, who is
not a doctor now and does not have to be, that when it is headed up
like that and there is a provision in the act, he shall have to make
studies and make recommendations as to the most effective method of
providing personal health service benefits, certainly the construction
is permissible that the methods of the provisions of those benefits would
have something to do with the way the benefits are administered, and
would be at least subject to the construction that they have something
-to do with the methods of practice embraced within the act.
The CHAIRMAN. That is a matter of interpretation.
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Senator DONELL. Yes.

The CHAIRMAN. It would seem to me there is no relation at all. In

some sections of the country, there is no medical service. In other
sections where there is medical service available, they are not able to
get it because of their situation.
I do not think that that language undertakes to give the Surgeon
General any power over the medical profession at all.
Congressman BIEMTnLR. I concur with your view, Senator, as.you
>
know.
Senator DONNELL. I might call your attention to the fact that in that

connection, page 43, subdivision (b) might be called into account.

The Advisory Council shall advise the Surgeon General with reference to questions of general policy and administration in carrying out the provisions of this
title, incliding(1) professional standards of quality to apply to personal health service benefits.

And I call the attention both of the witness and the chairman to the
fact that there is no mention there made of providing care. It is the
professional standards of quality to apply to personal health service
benefits.
This is advised by the Advisory Council.
It provides over here, at what I first read from, page 36, that after
consultation with the Advisory ,Council, which has the obligation to
advise the Surgeon General with respect to professional standards
of quality to apply to personal health service benefits, he then, the
Surgeon General, has the duty of studying and making recommendations as to "providing the most effective methods of providing personal
health service benefits."
The CHIRMAN. It seems to me that system is followed now under

present medical practice. In hospitals, for instance, they have an advisory system whereby the standard and the quality of medical care
and the surgical work of the hospital is guided by men of high standing in the profession. I think the idea there is to protect the people
that come to that hospital and to see that they get highest quality of
medical qare and surgical care.
Congressman BIEMfLER. May I add to your remarks that on the

Advisory Council there would certainly be representatives of the
AMA.

Senator

DONNELL.

Well-

Congressman BIEMIER. And they are constantly boasting, cor,rectly in this instance, I believe, of the fact that they are diligent in
stopping fraudulent tricks of the trade, and so on.
I think'that is all this paragraph is intended to make certain that
you do not have charlatans and quacks getting into the system.
Senator DONNELL. In the first place, I assume the membership of
the Council.would include members of the AMA. There is nothing
required there but simply a provision it shall be 17 members of the
Board; 16 appointed, and the Surgeon General I believe, ex officio,
and that the membership shall include (1) medical and other representatives; and (2) public representatives, et cetera.
That is on page 42.
Congressman BIEMILLER. That is right.
Senator DONNELL. I want to call your attention to the fact that

what I have read here as to he obligation of the Advisory Council
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to advise the Surgeon General with respect to conclusions of general
policy and administration includes "professional standards of quality
to apply to personal health service benefits," that there is a series of
other duties of the Advisory Council set forth at pages 43 and 44,
which include among others "designation of specialists and consultants."
I appreciate this is argumentative, but I think it is at least a permissible construction to say that the Advisory Council would have to
determine who, in its opinion, are proper to be designated as specialists
and consultants, to be determined what type of practice and procedure, in their opinion, in the opinion of the Council, what type of
practice and procedure is proper to qualify a man to be a specialist
or consultant and to designate one.
Congressman BIEMILLER. Well, in my opinion, they would simply
take the present ratings of the American Medical Association, which
today designates those who can serve as specialists.
SenatorDoNNELL. I appreciate the opinion of the Representative,

but on the other hand, there is nothing obligatory in this sentence, andin fact I do not think that even the Advisory Council, if it is to count
for anything, it should not be a mere rubber stamp for the American
Medical Association or any other organization. I think it has the
responsibility of its advice to the Surgeon General, from its own investigation, as to the designation of specialists and consultants.
It might well be guided, at least in part, by the recommendations
of the American Medical Association, but I do not think it should be
confined to the recommendations, and indeed, it is not by the terms
of this act confined to the recommendations of the American Medical
Association.
Congressman BIEMILuLE. You are correct; it is not obligatory, but
as you yourself are pointing out, by and large, that would be the practical effect, would it not ?
Senator DONNELL. I am not certain. At any rate, I would say that
this Council, whether or not it would find that the American Medical
Association's judgment is good, which I am inclined to agree on,.
nevertheless, I take it that the statutory duty cannot be delegated by
the Advisory Council to the American Medical Association, and that
that legal obligation is cast on the Advisory Council by this bill to so
designate specialists and consultants.
Congressman BIEMILLER. The closest analogy you would have at
the present time, it seems to me, would be the policies now being pursued by the Veterans' Administration, which, as I understand it, is
accepting AMA recommendations as to specialists, and as to who are
not specialists.
Senator DONNELL. Pardon me. I should like the last statement I
made to be somewhat clarified. I do not mean to say the Advisory
Council ultimately makes the designation.
At page 43, it advises with reference, et cetera, to certain things,
including "designation of specialists and consultants."
I will not read all of this, but following through pages 43 and 44 it
will be observed that the Advisory Council, after consultation with
which the Surgeon General is to make his recommendations, as to the
most effective methods of providing personal health-service benefits,
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the Advisory Council, on page 43, has the obligation of advising the
Surgeon General with respect to-methods and arrangements to stimulate and encourage the attainment of high
standards through coordination of the services of general or family practitioners,
specialists and consultants, laboratories, and other auxiliary services, and
through the coordination of the services of physicians and dentists with those
of educational and research institutions, hospitals and public-health centers, and
through other useful means;
Standards to apply to participating hospitals, to the relations or coordination
among hospitals, and to the establishment and maintenance of the list of participating hospitals;
Adequate and suitable methods and arrangements of paying for personal
health-service benefits-

which, in itself, implies that there is a difference between the mere
matter of payment and the studies with respect to standards themselves.
I do not care to take your time further along that line, but I do
want to point out in connection with your testimony, Mr. Biemiller,
that to my mind there is a very great extension beyond merely what
you might term a financial arrangement of employing physicians.
There is a very great extension in this bill beyond that financial
arrangement.
I think the very fact that the Surgeon General is called into the
matter and has to consult and make recommendations, et cetera, along
these lines, indicates that the recommendations have something to do
with the practice of medicine and surgery themselves. That is the
point I desire to make. I appreciate you do not agree to that, but I
want to make that point.
Now, at page 58, for instance, there is a provision here for the
Surgeon General to have power to restrict the content of the general
dental, special dental, or home-nursing benefit which he may determine. He has a right to determine how many of these services shall
-be rendered except that there are certain provisions that the restricted
content shall include at least certain particular items.

Now, Mr. Biemiller, may I ask you something along this line: You
referred to what you termed to be, and I think I quote you correctly
here, since I jotted ittdown as you were speaking, 'deliberate distortion" by the American Medical Association. Did I correctly understand you on that, sir?
Congressman BIEMILER. Yes, that is correct; in terms of certain

phrases they are using about the bill.
Senator DONNEL. gVery good.
Now, I do not know that there is much occasion for us to argue on
that point. That is your opinion, but I still desire to inquireCongressman BIEMILLER. May I elaborate on that?
Senator DONNELL. Yes. Certainly.
Congressman BIEMILLER. Repeatedly in the past spokesmen for
the AMA and, more so, spokesmen for the National Physicians Committee and its literature have constantly thrown the terms "socialization" and "nationalization" of medicine in the Wagner-MurrayDingell bill.
I was very much interested in a radio discussion of the Wagner,
Murray-Dingell bill which I had with Dr. Morris Fishbein on Easter
Sunday of this year. For the first time, I discovered Dr. Fishbein
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was no longer talking about the Wagner-Murray-Dingell bill as nationalization or socialization of medicine. In the course-of that debate he said, "We agree, compulsory health insurance is not nationalization or socialization."
Senator DONNELL. When was that?

Congressman BIEMLE. Easter Sunday of this year.
Senator DONNELL. Before the meeting was held in San Francisco
recently ?
Congressman BIEMmLi. Yes. And yet aagin we have had the
phrases "socialization" and "nationalization" thrown out, and particularly thrown out by the National Physicians Committee. Every
time they describe this bill they hold up the specter of communism and
socialism.
Senator DONNELL. And yet as indicated, this abandonment by Dr.
FishbeinCongressman BIEM nLER. For the first time.
Senator DONNELL. For the first time, of the term "nationalization"
or "socialization of medicine," notwithstanding that they were abandoning that as early as Easter Sunday, we agree that the newspaper
reports indicate that last week or the week before the American
Medical Association, by its house of delegates at San Francisco, again
affirmed its opposition to this type of legislation.
That is correct, is it not?
Congressman BIEMnLm ER. Yes. So did Dr. Fishbein at that particular radio discussion. He was not for the bill.
Senator DONNELL. Even though he was no longer employing that
term, he was still opposed, and the American Medical Association at
its meeting in San Francisco just a few days ago was still opposed to
this type of legislation. That is correct, is it not ?
Congressman BIEMILER. Yes, but you will recall your current
colloquy, between ourselves started by you, referring to the fact that I
had said there had been deliberate distortion, and I used those words
in connection with the words "nationalization" and "socialization of
medical practice" that have been thrown out by the National
Physicians Committee and at times AMA spokesmen.
Senator DONNELL. So you do not mean anything except the charge
that this is socialism or nationalization of American medicine I
Congressman BIEMLLER. I mean much more than that.
Senator DONNELL. What else have the American Medical Associa-

tion or the National Physicians Committee indulged in
rnL . In the literature of the National
Congressman BIEM
Physicians Committee, for example, they tried to hold out the idea to
the worker that he is going to pay 6 percent of his income for medical
care benefits.
It is to that kind of thing that I have reference when I talk about
distortion. It is true the original version of the bill talked about a 6
percent pay-roll tax, but that included old-age benefit, unemployment
compensation, et cetera. That is the kind of thinking I am talking
about.
Senator DONNELL. Now, Mr. Biemiller, you referred to Dr. Sargent
having returned to Wisconsin from his testimony down here, and
advocating a resolution to be adopted by the medical society ?
Congressman BIEMniLL. Yes.
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Senator DoNNELL. Was that resolution opposed to the WagnerMurray-Dingell bill?
Congressman BIEMaEIa. Yes.
Senator DONELL. Did the society adopt the resolution ?
Congressman BIEMILLER. This was not a full meeting. It was a
meeting of a special committee. As I recall it, that resolution was
adopted. Certainly, I would not dispute the fact that the Wisconsin
Medical Society is opposed to this bi.
Senator DONNELL. So Dr. Sargent's committee did, after he had been
here, adopt just a few weeks ago a resolution still opposing the type
of legislation-of which S. 1606 is an example
Congressman BIE nL.R. That is right.
SSenator DONNELL. Is that right
Congressman BIEMLLE. Yes.
But what I was referring to is his statement that Dr. Sargent made
in which he said it would seriously jeopardize the care of the sick of
America, and then I raised the question that I thought he was casting
an aspersion upon the doctors of America.
Just as, by the way, in that same Easter Sunday radio discussion
between Dr. Fishbein and myself, he made a statement that amazed
me and I had to rise to the defense of the doctors of America.
He said in that discussion that if the Wagner-Murray-Dingell bill
was passed, the doctors of America would go on strike and would
refuse to operate under this bill. I do not believe that. I think the
doctors of America by and large are very decent, good Americans, and
if legislation is passed, they are going to cooperate.
Senator D6NNELL. You referred to the various polls. I was quite
interested in your pointing out the fact that by a slight difference of
the selection of phrases quite a different result can be attained. That.
is undoubtedly true, I think.
Congressman BIMaLER.m

Yes.

Senator DONNELL. This Gallup poll was taken, I believe you said,
about the time these hearings began ?
Congressman BImxLLER. Approximately. the time these hearings
began.
enator DONNELL. At that time, what proportion did you say of the
people interviewed had ever heard of the Wagner-Murray-Dingell
billU
Congressman BEMILLER. Forty percent.
Senator DONNELL. Forty percent had heard of it, and 60 percent
had never heard of it?
Congressman BIEMrumiR. That is correct.

Senator DONNEL. Sixty percent had never heard of it?
Congressman BIrEM LR. Yes.
Senator DONNELL. Mr. Biemiller, have you been personally acquainted with the methods-this is not using "methods" in any op,
probrious sense, but are you personally acquainted with the methods
by which there has come to this committee expressions of opinion from
various organizations over the country favorable to S. 1606 9
I mean by.that, do you know whether or not that expression has been
induced in whole or in part by the activity of committees here in
Washington, committees such' as the ones that Mr. Michael Davis is
active in ?
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Have you observed anything about the effect of such committees
on stimulation of opinion that has come to this committee?
Congressman BIEMILLER. Specifically, no, but I would certainly assume that as with any piece of important social legislation, that the
friends of that legislation are going to let the other friends throughout the country know that such legislation is before the Congress and
will attempt to get their people in. Just as for example, in the discussion of the USES bill, the National Manufacturers Association, the
National Chamber of Commerce, saw to it that the State chambers of
commerce and the State manufacturers' associations came in and
testified.
I think that the proponents of this legislation would be negligent
in their duty if they were not making certain the opinion was pre-*
sented from the various parts of the country.
Senator DONNELL. And you do not think they have shown such
negligence?
Congressman BIEMILER. No not at all. I am glad they have not.
Senator DONNELL. That is all.
The CHAIRMAN. I think you have given the situation very fully, and

we certainly appreciate your appearance here this morning.
Do you intend to submit a more complete analysis later I
Congressman BIEMIEKR. Yes. Particularly of the Wisconsin situation.
I will get that in for the record, that documented study.
The CHAIRMAN. We will be glad to have that.
Congressman BIEMILLER. Senators, I appreciate your courtesy in
permitting me to appear here today.
Senator DONNELL. I would like to join in stating that I want to

thank the Representative for appearing here this morning.
Congressman BIEMILER. Thank you, Senator.

The CHAIRMAN. The other witnesses scheduled for this morning

were unable to appear and will submit statements. Representative
Charles LaFollette and Representative Jerry Voorhis.

The CHAIRMAN. I have no further hearings set at the present time.

I will notify you of any further hearings.
Senator DONNELL. Ithink the chairman probably knows in his absence I spoke to the clerk of the committee, Mr. Charles Murray, in
regard to the desire of one or more parties from Utah to appear, and

it might be that there would be some others, so I take it, at least before
the hearings are closed, the committee will be advised so that we may
have the opportunity to submit further names of witnesses.
The CHAIRMAN. You will be in touch with me and you may be sure
of my cooperation.
Senator DoNNELL. I am Qure of that.

Thank you.

SThe CHAIRMAN. Thank you.

(Subsequently the following statement by Representative Charles
M. LaFollette was submitted for the record:)
STATE

Mr. Chairman,
members of your
In principle, I
health program.

NT or HON. CHARGES M. L&AFOuE

ON S. 1606

first, I wanf to express my appreciation to you and the
committee for the opportunity to submit this statement.
am in favor of S. 1606, the bill to provide for a national
The program which would be authorized by this bill is
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clearly a form of insurance and, in my opinion, an insurance plan which should
be available to all our people. We provide insurance against accitlent and
disease resulting from industrial causes through the various workmen's compensation laws. I see no reason why we should not extend comparable insurance to every member of a family.
I find no evidence to support the charge that this bill would interfere with
the physician-patient relation as it presently exists. In fact, I believe a study
of the bill will clearly reveal numerous precautions to protect this relationship,
including, among others, freedom of choice of physicians; right of physicians
to accept or reject patients.
As I stated above, I am in favor of this bill in principle, reserving, however,
the right to substitute the New Zealand plan of operation for the one now embodied in the bill if, after further study, I conclude the New Zealand plan is
more democratic in its operation. With that single exception, I support the
principle of S. 1606 and all of its other provisions.
If we sincerely desire to make our capitalistic economy work, we must produce certain social benefits for all. I firmly believe a health program such as
outlined in this pending legislation is one of the benefits which must be forthcoming from our economy. It is only by ever expanding the benefits from our
democratic system that we can continue to maintain it, much less sell it to
the world.

The CHAIMAN. We will adjourn at this time.

(Thereupon, at 11:10 a. m., Wednesday, July 10, 1946, the committee ecessed, to reconveneat the call of the Chair.)

APPENDIX
ANALYSIS OF FEDERAL AGENCY REPORTS ON S. 1606, THE WAGNEs-MURRAY-DINGELL
BILL FOB A NATIONAL HEALTH PROGRAM

(Prepared by the Bureau of the Budget)
I. GENERAL COMMENTS OF FEDERAL AGENCIES

In addition to stating their views with respect to the various parts of 8. 1606
separately, many agencies took the opportunity to express general comments
on the bill's basic objectives. There was widespread agreement with the
principles of the proposed legislation.
John W. Snyder, then Director of the Office of War Mobilization and Reconversion, characterized the proposed legislation as "a sound and desirable extension of our present social insurance system, which now deals only with two
of the major economic risks faced by all wage earners-unemployment and
old age. The enactment of this bill," Mr. Snyder continues, "will round out
our social insurance program by protecting Americans against much of the
economic distress and human hardships which accompany illness and poor
health."
Pointing out that illness and disability are directly and indirectly, "prominent among the forces which diminish our Nation's strength in peace and in
war," Mr. Snyder believes that, "If it is sound policy to conserve and to guard
our natural resources, surely it is wise, from a purely materialistic viewpoint,

to take practical measures to conserve such an important national resource as
the health of our citizens." Moreover, Mr. Snyder asserts that the health
program proposed in S. 1606 does more than conserve a resource. It relieves
misery and discomfort for vast numbers of Americans, and for the first time
makes proper medical care available to those who need that care, as well as
to those who are fortunate enough to be able to afford it"
Mr. Snyder concedes that measures to expedite hospital construction and to
provide cash benefits to offset loss of income during temporary or permanent
disability are required to complete the President's health program, but he
feels that S. 1606 "is the keystone of the entire program."
In his letter, Mr. Snyder states that he has given careful consideration to the
facts that "a large part of the actual need for medical care is not met under
existing arrangements" and that "wage earners, small businessmen, and selfemployed farmers" are unable "to purchase adequate medical care for themselves and their families." He also expresses his cognizance of the special
health problems of rural areas and of the need of veterans "for adequate and
complete medical care." These considerations plus his opinion that "a plan
for systematic prepayment of medical costs" has many "practical advantages"
lead him "to the conclusion that this program is absolutely essential to the
well-being of the American people and to the strengthening of our Nation."
In closing his letter, Mr. Snyder urges the "favorable consideration of the
bill," stating that, "It will fill an obvious gap in the social insurance system
which has become an accepted American institution. I believe that its passage
will mark a tremendously important milestone on our road toward true equality
of opportunity for all Americans. With national health insurance, we can help
to build a stronger and more effective Nation and can help to assure that all
of our citizens contribute to the Nation's welfare, unencumbered by unnecessary
financial burdens and debilitating illnesses and disease. To maintain the health
of our citizens is to maintain the principal capital asset of our Nation."
In response to a request for his views on the bill, Harold D. Smith, then
Director of the Bureau of the Budget, expresses satisfaction with the objectives
of the legislation as follows: "The measures proposed in this bill are specifically
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related to the recommendations contained in the President's health message of
November 19, 1945, and should be considered as in full accord with the President's
program."
After citing passages from the annual reports of the Public Health Service and
the Social Security Board for the past several years which recommend measures
such as those proposed in S. 1606, Watson Miller, Administrator of the Federal
Security Agency, writes that "The Federal Security Agency is in full accord with
the objectives of S. 1606. The services authorized would contribute substantially
toward improving the health and well-being of the American people. * * * It
'is the opinion of the Federal Security Agency that a national health program, such
as that advocated by the President and implemented in part by S. 1606, is long
overdue."
The Secretary of the Treasury, Judge Vinson at that time, writes that he is
"heartily in accord with the general objectives of the proposed legislation." Most
of the other members of the Cabinet who submitted reports on S. 1606 expressed
their strong approval.
Henry A. Wallace, Secretary of Commerce, for instance, writes as follows:
"I am very glad to have this opportunity to express approval of the objectives
and provisions of this bill. * * * I have been concerned over the fact that
in a nation with the economic resources of the United States- and in spite of the
great improvements brought about in national health during the last decadesthere are still large groups of the population who are physically and economically
handicapped due to lack or inadequacy of medical services. * * * I was
shocked by the statistics made available from selective service examinations,
which have shown that fully 50 percent of American men in the age groups where
physical fitness is presumably at its highest level were unfit for military service.
There can be no question that steps must be taken to improve the health of large
groups of our population and to assure to all Americans an opportunity to live
in healthful surroundings and to achieve and enjoy good health. The measures
authorized by* S. 1606 would, I believe, go far toward achieving these goals
* * * I endorse these provisions fully."
The effect of the measures proposed by S. 1606 on the rural population represent the special concern of Secretary of Agriculture Clinton P. Anderson. He
points out the. "while this proposed legislation would benefit people of the
Nation generally, it would probably have its most far-reaching effects in the
benefits that would accrue to the more rural States and to the rural population in
general. The economic factor has been basic in today's serious maldistribution
of health personnel and medical facilities and in the generally disadvantaged
position held by farm and other rural people with respect to obtaining essential
health services. Under this bill the resources of the whole Nation could be
drawn upon to aid in meeting the needs of every segment of our population."
Stressing the urgent need for speedy enactment of S. 1606, Mr. Anderson
continues:
"The need for the proposed legislation to be enacted on an early date is highlighted by the fact that we are already in a period where professional health
personnel of all kinds are being rapidly demobilized from the armed forces.
Unless measures are taken to attract physicians, dentists, and other health personnel to rural districts, we shall have lost an opportunity which may not recur.
Our failure to take such steps, in fact, will have a tendency to set back the cause
of better rural health for many years. Another cogent reason for early action
* * * is the fact that war surplus hospital and medical equipment and supplies
are becoming available in large quantities; the equitable distribution of such
properties to rural and urban areas alike can only be assured through a national
health program which will result in the establishment and maintenance of
facilities in which the surplus materials can be utilized. These, and the daily
unnecessary loss of thousands of lives, to say nothing of disability and reduced
work capacity of our people, are among the reasons why the Department of
Agriculture endorses the objectives of 8. 1606."
Both the Secretary of Labor, Lewis B. Schwellenbach, and the Attorney
General, Tom Clark, similarly support the general objectives of the bill and
recommend Its enactment
Although Secretary of War Robert P. Patterson makes no comment on the
provisions of S. 1606 as such, he observes that "* * * experience gained in
the recruitment and administration of the wartime Army has clearly demonstrated the need for action to improve the general standards of health and
physical fitness of our people, and the desirability of expansion of certain specific
programs, such as those for control of venereal diseases and tuberculosis," and
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expresses himself as being "heartily in accord with the objectives of higher
standards of health and physical fitness which the proposed legislation is designed
to attain."
The letters of the Veterans' Administration, Navy Department, Selective
Service System, Railroad Retirment Board, United States Employees' Compensation Commission, and Civil Service Commission contain no general comments
on the merits of the bill as a whole. Insofar as particular sections of the bill
affect the programs of these agencies, their views and recommendations are
discussed below.
II.

COMMENTS ON TITLE I, GRANTS TO STATES FOR HEALTH SERVICES

PartA. Grants to States for public health services
Referring to both parts A and B of title I, former War Mobilization and
Reconversion- Director John W. Snyder reiterates the President's statement that
some 40,000,000. citizens "still live in communities lacking full-time local public
health services" and asserts that "* * * Altogether, hundreds of thousands of
lives could be saved each year if the public health measures now in effect in a
few communities were available everywhere."
In discussing the special health problems of rural areas, Mr. Snyder further
points out that "The most serious shortages of * * * public health facilities
and maternal and child health programs are found in rural communities. From
the long range point of view, this lack is especially important because a relatively
large part of the Nation's children are born in farm communities. Neglect of
their health in childhood may make them substandard citizens and substandard
workers when, in later years, a large percentage of them become part of the
urban working force. As a nation, we cannot afford to have large numbers of
people who are in too poor health o be fully effective members of a productive
society."
While the report of the Bureau of the Budget expresses its general apprpval
of S.)1606, certain changes in the legislation are recommended in order toinsure
that the provisions of the bill do satisfactorily carry out the objectives sought
by the legislation. Among the provisions of part A open to some question is the
new formula for Federal grants to the States for public health services. It is
contended in the Bureau's report that there is no protection in the bill against
the contingency that the formula may serve simply to increase the Federal
portion of present expenditures for public health-services rather than to increase
the total expenditure for such services. On the other hand, it is argued, should
present levels of State expenditures be maintained, provision for Federal grants
on a 50 to 75 percent matching basis would increase Federal appropriations sharply by upward of $100,000,000 per year. The Bureau believes that
"a slower rate might give better insurance of proper planning, training, and
availability of qualiied personnel so that benefits of the increased expenditure
would be actually felt in the improvement of services to the people," and suggests that for a number of years at least the compulsory matching percentage
required of the Federal Government be less than 50 to 75 percent.
The Bureau's report, moreover, questions the desirability of any formula providing for automatic Federal matching of State expenditures and expresses
the view that "a formula whereby funds made available under an increased
specific authorization would be distributed to the States subject to suitable requirements for matching by the States" would be preferable. Under that type
of formula, "the authorized limitation on total grants could be reviewed by Congress from time to time as in the past."
On this question of apportionment formulas, the Budget Bureau finally suggests that "a single formula be devised within which a single grant program
would encompass general public health services, tuberculosis control, venerealdisease control, control of other diseases which are proposed from time to time,
as well as the health programs of the Children's Bureau and the proposed new
program of grants for medical care of the needy."
The report of this agency contains two additional suggestions with regard
to part A, namely, that authority for operating rapid treatment centers, now
beirng requested in separate legislation, be incorporated in the section dealing
with venereal-disease control, and that the authorization for construction of
tuberculosis hospitals be eliminated "in the interest of coordinating construction of tuberculosis hospitals with the broader program covering hospitals of
all types" included in S. 191.
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Watson Miller writes on behalf of the Federal Security Agency that "the proposals of part A of this title, generally, appear most desirable. Certainly,
availability of the basic public health services to every community is a prime
requisite in a national health program. The Federal Government should assist
the States In reaching this goal through provision of more liberal grants-in-aid
than are now available." He specifically cites his approval of the "principle
that the resources of the whole Nation should be available toward equalizing
the opportunities of all its citizens to obtain public health service" and considers S. 1606 significant in "that provision is made for effectuating this policy
in fact for the country as a whole."
Mr. Miller, also, however, has some reservations with respect to particular
provisions of this part of S. 1606. He asserts that the definition of "public
health work" must be scrutinized with care, since the definition would determine
which of the expenditures by a State would give it a call upon the Federal
Treasury * * *." He expresses his concern that"The definition [of public-health work] overlaps, in certain respects, services
for which funds could be granted under part B and part C of title I, and services
Which would be provided under title II of the bill." Mr. Miller points out that
"authority is provided in the bill for the Federal agencies concerned to enter into
agreements for the coordination of the several parts of the program, and it may
be that duplication could thus be avoided; * *
" but he believes that "the
bill should be closely examined from this point of view * * *"
On the other hand, Mr. Miller recommends that the definition of "public health
work" be enlarged "to permit funds under this part to be made available for
hospitalization of the chronically ill." In support of this recommendation, he
argues that, "the problem of chronic illness [is] largely untouched since title II
provides hospitalization for only a limited period * * * and care in mental
and tuberculosis institutions is specifically excluded
* *
Federal assistance
in meeting these problems is urgently needed."
Mr. Miller further recommends that the $5,000,000 ceiling upon expenditures
for demonstration and training of personnel be removed after the first year and
that a specified portion-perhaps 8 percent--of the total annual Federal and State
public health expenditures be earmarked for these purposes, since these activities
are closely related to the development of the whole public-health program.
On the question of the formula, Mr. Miller expresses his strong approval of a
variable matching 'provision and believes that the particular formula contained
in the bill is sound. "Whether or not this precise formula is used, however," Mr.
Miller continues, "I think it is important that the formula for the three parts
of title I be identical, in order to avoid financial incentive to the States to include
particular services or groups of persons under one part of the program as against
another."
Mr. Miller's final comment on this part of the legislation is that "the bill should
be designed specifically to encourage the local participation which is essential
to public-health programs. It should be a requirement that State plans encourage
local administration and financial participation under State standards. However,
in order that required local financial participation shall not impede the development of adequate services, especially in communities with insufficient financial
resources, the bill should require [as a condition for approval of State plans]
that the States shall provide for such distribution of funds within the States as to
insure meeting in full the needs of all localities, in accordance with standards
established by the States * * *"
The expansion of Federal aid to the States for the improvement of public-health
services and the apportionment of such grants on a variable basis related to per
capita income receives the endorsement of both the Department of Commerce and
the Department of Agriculture.
Secretary Wallace writes as follows on this point:
"In order to encourage the improvement of public-health services everywhere
in the United States, additional Federal aid to the States is needed. Owing to
the limited financial resources of many communities, special provision for Federal
financial assistance to the poorer States is necessary in order to equalize the
opportunities of our citizens in all communities to have adequate public-health
services."
"This Department * * * believes that" the State per capita income figures
according to which the grants to the States would be varied "represent a practical
and adequate basis upon which to allocate grants among States."
Mr. Anderson writes similarly that "the establishment of a system of variable
grants-in-aid to the States, through which the States having the lowest per capita
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incomes will get the maximum proportion of Federal aid, should go far toward
enabling the less wealthy States to build up organized health services to a level
of effectiveness comparable to that which can be attained by the wealthier, more
industrialized States."
Mr. Anderson goes on further to suggest that"Since the principle of variable grants-in-aid is sound when applied to aid
extended to the States by the Federal Government, the Congress might well consider imposing as a condition of eligibility governing such aid that the State plan
must, in turn, adopt a variable grant formula similar to the Federal, in its apportionment of State and Federal fuds to the localities within the State, thus
assuring equitable health benefits to its entire population, both urban and rural."
In this connection, the Secretary of Agriculture stresses the special importance
of "establishing effective public health services in rural counties," pointing out
that "the general pattern of death rates and of the incidence of illness among
rural people [reflects] the lack in rural areas of the advances in public health
which have characterized most large urban communities for many years."
PartB. Grants to States for maternal and child health services
Although, for the most part, the comments of the various agencies on part A
of Title I refer equally well to part B, several reports contained separate references to the provisions for an expansion in the program for maternal and child
health services.
In addition to his concern over the definition of "public health work", Federal
Security Administrator Watson Miller calls particular attention "to the duplication between parts A and B and to the desirability of a better dovetailing of these
provisions." Mr. Miller does state, however, that "If specific legislative provision
is to be made for maternal and dcild care and for services to crippled children,
[these provisions] seem appropriate for dealing with this phase of public-health
services."
Secretary of Labor Schwellenbach who, through the Children's Bureau,' would
have been responsible for administering this part of S. 1606 expresses his view
that "it is urgent at this time that Federal legislation be enacted to meet the
needs of mothers and children for more adequate health service and general
medical care, for services to crippled children and for child welfare services."
Mr. Schwellenbach believes that the present appropriations for these programs
under title V of the Social Security Act are "far from sufficient to meet the requests from State agencies for assistance" and that part B of the proposed legislation contains "the framework for the necessary planning and organization of
a comprehensive program of health services for mothers and children."
Mr. Schwellenbach, however, believes that certain changes should be incorporated in the bill in order "to make certain that adequate health services and
necessary medical care will be available to all mothers in maternity and all
children, whether insured or not, and the supplementary services as needed by
maternity patients or children, including those entitled to personal health service
benefits under tile II are provided * * *"
Mr. Schwellenbach is also concerned over the relationship between the various
parts of 8. 1606 and states that these proposed changes, which have been worked
out jointly with the Federal Security Administrator, would "assure the most
effective coordination of administration between title I-B and title II * * *
These amendments provide that "(1) the Children's Bureau and the State health
agencies, through the provisions of title I, part B, will be responsible for providing and maintaining services and facilities to promote the health of mothers and
children (under 18 years of age), including adequate maternal and child health
services in the community.
"(2) The cost of personal health services benefits for insured persons and their
dependents, including maternity care and medical care of dependent children,
will be met through the provisions of title II (within the limitations of those
benefits) administered by the Surgeon General of the United States Public Health
Service.
"(3) The cost of maternity care and medical care of children under 18 years
of age in noninsured families that elect to participate, and also the cost of
supplementary personal health services for insured maternity patients and children, will be met through title I, part B, administered by the Children's Bureau
and State health agencies.
bThe Chldren's Bureau
subsequently transferred to the Federal Security Agency
by Beorganisation Plan No. was
2,effective July 16, 1946.
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"(4) To the extent feasible, the Surgeon General will utilize, and the Chief
of the Children's Bureau will iake-grants to, the same State health agency.
"(5) The State health agency may provide personal health service under its
approved maternal and child health plan through payments to persons or institutions furnishing care, through direct provision of such care, or through arrangements with the Surgeon General to utilize the insurance system. Reciprocally,
the Surgeon General may utilize the State agencies and make payments to them
for personal health services provided by such agencies for insured persons.
"(6) Specific sums are authorized for the initial year of the maternal and
child health services beginning July 1, 1946, in the amount of $50,000,000 for
maternal and child health, and $25,000,000 for crippled and otherwise physically
handicapped children, and thereafter the authorizations are for sums sufficient
to carry out the purposes of the programs.
"(7) Provision is. made for the appointment of technical advisory committees
to advise the Children's Bureau in its administration of the program.
"(8) Provision is made to allow opportunity for fair hearing to any mother or
person acting in behalf of a child or to any physician or agency participating or
desiring to participate under a State plan.
*'69) Provision is made to allow a State agency receiving funds under two or
-nore parts or titles of this act to pool such funds provided the State accounts for
the funds to the Federal administrative agencies in a way that affords reasonable
assurance that the funds are expended for the purposes of the respective parts or
titles of the act"
Subject to the inclusion of these revisions in the bill, the Secretary of Labor
strongly recommends enactment of the bill.
The Department of Agriculture also expresses its support of this part of the
bill, stating that "the importance to our rural population of extending and improving maternal and child health services, including the program for crippled
children, can readily be seen when one considers high rural birth rates and
the fact that over half of all the children under 15 years of age in the United
States live in rural communities." Secretary Anderson continues by pointing
-out that the high maternal and infant mortality rates among rural residents
should be largely overcome through the proposed variable grant-in-aid program
which would enable the States with the lowest per capita incomes to develop
maternal and child health services comparable to those in the wealthier States.
Part 0. Grants to States for medical care of needy persons
The Bureau of the Budget observes that while part C of S. 1606 carries out the
President's recommendation that increased Federal funds be made available
to provide medical services for needy persons, it does not appear to be necessary
to establish a new and separate grant-in-aid program such as is contained in
this legislation. Rather, this agency's report suggests that the same purpose
could be accomplished by removal of limitations with respect to payments to
individuals so as to permit the cost of medical care to be included in federally
matched public assistance grants, including assistance to needy persons outside
of the present three categories, as proposed in S. 1050.
Mr. Miller, the Federal Security Administrator, in conection with his comments on title II of the bill, proposes that provision be made for universal
coverage under the prepaid personal health service benefits plan. If that were
.done, no special provision for medical care of needy persons would be required.
However, short of that, he believes that "the proposals, * * * making
Federal financial aid available to States to provide medical care for needy persons, are generally sound and desirable."
"The provision that States and local agencies may arrange to- have care furnished to needy persons through the health insurance system established by
title II," Mr. Miller continues, "is of particular importance, because of the
encouragement this gives to the provision of high quality care for needy persons
and to the effective coordination of the several parts of a national health
program."
As with respect to the other parts of this title, Secretary of Commerce Wallace
endorses the provisions of part C, observing that "* * * adequate medical
care of needy persons everywhere in the United States can be placed on a secure
foundation only if the Federal Government bears a part of the costs of such
care, just as it bears a part of the cost of cash assistance to the needy."
Again emphasizing the lack of adequate health services in rural areas and
emphasizing the particular importance of the proposed legislation for these
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sections of the country, the Department of Agriculture's report includes the
following statement:
"Welfare medical services have been extremely deficient in the more rural
States. * * * the present requirement that only such assistance expenditures
would be matched by Federal funds as are paid in cash and unconditionally to
the recipient-coupled with the Federal maxima-makes the effective use of
Federal funds for medical care difficult. S. 1606 gives promise of greatly improving the situation, with grants-in-aid being provided on a variable matching
basis, with aid being made available to all medically needy persons, and with
elimination of the cash-grant rule. This program will benefit the rural population greatly, for larger segments of the rural population are in need of such
service than is true of the urban population."
Like the Federal Security Agency, this Department also commends the arrangement permitted by bill under which medical care to the needy can be
provided through the general facilities and organization developed for prepaid
personal health service benefits. The payment of insurance contributions by the
States in behalf of their needy citizens would, in the words of this agency's letter,
"avoid the development of a dual system of medical care in which the system
worked out for the needy might well be at a generally lower level of quality than
for the rest of the population."
The Veterans' Administration makes no comment on- the merits of this part
of the bill but suggests the advisability of clarifying the terms "income" and "resources" so as to indicate more plainly whether compensations and pensions
paid to veterans or their dependents are to be included under the requirement
that an individual's income and resources are to be taken into consideration
with regard to his claim for assistance under part O.
HI. COMMENTS ON TITLE

, PREPAID PERSONAL HEALTH SERVICE BENEFITS

Support of the program for prepaid personal health service benefits, as proposed in title II of S. 1606, appears to be unanimous among those agencies which
specifically commented on this part of the bill.
John W. Snyder, as Director of War Mobilization and Reconversion, writes
in considerable detail his reasons for supporting S. 1606 and particularly title II.
As evidence of the vast extent of the "unmet medical needs" in this country, Mr.
Snyder cites the well-known high rate of selective-service rejections as well as
the lesser-known figures on the number of men who had to be rehabilitated after
their inductions into the armed forces or discharged subsequently. He also remarks upon the low health record of the rest of the population and emphasizes the
fact that, as shown by several studies, a large part of these physical defects
could have been prevented or remedied if treated early enough.
Mr. Snyder observes, moreover, that, "mainly for financial reasons-there is
no direct relationship between the need for medical care and the extent to which
people receive it in time of illness. Low-income families receive far less medical
care than the well-to-do, though they actually experience more illness and more
frequent need for care." Such care as low-income families do receive, according to Mr. Snyder, is often inadequate or comes too late. And even higherincome families, especially in rural areas, often receive less medical service than
they should. Not only do individuals in need of care suffer, but, as Mr. Snyder
points out, "the difficulties of individuals in financing medical care * *
impair the financial position of the medcal profession. * * *"
Although this "wide disparity between the need for medical care and the
amount of service actually received is partly due to the absence and maldistribution of facilities and professional personnel," Mr. Snyder expresses the belief that an "even more important" cause is "the basic nature of illness, a'
risk which can be provided for through budgeting only in the higher-income
brackets."
Mr. Snyder's letter continues, as follows: "The burden of medical expense
falls unevenly--one family may spend hundreds or thousands of dollars on a
single illness, while others incur no such expense. * * * The low-income
groups cannot meet the cost of major illnesses from their limited incomes, and
even the 'average cost'--about $100 per family per year in 1931, but no doubt
much higher now-is beyond the means of many farmers and wage earners.
* * * While low-income families spend less per family, and receive less adequate services, they actually spend a larger part of their total income on medical
care than do the families with higher incomes. * * *
85907--46--pt. 5-
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"These same financial problems are largely responsible for the serious maldistribution of doctors and dentists. Naturally enough, doctors and dentists
tend to concentrate in communities where they can be assured of a decent
living. * * * By and large, they shun are areas-particularly the rural areaswhere opportunity for practice is limited by the poverty of 'th poppation,"
In emphasizing that "It is the fact that medical costs cannot Ve foreseen that
makes it difficult, or impossible, for the individual family to provide for them
in its budget," Mr. Snyder makes a strong plea for the enactment of a program
such as that contained in title II of S. 1606. "A pooling of medical costs through
a prepayment plan will permit the costs which now fall with such stunning force
upon a few families to be spread among the total population, with every family
assured that its small payment will entitle it to adequate services, when and if
they are needed."
The special health problems of the rural areas point to the same conclusion,
Mr. Snyder believes. He states that "in many parts of the country, low family
incomes make it difficult for farm families to pay for adequate medical service
under the traditional individual fee basis."
On the question of the relationship of veterans' needs for medical care to
the program proposed in title II, Mr. Snyder remarks that while "the veteran
with the service-connected disability is cared for adequately-as far as his
service-connected disability is concerned * * * no care is available * * *
for his other medical needs, and for all of the medical needs of veterans who
have no service-connected disabilities * * * unless the veteran declares that
She is unable to pay for his medical service." Moreover, "there are, of course,
no provisions now for care of veterans' families."
As a result of these considerations, Mr. Snyder "wholeheartedly" endorses
the conclusion of the Subcommittee on Wartime Health and Education "that
our concern for the health of veterans-aside from the care of their serviceconnected disabilities-is interwoven with the general need for 'maintaining
and improving the health of the whole people"' and goes on to state that "a
national health program is clearly the most effective way to meet the over-all
needs of veterans along with the total population of which they are a part."
Mr. Snyder continues his letter with a statement of his belief that a 'plan for
prepayment of medical care represents "a practical solution" to the problem of
financing adequate medical care.
"I have mentioned some of the barriers to the effective financing of adequate
medical care through the traditional 'fee for service' method. Title II of the bill
proposes a more economical and more efficient method of financing-based on
the principle that the costs of medical care can be predicted with reasonable
accuracy for the Nation as a whole, but not for individual families." Quoting
from the President's message of November 19, 1945, Mr. Snyder writes, "If
instead of the costs of sickness being paid only by those who get sick, all the
people-sick and well-were required to pay premiums into an insurance fund,
the pool of funds thus created would enable all who do fall sick to be adequately
served without overburdening anyone."
Mr. Snyder continues as follows: "That many people recognize.and desire to
participate in the advantages of such cost sharing is demonstrated by the rapid
growth, in recent years, of voluntary prepayment plans covering a part of the
costs of hospital care. The creation of a national insurance pool to handle
such risks, as well as the frequent illnesses not requiring hospitalization, seems
to me to be eminently sound and logical." Mr. Snyder expresses his firm conviction, however, "that voluntary private plans--while they serve a useful
function-cannot be expected to meet the problems of financing medical care for
the great mass of the population. Voluntary plans for sharing the costs of
hazards to self or family cannot effectively serve the groups that are hardest
hit by disaster. Those most susceptible to hazards and those least able to afford
them are clearly unable to afford planned voluntary protection against those
hazards. We have only to look at the history of other major social insuranceunemployment compensation and old-age and survivors insurance-to see that
voluntary plans will never meet the needs of the groups for whom protection
is most urgently needed." In this connection, Mr. Snyder points out that as of
1945 less than 5 percent of the population "had some degree of protection covering the cost of medical care through membership in voluntary prepayment
medical-care plans," and that only about 15 percent "now have protection
[which] protection covers only a small part of
* *
against hospital costs
the risks of illness."
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Thus, according to this agency's report, not only do few of these plans reach
farm people, regardless of their incomes, but even in urban areas, most workers
in the low-income groups are not covered by such arrangements.
Moreover, the growth of such voluntary plans does not obviate the need for
the program'proposed in S. 1606 because of other serious limitations of these
present arrangements, which Mr. Snyder proceeds to list. For instance, "many
group-insurance plans permit continued membership only while employment
continues with a specific employer." In addition the "spotty geographical coverage" of such plans and their local character result in a failure to meet the
needs of migrant workers. "Finally, there is a high turn-over in membershipresulting partly from interruption in employment and partly from the failure
of many workers to continue membership because they hope they can get along
without it"
One of the arguments often raised against the enactment of title II of S. 160(
is that a plan for prepaid medical care is necessarily "state medicine" or
"socialized medicine." The report of the Office of War Mobilization and Reconversion takes care to point out that patients will still be free to choose their
own physicians and that physicians will similarly remain free to accept or reject
any patient who wishes to use their services, as well as to choose whether or
not they will participate in the program at all. My Snyder stresses the fact
that "the only way this bill changes the traditional relationship between patient
and doctor is that under it, the doctor is assured of receiving full payment for
his services from all of his patients."
He continues by pointing out that "the bill's provisions have been carefully
drawn to assure decentralized administration, and to preserve the independence
of physicians and medical institutions," citing as examples, the provisions for
local advisory councils, for cooperation with State or local departments and
agencies, for graduated fee schedules and the payment of specialists at higher
rates, for payments on a basis chosen by the physicians and dentists themselves,
and for participation by local hospitals and nonprofit organizations. Mr. Snyder
commends these provisions for decentralization as well as the proposal to establish a national advisory council which he feels assures the "administrative
participation of the medical profession and professional organizations."
Although S. 1606 contains no provisions for the financing of a prepaid medicalcare program, Mr. Snyder makes some comments on this subject.
"Since the American people are now spending on the average nearly as much
for medical and similar services as the benefits under S. 1606 are expected to
cost, it would seem appropriate to use the device of earmarked pay-roll taxes
as the means of raising at least part of the necessary revenues. However the
services are financed, I believe they should be available to the greatest possible
number of Americans, and that problem of financing should not be the controlling
factors in determining coverage."
In the report of the Bureau of the Budget general approval of the plan for
prepaid personal health services is expressed. The report also states that "the
need for a high degree of flexibility in a new program of this type is obvious."
The Budget Director believes, however, that "there are a number of points on
which more definitendss appears both feasible and desirable."
The Bureau of the Budget objects primarily to the absence of an "over-all
limit on the cost of the program" which, it feels, prevents any "adequate control
against the contingency of run-away costs resulting from excessive services or
excessive compensation for services rendered.'
The report concedes that the
bill as now written recognizes the contingency of excessive demand for services
by the authorization to the Surgeon General to provide for partial payments
by the individual if he considers it necessary to prevent abuses, and to provide
for services of restricted content in the field of dental care, home nursing, and
laboratory service. But, with reference to possible excessive compensation for
services rendered, no definitive formula is provided in the bill. The Budget
Bureau contends that "an over-all limitation on funds available would provide
the needed maximum within which the discretion of the Surgeon General would
be exercised in controlling these situations."
Moreover, the report continues, "it might be further desirable in connection
with such limitation to provide separate limitations for the component parts
of the program, such as (1) general medical services, (2) special medical services, (3) general dental services, (4) special dental services, (5) laboratory
services, and (6) home nursing services. Such limitations would limit somewhat the flexibility of the program, but would aid in the establishment of com-
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pensation for services, and, if needed, in the determination of restricted program content or of partial payment of.fees by the individual."
The Budget Director questions the provision contained in section 212 (f)
which "directs the Secretary of the Treasury to pay from time to time from the
account into the Treasury the amount estimated by him and the Surgeon General which will be expended for the administration of this title." This provision, in the view of the Budget Bureau, would remove "from Congress and from
the regular budget process the determination of requirements for administrative
expenses for operation of the prepaid medical care program." It is suggested
that "as in the case of old-age and survivors insurance and railroad retirement,
provision * * * be made for reimbursement from the account of expenditures for administrative purposes under annual appropriations made by Congress
in the regular manner."
Like the reports of the Federal Security Agency and the Department of Labor,
the Budget Bureau's letter also expresses concern over the relationship between
title I-B and title II. Although "section 203 (d) provides for agreements
with the Children's Bureau to insure coordination with programs carried on by
that Bureau under part B of title I," the Budget Bureau believes that "there is a
clearly indicated need of further definition of the limited responsibility of the
Children's Bureau under part B of title I in view of the fact that full medical
service for all covered individuals, including mothers and children, would be
provided for under title II."
The report of this agency calls attention also to the fact that financing
arrangements have been left to separate legislation. While making no comment
on the form which such arrangements should take, it is urged that provision
for financing this program should be made prior to the final enactment of the
program legislation.
The Federal Security Administrator in his letter quotes from the 1944 annual
report of the Public Health Service which advocates the "institution of a
medical-care program to provide medical and hospital service to everyone who
needs it, regardless of his ability to pay, and to insure all of the benefits of
medical service to the whole population." In addition, Mr. Miller cites the
following paragraphs from the Ninth Annual Report of the Social Security
Board:
"Neither the course of present developments in this country nor experience
in other countries which have tried voluntary health insurance gives any Indication that comprehensive and adequate arrangements to insure medical costs
can be made in any way except through a compulsory Insurance system. In
this aspect of health security, the United States faces a situation not unlike
that in old-age security a decade ago. At that time, many employers had
established sound retirement systems for their workers; some persons had
banded together to provide for themselves as a group or had made adequate
individual provisions through annuities or other forms of commercial insurance.
It was clear then, however, as it is clear now for medical-care insurance, that
those voluntary arrangements could not be expected to extend to even a majority
of the population in need of insurance or to the groups whose needs were
greatest.
"Medical care insurance would enable self-supporting families to pay for
and get needed medical services without any important alteration because of
the insurance system in present forms or organization of medical practice.
Moreover, families dependent on public funds could be covered through payment
of contributions on their behalf by the agencies administering assistance. They
thus would receive care in the same way in which others receive it; the stigma
and, typically, the inadequacy of 'poor-law medicine' could be wiped out."
Thus it appears that the objectives of title II of S. 1606 are generally favored
by the Federal Security Agency which states in its letter that "the provisions
are generally workable and in accord with the President's recommendations."
Since a large part of the population-probably something like 80 to 85 percentwould be eligible for prepaid personal health services on the basis of automatic
coverage as workers or dependents, or as beneficiaries of other parts of the
social insurance system, and since the bill also provides for supplementary
coverage of groups not covered automatically through voluntary arrangements
made by public agencies on their behalf, S. 1606 goes a long way toward meeting
the objective stated by the President of "the broadest possible coverage" for
the medical care insurance system. The bill, however, "falls short of the
President's recommendations with respect to three large occupational groups-8. 1606 fails to cover automatically railroad workers, Federal workers, State
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and local government workers, and their dependents." Federal Security Administrator Miller consequently recommends that the bill be amended to include
the first two groups. As to the third group, it is questionable whether the
Federal Government can constitutionally require the States and localities to
pay premlrfs as employers. Although this question does not necessarily arise
under 8. 1606 since it contains no provisions as to the method of financing
to be employed, Mr. Miller, nevertheless, recommends that coverage of this
group be secured simply through voluntary arrangements.
"The proportion of the total population who would be eligible for prepaid
personal health services," Mr. Miller continues, "might be further increased
through a broadening of the definition of dependents of insured workers to include all persons actually dependent on the worker for support. Dependent
nondisabled children over 18, and dependent sisters, brothers, aunts, and relatives-in-law would be among the groups not now covered under S. 1606, who could
be brought within such coverage."
Mr. Miller, however, proposes a program with universal coverage which he
considers to be a highly preferable alternative to these suggested amendments.
"I believe, however, that the goal of a national health program should be
to assure medical, hospital, and related services to every person who needs
them, without regard to his employment, source of income, or ability to pay; and
that no individual should be excluded from ready access to needed health and
medical care. Complete coverage, moreover, would be the simplest and most
effective way of assuring that medical service would not be stratified so that
certain segments of the population, such as the needy, would receive a lower
standard of care. It would also make for simplicity, efficiency, and economy
of administration and would eliminate the procedures necessary to establish
eligibility. The greater simplicity would conduce to more ready and fuller
utilization of the services by the people, as well as to lesser costs of administration. Finally, if general revenue financing is to carry any considerable part of
the cost of the health service benefits, the equity of excluding any groups from
the benefits may be questionable. * * * I would recommend that the Congress * * * give consideration to making the provisions of title II applicable
to the entire population."
In presenting this proposal, Mr. Miller indicated the absence of any commitment "as to the relation to the program of the President of our alternative
proposal to afford universal entitlement under the medical care insurance plan."
Aside from this major recommendation for change, the report of the Federal
Security Agency expresses approval of S. 1606. This agency finds no inconsistency between the proposed legislation and the existing provisions of law
for medical and hospital service to particular groups, such as members of the
armed forces, veterans, merchant seamen and the beneficiaries of Federal and
State workmen's compensation laws. It letter states that "special facilities
and services designed to meet the special needs of particular groups would, of
course, continue to be required; but all of these groups would become entitled
to many services which either they or their dependents do not presently enjoy.
It may safely be assumed that they would get their money's worth, or more, for
any contributions they might be required to make to a health insurance system."
Mr. Miller expresses his approval of the basic "methods and policies of administration" set forth in the bill which are in accord with the President's recommendations that "people must remain free to choose their own physicians and
hospitals, and doctors must remain free to accept or reject patients and to
participate in the system full time, part-time, or not at all."
"It is generally agreed," Mr. Miller continues, "that the administration of
[the] * * * program * * * should be decentralized to the maximum
extent * * * practicable, and that the State and local governments should
assume their full share of administrative responsibility. Likewise, the values of
regional organization of services should be assured so that patients everywhere
can readily cross State and local political boundaries when necessary to obtain
professional services in other localities * * * it is essential that the availability of benefits and adequacy of services be assured for the entire country
by Federal authority. 8. 1606 very properly places on the Federal Government
the responsibility to see that the services are available and authorizes it to
specify minimum standards to insure satisfactory quality of services, whether
provided through State or local agencies or directly by the Federal Government. * * * State and local participation in the administration of the program [which] is in the already established pattern of public health [has] the
great merit of bringing preventive and curative services under effective coordina-
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tlon." Since, however, Mr. Miller believes that "the utilization of State and
local agencies * * * will call for some measure of Federal control over
the expenditures within a State or a political subdivision, in order to avoid the
possibility of excessive costs either for administration or for the actual provision of services," he suggests "that the bill be ,amended to establish or to
authorize the Surgeon General to establish appropriate limitation upon the
amounts which would be made available to agencies cooperating in the administration of the program."
Mr. Miller commends the bill for providing for administration of the program
by the Surgeon General since that "gives assurance that there will be coordination between the preventive, curative, and public health aspects of health legislation. Finally, Mr. Miller states that in his judgment "the bill is wise in providing
that the [Advisory] Council's functions * * * shall be purely advisory."
In addition to its general comments favoring the enactment of S. 1606, the
Treasury Department's report is confined to a consideration of the important
question of the method of financing to be used in connection with the prepaid
personal health services program. This Department reports that although the
bill does not explicitly provide a method of financing, it contains certain implications with respect to this. There are, for example, provisions defining covered
employment and establishing $3,600 as the maximum amount of wages to be
taken into account in determining eligibility for benefits. In addition, the bill
authorizes appropriations providing for credits to a personal health services
account equal to 3 percent of covered wages. "The effect of these provisions," the
report states, "would be to exclude substantial numbers from the benefits of the
program and restrict the choice of methods of taxation to be employed. since they
seem to imply the imposition of pay-roll taxes such as are now imposed under
the old-age and survivors insurance program." The Secretary of the Treasury
expresses the view that a program involving expenditures in the magnitude of
4 percent of earnings up to $3,600 a year-which is the amount which the President has stated the system is eventually expected to require-and of the type
proposed, "requires careful consideration of possible methods of financing."
Since "the bill would result in expenditures by the Federal Government that
would replace to a substantial extent expenditures now made by individuals for
their personal health care," provision for some form of specific contribution
would seem desirable, according to the Secretary of the Treasury. Such contribution, he contends, would serve "to assure public understanding of the purpose
of the program and appreciation of the services to be rendered." Nevertheless,
the Secretary of the Treasury believes that such contribution "should not be made
unduly burdensome [since] a heavy compulsory contribution from the lower
income groups would conflict with the achievement of the objectives of the program," namely, to assure to everyone ready access to all- necessary medical,
hospital, and related services, such services not to depend upon how much a
person can afford to pay at the time.
Finally, the Treasury's report makes the important recommendation that
"the contributions for prepaid medical care * * * be coordinated with other
social security measures, and the financing of the entire social security program * * * be accomplished in such a way as to promote the objective of
full employment and full production."
The proposed legislation for a prepaid medical care program also received
the unanimous support of the Departments of Commerce, Agriculture, Justice,
and, subject to certain amendments, Labor.
Secretary of Commerce Wallace believes that "the desirability of a compulsory national system for the prepayment of medical costs needs little comment
in view of the heavy and unforeseeable financial burdens imposed by serious
illness on individual families not only in the low-income groups but also in the
middle-income groups as well.'"
In addition to the value of a national health program such as that proposed by
S. 1606 from a humanitarian and social point of view, its contribution to business
would be great, in the opinion of Mr. Wallace. Mr. Wallace writes that "every
businessman knows that illness and poor health among workers raises costs and
lowers production. Progressive American business leaders have for a long
time been interested in protecting and raising the health of their workers, not
only for humanitarian reasons, but also for purely practical considerations.
* * * There is every indication that a comprehensive health program would
contribute substantially toward improving the health of the American working
population and lowering the business cost of illness and poor health."
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Mr. Wallace points out that the fact that there has been a "steady increase
in the number of factory health programs in the United States, and in the
number of features incorporated in these programs, indicates that American
business is fully aware of the advantages of measures designed to raise the
health standards of the working population." Yet this by no means obviates the
need for the proposed legislation since the per capita cost of industrial health
plans increases as the number of employees decreases and small business is
thus placed at a disadvantage in relation to large firms in setting up such
programs. Small firms which before the war employed at least two-thirds of
all workers, therefore, have difficulty in providing their employees with adequate
medical services.
Because of these considerations it is clear "that only a compulsory national
program such as that provided by S. 1606 * * * will effectively provide
proper medical care to all workers regardless of the size of the firm in which
they happen to be employed, and only such a program will make available to
small business the advantages resulting from high health standards among its
workers."
'Moreover," the letter continues, "the health program set forth in . ,1606
would go further than any factory health program can generally go by itself.
Only very few firms can afford programs which provide complete medical
care and hospitalization to their employees and to their families, and most
firms are forced to limit their medical services to the health of their workers
while actually on the job." In addition many health services, such as most
public health measures, are beyond the scope of factory health programs. Mr.
Wallace expects, therefore, that a Nation-wide ,program able to deal with all
aspects of health and medical care would afford even greater advantages to
business and provide a large stimulus to increased national production than
factory health programs have brought in the past.
The report of this Department continues by emphasizing the beneficial effects
of legislation such as that proposed by S. 1606 on the economy as a whole,
as well as directly upon business. This exceedingly important point is developed
at considerable length in Commerce's report.
About 500,000,000 man-days of work are lost annually through illness and
injury which represent a loss of billions of dollars worth of goods and services
not only for business but for thp Nation. Billions more are lost because of the
low health standards prevailing among a large proportion of the American
working population, which reduce the productivity and efficiency of workers.
Consequently, "by raising the level of health and well-being and thus cutting
down this unnecessary waste, the programs authorized by S. 1606 would contribute
toward achieving the higher levels of production required in this country."
It is believed that the adoption of the measures proposed in S. 1606, particularly
title II, would also ha-e a highly beneficial effect in the direction of increasing
employment opportunities and consumer demand. Such legislation would result
in an increased demand for doctors, nurses, laboratory technicians, and other
workers trained in the medical and allied fields and in public health work.
"In addition, by effecting a considerable reduction in the loss of working time,
and hence in loss of earnings due to ordinary illness, it would raise the total
income received as wages by employees and as earnings by the self-employed;
this Increase in consumer income would raise consumer demand." Besides
this direct effect on the level of consumer demand for goods and services through
a rise in the incomes paid to consumers, it is also highly likely that the availability
of medical services under a health insurance program would enable people
to devote a higher proportion of these current incomes to consumption than
in the past. As Secretary Wallace points out, the fear of sudden and large
medical and hospital expenses is an important reason at the present time why
families and individuals have to save. If families are insured against medical
costs, however, and know that they cannot be suddenly confronted by large
medical bills, they can afford to spend more of their current incomes to satisfy
current wants. "Such a shift toward increased consumption would have a
beneficial effect in reducing long-run deflationary tendencies in the economy.
The whole economy would profit from such an improved combination of collective
thrift and higher standard of current living. To the extent that the proposed
national health program would thus lead to an increase in job opportunities and
in consumer demand, it would help to promote a high level of employment and
business activity."
The Department of Agriculture, as in its comments on other sections of the
bill, draws particular attention to the significance of title II for rural areas.
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Only the assurance of "adequate purchasing power for medical care" can
reverse the trend of movement of physicians away from country districts
which has been continuing for 40 years or more. The establishment of national
compulsory health insurance should, in the opinion of Secretary Anderson,
exert a powerful influence toward reversing this trend. The present deficiencies
of health. personnel and facilities in rural areas, as well as the underlying economic factors causing these deficiencies, result in "generally inadequate"
medical care for farm and other rural people. Although these segments of the
population obtain less of virtually every type of medical service than urban
people, the relative financial burden of illness falling on them is even greater
since they spend a large proportion of their income for the more limited care
that they receive.. The Department of Agriculture's report, therefore, states
that "a program which will presumably call for annual contributions of about
3 percent of net income would clearly be of advantage to the average farm family,
since * * * the average percentage of net cash income spent by farm families for medical services (in 1941) was 8.7."
Paralleling the Department of Commerce's remarks on factory health programs, the Department of Agriculture relates its experience with voluntary
health insurance for farm families. Its findings are that "although these programs have resulted in benefits to the families who have participated, they have
revealed inherent weaknesses in applying the insurance principle on a voluntary basis to the problem of sickness costs and have furnished evidence of the
need for universal coverage."
The report continues as follows: "The value of a Nation-wide program of
health insurance is clear. The system contemplated by the bill would permit
funds to be allotted on the basis of relative needs. If this problem were tackled
by individual States the less wealthy and chiefly rural States would be seriously
handicapped through their lack of economic resources sufficient to operate an
effective program. The establishment of a national system of health insurance
would lead to the ultimate redistribution of health personnel on a reasonably
equitable basis. It should provide the foundation, too, for the financial maintenance of health facilities so that their distribution would also be in relation
In this latter connection, the Department of Agriculture
to need
***."
emphasizes the relationship between S. 1606 and S. 191, the Hospital Survey
and Construction Act, which has since been enacted. "This act," Secretary Anderson states, "will fall short of the objectives in view unless it is accompanied
by legislation such as S. 1606 to assure the maintenance of facilities, once they
are constructed or enlarged. I need only cite the generally lower occupancy
of rural hospitals today compared with urban institutions, despite the generally
poorer supply of rural hospital beds. The farm and rural population lacks the
medical purchasing power through its own resources to maintain adequate modern
facilities."
As do many of the other letters, Secretary Anderson's letter commends the
provisions for decentralized administration and particularly those for the establishment of local area committees to serve in an advisory capacity to local administrative officials.
This Department also commends the legislation for its broad coverage of
employees, pointing out-that the administrative techniques of collecting contributions from farmers and farm workers present no insurmountable difficulties to
their inclusion in this program. It asserts that Workable methods are available
in assessing incomes of farmers and collecting their contributions for the insurance program. However, it is arguedthat "legislation of this type should provide for as close to universal coverage of the population as possible," and it is
suggested, in line with the Federal Security Agency's recommendation, that of
Congress consider amending the bill to provide for the development of arrangements which would assure the inclusion of Federal, State, and local employees
and also railroad workers in the health insurance program.
Moreover while this Agency expresses its appreciation of the'need for temporary limitations in benefits when specialized personnel are lacking, it believes
that the funds which would be made available for professional education should
help to alleviate such shortages and that "as a minimum, the program from the
outset should offer complete physician's services, including services of specialists
and consultants, hospitalization, preferably for an indefinite period, complete
laboratory and all other essential auxiliary services." It also suggests that
consideration be given to the provision of certain drugs, especially those that are
costly, and biologicals used both in the prevention and treatment of disease and
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that, if necessary, supplementary funds for general revenues should be appropriated to make such benefits possible.
The final recommendation for improvement of S. 1606 made by this Department is that provision for unified administration of all aspects of the health program contained in the bill would be highly desirable in order to "insure full
coordination between the public health and the therapeutic aspects of the over-all
program."
The Department of Labor's report endorses the proposal for a national system
of health insurance for many of the same reasons already noted in connection
with the reports of other agencies. It cites the importance of the proposed program for the welfare of wage earners and their children and in the interest of
greatly reducing the time now lost from productive work due to illness and
physical defects. Im provement of the general health of the people and the
development of a more adequate distribution of medical service and care can be
achieved by effective methods of pooling the resources of the Nation, namely, the
establishment of a national system of insurance and a greatly increased use of
general revenues.
Subject to the inclusion of the amendments proposed by the Secretary of Labor,
in agreement with the Federal Security Administrator, which the Secretary
believes would assure the most effective coordination of administration between
part B of title I and title II (see the discussion under title I, pt. B, above)
Secretary Schwellenbach strongly recommends the enactment of the proposed
legislation.
Attorney General Clark presents a detailed analysis of the legislation in his
report, and then proceeds to endorse the bill explaining why it is not socialized
medicine, as is frequently charged, and why it in no way would disturb the existing organization and practices of the medical profession. Mr. Clark writes as
follows: "I am aware that there exists among members of the medical profession
and the public an understandable and proper desire to preserve the personal relationship between physician and patient, and that any measure which might disturb that relationship would be met with serious objections. * * * I have
found nothing in the legal construction of the proposed legislation which would
operate to threaten the dignity of the doctor and patient relationship, lessen the
desirable effectiveness of medical ethics, or in any way prove prejudicial to either
the profession or the public. On the contrary, the bill appears scrupulously
designed to preserve the existing high standards of the profession, and its only
consequence would be to extend the benefits of those standards to a broader section of our population by means of governmental assistance. In substance, it would
aid the medical profession in its admirable and unselfish desire to alleviate
suffering among all members of-society. Physicians contribute a great portion
of their time and effort in administering to the unfortunate and destitute. The
proposed legislation would help them in this herculean task, and provide remuneration for a considerable portion of their services that would otherwise go unpaid. There is nothing in the provisions of the bill that would require any
physician to participate in the proposed program; or if he elected to participate,
to attend any patient not of his own choosing. Nor is there anything in its
construction which would require any layman to participate in the benefits of
the program. Moreover, there is no provision which would require the medical
profession to forego its privilege of determining its own fees. The bill would
merely provide a system of prepaid health service benefits for those practitioners,
hospitals, and patients alike who elect to participate in the program."
The comments of most of the remaining agencies are limited to a discussion
of the particular ways in which the proposed health insurance program would
relate to the specific activities currently carried on by these agencies or to the
specialized groups of the population with whom they deal.
General Bradley, of the Veterans' Administration, for instance, points out
that section 209 of title nI would require reimbursements to the personal health
services account on behalf of "groups of persons for whom the Congress of the
United States makes provision" when benefits are furnished to such persons under
this title. General Bradley writes: "It would appear that veterans are a group
'ofpersons for whom the Congress of the United States makes provision,' as under
existing law the Veterans' Administration is authorized to furnish hospitalization to veterans otherwise eligible for service-connected diabilities and to furnish hospitalization under certain conditions when space is available for'war
veterans for non-service-connected disabilities. It is considered that reimbursement should not be expected in the event a veteran eligible for hospitalization *

2774

NATIONAL HEALTH PROGRAM

by the Veterans' Administration is hospitalized under the provisions of this bill.
It may be advisable to modify the language of section 209 (b) to specifically exclude benefits under laws administered by the Veterans' Administration."
In connection with these recommendations of the Veterans' Administration, it
is important to note the following paragraphs from a letter from President
Truman to Senator Murray, April 30, 1946, in which the President set forth his
views with respect to the rights of veterans to medical care and their relation to
S. 1606:
"It is not intended that existing programs of medical and hospital services
are to be supplanted. For example, it is not intended that our obligations to
veterans for medical and hospital care shall be changed or impaired in either
service-connected or non-service-connected cases. The special provisions for veterans under laws administered by the Veterans' Administration reflect our
Nation's gratitude for their services and I urge that when the bill emerges from
your committee it provide in explicit terms for the preservation of medical and
hospital services under laws administered by the Veterans' Administration.
"A national health program such as I have recommended, and as envisaged in
S. 1606, would make it possible for persons to get complete medical and hospital
services locally. As to veterans the program would merely provide additional
means of securing medical and hospital care. Veterans with non-service-connected disabilities, in common with others, would become entitled to out-patient
treatment. As to persons eligible under other laws, particularly veterans, the
program under S. 1606 would include the families of such persons for complete
medical and hospital services which benefit is not now available to them.
"I have conferred with the Administrator of Veterans' Affairs and the Federal
Security Administrator and they share in my convictions."
It should also be noted that both the Office of War Mobilization and Reconversion and the Federal Security Agency commented in their reports on the relation
of S. 1606 to the veterans' health program.
The report of the Railroad Retirement Board states that although individuals
classed as employees under the Railroad Retirement and Railroad Unemployment
Insurance Acts are excluded from prepaid health service benefits under title II,
provision can, nevertheless, be made for coverage of such employees through
reimbursement to the personal health services account on their behalf by the
Railroad Retirement Board. Railroad workers could thus receive health benefits
by an amendment to the acts now administered by the Railroad Retirement Board
to authorize the making of sucl agreements for reimbursement to the account
with the Surgeon General of the United States. Alternatively, these acts might
be amended to provide benefits under them similar to those afforded to other
employees.
The comments of Mrs. Jewell S. Swofford of the United States Employees'
Compensation Commission are concerned solely with sections 208 and 209 of this
title which deal with the relation of the prepaid personal health service plan to
workmen's compensation laws. Mrs. Swofford writes that, according to these
sections, personal health services would be available to workmen's compensation
beneficiaries where arrangements for reimbursement are made. Since, under
the personal health services program, a person seeking general medical or dental
benefits is entitled to select the practitioner who will render such services, it
would seem possible for an individual who has suffered injury, disease, or disability, falling within the purview of the workmen's compensation law, to select
a physician or facility to render treatment in his case, and having thus obtained
such services, the Surgeon General would have the right to recover the costs of
such services from the employer-whether the employer is a private individual,
corporation, or governmental agency. This interpretation would conflict with
the workmen's compensation laws now administered by this Commission. Under
one kind of workmen's compensation law which the Commission administers,
a private employer has the duty of furnishing his injured employee with such
medical, surgical, and other attendance and treatment as his injury requires.
This obligation is performed by the employer or his insurance carrier through
his own arrangement or contract with private physicians and facilities. Mrs.
Swofford contends that it is to the advantage of the employer or insurance carrier
to furnish only the best quality of treatment or services since poor treatment or
inadequate services would tend directly to increase the total cost of a particular
case. Under another kind of workmen's compensation law dealing with employees
of the Government, the United States Employees' Compensation Commission itself
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"provides disabled employees with the same kinds of services as mentioned
above, with the similar object of reducing the extent of the disability and the
cost of benefits, thus benefiting both the employee and the United States by minimizing of all of the effects of the injury."
The Coinmitission accordingly expresses its concern that the provisions of sections 208 and 209 of S. 1606 may operate to undermine the present arrangements
by giving to employees the right to select their own physicians in compensation
cases and thus to impose legal liability upon their private employers and the
United States. Mrs. Swofford believes that "it is questionable whether the
employee, if given this right, would in general select the practitioner best qualified
to render the services particularly needed. Also, in instances either insufficient
medical treatment might be obtained because the employee may be unable best
to determine for himself the needs of his particular case, or the treatment might
be continued longer than may be necessary. In other words, where the employer
has no voice in respect to the furnishing of medical treatment, and liability may
be imposed against him merely by the independent action of his employee, it is
to be expected that adverse results in many cases would result. It may be
anticipated that if the provisions should operate in such manner, and the Surgeon
General should seek to recover the costs of medical treatments from employers in
workmen's compensation cases, many difficulties would arise from statutory conflicts, particularly in relation to those laws under which it is the employer's duty
and obligation (o furnish the medical treatment, and the employer is not liable
for the cost of medical treatment obtained by an employee, unless he employer
fails, refuses, or neglects to furnish such treatment."
The Commission suggests, therefore, that the provisions of sections 208 and 209
be revised to "exclude an individual in a workmen's compensation case from a
direct right to medical benefits" under the bill, but that provision be made "for
the use of the facilities provided for under the measure on the basis of agreements
or working arrangements negotiated by the Surgeon General directly with the
private employers and public agencies. The right of the employee to participate
(in a workmen's compensation case) could be made to rest upon an agreement
between the employer (including compensation commissions) and the Surgeon
General, rather than directly upon the provisions of the measure. Under such
an arrangement employers may voluntarily enter into whatever agreements they
may deem best, and would know in advance the extent to which they have assumed
liability to pay the costs." In addition, the Commission's letter suggests that the
meaning and intent of subsection (b) of section 209 is not clear in other respects
and that it should be revised to make its meaning entirely clear.
Two identical letters were received from the Tennessee Valley Authority, one
from David E. Lilienthal and the other from Harcourt A. Morgan. The letters
call attention to the fact that section 217 (b) (3) of the bill extends prepaid
personal health service benefits to hourly employees of TVA although other
employees of the United States Government or of instrumentalities wholly owned
by the Government are excluded. While both officials of the Tennessee Valley
Authority favor this provision of S. 1606, they believe that if the bill is intended
to complement the Social Security Act and if it is contemplated that funds to
be appropriaetd for the financing of the program will be provided by separate
legislation increasing the rate of social security pay-roll taxes, an inconsistency
will be created since Tennessee Valley Authority hourly employees are not now
covered or taxed under the Social Security Act. Such employees would thus
receive health benefits without making the contributions presumably to be
required of other beneficiaries. This problem could be solved by legislation to
provide for coverage under the Social Security Act of Tennessee Valley Authority
hourly employees which Messrs. Lilienthal and Morgan state they have always
believed desirable.
The Civil Service Commission expressed its approval of section 203 (k) of
this title which specifically requires that Federal personnel of the Public Health
Service employed in connection with the prepaid personal health service benefit
program be appointed in accordance with the civil service laws and the Classification Act of 1923 Moreover, this agency raises no objection to section 204 (a):
establishing a National Advisory Medical Policy Council whose members are to be
appointed without regard to the civil-service laws since the services of this council
will be required only intermittently for the purpose of consultation and advice.
At the same time, President Mitchell also expressed the Commission's agreement
with personnel provisions in the various other parts of the proposed legislation.
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Section 213. Grants-in-aid for medical education, research, and prevention of
disease and disability
Insofar as this section, while part of title II, has somewhat different program content, it seems worthwhile to prevent a brief separate analysts of the
agencies' views on this aspect of the proposed health legislation.
The Federal Security Agency commends this provision for grants-in-aid for
medical education and research as being in accord with the President's recommendation that legislation dealing with medical research should provide for coordination between the research program that is to be a part of a national health
program and research that is to be a' part of a general research program to
be administered by a central Federal research agency.
The Bureau of the Budget, however, questions the desirability of this additional authorization for medical research in view of the authorization for the
same purpose presently contained in Public Law 410, Seventy-eighth Congress,
which now includes grants to research agencies as well as direct research by
the Public Health Service. The Bureau's report states that "it would appear
desirable to contain development of the medical research program of the Public
Health Service within a single authorization." Moreover, "assuming the enactment of a pay-roll tax to provide for a substantial part of the prepaid medicalcare program" this would not preclude charging a portion of the medical-research program against the special funds derived from these pay-roll taxes.
In addition, the Budget Bureau questions the provision for 2 percent of the
amount expended for benefits to be available for medical research and education
for medical and related professions "in view of the lack of demonstrable relationship between the cost of benefits provided for under the program and the needs
for stimulating medical research and education." Instead it is suggested that
"either an augmented specific limitation after 1947 or complete removal of the
specific limitation would appear preferable."
Under this section preference and priority is to be given "to grants-in-aid
with respect to projects to aid servicemen * * * seeking postgraduate education as medical or dental practitioners or training for administration of personal health services, disability benefits, rehabilitation services, and related services" during the 5-year period beginning January 1, 1946. The term "serviceman"
is defined to mean "a man or woman who has performed active military or naval
service * * * after September 7, 1939." Veterans' Administrator, General
Bradley, calls attention to the fact that for the purposes of hospitalization,
domiciliary care, and burial benefits under laws administered by the Veterans'
Administration, a World War II'veteran is defined as "any person who served
in the active military or naval service of the United. States on or after December
7, 1941 * * *." He suggests that insofar as possible uniformity in preference
provisions and in definitions of such terms as "veteran" and "serviceman" is
desirable.
The Veterans' Administration suggests that the bill be also amended so that
a discharged or release under conditions other than dishonorable is made a
prerequisite to the proposed preference and priority.

ESTIMATED FEDERAL EXPENDITURES FOR HEALTH, FISCAL YEAB 1947, CORRESPONDING

TO PRovIsIons

OF S. 1606

EXECUTIVE OFFICE OF THE PRESIDENT,
BUREAU OF THE BUDGET,

Washington 25, D. C., April 3, 1946.
DEAR SENATOR MURRAY: In response to your request of March 21, 1946, I am
sending herewith a tabulation entitled "Estimated Federal Expenditures for
Health, Fiscal Year 1947, Corresponding to Provisions of S. 1606."
I hope this material may prove of value in connection with the hearings which
are being undertaken by your committee.
Sincerely,
HABOwD D. SMITH, Director.
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Estimated Federal expenditures for health, fiscal year 1947, corresponding to
protviions of S. 16061
ITLE 1.

GRA NT

S
O STATE

OB HEALTH SERVICES

Part A. Grants to States for public health services:
Venereal diseases:
Federal Security Agency, Public Health Service:
$16,000,000
Control of venereal diseases -.----------------97,000
Control of venereal diseases (national defense)--Pay, etc., commiisoned officers (control of venereal
*280, 525
diseases) ---------- ----------------------to
transfer
Agency,
Security
Travel expenses, Federal
Public Health Service (approximate amount used
'155, 000
-----for control of venereal diseases)--Printing and binding, Federal Security Agency, transfer
to Public Health Service (approximate amount used
*25,000
for control of venereal diseases) .--- .-----

Total, venereal diseases--------------

------- 16, 557, 525

Tuberculosis:
Federal Security Agency, Public Health Service:
Control of Tuberculosis.----------------------Pay, etc., commissioned officers (control of tuberculosis).---------------------------Travel expenses, Federal Security Agency, transfer to
Public Health Service (approximate amount used
for control of tuberculosis) -------------Printing and binding, Federal Security Agency, transfer
to Public Health Service (approximate amount used
for control of tuberculosis)-----------------Total, tuberculoss---------------------Public health services:
Federal Security Agency, Public Health Service:
Assistance to States, general---------------......
SIndustrial-hygiene investigations----------------Health and sanitation activities, war and defense areas
nationalj defense) (assistance to States, general)-_
Pay, etc., commissioned officers, (assistance to States,
general, and industrial-hygiene investigations) --Travel expenses, Federal Security Agency, transfer to Public
Health Service (approximate amount used for assistance to
States, general) ------------------Printing and binding, Federal Security Agency, transfer to
Public Health Service (approximate amount use for assistance to States, general)-----------------------Total, public-health sevices---------------

--

7, 000, 000
S886, 931

221, 000
'20, 000
7, 619, 981

18,800,000
8, 000
'175, 000
S628,764
'268,000

'25,000
19,904,764

Total, part A.-----------------------44, 082,220 J
Part B. Grants to States for maternal and child health services:
Maternal and child health services and services for crippled
children:
Department of Labor, Children's Bureau:
Grants to Statesfor maternal and child health services5,800,000 P
Grants to.States for services for crippled children....
1, 800, 000
Salaries and expenses, maternal and child welfare
(approximate amount used for maternal and child
P
health services and services for crippled children)-410,000
SCertain minor items, as, for instance, penalty-mail costs, have been excluded.
SEstimated obligations need.
*Total estimated expenditures for services for crippled children amount to $8,800,000
but it sl estimated that over 60 percent of these funds is used for direct medical and
hospital care. Consequently $2,500,000 has been included under title II.
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Estimated Federal expenditures for health, fiscal year 1947, corresponding to
provisions of S. 16061
TITLE I. GRANTS TO STATES FOR HEALTH SEBVICES-continued

Part B. Grants to States for maternal and child health servicesContinued
Maternal and child health services and services for crippled
children-Continued
Department of Labor, Children's Bureau-Continued
Travel expenses, Department of Labor (approximate
amount used for maternal and child health services
and services for crippled children) -------Printing and binding, Department of Labor (approximate amount used for maternal and child health
services and services for crippled children) -___
Total, part B ---------

------

----

Part C. Grants to States for medical care of needy persons --Total, title I------------------TITLE

n.

_

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

$30,000
100,000
7, 640, 000
None

51,722,220

PREPAID PERSONAL HEALTH SERVICE BENEFITS

Prepaid Personal Health Service benefits:
War Department:
Military functions, Medical Hospital Department---*84,000,000
Civil functions, U. S. Soldiers Home (trust fund)----1,522,000
Panama Canal, sanitation, Canal Zone (hospitals only)1,215, 600
Navy Department:
Bureau of Medicine and Surgery
..-------"32, 000, 000
U. S. Naval Home-----------------------286, 000
Veterans' Administration:
Hospital and domiciliary care and medical activities.--..
233, 541, 228
Federal Security Agency:
Public Health Service, hospital and medical care..--..18,000,000
St. Elizabeths Hospital -------------------2,500,000
Freedmen's Hospital_--------------------875, 000
Department of Labor, Children's Bureau:
Emergency maternity and infant care----------17, 595, 000
Services for crippled children
------2, 500,000
Travel expenses, Department of Labor (approximate
amount used for emergency maternity and infant care
and services for crippled children)- - --------S 80,000
0
Department of the Interior:
Bureau of Indian Affairs, conservation of health among
Indians (hospitals only) ---------------4, 738, 400
Hospitals for Alaskan Native Service.----- --- 684,000
Department of Justice:
Federal Prison System, Medical and Hospital Service,
Penal Institutions--..------...
-------1,350,000
War Shipping Administration:
Maritime training fund (amount used for hospital and
medical care) -----------------------156, 000
Total, prepared personal health service benefits---

-'400, 993,228

STotal estimated expenditures for services for crippled children amount to $3,800,000
but it is estimated that over 60 percent of these funds is used for direct medical and
hospital care. Consequently $2,500,000 has been included under title II.
4 Grants to States for old-age assistance, aid to dependent children, and aid-to the blind
under Bureau of Public Assistance, Social Security Board, Federal Security Agency, are
used by the individuals to whom they are allotted for medical care to some extent There
is, however, no limitation as to the proportion of these cash grants to be used for medical
care and no data on how much is actually so spent..
* Present provisions for Federal expenditures for direct hospital and medical care of
individuals were considered to be the only items relevant to this part of title II, and these
are what have been included, although they do not constitute prepaid personal health
service benefits.
* This estimate excludes the cost of hospital construction, the cost of food, transportation
costs, and pay of Army (Navy) personnel. It includes the cost of equipment and supplies
used both in this country and overseas, the salaries of civilian employees, and the cost of
care of dependents of Army (Navy) personnel.
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Estimated Federal expenditures for health, fl1sal year 1947, corresponding to
provisions of S. 1606'
TIrLE II.

PREPAID PERSONAL HEALTH SERVICE BENEFITS-continued

Grants-in-aid for medical education and research: 7
Federal Security Agency, Public Health Service:
Operating expenses, National Institute of Health (grantsin-aid for research fellows) ----------------------$1, 834, 000
Operating expenses, National Cancer Institute (grants-inaid for research and research fellows) ---------2 578,000
Training for nurses---------------------16, 00, 000
Department of State, international obligations, cooperation with
American Republics:
Training grants in public health and maternal and child
health-------------------------126,600
Total, grants-in-aid for medical education and research---------------

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

8 18,538,600

Total, title II----------------------------

419,531,828

Total, titles I and II-----------------------SEstimated obligations used.

471, 254,048

' This part of title II has been interpreted to mean grants, subsidies, and contributions
(payments to individuals) rather than merely grants-in-aid which are defined more narrowly as including only Federal payments to State and local governments or political

subdivisions thereof.
*This does not include expenditures for medical education for veterans under the GI
bill of rights, for which no figures were available.

SUMMARIES OF COMMITTEE HEARINGS ON S. 1606, PREPARED BY LEGISLATIVE
REFERENCE SERVICE, LIBRARY OF CONGRESS
SENATE EDUCATION AND LABOR COMMITTEE HEARING OF APRIL 2

APRL 8, 1946.,
The committee met at 10 a. m. in room 224, Senate Office Building, Mr. Murray
presiding, to initiate hearings on S. 1606, the National Health Act of 1945.
The witnesses were the four sponsors of S. 1606: Senator James E. Murray,
Senator Robert F. Wagier, Representative John D. Dingell, and Senator Claude
Pepper.
The first witness, Senator Murray, chairman of the committee, opened his remarks in support of the bill with the history of legislation for a national health
program beginning with the original bill introduced by Senator Wagner in 1939.
With the coming of war, national health legislation had to be laid aside until
the war's end, although various health measures dealing with special problems
came before the committee. The work of the Special Subcommittee on Wartime
Health and Education headed by Senator Pepper, was commended by Senator
Murray. He then cited President Truman's recommendation to Congress on
November 19, 1945, for a five-point health program. On the same day, Senator
Murray stated, he and Senator Wagner introduced S. 1606 in the Senate and
Representative Dingell introduced it in the House of Representatives.
S. 1606 covers three of the President's five points: Expansion of public health,
maternal and child health services; more adequate funds for education and
research; and a system of prepaid medical costs. The other two points are
already provided for in the Hospital Survey and Construction Act and in the
general social security bill now pending. Hearings on the national health bill
are to continue through April. According to Senator Murray these hearings
will give an opportunity to examine thoroughly all the'issues in the controversy
over whether we should have compulsory health insurance.
Senator Wagner declared the national health bill is one of the most important
bills ever considered by the committee and an essential part of a broad program
to improve our domestic security. 8. 1606 contains three titles: Title I, which
provides for grants to the States for health services; title II, which provides
for a national health insurance program; and title III, which contains general
provisions.
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Senator Wagner said that health insurance is not socialized medicine or State
medicine, that it merely provides ready access to medical care to all who need
it, and that no regimentation of doctors, hospitals, or patients will be part of
the plan. He cited the opposition to the workmen's accident compensation law
in New York 35 years ago-a measure which now is universally,.approved by
employer organizations, insurance companies, and doctors.
The individual's freedom of choice in selecting his own doctor is safeguarded in
S. 1606, according to Senator Wagner, and every effort has been made to protect
the professional position of dentists, nurses, and nursing organizations. Moreover, he pointed out, through the Surgeon General cooperative working arrangements to utilize local administration and personnel are assured. Voluntary health
plans, said the Senator, will be able to continue and will be aided.
Senator Wagner stated that the cost of financing health insurance would be
3 percent of pay rolls (up to $3,600 per year), 1% percent to be contributed by
employers and 1% percent by employees.
Representative Dingell confined his remarks to title II of the bill (health
insurance), which has been a particular target of the American Medical Association. Mr. Dingell charged the AMA with conducting a campaign of false
propaganda against the bill. He cited numerous public opinion polls taken
during the last 8 years which show the American people to be in favor of health
insurance.
According to Representative Dingell, voluntary health insurance fails, even
though belatedly endorsed by the AMA last year, in that administrative costs
average 45 percent of the premiums. Also, he contended, the individual rarely
gets complete medical care. Compulsory health insurance, on the other hand,
is compulsory only as far as contributions are concerned, and "does not compel anyone to receive any medical care" or "any doctor to treat any patient," as
quoted from Governor Warren, of California. The Representative expressed
opposition to the AMA having any control of the health insurance funds and
cited the AMA's protest that the Advisory Council is merely advisory to the
Surgeon General.
Senator Pepper presented the findings of the Health Subcommittee, which is
about to issue a report entitled "Health Insurance" representing some of the
subcommittee's most important research and which summarizes the variety of
voluntary health plans. The Senator then gave a brief summary of the report.
According to the subcommittee's report, sickness is the greatest single factor
in people going into debt. The way out of this tragic situation is health insurance. While voluntary plans have made progress, they are not adequate. Only
20,000,000 people are covered by the Blue Cross. Commercial insurance plans
are group and individual. They pay cash toward medical expenses or wage
loss but do not provide medical service. The alternative would seem to be a
national plan of health insurance. Senator Pepper cited the preponderance of
opinion in favor of national health insurance in the public opinion polls. Prepaid
medical care is the subcommittee's recommendation.
Senator Pepper then devoted considerable testimony to the maternal, child
health and crippled children's services provided for by S. 1318. Child welfare
services contained in S. 1318 are not being considered in the national health
program. Adequate maternal and child health care are very important, said the
Senator, especially for migrant and rural families. The subcommittee report also
included proposed amendments to S. 1606.
KATrHYN G. PAWSON, Reporter.
SENATE EDUCATION AND LABOR COMMITTEE HEARING OF APRIL 8

SAPRI
4, 1948
The committee met at 10 a. m- in room 224, Senate Office Building, Mr. Murray
presiding, to continue hearings on S. 1606, the national health bill.
Mr. Watson B. Miller, Federal Security Administrator, testified on behalf of
the bill. He said the bill is long overdue. Because the measure is so comprehensive it appears complex, but the basic issue is simple, the witness contended,
because the health of the people is the strength of the Nation. The points which
Mr. Miller indicated he wished to stress particularly are aid to medical research
and education. The first proposal in S. 1606, Mr. Miller pointed out, deals with
the environmental aspects of health. Thus, it is to the interest of the entire
country, he said to remove statutory limitations upon grants-in-aid to the
States, especially if adequate provision is to be made for maternal and child
health care.
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According to Mr. Miller the main provision relating to medical care-the
appropriate safebackbone of the system-is prepaid medical care. However,
physician. The
own
guards would assure that people are free to choose their
every
administration should be decentralized as far as possible, he said, and should
people
Also,
part of the country should have the medical services it needs.
have ready access to medical services, even if this means crossing State and
should
local boundaries. The President, said Mr. Miller, stated that "everyone
have ready access to all necessary services." However, under S. 1606, he
pointed out, three large groups are not covered-railroad workers, Federal,
State and local employees, and retired workers. It is essential for the system
to be as broad as possible, said Mr. Miller, as everyone is subject to the risk of
'
•
ill-health.
this measure is
that
some
by
charged
been
has
it
that
Senator Murray said
means. We
term
the
what
socialistle. Mr. Miller said that he wishes he knew
are a social nation. As far as this being socialistic, we are a democracy. If
democracy means socialism, he said, he accepts it In 1942, declared Mr. Miller,
4,000,000,000 days of working time were lost through sickness, the equivalent of
the working time of 13,000,000 people. Senator Aiken then asked, "If it expresses
the will of the people, you would call it a democratic process?" To which Mr.
.
Miller replied, "Yes."
Dr. Joseph Mountin, Medical Director of the United States Public Health
Service, then testified that the Public Health Service is entirely in accord with
S. 1606. In speaking of title I of S. 1606, Dr. Mountin spoke of the need to
perfect the machinery for administering the bill. Some counties do not have
full-time health officers of their own. The prevention of illness has lengthened
life, he said. Grants-in-aid to States, said Ir. Mountin, recognize a continual
partnership between Federal Government and States. He proposed that the
bill be amended to provide for hospitals for tuberculosis, chronic diseases, and
mental diseases, as they are not covered in other legislation except in a general way. Dr. Mountin maintained the essential unity of public health services
should be maintained at local and State levels.
Dr. Mountin spoke at length on grants for research and education. Any program, he said, is bound to become sterile without research. This bill makes
provision for that. He cited colds and dental cavities as being common ailments which we do not know how to prevent. Cancer, diabetes, and heart
disease are increasing in number of cases and percentage, deaths from these
having doubled since 1900. Research thus needs to be carried on on many fronts.
Dr. Mountain said he hoped the committee would see fit to do something about
medical education, as it cost a medical school alone from $1,200 to $1,500 per
year to educate a student, not including the student's room and board. Medical
education is facing a crisis unless something can be done and many of the boys
won't be able to go to school unless aided by fellowships, etc., he said. Most
important, a scheme should be provided for continuing education for young
doctors starting out in practice.
Title II, over which Dr. Mountin declared there is the most controversy, attempts to lift the cost of illness off the backs of sick people and put it on society.
Illness is unpredictable individually, according to the doctor, but not for the
community. Therefore, it is insurable. Likewise, the costs can be cdmputed.
However, some communities have no doctors or facilities.
Senator Ellender then asked whether Dr. Mountin thought that. the passage
of this bill (8. 1606) would stimulate the building of hospitals or would funds
have to be provided by Congress. To which Dr. Mountin replied that construction expense doesn't take care of operational costs. We are now confronted by
more complicated medical care for diseases of older life.
Senator Ellender inquired whether voluntary health insurance can take care
of the need by itself and if we can improve the voluntary effort. He stated he
would prefer some voluntary method instead of the Government having its hands
in it. He would let the Government build a system of hospitals throughout the
country, however. He asked what plans the Public Health Service has worked
out that would improve the voluntary system. Dr. Mountin said the Public
Health Service didn't have any. Senator Murray said if the voluntary system
had to be financed by the Federal Government, it wouldn't be a voluntary system.
Senator Ellender stated that he feared the Government, meaning some bureaucrat, would eventually have to take charge of it.
Dr. Mountin said that under S. 1606 about 15 percent of the people are left out
of the system and that he should like to see them brought in. Senator Murray
said that after a study of voluntary systems he has come to the conclusion that
85907-46-pt. 5---18
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.a voluntary system -cotldn't work for the whole country. Dr. Mountin agreed
that under present schemes voluntary systems couldn't carry on extensively.
They. would require Federal support. We should do something for those unable
to get medical attention, said Senator EHUlder, but not cover the country. Dr.
Mountin said the'bill should make clear that it is the facilities that now exist that
should be used to administer the act. A discussion followed as to the differential
in doctors' fees under the bill, and Dr. Mountin said that a differential would exist.
'Senator Morse then asked if it is true that veterans are being encouraged to use
local doctors, to which Dr. Mountin replied that he understands the veterans are
encouraged to use local doctors for certain types of conditions under contractual
arrangements. In reply to the question as to who selects the council, Dr.
Mountin said that It is selected by the Surgeon General and approved by the
Federal Security Administrator.
Dr. Mountin said health insurance under S. 1606 should improve patient-doctor
relationships--that people would call on the doctor before they were sick and
that the fee question would be eliminated. The per capita cost of this program
would be 3 percent, or $26 per year. However, there are some health benefits
that still are not contemplated under the bill.
KATHRYN .G. PAwsoN, Reporter.
SENATE EDUCATION AND LABOB COMMITTEE HEARING OF APRIL 4

APRIL 5, 1946.

The committee met at 10 a. m. in room 224, Senate Office Building, Mr. Murray
presiding, to continue hearings on 6. 1606.
Arthur J. Altmeyer, Chairman, Social Security Board, opened his testimony by
stating there are many barriers between the individual and the medical care he
needs, among which are neglect of illness, its unpredictability, and the inability
of a large proportion of families to pay for needed care. The medical care now
received by a family, said Mr. Altmeyer, depends largely upon its income. More
people borrow to take care of medical costs, he stated, than borrow for any other
reason. Some bills are never paid. The witness said that poor families have
more illness than well-to-do and receive less care, also that public opinion polls
show that from 30 to 40 percent of the people put off going to the doctor because
of the cost. Mr. Altmeyer stressed that there is a need for protection against
sickness costs.
In speaking of voluntary insurance, Mr. Altmeyer said that the Blue Cross, by
far the largest such hospital insurance plan, still covers less than 15 percent of
the population. Most of those covered live in medium-sized and large cities with
rural membership amounting to only 3 percent, according to the witness. Still
fewer (between 5,000,000 and 6,000,000 persons) are enrolled in premedical-care
plans, stated Mr. Altmeyer. He also said that the American Medical Association,
which formerly opposed all forms of health insurance, has gone on record as
favoring voluntary health insurance plans sponsored by State and county medical
societies. In summarizing the voluntary health insurance program in the United
States, Mr. Altmeyer declared that its membership is limited, services are incomplete, prices are high compared to services provided, and the plans are
unevenly distributed throughout the country with no coordination between them,
except in the case of the Blue Cross. "The failure of voluntary insurance is
due to the fact that the task is too large and too difficult to be accomplished by
organizations or associations representing only a portion-and in most instances
a very small portion--of the public," said Mr. Altmeyer. "Those who are most in
need of protection are not covered."
Senator Ellender asked if the plan advocated in S. 1606 should be adopted,
what would become of the Blue Cross? Mr. Altmeyer said he thought it could
become part of the plan, perhaps on a service basis, that hospitals might prefer to
be represented in the Blue Cross plan, and that they might be reimbursed by
the Government, including administrative expenses, but that, whatever plans
they foster would have to be O. K.'d by Washington. Senator Ellender then asked
if people would be free to choose their own doctor if they wanted the services
of a doctor who is not among those in the community subscribing to the plan.
Mr. Altmeyer stated such a doctor could be called in, but the patient would have to
pay f6r it. Senator Donnell then said the only place the Blue Cross would be able
to sell its services would be supplemental services, as their services would be
paid for by the Government, which would be the great bulk of the income. He
contended if they didn't have considerable business, the Blue Cross would be
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forced out of business. Mr. Altmeyer said he didn't think so. Referring to
freedom of choice by the patient to select his doctor, the witness admitted that
if a patient didn't take a doctor approved by the Government, he would be-paying twice. At ths Senator Aiken asked if there were any doubt that any doctor
might fot e a approved by the Government Mr. Altmeyer said the law provides
that any doctor can be approved and referred to page 45, section 205 of S. 1606.
Senator Ellender said lots of physicians would be forced to join or give up their
profession, to which Mr. Altmeyer replied that that has never happened in other
.countries. Senator Aiken said in their State-wide school program they had no
trouble getting doctors to participate. Mr. Donnell then asked which countries
have compulsory health insurance. "Great Britain, France, the Scandinavian
*countries, Spain, Australia, New Zealand, Denmark, Holland, Belgium, and South
American countries," said Mr. Altmeyer. They rely upon the health-insurance
approach. The only exception is Russia which has state medicine, according to
the witness.
Then Senator Ellender wanted to know what happens when a doctor is put
on a salary basis. In some countries, declared Mr. Altmeyer, the doctors are
paid for so much service a week. Senator Ellender then asked how the system would work between doctors who elect to go on a monthly basis and others
who elect a fee basis. Mr. Altmeyer replied the money would be divided up
.between those who work on a fee basis and salary basis, being allocated by
States with a small free fund for epidemics, etc. Senator Ellender asked how
the allocation is done, to which Mr. Altmeyer replied that that is not in the
bill, but the thought it would be by need. When asked whether he thought the
yardstick by which the allocation should be made should be spelled out in the
bill, Mr. Altmeyer said yes.
"How can a person be insured" was Senator Donnell's next question. Mr.
Altmeyer said that if a person earned $150 in the last quarter of the year
or was employed half the time in the last 3 years and earned $50 a quarter,
he could be insured. Senator Donnell inquired how many people would be
currently insured under this bill. The reply was between 105,000,000 and 112,000,000 persons. This would cost $3,000,000,000 annually---3% percent of the
pay roll if it included payment for dependent persons, the latter amounting
to one half percent. A combination of pay-roll and earmarked-income taxes is
already partly worked out for payment of insurance, said Mr. Altmeyer, the
income-tax payment to be for those who couldn't be reached through pay roll
Senator Aiken, in speaking of a patient desiring better facilities and care
said he wduld have to pay the difference between the doctor's bill to the insurance institution and the better care received. When asked by the Senator
whether a physician could participate 5 days a week in the program and reserve the rest of his time for wealthier patients, Mr. Altmeyer said yes. He
stated physicians under compulsory health insurance would earn more than
,they ever earned in peacetime, and if properly distributed, there would be
enough doctors to go "around. Said Senator Aiken, "Some doctors must not
.now be ,making a living." In commenting on Mr. Altmeyer's statement that
there are 160,000 active practitioners, about 100,000 of whom are members
of the AMA, Senator Donnell questioned the opposition -of the AMA to the
plan if this bill is a benefit to the doctors. Mr. Altmeyer said he would let
the AMA speak for itself. Senator Donnell then asked if there is any organization of physicians in favor of S. 1606. Mr. Altmeyer said yes, that the
Physicians Forum and the Committee for Improvement of Medical Care were
in favor of the bill but admitted they have a very low membership. When
asked by Senator Donnell if any medical journals were in favor of the bill,
Mr. Altmeyer said not that he knew of. Who is the actual author of the bill,
asked Senator Donnell. The answer was that many people including I. S. Falk
worked on it. Senator Murray interposed that Senator Wagner introduced
a similar bill a number of years ago and that be has had letters from many
.doctors suggesting provisions.
Mr. Altmeyer stated, "The principal reason why voluntary programs have
not succeeded, and cannot succeed, is economic." He said that to achieve a
large enough membership to keep premiums low for poorer people, compulsory insurance is necessary. Senator Aiken asked what Mr. Altmeyer would
do with the conscientious objector who doesn't believe in using medicine but
would have to pay the costs. Mr. Altmeyer said it would be up to the committee.
He cited the paying of workmen's accident compensation insurance. Mr. Altmeyer said that in 1932 a report by Ray Lyman Wilbur came out in favor of
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nationalization for health insurance. According to Mr. Altmeyer, the AMA has
implied that compulsory health insurance would result in regimentation and
totalitarianism not in keeping with the Constitution and Bill of Rights. However, he stated that public opinion polls show a majority of the people in favor
of a compulsory health insurance plan. Federal expenditures for health already
total nearly a billion dollars, exclusive of medical care for the armed forces.
Hospitals for tuberculosis and mental cases and the care of the indigent probably account for the biggest part of Federal expenditures, said Mr. Altmeyer.
Senator Donnell asked if any State had imposed a compulsory health insurance
program. The witness said no, but that Rhode Island and California had a partial
program. In the latter case it was passed at the last session of the State
legislature.
KATHRYN G. PAWsON, Reporter.
SENATE EDUCATION AND LABOB COMMITTEE HEARING OF APRIL 5

APBIr
8, 1946.
The committee met at 10 a. m. and 2 p. m. in room 224, Senate Office Building,
Mr. Murray presiding, to continue hearings on S. 1606, the national health bill.
Mr. William Logan Martin, president of the American Bar Association, said
the association has not taken a position with respect to the pending bill. It
has, however, published a report on the objectives of S. 1161 (78th Cong.) as
a whole which deals with various phases of the bill. Mr. Martin, when questioned as to his professional background, stated that he has been practicing
law for 38 years and has been a member of the house of delegates of the ABA
for 10 years. He has also been a member of the board of governors of the ABA
and has appeared before the Supreme Court.
When asked whether the ABA makes a study of important legislation, Mr.
Martin said, "Only in rare instances." Senator Aiken then asked how the
ABA happened to take up this study. Mr. Martin said that Mr. Lloyd Wright
introduced a resolution in the house of delegates to that effect, and the house
adopted it
There was a thorough and comprehensive debate, and Mr. Hay,
one of the ablest debaters presented the favorable side of S. 1161. Mr. Martin
also said that the philosophy of this bill (S. 1161) was so foreign to our form
of government that it impressed the 200 delegates in the house of delegates
that they had a duty to perform. Senator Donnell then asked if Mr. Martin
had read S. 1606. (He said, "Yes. I think it is more extensive than S. 1161."
When asked by Senator Donnell if his views would differ materially on S. 1606
from the report on S. 1161, Mr. Martin said, "No." He.also added he thought
the views of the ABA would be the same. "My personal conclusion is that it
is probably the most extensive undertaking by the Congress within the limits
of the Constitution. I cannot see how a bill that goes as far as this can be
justified under the Constitution." In connection with constitutionality Mr.
Martin mentioned the tenth amendment in the Bill of Rights. He also quoted
Washington's Farewell Address and said the situation was just as apt today.
Senator Murray asked if the house of delegates and the ABA are conservative
bodies. Mr. Martin said the house of delegates was but not the ABA. Senator
Murray then quoted Abraham Lincoln: "Dogmas of the quiet past are inadequate
to the stormy present." Senator Murray then asked Mr. Martin if he had gone
into the question of how many people do not get medical care. Mr. Martin
said that he did considerable reading and found that under the Blue Cross
plan those with incomes between $2,000 and $3,000 could make a maximum
payment of $49 per year which would give a family the medical service it needs.
Mr, Martin said that in his State, Alabama, hospitals provide doctor's care.
When asked what study he had made of the Blue Cross plan, Mr. Martin said
that he studied the subject from many sources for a month. He said 40,000,000
people are covered by the Blue Cross and plans which are fostered by insurance
companies-21,000,000 by the Blue Cross itself. Health insurance, said Mr.
Martin, is the function of the State government and not of the Federal.
Mr. Leo J. Linder, chairman of the committee on social legislation of the
National Lawyers Guild, said the National Lawyers Guild had adopted a report
which strongly supports the National Health Act (S. 1606). He said that voluntary private insurance is too limited in benefits and restrictive in coats for the
entire Nation. Senator Ellender asked how much smaller the per capital cost of
health insurance under national rather than under voluntary insurance would be.
Mr. Under said the costs would be much smaller under the national insurance.
He stated that he is a member of the Blue Cross at $24 a year, which gives hospital
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but no medical care. He also has three accident policies, but he said he would
get enormously greater benefit under S. 1606 than under all three. He thought
the Blue Cross would go bankrupt unless the premiums were increased three or
four times.
Mr. Linder then spoke regarding, the constitutionality of S. 1606 and cited
United States Supreme Court decision upholding the Social Security Act. He
said he agreed with Mr. Martin that S. 1606 is essentially the same as S. 1161,
although it is improved and in many respects a better bill. Mr. Linder then
read and compared at some length sections of S. 1161 and S. 1608, including some
sections referring to choice of physician. Senator Donnell and Mr. Linder discussed at great length freedom of choice of physician, and Mr. Linder finally
admitted that if your family doctor already had too many patients you wouldn't
have a choice, but he said that one must be reasonable in interpreting regulations.
Senator Donnell said he thought it unwise to limit the number of patients a
doctor can take, as we don't do that today and it is not a part of our free American
enterprise. Senator Donnell then stated that it is'not a question at this time of
how many people need medical care but of how this problem should be taken upcompulsory or voluntary like the Blue Cross. Mr. Linder stated that it would
seem obvious that voluntary insurance is an evasion of responsibilities to the
people of the country as voluntary insurance is too expensive and restrictive. He
said if the States had to do it, it would take years. Also, he thought the free
choice of a doctor is greatly exaggerated. Under questioning, Mr. Linder said
that the patient who has been refused by all doctors is assigned to a doctor by a
governmental agent. When asked how many more new governmental agents that
would require, Mr. Linder said, "as many as were necessary."
The afternoon session met at 2 p. m., Mr. Murray and Mr. Donnell presiding.
Mr. Leo J. Linder read sections of the American Bar Association report on S. 1161,
and considerable discussion ensued on the right of judicial review, which was not
made explicit in S. 1161 but explicitly provided for in S. 1606. The Surgeon General's powers and duties are defined in S. 1606 and not in S. 1161. Mr. Linder
stated that at present where private enterprise couldn't take care of need, the
Government has had to step in, as in the case of tuberculosis and mental hospitals,
etc. He also cited that Congress enacted a health insurance system for the
country's merchant seamen in 1798 which has continued until today with little
variations. Mr. Linder summed up his testimony with the statement that the
National Lawyers Guild concludes that provisions of the bill are urgently needed.
Senator Donnell asked Mr. Linder what his specialty in the profession was.
Mr. Linder said that he is a corporation lawyer. When asked about the ABA,
he stated it has "all the benefits, merits, and disadvantages of age." Senator
Donnell asked whether there is any feeling between the ABA and the National
Lawyers Guild. Mr. Linder said, "Not as corporations." He believed that the
ABA is dominated by lawyers who represent large corporations and express that
point of view. He said, "It is an organization dominated by reactionary men
and therefore should die." Senator Donnell pointed out that the membership is
35,000, the largest in the history of the organization, compared to the 3,000 members of the National Lawyers Guild. He then questioned Mr. Linder about a
previous statement that one-third of the people of the United States received no
medical care. Mr. Linder said that a Government publication said so-the Report
of the Technical Committee on Medical Care of 1989. When pressed by Senator
Donnell as to whether it was based on the reports of 1929, 1980, 1931, and 1935 Mr.
Linder reluctantly admitted, "I believe so, but I am not sure." Senator Donnell
then referred back to the constitutionality of compulsory health insurance legislation. Mr. Linder said that he based his constitutionality opinion of S. 1606
on section 8 of article I-the general-welfare clause, and in reply to a statement
by Senator Donnell, he referred to Justice Cardoso, who said that Congress may
spend money in aid of the general welfare, and Congress decides what is the
general welfare.
KATHrYN G. PAwSON, Reporter.
SENATE EDUCATION AND LABOR COMMITTEE HEARING o

APRIL 9

APRuB 10, 1946.

The committee met at 10 a. m. in room 801, Senate Office Building, Mr. Murray
and Mr. Ellender presiding, to continue hearings on S. 1606, the national health
bill.
iForello H. LaGuardia, former president United States Conference of Mayors
declared that the highest function of government is the protection and preserva-
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tion of life, and what a few years ago was left to private generosity is accepted
today as a national policy. He said he thinks there is little opposition to child
health and maternal care and there is also a great need for hospitals in our
country, and he was very glad to hear those provisions get favorable- consideration.
Mr. LaGuardia said that he considers health insurance the most important
piece of health legislation ever before the United States Congress. It is possible
now to avoid sickness, he stated. We have already eliminated what were at one
time accepted as "acts of God"--epidemics of yellow fever, diphtheria, etc. "We
can lick TB in 25 years," declared the witness. "It is just waiting for the Government to step in and do it. It [compulsory health insurance] is a good plan. If
this Congress doesn't pass it, another Congress will."
In New York there are 20,000 beds in hospitals for members of families with
incomes under $1,800, according to Mr. LaGuardia, who described the New York
system of "home relief." "In New York City," he stated, "it is figured a baby
costs about $100 a pound."
Mr. LaGuardia said that the reason we have so much sickness is lack of proper
medical care. A major disease will throw the family budget out of kilter for a
year, declared the witness. "In 5 years, if this plan is operated properly, you
will be able to reduce sickness by 50 per cent," he predicted, adding: "I don't care
what it costs, but there is great importance that it starts right." It was Mr.
La Guardia's opinion that the outstanding physicians and surgeons of this country will support this bill individually. He pointed out that provision is made
for all physicians being eligible to participate in the plan. He said that a great
many doctors don't know the difference between public health and the practice
of medicine. He advocated teams of medical groups, such as the Mayo Brothers,
clinics, etc.
The witness said that in New York doctors' salaries go up to $25,000 and
$30,000 a year. It means, he stated, that medical-school graduates have a chance
under the bill, while in many parts of the country they don't now have a chance.
Mr. LaGuardia stressed that before you start to charge the people in any
community for compulsory health insurance, there should be the ability to give
good service, and that good service couldn't be started overnight. He said the
system should be nation-wide and provide that the Surgeon General may estab
lish zones, and as adequate services are ready in each zone, so people will receive
the benefit of them, the health insurance tax should be collected. He stressed
that the taxes should not go into effect until adequate health services are ready.
Senator Donnell questioned the legality of laying a Federal tax on just a section
of the country at a time, but Mr. LaGuardia said. "That shouldn't scare us."
He specified the necessary services to carry out the program, as hospitals, which
some communities do not have at all, and doctors and nurses. Senator Ellender
then asked if area 1 of the country could finance the plan but area 2 couldn't,
Should area 1 come to the rescue of area 2? Mr. LaGuardia said that is the
benefit of a Federal plan. When asked by Senator Donnell if he thought compulsory health insurance would benefit doctors, Mr. LaGuardia replied, "Yes."
When reminded that the American Medical Association is strongly opposed to
the plan, Mr. LaGuardia answered that Mr. Fishhein is. Some discussion then
followed on the choice of a doctor.
Mr. Joseph W. Fichter, chairman, joint subcommittee on health of the National
Planning Association, testified that the subcommittee is trying to find out the
economic effects of a program to provide adequate medical care to the people of
the United States, and that the present report is merely a progress report. Mr.
Fichter stated that "the intrinsic value of the individual human being is such
that no justification is needed for helping to save his life. Nevertheless,' a
program to provide adequate medical care for all the people would have its
economic repercussions and we think it useful to try to find out of what sort and
how great these would be." The subcommittee has made a preliminary study of
the economic phases of two parts of this project-the cost of a campaign to wipe
out tuberculosis, and the cost of enough new hospitals to provide beds for all who
need them and the amount of materials and manpower required to build them.
Mr. Fichter then went into considerable detail on the national, coordinated
and highly successful program to wipe out tuberculosis in cattle. He also discussed the costs of a 10-year campaign to eliminate tuberculosis among the people.
of the United States, and estimated that during the peak years it would cost about
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pro$309,900,000 annually. These expenditures would decrease as the campaign
expenditures
the
uses,
gressed, and as the facilities could be converted to other
would virtually cease at the end of 10 years, according to the witness. Compared
with $186,850,000 now being spent annually on this disease, $309,900,000 annually
is not an extravagant campaign, he maintained, especially as another $181,627,000,
in potential wages are lost due to illness and death from tuberculosis.
The need for expanding hospital facilities and service regardless of geographic location was also dwelt on by Mr. Fichter. He said it has been estimated
it would be necessary to build 519,106 hospital beds of all types (general, tuberculosis, nervous, and mental). At 1943 prices, construction and equipment of
these beds, said Mr. Fichter, would cost $2,613,974,000. It would also be necessary to build 14,000 health centers, he said, whose total construction and equipment would cost about $679,765,000. Thuq, the total construction and equipment
cost of the needed hospitals and health centers would be $3,293,739,000 [at 1943
prices] of which about $3,012,100,000 would be for construction only, declared
Mr. Fichter. He also stated these figures do not include the Veterans' Administration nor beds needed for long chronic diseases. He said that approximately
2,081,361,100 man-hours of employment would result from this program. In
closing, Mr. Fichter quoted from a pamphlet of the National Planning Association, Stabilizing the Construction Industry, the statement that "public works
constructed under boom circumstances are certain to be excessive in. cost and
that they create a risk to the whole construction industry."
The committee met at 2:30 p. m. in room 301, Senate Office Building, Mr.
Donnell and Mr. Murray presiding.
Miss Helen Hall, director, Henry Street Settlement (New York City), and
representing the National Federation of Settlements, urged the passage of the
national health bill (S. 1606) without delay. She said that under a health insurance system the doctor-patient relationship would not be impaired or the free
choice of physicians be endangered. "It is hard to understand," Miss Hall continued, "why the insurance principle, which is used to spread risks and to safeguard almost every other contingency of our lives, should be thought so unmanageable when applied to protecting health among people in the low-incomebracket-or when the Government has anything to do with it." Miss Hall maintained that all schemes depend upon the quality of the men giving the service,
whether voluntary or compulsory. She cited treatment by United States Army
doctors. She also stated that today in the United States a physician cannot
rely for his livelihdod solely on families with precarious incomes, and in that
sense he does not have free choice of patients. Senator Donnell brought out
that under S. 1606 the Surgeon General would have the sole choice as to how
many patients a doctor could have. Miss Hall said that she thought that would
be a good thing. Miss Hall also pointed out that 80 percent of all illness occurs
in families with incomes under $2,000. Upon questioning she stated those figures
were based on the National Health Survey of 1935, when the country was just
coming out of the depression.
Dr. Caroline Ware, representing the American Association of University
Women, spoke in favor of S. 1606 and said that the members of the association
had expressed their recognition of the fact that health is a national problem
and that Federal legislation is appropriate and necessary. She admitted, however, that no mention of compulsory health insurance was made in the AAUW
convention last May. Dr. Ware brought out the unevenness of the geographical
distribution of medical service in this country and the fact that such services
are out of reach of many low-income families. She expressed satisfaction that
the American Medical Association fully accepted the principle of health insurance'in its 1945 platform, even though the insurance is the voluntary kind. She
stated that many other physicians are supporting the compulsory insurance called
for by S. 1606. By a national system of compulsory health Insurance, said Dr.
Ware, the risk of illness would be spread and thus it would be possible for those
needing medical care to secure it. Voluntary schemes cost too much for most
people to participate in, she said. The 3 percent pay-roll tax, which has been
proposed to finance a national program, would be less than the 4 to 5 percentwe are now spending on medical care and would produce better results, declared
the witness.
KATHRYN G. PAwsoN, Reporter.
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SENATE EDUCATION AND LABOR COMMITTEE HEARING OF APRIL 10

APRL 11, 1946.

The committee met at 10 a. m. in room 104B, Senate Office Building, Mr.
Murray and Mr. Donnell presiding, to continue hearings on S. 1606, the national
health bill.
Dr. Clark Foreman, president, Southern Conference for Human Welfare, said
that the Southern Conference unequivocally endorses the President's national
health program and S. 1606. When asked by Senator Murray if he had studied the
bill in detail, Dr. Foreman said that he had not, but that his objective in
coming to the committee hearing was to tell how greatly the southern people need
health insurance.
Dr. Foreman stressed the South's health needs and present inadequate medical
care. He said, "We have worse selective-service rejection, infant and maternal
mortality rates, than does any other part of the country. We have fewer doctors,
dentists, and hospitals than any other section; and yet, because of lack of purchasing power, we do not even utilize fully those we do have." Dr. Foreman
stated that although the South has 40 percent fewer hospital beds and doctors
per person than the rest of the country, the existing facilities are not fully
utilized because of the financial barrier to medical care. Dr. Foreman doubted
that voluntary health insurance was the solution to the problem, as it is far
too expensive for the average southern farm family netting only a few hundred
dollars a year, and it doesn't provide medical care. The Farm Security Administration, said Dr. Foreman, has provided the best system available now by
assisting half a million low-income farmers to form voluntary health associations
for prepaid medical care, but that is not enough. The witness stressed that
what the South needs is the national health program recommended by President
Truman and embodied in S. 1606.
According to Dr. Foreman the average farmer now is spending 8 to 10 percent
of his income annually on medical care. He stated that he thought that the
patient-doctor relationship would be greatly improved if the doctors didn't have
to spend so much time and energy in.collecting their fees.
Senator Donnell asked the witness concerning his educational background.
Dr. Foreman received his A. B. degree from the University of Georgia, studied at
Harvard and London, and received his Ph. D. degree in political science from
Columbia. Senator Donnell then questioned Dr. Foreman about the Southern
Conference. It is composed of about six to seven thousand people, Dr. Foreman
stated. The last meeting was at Durham, N. C., in February of this year. The
conference has a board of representatives of 26 members. In response to Senator
Donnell's query whether the board of representatives had passed on or adopted
a resolution in favor of S. 1606, Dr. Foreman said, "No. Not in respect to this
particular bill, but we have gone on record for Federal aid to health. Neither
the Board nor membership itself has passed on S. 1606." Senator Donnell
pointed out that there is a difference between Federal aid to health and compulsory health insurance. Said Dr. Foreman, "The board discussed Federal aid
to health and authorized me to state their opinion."
Dr. Foreman then was asked by Senator Donnell if he had discussed the bill
with members of the American Medical Association. He replied that he had
talked more about it with members of the Physicians Forum.
A discussion regarding the method of financing the bill then followed. When
questioned as to who helped him to prepare his statement, Dr. Foreman said
that the research staff of the Southern Conference worked on it and the statement
was originally written by Mrs. Peggy Hobbs.
Senator Smith asked Dr. Foreman what he estimated the cost of a compulsory
health insurance program would be. Dr. Foreman replied that he had no figures,
and while he couldn't vouch for the truth of it, he had heard that the cost of
such a program would be very little if any more than is now being paid out in
medical costs. He said that he thinks the doctor-patient relationship would be
better, and that he has known doctors who have impaired their efficiency by the
time and energy they spent in collecting bills.
Senator Donnell questioned the witness regarding the selection of the advisory
council by the Federal Security Administrator. Dr. Foreman said that he
was in favor of having civilian control instead of control by the Surgeon General
Discussion followed about the freedom of choice of doctors. In the South there
is no freedom of choice now, according to Dr. Foreman, because there are so few
doctors. He said that he thinks some members of the American Medical Association ate opposed to compulsory health insurance because they feel they will get
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less income than they do now. When asked whether he thought it would be fair
that Christian Scientists should have to participate, Dr. Foreman said he thought
that taxing them was on the same basis as taxing for education. Senator Aiken
asked Dr. foreman what has been done in the South during the last few years
to improve the health situation. Dr. Foreman said that the Farm Security
Administration had done the most and admitted there is some improvement. To
Senator Aiken's remarks that if you can increase the South's earning capacity,
the people will be able to afford the doctors they now cannot afford, Dr. Foreman
said that there is so much illness in the South it impedes earning capacity of
the people. He declared that the South's biggest crop is uneducated people and
that fewer veterans are returning to the South than to any other part of the
country.
KATHRYN G. PAWSON, Reporter.
SENATE EDUCATION AND LABOR COMMITTEE HEARING OF APRIL 11

APRIL 12, 1946.

The committee met at 10 a. m. in room 301, Senate Office Building, Mr. Murray
and Mr. Donnell presiding, to continue hearings on S. 1606, the national health.
bill.
Mr. Harold L. Ickes, executive chairman, Independent Citizens Committee for
the Arts, Sciences, and Professions, testified in support of the purposes of the
Wagner-Murray-Dingell bill. He said, "Many of us have, in the past, tended too
often to overlook the fact that the people of America are its greatest natural.
resource." The many rejections for physical disabilities under the Selective
Service System "are indicative of a serious flaw in the system under which, in
normal times, the medical needs of the people of this country are provided for,"
declared Mr. Ickes. He also cited other evidence to support the contention that
medical care in this country is not what it should be. He stated that even in our
biggest cities the medical facilities are not adequate to take care of all the needs
and that those people in our country who need medical care the most can least
afford to pay its high costs. Rural areas are particularly short on doctors and
hospitals, Mr. Ickes pointed out, and he doubted if doctors returning from service
in the Army or Navy would be content to practice in rural areas where they
lacked modern facilities. Mr. Ickes stated that one of the best performances of
the PWA was in the use of money allocated for building hospitals. More than
100,000 beds were added to the Nation's supply in this way.
In speaking of the need for adequate medical care for wotkingmen, Mr. Ickes
said that the American Federation of Labor, which at one time opposed Government medical insurance, is now in favor of it. He agreed that coal miners
needed adequate medical care but that he is "opposed to the proposal of providing.
medical care for the miners by giving what would amount to extragovernmental
power of taxation to private individuals" as it would establish a bad precedent.
Mr. Ickes also declared that we cannot afford wasteful duplication of medical
services by duplicating services for different industries in the same community
or by setting up separate veterans' hospitals throughout the country, as hospitals
treat people, not veterans or coal miners. Mr. Ickes said that the WagnerMurray-Dingell bill seems to provide a "real opportunity to achieve the end all
of us desire."
Senator Murray asked Mr. Ickes if he had studied the provisions of the bill
and if he was prepared to discuss them. Mr. Ickes said that he was talking about
the general subject matter of general health and was not prepared to discuss this
bill's provisions, although he was supporting it. When asked by Senator Donnell
if he had any personal preference between voluntary and compulsory health
insurance, Mr. Ickes replied that if It is necessary to maintain health, he favored
compulsory insurance, as not all the Nation would get the benefit of the Blue
Cross plan. He said he was not familiar with the bill recently passed by Congress
providing for hospitals.
Dr. Allan M. Butler, M. D., associate professor of pediatrics, Harvard Medical
School and chief of the children's medical service, Massachusetts General Hospital, testified that "the legislation that this Senate committee is considering is
not the product of polical expediency or sentimental reformers. It is a reflection
of the fact that science has forced upon us in every phase of human endeavor a
new social economy that infringes upon our. personal liberty while freeing us
from the ruthless forces of nature and the sufferings of ill health." He deplored
the "guildlike interests of solo practitioners" who oppose advances in improving:
medical care under the excuse that they will lose some of their independence. Dr.
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Butler stated that some adequate means of financing medical care must be evolved
because modern science has made medical care extremely costly to the individual
patient. The difference between voluntary and compulsory health insurance in
this connection is "actually of minir importance." According to Dr. Butler it
is imperative that any extension of insurance medicine shall include adequate
provision for teaching and research and for the development of group practices
centered about hospitals as a major source of medical care. At present, Dr.
Butler pointed out, the Government is contributing $900,000,000 annually for
medical care. Dr. Butler said that the medical profession has already approved
most of the proposals of the first Wagner-Murray-Dingell bill and the hospital
construction program. He attributed most of the opposition to title II in the bill
to the bureaucracy dominating the opinion expressed by -organized medicine.
Dr. Butler warned, "If American medicine is to be good, it will be expensive. It
will cost billions. Cheap medicine will mean poor medicine, and that in the long
run will be expensive to the public." National health insurance is a program
that calls for imagination and boldness in its creation and conservatism in its
operation.
Considerable discussion followed about the American Medical Association.
Dr. Butler stated that about 130,000 doctors or 90 per cent of those in the United
States are members. One automatically becomes a member of the AMA when
he joins the State medical society, which Dr. Butler said he did in order to get
the lowest insurance rate. According to the witness, the AMA House of
Delegates has opposed every constructive health measure that has come along
and in every case it has been wrong. The association is so constituted that it
is 5 to 10 years behind. The bureaucracy which controls the AMA, he stated,
does not permit free discussion in changing the pattern of medical care and is
involved with a reactionary philosophy of medicine. The National Physicians
Committee also puts out propaganda. Dr. Butler said he knows that persons
who are active in controlling the policies of the National Physicians Committee
are also on the board that formulates policies of the AMA. Senator Donnell
asked Dr. Butler if he personally had collaborated on S. 1606. Dr. Butler
replied, "No." The committee of which he is a member, and also the Physicians
Forum, has advocated the bill.
The Reverend Francis W. McPeek, chairman, legislative committee of the
Council for Social Action, Congregational Christian Churches, testified that
the committee which he represented has for the past several years studied
health bills, including the Wagner-Murray-Dingell bill. While the committee
has no mandate from the denomination as a whole, it has been authorized to
study important moral or social questions, to determine Christian action in
the light of the social teachings of their church and to inform the members
of their judgments, said Mr. McPeek. They are also authorized to give their
informed judgments to their church members and have published their support to S. 1050 in principle and to S. 1606, the Wagner-Murray-Dingell bill.
Dr. Theodore K. Lawless, physician member of the Council for Social
Action of the Congregational Christian Churches also -testified in support
of the principle of S. 1606.
Mr. Joseph P. Anderson, executive secretary of the American Association of Social Workers testified in support of S. 1606 because the association "believes in and supports the progressive deevlopment of public social and
health services." He said that the association very rarely takes action -on
specific legislation. "In 1941 the association issued the first statement that it
is the repsonsibility of the Government to see that people get adequate medical
care." stated Mr. Anderson. In June, 1944, the association's most recent convention adopted a resolution endorsing in principle S. 1050, the original WagnerMurray-Dingell bill. In terms of principles outlined, the association's board
also authorized Mr. Anderson to support legislation, but not this particular bill.
S. 1006, according to the witness. Mr. Anderson said that we see what the effects of lack of medical care are, and it is a question of whether we shall
give up some of our rights and independence for what is the good of 130,000,000
people. Mr. Anderson advocated extending and strengthening public health
services with coordinated activities on National, State and local levels. He also
stressed the need for the highest type of medical care for all for as long as it
is needed, under Federal leadership but with decentralized administration for
more efficient operation. When questioned by Senator Donnell, however, as to
whether he favored the Surgeon General Having power to limit the number of
patients a doctor might have, Mr. Anderson said, "Yes." He said that he didn't
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think the bill was a perfect piece of legislation, but if Congress after these hearings decides this is the best way, he was willing to have it put into effect.
The Reverend Jack R. McMichael, executive secretary, Methodist Federation
for Social Service, testified that while the last conference of the Methodist Church
in 1944 did'tt express itself on compulsory health insurance, it did endorse
health care. Mr. McMichael stated that the Wagner-Murray-Dingell bill is a
great step in the direction of the ideal of universal and adequate medical care.
He compared establishing adequate medical care to the once radical step of establishing free education in this country. Our present poor medical facilities in
many localities, particularly the South, were stressed by Mr. McMichael. He
said the medical needs of the people could not be adequately cared for by
voluntary health insurance. In lauding the provisions of S. 1606, Mr. McMichael
particularly praised the free choice of physician allowed, stimulus to research,
provisions for advisory councils, and amendments proposed by Senator Pepper to
title I to make more certain special maternal and child health services.
KATHRYN G. PAwsoN, Reporter.
SENATE EDUCATION AND LABOB COMMITTEE HEARING OF APRIL 16

APRIL 17, 1946.

The committee met at 10 a. m. in room 224, Senate Office Building, Mr. Murray
presiding, to continue hearings on S. 1606, the National Health Act of 1945.
President William Green of the American Federation of Labor testified in
favor of the bilL . He stated that the A. F. of L. has for several years ,been
studying the inadequacies of present social security, and that the organization
supports this bill because it represents "a worthy step in thp right direction,"
i. e., toward over-all extension of the social-security program. The significance
of the A. F. of L.'s endorsement of this bill lies not only in the federation's
large membership, Mr. Green said, but also in the fact that the organization
was long opposed to health insurance. He pointed out, however, that the last
national convention of the federation at New Orleans in 1944 unanimously endorsed a health-insurance program. In coming to its present position, Mr.
Green declared, the A. F. of L. studied the practical alternatives-doing without
medical care, and voluntary health-insurance programs-and found them wanting. Voluntary systems may be good, he said, for those who can use and afford
them, but "have been found impractical for the great masses of people"; they
are not reaching low-income groups, who are the ones who most need the protection of health insurance. According to Mr. Green, it is estimated by the A. F.
of L. that the present bill would provide prepaid medical care for between 80
and 90 percent of the entire population; this broad coverage is favored by the
federation not only because it extends to those most wanting in medical care, but
'also because it represents' "a sound principle of insurance." Mr. Green went
on to say that a high quality of medical care would be encouraged by the bill,
for no longer would the ability of'the patient to pay constitute a factor in the
prescription of his treatment.
In the opinion of Mr. Green, S. 1606 would establish agencies in which there
would be a fair balance between central and local responsibility. Meeting particular approval of the A. F. of L. according to the witness, were the proposed
National Advisory Council, and the increased grants-in-aid to States for health
services to children, mothers, and needy persons. As to the constitutionality
of the bill, the general counsel of the American Federation of Labor has given
the opinion that the bill was clearly constitutional, and Mr. Green submitted
a written statement to that effect to the committee.
To Senator Donnell's question as to whether he knew what the total cost of
the health services provided by the bill would be, Mr. Green stated that he did
not, but that the A. F. of L. research'department had studied the problem of paying for the program. Senator Donnell stated that estimates of the cost ranged
from 11 to 14 billion dollars per.year, in round figures. Mr. Green stated that
he understood the program could be financed by a levy of 4 percent each from
employers and employees, with the undetermined balance to be made up by the
Government through general revenues. In response to Senator Donnell's statement that in this case the Government would pay about half of the cost through
general revenues, and in response to other questions from the Senator, Mr.
Green declared that he favored paying close to the total cost through pay-roll
deductions, minimizing other Government contributions,as much as possible, and
he preferred pay-roll deductions to earmarking a portion of the income tax for
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the purpose. Mr. Green pointed out that most of the present expenses of State
and local governments for health services would be absorbed in the cost figures
of the bill, 8. 1606.
Senator Donnell asked Mr. Green if he thought that section 205, paragraph (j),
which authorizes the Surgeon General to limit the number of patients a practitioner may have, would not limit the free choice of the individual to choose
his doctor in some cases. Mr. Green replied that any action taken under this
paragraph would only be upon the advice and consent of the National Advisory
Council representing professional and public interests.
Senator Morse then suggested to Mr. Green the following analysis of-the ideological background of the bill: In the next 10 years there will be a growing tension between two concepts of social organization-free private enterprise and
planned state socialism. It is unavoidable that where private efforts fail to provide what the people expect the state steps in to underwrite the minimums of
human values. When you have large numbers of people who would benefit from
state socialism, you encourage state socialism. Thus in the health question of
today, there is an obligation upon the medical profession to put forth a plan
to maintain adequately minimum standards of health under the free-enterprise
system. To 'do this, the medical profession must go much further than they
have gone yet. Passage of this bill would assuage the agitation within the labor
movement for a turn to state socialism. Mr. Green concurred fully with Senator
Morse's analysis.
Dr. W. Montague Cobb then spoke in support of S. 1606 on behalf of the
National Association for the Advancement of Colored People. He presented
statistics to show that "though health conditions in the country as a whole are
far from satisfactory, the plight of the Negro is worse than that of the white,"
and declared that the Negro therefore had an especial interest in the passage
of this bill. Dr. Cobb asserted that the NAACP is concerned that in the administration of this bill there be no discrimination because of race, creed, color, or
national origin. Specifically, the association wished to declare itself against the
separation of health facilities on the basis of color, and the leaving of administration to State and local medical societies, from which Negroes are barred in
the Southern States. The association, and the Medico-Chirurgical Society of the
District of Columbia (of 183 Negro physicians), both fully endorse this bill.
Miss Pauline M. Newman, a member of the executive board of the National
Women's Trade Union League of America, presented a statement on behalf of
S. 1606. She declared that medical service over the country as a whole does
not begin to be adequate, and that where the service is available many cannot
afford to make use of it. She maintained that voluntary health agencies are
inadequate to fill the gap; though they make many contributions, it is not their
place to build hospitals in communities where there are none, particularly in
rural areas. Responsibility for the Nation's health therefore rests with the
Government, she concluded.
HABOLD G. Jose, Reporter.
SENATE EDUCATION

AND LABOR COMMITTEE HEARING OF APRIL 17

APmRL 18, 1946.

The committee met at 10 a. m. in room 224, Senate Office Building, Mr. Murray
presiding, to continue hearings on S. 1606, the National Health Act of 1945.
The four witnesses heard during the two sessions of the hearing, in the morning and the afternoon, represented the American Medical Association and opposed
the bill. The first testimony was presented by Dr. R. L. Sensenich, chairman of
the board of trustees of the association. He cited first a report adopted by the
house of delegates of the association at its last meeting, in Chicago, December
1945 in which: (1) Those portions of the President's message of November 19,
1945, dealing with Federal aid for the building of hospitals and health centers,
and establishment of a national research foundation, were approved; -(2) the
provisions of the Wagner-Murray-Dingell bill for increased grants-in-aid to
States for child and maternal services were, characterized as "an insidious
attempt to turn over to the Federal Government functions that are definitely
those of the medical profession"; and (3) the bill's compulsory sickness insurance
plan was criticized on five counts, viz, the bill assumes that medical care is the
panacea for all the troubles of the needy; it represents the first step in a plan
for general socialization; experience in other countries shows that inferior
medical service results from compulsory health insurance; along with the President's whole proposed program, the bill is expensive and would greatly increase
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of this
taxes; voluntary prepayment medical plans will accomplish al the objects
tiill, with less expense and better care.
Senator Pepper questioned Dr. Sensenich as to the need for Federal aid for
adequate child care. The latter replied that such services should be the responsiincome,
bility of local governments. As to rural and other areas low in per capita
also
many now are planning further medical care; furthermore, health depends then
Sensenich
Dr.
upon food, clothing, housing, and such nonmedical facilities.
presented a "national health 10-point program" adopted by the board of trustees
of the AMA in Chicago, February 1946. Under this plan the association urged
minimum standards of nutrition, housing, clothing, and recreation through individual efforts, or through community activities if compatible with free enterprise; provision for preventive and diagnostic medical services, child care, advice
to prospective mothers, and veterans' medical care through local governments,
with Federal aid but not control; establishment of volunteer nonprofit payment
plans and a national science foundation; encouragement of volunteer philanthropic health agencies; and the promotion of health education.
Senator Pepper averred that the poor are not obtaining adequate medical care,
generally because of a financial barrier, and cited figures showing shortages of
hospitals, doctors, and child-health services in 1940. In answer to a series of
questions from Senators Pepper and Murray, Dr. Sensenich emphasized that
the problem of the health of the poor was complex, depending upon many nonmedical factors and requiring a number of solutions, that the health of the United
States was the best in the world in general, that the vast majority had enough
to keep themselves well, and that few among the indigent sick are not so through
their own neglect. The chronically poor and sick should, he said, be the responsibility of the local governments and of charity; the inclusion of this class under
any insurance plan would require the well to support the sick. Senator Pepper
remarked that this was precisely the major argument for the bill.
Senator Murray asked for details as to the adequacy of the voluntary health
insurance plans. Dr. Sensenich declared that their limitations in coverage and
membership were due to the novelty of the idea; through further study and
.experience the voluntary plans were expected to cover many more people and
more types of medical services. Under the auspices of the AMA a corporation
known as the Associated Medical Care Plans was formed in February 1946, to
promote State and local voluntary sickness insurance plans.
In response to a suggestion from Senator Donnell, Dr. Sensenich summarized
several of the AMA's objections to the proposed bill: (1) Medical care of the
people in general would deteriorate, due to the removal of present personal relations between patient and doctor and the physician's initiative and responsibility.
(2) The poor doctor would make about as much money as the best. (3) Preventive medicine is not supported in the bill. Other criticisms of 8. 1606 expressed
by Dr. Sensenich during his testimony were: (4) Statistics show that the average
length of illness rose with the introduction of compulsory health insurance
abroad. (5) The program would be too expensive to the insured group; everyone
should pay for such a plan, rather than just those insured. (6) There has not
been enough study and experience for so large and complicated a project
The second witness was Dr. Lowell S. Goin, chairman of a California voluntary
health insurance plan. He stated that the physicians of America believe more
and better medical care will be available if voluntary plans are allowed to evolve
than if compulsory health insurance becomes law. He summarized the AMA's
opposition to S. 1606 under five counts: (1) The' state of American health has
been greatly underrated by lack of analysis of selective service figures; only about
one-third of the rejections might have been due to lack of medical care, and this
figure falls short of establishing an urgent need for compulsory health insurance.
(2) Even if needed, compulsory insurance would not benefit the public health.
(3) The cost is unknown, but the salaries of administrative personnel alone
would be very heavy. (4) Medical care is but a small part of the health problein.
(5) Voluntary health plans will do the job better than Government-controlled
plans. In response to questions of Senator Murray, Dr. Goin asserted that Voluntary insurance is part of the answer to the desire for better public health and
that 95 percent of the doctors of the country are against the proposed plan. Dr.
Goin concurred with Senator Donnell's estimate that the wages of Government
employees and doctors under the plan would come to $2,750,000,000 annually and
that its administration would bring incompetent and perhaps political judgment
of who is a medical specialist.
The third to testify was Dr. Victor Johnson, secretary of the council on medical
education and hospitals of the American Medical Association, who stated that
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S. 1285 and S. 1850 are "sounder" and more promising than S. 1606, because more
responsibility is given to the advisers of the director and because S. 1606 does not
safeguard the independence of research workers or detail a scholarship program.
Under questioning by Senator Donnell, Dr. Johnson asserted that, as an example
of state interference, British doctors are fined if their records are aet properly
kept up.
The final witness was Dr. Walter V.Kennedy, president of Indiana Mutual Medical Care, Inc., who compared in general terms existent governmental and private
medical care. He reported that immediate prewar statistics show loss of days
per year by illness rising in the European countries where there is compulsory
health insurance, while the trend in the United States was downward. Due to
the inclination of people to demand everything to which they are entitled, in
Europe there have been overcrowding, superficial examinations, lack of personal
interest, and general deterioration of medical standards, Dr. Kennedy declared.
HAROLD G. JosIF,'Reporter.
SENATE EDUCATION AND LABOR COMMITTEE HEARING OF APRIL 18

APRIL 19, 1946

The committee met at 10 a. m. and 2:30 p. m. in room 104B, Senate Office Building, Mr. Murray presiding, to continue hearings on S. 1608, the national health
bill.
Dr. Ernst P. Boas, chairman of the Physicians Forum, testified that the organization he represented "unequivocally supports the bill under considerationS. 1606"; that as physicians its members knew better than any other group of
Americans the present deficiencies in medical care. The expenditure by Government of hundreds of millions of dollars annually for medical care for the indigent,
mentally ill, and tubercular, for child and maternal health, and for veterans is
ample precedent for further Government aid in this field, he stated. According
to Dr.'Boas, the financial barrier that keeps patients from seeking medical advice
must be eliminated. The reason the Federal Government should undertake this
program, he said, is the uneven distribution of wealth in our country and the
mobility of our population. Under S. 1606, 90 percent of our population would
be provided with medical care, and Dr. Boas said that the $4,000,000,000 compulsory
health insurance would add to the Nation's taxes are already being paid out by
the Nation as a whole for such care.
The position of the Surgeon General and the Advisory Council and the former's
relation to the Federal Security Administrator were discussed. Dr. Boas said
that it is falsely charged that the details of medical care would be run from Washington by a horde of bureaucrats. In the method of payment for doctors, Dr.
Boas expressed the hope that the fee-for-service system or cash grants-in-aid to
needy persons would not be allowed because of the paper work involved and the
inevitable abuse by doctor and patient. He praised provisions in the bill relating
to research and professional education and stressed the economic security doctors
would obtain under a system of compulsory health insurance. The-group practice
plan authorized under the bill was especially lauded by Dr. Boas because of its
many advantages to doctor and patient. According to the witness, in order to
bring good medical care to the country at large, more extensive hospital facilities
(which are provided for in the Hill-Burton bill) are needed.
In speaking of voluntary health insurance, Dr. Boas stated that the conservative organized medical profession is now in favor of such schemes which provide
the patient with certain accident and sickness expenses but that they do not
assure adequate medical care, nor are they within reach of low-income families.
Dr. Boas praised the proposed increased grants to States for maternal and child
health services. He then quoted a minority report of the American Medical Association stating that voluntary insurance schemes have everywhere failed and that
the sensible and logical plan would be to adopt compulsory insurance under governmental control as used in Europe. He also assailed the economic privileges
of the medical profession, which he said the AMA is battling to preserve.
Dr. Boas stated that in certain limited areas and industries voluntary health
insurance plans have done a pretty good Job, but they couldn't serve for the
country as a whole. At present only about 5 percent of the people are covered, he
said, and such coverage is only partial.
In reply to questioning, Dr. Boas discussed the membership of the Physicians
Forum, which he placed at approximately 1,000. The organization was formed
in 1939 for the study of medical are and met originally as a study group. Dr.
Boas said it made recommendations to the first Wagner-Murray-Dingell bill, some
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of which were accepted. Dr. Boas was then questioned about the quality of
medical care in Europe. In the Scandinavian countries it is excellent, he said,
but in England it isn't complete. When questioned if it is as high a type of care
as American physicians give their patients, Dr. Boas answered "Probably not."
A discussion followed regarding including others than strictly medical practi
tioners in the program. Senator Donnell asked if an osteopath could be selected
under the bill, and if the services osteopaths render are personal health benefits.
Dr. Boas said that he believed that would be determined by State laws, and that
he thought it would be preferable if they were excluded, whereupon Senator
Donnell asked Dr. Boas what he thought of the fairness or unfairness of the bill
which would require persons to pay into the fund and then pay extra for osteopathic services. Dr. Boas said there are two answers. He drew an analogy
to taxes for education and the use of private schools if one so desired. Also, he
said, if you accept osteopaths, you accept chiropractors, etc. He declared that
medicine is not a belief but a fact and that the exclusion of these special cults in
medicine is only a public service. Senator Murray then asked why voluntary
systems could not cure the situation. Dr. Boas said they were too expensive as
they are high even for people in the lower white-collar brackets. Senator Murray
spoke of-the depression when the WPA had to take over and pay doctors in some
sections of the country for caring for people. Dr. Boas said he had never known
doctors to turn down a scheme under which there was some security.
Dr. E. I. Robinson, president of the National Medical Association, testified on
behalf of that organization, which comprises about two-thirds of the 4,000 Negro
physicians in this country, in support of the Wagner-Murray-Dingell bill. Ie
stated that the association's support was based on "the fact that this bill is an
expression of the democratic principle that an attempt will be made to give the
most to the greatest number of individuals and because it is in conformity with
the general-welfare clause in our Constitution whereby the Federal Government
assumes the responsibility to see to it that the welfare of every individual in the
Nation will be adequately safeguarded." The National Medical Association is
particularly interested in the welfare of the Negro people, said Dr. Robinson.
He told of the particularly high death rate among Negroes, susceptibility to particular diseases, infant and maternal mortality, and lack of hospital facilities and.
trained professional personnel to take care of the needs of the Negro population.
In discussing title I of the bill, Dr. Robinson urged that grants-in-aid to be administered by the United States Public Health Service and the United States
Children's Bureau be used to develop services for Negroes on the basis of their
needs rather than on any arbitrary ratio. The National Medical Association,
however, strongly disapproved any use of grants-in-aid for direct payments to.
patients for medical care, sati Dr. Robinson. He likewise disapproved of any
fee-for-service system. Senator Donnell took exception to the statement that
"the Federal Government assumes the responsibility to see to it that the welfareof every individual in the Nation will be adequately safeguarded" and said that
it is dangerous doctrine and should be challenged at this time.
Dr. Harold T. Low, president of the Association of American Physicians and
Surgeons, testified that the association is in accord with the objectives of. S. 1606;
but in almost coniplete disagreement with the methods proposed to attain these
objectives. Dr. Low recommended that the grants-in-aid under title I of the
hill be embodied in a separate bill as they are not objectionable and would make
one tend to overlook the objectionable features of title II. He objected strongly
to the necessity to pay a tax for compulsory health insurance whether one elects
to use that service or not as it is compulsion and regimentation. He condemned
the system whereby all physicians, dentists, and nurses would be hired and paid
by the Federal Government as socialization of medicine. Dr. Low also objected
to making the Surgeon General the "dictator of medicine" and said that compulsory socialistic medicine would result in disintegration of the quality of
medical care, and cited Germany, England, and Australia as examples.
The association recommends, said Dr. Low, wider distribution of better medical
care through voluntary health insurance. The experience of other countries
where compulsory insurance or state medicine are in effect has resulted in increased rates of sickness and deterioration of medical care, according to the
witness. The association is fearful that political control of physicians and
their patients is an entering wedge for a completely socialized economy for this
Nation. The demand for socialized medicine, said Dr. Low, stems from leaders
in the labor movement in this country and abroad, and he quoted from a recent
article in Medical Economics verifying this fact. In the opinion of the witness,.
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"compulsory health insurance will encourage public dependence, increase bureaucracy and the burdens of taxation," while voluntary health insurance plans are
greatly increasing in popularity and, given time, will satisfactorily meet the
Nation's health needs.
Dr. Vlado A. Getting, secretary-treasurer of the Association of State and Territorial Health Officers, Commissioner of Public Health, Boston, Mass., testified
in behalf of that organization on S. 1318 (Maternal and Child Welfare Act of
1945) and S. 1606. He said that a careful analysis was made by the association
of these bills, and while it was in favor of their objectives, the association could
not recommend their passage in their present form. Dr. Getting said that the
basic need of this country was the expansion of public health facilites in the
field of preventive medicine before embarking on a vast program of curative
medicine. The association believes not only that it is poor administrative practice to launch into curative medicine before making available conditions which
insure the optimal health of the people, but also that medical care' is primarily
the responsibility of the family which the Government should assume only when
the family is otherwise unable to secure it, declared Dr. Getting.
Various detailed administrative modifications of S. 1318 and S. 1606 were then
presented by Dr. Getting as the recommendations of the association, including a
detailed criticism of title I and title II of S. 1606. The association feels that
a federally administered medical care program would attempt to set up regulations on a national level to the detriment of the public, the professions, and the
agencies rendering the service, declared Dr. Getting. He stated that medical care
program should be State functions administered by the State health departments,
even if the States receive Federal graants-in-aid. The recommendation of the
association, said Dr. Getting, is that "Nation-wide development of adequate
public health facilities and the promotion of medical care for the needy should
constitute sufficient expansion at the present time."
Senator Donnell asked Dr. Getting if the association had any figures on what
a compulsory health program would cost. Dr. Getting said the average cost per
capita would be $70 to $100. At $70 per capita the cost would be seven billion,
and at $100 per capita applicable to 105,000,000 people, the cost would be $10,500,000,000. Dr. Getting added that if the care of the needy were included, the
cost would be $13,000,000,000. In the opinion of Dr. Getting, it would be a sad
mistake for the Federal Govenment to start a program it couldn't administer due
to lack of doctors, nurses, hospitals, etc. He recommended a Federal Department
of Health with'a career man, a trained physician, at the head of it. He thought
placing a medical care program under the Social Security Agency would be an
error. If the bill passes as it is written now, you will really have six medical
care programs administered by different agencies, he added.
KATHiE
G. PAwsoN, Reporter.
SENATE EDUCATION AND LABOR COMMITTEE HEARING OF APRIL 19

APRL 22, 194.
The committee met at 10 a. m. in room 104B, Senate Office Building, Mr. Murray
presiding, to continue hearings on S. 1606, the national health bill.
Dr. Edward H. Cary, chairman of the board of trustees of the National
Physicians Committee, testified that the National Physicians Committee approved
of the first three clauses of the Wagner-Murray-Dingell bill providing for grants
to States for public health service, for maternal and child health services and for
medical care of needy persons. The organization also gives unqualified approval
to the Hill-Burton bill (S. 191) for improving hospital facilities. The National
Physicians Committee, said Dr. Cary, is opposed to title II of S. 1606, because
It would establish the kind of a system which would lead to a serious deterioration in the quality of medical care for all people and it would establish a core
of centralized control which would require a miracle for free enterprise to
survive.
The National Physicians Committee, said Dr. Cary, objects to the Federal
Government going into the business of hiring at least 100,000 physicians, establishing medical retail outlets and conducting the business of providing medical
care. Such a program, he stated, would presuppose standardization and mechanization of administering medical care and would mean the regimentation of the
medical profession and of the people as far as medical care is concerned. Dr.
Cary took issue with a statement by Senator Pepper before the Senate committee where he referred to the propaganda issued by an organization "financed
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to a great extent by certain patent medicine manufacturers, namely, the National
Physicians Committee." These so-called patent medicine manufacturers are
almost exclusively "manufacturing pharmacists," said Dr. Cary, and "not one
of them has endeavored to influence the policies or point of view of the committee, or exert any influence in the expenditure of its funds." Dr. Cary also
gave an account of the contributions received and expenditure of the funds of
the National Physicians Committee for the past 6 years.
Senator Murray asked Dr. Cary why the National Physicians Committee had
to take on the task of opposing this legislation. Dr. Cary answered that in July
1938, at a meeting in Washington, to which social service workers, but not
doctors, were invited, there was created the greatest propaganda machine in
this country. As a result the doctors felt there should be some means of combating this machine, and they created he National Physicians Committee. Dr. Cary
admitted that the organization had the approval of the American Medical
Association.
A discussion followed regarding the right to deduct contributions to the National Physicians Committee from income-tax payments. Dr. Cary said that no
tax could be deducted under section 101 of the Internal Revenue Code, but that
deductions could be made under Section 107 of the code and that the National
Physicians Committee had had correspondence with the Bureau of Internal Revenue allowing such deductions. Senator Murray then read correspondence which
he had carried on with Mr. Joseph J. O'Connell, Jr., Acting Secretary of the
Treasury, in which Mr. O'Connell stated that the National Physicians Committee
has been held to be a business league under section 101 of the Internal Revenue
Code and that sums of money used for defeating legislation or propaganda purposes are not deductible from income taxes. Mr. O'Connell wrote that the Commissioner of Internal Revenue would take up the matter direct with the National
Physicians Committee. Dr. Cary denied any attempt on the part of the National
Physicians Committee to evade the income-tax laws and said he would file their
correspondence with the Bureau of Internal Revenue with the Senate committee.
He stated that contributions are not solicited but are entirely voluntary. Senator
Murray questioned Dr. Cary regarding the committee's income since October 31,
1945. Dr. Cary stated that a total of $246,C00 had come in, of which $162,000
were contributions from doctors.
Senator Donnell then read from the Congressional Record of April 17, 1946,
pages A2362-A2363 two articles included in Senator Tom Connally's extended
remarks. These articles were on the presentation of the Linz award to Dr. Cary
as the outstanding citizen of Dallas, Tex., during 1945 and especially cited his
work as chairman of the board of trustees of the Southwestern Medical Foundation. Senator Murray asked Dr. Cary when he started working on a program
for medical care for the needy. Dr. Cary replied it was when he was president
of the Southern Medical Society in 1920. He advocated at that time practically the same'things the Hill-Burton bill does now. When asked by Senator
Donnell if he knew of anything in the literature put out by the National Physicians
Committee that is not true, Dr. Cary said that he did not.
KATHRYN G. PAWSON, Reporter.
SENATE EDUCATION AND LABOR COMMITTEE HEABING OF APRIL 22

APar. 23, 1946.
The committee met at 10 a. m. in the caucus room, Senate Office Building, Mr.
Murray presiding, to continue hearings on 8. 1606, the National Health Act
of 1945.
The first witness of the day was C. Rufus Rorem, Ph. D., C. P. A., director of
the Blue Cross Commission of the American Hospital Association. Mr. Rorem's
presentation dealt largely with the Nation's 86 Blue Cross plans as examples of
prepaid medical insurance in operation, rather than arguments for and against
the bill 8. 1606: A Blue Cross plan, according to Mr. Rorem, is a nonprofit corporation, placed under the supervision of State departments of insurance or
their equivalent. The basic coverage is for hospital expenses only, but in some
States this protection may be supplemented by medical and home and office care.
The cost of the hospital plan is about 75 cents a month per person or $2 per family.
Benefits run usually for 3 or 4 weeks of hospitalization, with extended periods
at discount rates. Total overhead expenses average 12 percent, of which about
3 percent goes to education. Eligibility is limited to those who enter a plan
a group. Pay-roll deductions are the general rule in method of payment, in
and
85907-46-pt. 519
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employer contributions are becoming increasingly more characteristic, Mr. Rorem
stated. The governing body of a Blue Cross plan, includes leaders from industry,
medicine, labor, welfare, hospitals, agriculture, and government, who serve as
trustees without pay. Blue Cross plans over the country are supervised and
standardized through an approval program of the American Hospital Association;.
1% cents per year per family insured goes to the American Hospital Association
for its functions. Mr. Rorem contrasted European with American experience by
pointing out that in Europe health has long been a public responsibility, so that
health insurance was hit upon as a scheme to relieve the taxpayer, not the worker;
in America, voluntary health plans are being tried on a scale never apprpached
in Europe.
Mr. Rorem emphasized a number of facts about Blue Cross plans as follows:
(1) Most of the American population is now eligible for participation in a nonprofit prepayment plan for hospital care. Blue Cross plans now serve 43 States,
and are expected to cover 47 by the end of the year. Already more than 21,000,000
persons are participating, or 17 percent of the total population of the country.
(2) Over half of the 86 Blue Cross plans offer complete protection for major
illness through coordination with medical care plans. (3) Blue Cross plans
provide for transfer of residence from place of original enrollment. (4) The
leaders of Blue Cross plans represent a variety of interests in the community.
(5) Subscription rates are within the ability of most of the employed population
to pay. (6) Adverse selection is brought under control through enrolling a high
percentage of any group. (7) One Blue Cross plan is established in each enrollment area, in general. (8) The scope of a voluntary plan is affected by the economic level of the community in which the subscriber is enrolled. (9) More
people are subscribing than ever 'before, and there are progressively less cancellations among beneficiaries. (10) The Federal Government does not yet permit
voluntary pay-roll deduction, even though mutually satisfactory arrangements
are not possible without the privileges of pay-roll deduction. (11) Overhead
Costs have been low in view of the rapid rate of growth. 12 Active sponsorship
and encouragement of Blue Cross by Federal, State, and local governments can
reduce costs to subscribers and increase the membership throughout the country.
(13) Many Blue Cross plans have extended their benefits without corresponding
increases in rates. (14) Veterans have accepted many voluntary plans even
though they are entitled to care under existing GI legislation. (15) Blue Cross
plans have been recognized by Government agencies, e. g., the Veterans' Administration, as clearing houses for medical and hospital care.
Mr. Rorem summarized the position of the Blue Cross Commission as in favor
of the following health program: (1) Title I. part C of S. 1606 for complete
medical care and hospitalization supported by taxation for "all public assistance
beneficiaries or indigent members of the population". (2) S. 191, for the construction of hospitals in areas of low income. (3) Grants in aid to State-approved
voluntary health programs which are also supported by regular contributions
from the beneficiaries. Payments might be made to practitioners or institutions,
or to prepayment plans under nonprofit auspices. (4) Permissive pay-roll deductions by Federal workers for prepaid health service plans.
In response to a question by Senator Donnell, John R. Mannix, chairman of
the Blue Cross Commission, testified briefly that in his opinion the medical
profession would not object to the extension of the Blue Cross system to compehensive medical care. Mr. Rorem concurred in this opinion but emphasized that
any comprehensive plan would require a formula for employer contributions
because of hish costs.
Dr. Alice Hamilton, president of the National Consumers League and former
Harvard professor of industrial medicine, was the last to testify. She emphasized
first the need for better medical care throughout the country, even through the
United States may have a high health record as a whole. She asserted that
hundreds of thousands of lives are lost each year through no or inadequate
medical care, that about half of the deaths attendant upon childbirth are
preventable, and that even in high-income areas, low-income groups suffer health
rates as low as that of the whole Nation 50 years ago. Dr. Hamilton went on
to say that in 1944 the average break-even point for urban families of two or
more persons was estimated to have been $1,950 after income taxes, and that
only above that point does a family begin to build up reserves to cover some
parts of medical costs. Under these conditions, she continued, some form of
medical insurance is necessary; the only question is what form to adopt. Dr.
Hamilton then asserted that voluntary plans have proved insufficient in the
many years they have been in existence; only 2% percent are as comprehensive
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hospital
as the plan S. 1606 contemplates; most of the voluntary plans cover
1606 is
"S.
asserted,
expenses only, and not all of them. Thus, Dr. Hamiltonbudget
for the sudden
necessary because the majority of our families cannot
and major illness."
Dr. Hamilton responded as follows to the criticisms of the American Medical
than limit
Association of S. 1606: (1) The proposed plan would increase rather
present
Under
the choice of physicians by the great majority of American people.
conditions, rural residents have little choice because of the distance factor,
most city people have little or no personal contact with "family doctors," and
often there is no choice in isolated communities Where there are "company
areas.
doctors.". This bill would attract more doctors to rural and backward
improve
(2) Instead of deteriorating the quality of medical care, S. 1606 would
fully
it generally. The fear that now keeps doctors and patients alike from could
1606
S.
of
cost
The
(3)
using needed medical attention would be removed.
be no more than what the country is now spending on sickness directly and
indirectly. The advantage of national compulsory health insurance over the
voluntary plans lies essentially in the lower cost to the individual. (4) The
AMA thesis that those who cannot afford to pay for medical care should be given
it freely, as other services are given to indigents, is neither practical or desirable.
Thirty percent of the population could be so classed as indigent; furthermore,
even the poorest hate to be classified and treated as object of charity. Dr.
Hamilton concluded her statement by saying that three age-old fears have dogged
the working man-unemployment, old age, and sickness-and that there is
every reason to attack the last of these as the first two have been met.
HAROLD G. JosIF, Reporter.
SENATE EDUCATION AND LABOB COMMITTEE HEARING OF APRIL 23

APRIL 24, 1946.
The committee met at,10 a. m. in the caucus room, Senate Office Building, Mr.
Murray presiding, to continue hearings on S. 1606, the National Health Act of
1945.
The first witness of the day was John P. Peters, M. D., secretary of the committee of physicians for the improvement of medical care. Dr. Peters stated that
"with the general purposes of this bill the committee is in hearty accord," but
that to save time he would confine himself to recommendations for minor changes,
as follows: (1) The program should be integrated under one authority, the
Surgeon General, rather than partially under the Children's Bureau. (2) If
measures providing for part of the purposes of this bill are passed before the
over-all bill, care should be taken that these prior steps are congruous with the
whole program. (3) In granting aid to States for the indigent, a means test
prohibition should be stipulated; the needy should be eligible for care through
the provision of title II, along with all others; a means test leads to dual standards of medical attention. (4) It ought to be mandatory, rather than permissive,
for the Surgeon General to make payments under title II by another method to
practitioners who do not elect the method of payment desired by the majority
in any community. (5) It should also be mandatory rather than permissive for
the Surgeon General to negotiate contracts with all hospitals conforming to
prescribed regulations. (6) A provision is needed to assure equal remuneration
for equivalent services rendered under all systems of payment or practice, particularly to hospitals. (7) Preferential treatment of veterans in educational
benefits should be abandoned in favor of allocation to those who can best utilize
the resources. (8) Experimentation should be encouraged, but channelized out
of futile or exhausted fields.
Dr. Peters concluded his prepared statement by contending that the national
health program would actually improve the quality of medical care and the
freedom of physicians: "What virtues American medicine may have lie in the
potential powers which have been given it by scientific discoveries-for which we
have come to depend almost entirely upon salaried persons in institutions. The
present system of practice, by isolating physicians in offices, effectually removes
them from the field of scientific endeavor. * * * Competitive practice on a
fee-for-service basis furnishes no medium for the training of experts and specialists. It offers no careers in the advancement of medical methods. * * * If
we have the wisdom and the will, I see in this legislation, not limitation of the
freedom of physicians, but greater freedom, release from the economic restrictions which have kept physicians from the full development and exercise of their
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powers. I see in it the promise of a bridge across that great gap between the
potentialities and the accomplishments of medicine."
During the period of questioning, Dr. Peters expanded upon his position in
support of S. 1606. He said that it is "not extraordinary" that the wealthiest
Nation in the world is also the healthiest, and that almost all advances in
American medical practice come not from competitive practitioners, but from
salaried institutional workers. Continuing, he declared that nothing short of a
revolution in the organization of medicine-toward group, hospital, and institutional medicine-would fill the health needs of the public; "medicine is not for
doctors, but for the people."' Dr. Peters also revealed that at a very recent meeting of the New York Medical Society, one-fourth of the doctors present had enough
of the combination of "courage and conviction" to vote in favor of 'national
compulsory health insurance.
The next witness, Dr. Carl O. Flagstad, chairman of the committee on legislation of the American Dental Association, stated that the ADA opposed S. 1606
on these counts: (1) There has been insufficient experimentation in this country to prepare such a large program. (2) The administrative provisions are
unsound, because of division between three agencies. (3) Compulsory health
insurance should not be established until there is incontrovertable evidence
that it will be an improvement, and that errors of foreign plans will be avoided.
(4) The expense of the plan is not clearly enunciated. (5) The grants-in-aid
system has proved effective and can be applied sufficiently to obviate a national compulsory prepayment plan. (6) States' rights to meet health needs
should not be infringed upon. (7) No program should be adopted without
the official cooperation of all agencies and professions involved. (8) S. 1606
emphasizes emergency rather than preventive dentistry. (9) It is not clear from
the text of the bill to what extent dental services can be given. (10) There is
such a shortage of dentists that complete treatment to all adults would be
impossible. (11) Foreign experience shows little and poor care results from
compulsory health insurance.
Dr. Flagstad, and other ADA officials who spoke briefly during the questioning period, brought forth the association's alternative dental program: the
passage of S. 190 and S. 1099, and the concentration of dental resources on
preventive measures, particularly for child education and care. They contended
that the two endorsed bills would give both well-tried and experimental approaches, would allow variety among State programs, and would not promise
something which cannot be delivered. The ADA officials were not in agreement as to whether S. 1606 could be amended to meet the association's reqhirements.
The final witnesses of the day represented the dentists committee for the
national health bill. Dr. Maurice Kaufman, former legislation chairman of
the First District Dental Society of New York, expressed approval of 8. 1606,
particularly because it "links dental care with health care," but urged a provision against discrimination because of sex, race, religion, or color. The bulk
of Dr. Kaufman's testimony, and that of Dr. Seymour Schoenfeld, secretary
of the committee, dealt, however, with allegations that the American Dental
Association sought to suppress sentiment for the bill among dentists. According to the witnesses: (1) ADA officials took a predetermined stand against
the legislation, printing only articles against the bill in its national journal, and
sending out speeches and pamphlets criticizing the proposal even though the
last ADA convention had been in October 1944. (2) The chairman of the ADA
committee on legislation sent a letter to Dr. Schoenfeld stating he was amazed
and disgusted with the dentists committee for- the national health bill, and suggesting Dr. Schoenfeld cancel his testimony before the Senate Education and
Labor Committee. (3) Dr. Schoenfeld replied by mail pointing out the long
interval since the last national convention, the absence of membership consultation on the bill, and the right to express a minority opinion in any case.
HAROLD G. Joetr, Reporter.
SENATE EDUCATION AND LABOR COMMITTEE HEARING OF APRIL 24

ARIL 25, 1946.
The committee met at 10 a. m. in the caucus room, Senate Office Building, Mr.
Pepper presiding, to continue hearings on S. 1606, the National Health Act of
1945.
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The first of the two witnesses of the day was Katherine J. Densford, R. N.,
president of the American Nurses' Association. Miss Densford characterized
this association as "the national membership organization of graduate registered
professional nurses in this country." The witness limited herself throughout
her statement, and during the questioning, to expressed ANA opinions, which
she said do not necessarily reflect her. personal views. She testified that on
June 7, 1944, the house of delegates of the association adopted a recommendation favoring the expansion of health insurance'plans and providing for nursing
service including nursing care in the home. It is believed that in addition to
voluntary effort, governmental assistance is necessary for attaining adequate
distribution of health services. Miss Densford emphasized that in order to make
any statement regarding specific legislation, it would be necessary to bring the
matter before the ANA house of delegates which will not convene until September
1946. She concurred with Senator Pepper, however, in the statement that the
ANA believes the people should get more nursing service, and more home nursing
in particular; emphasized that no program of health care would b6 complete
without nursing care of high professional quality, and that the program relating
to nursing should be administered through Federal or State councils composed
predominately of qualified graduate registered professional nurses. During the
question period, Senator Donnell asserted that S. 1606 would remove the decision
to assign a nurse to a patient from a doctor to an administrator.
The second witness of the hearing, Beatrice F. Jacobs, chairman of the health
and education committee of the League of Women Shoppers, began with an exposition of the need for health legislation, particularly to defray expenses:
"In 1935 the Public Health Service found more than 23,J00,000 Americansnearly one-fifth of our population--suffering physical impairment or chronic
disease. A recent survey by the national opinion research center of the University of Denver revealed that 31 percent of the people questioned put off seeing
a doctor because of the cost, and 23 percent had had to borrow money to pay
doctor or hospital bills. One has only to scan the pages of the New York Times
during December of each year when the 100 neediest cases are printed. More
than 50 percent of the cases cite hardships caused by illness and inadequate
medical care * * *. Families with incomes of less than $1,000 spend onethird of the amount on medical care that is spent by families whose incomes are
in the three- to five-thousand-dollar class. Yet illness in the lower-income group
is three times as frequent as it is in the higher income group."
Mrs. Jacobs proceeded in stating that the League of Women Shoppers (1) believes it is the responsibility of the Government, and to the advantage of the
country, as a whole, to provide adequate medical care, as well as old-age and
unemployment benefits; (2) supports the amendments to title I, part B of S. 1006
offered by Senator Pepper. In response to extended questioning by Senator
Donnell, Mrs. Jacobs asserted that she had been told by the chairman of the
executive board of the League of Women Shoppers that all nine local boards of
the league had taken some action favoring S. 1606; she was not sure, however,
in what form this approval was given.
HAROLD G. JosIF, Reporter.
SENATE EDUCATION AND LABOR COMMITTEE HEARING OF APRIL 25

APRIL 26, 1946.
The committee met at 10 a. m. in the caucus room, Senate Office Building, Mr.
Murray presiding, to continue hearings on S. 1606, the National Health Insurance
Act.
All the scheduled witnesses, and others testifying before the committee today,
spoke in favor of the bill S. 1606. Assistant Secretary of Agriculture Charles
F. Brannan declared the proposed legislation is "an essential part of a broad
program of social security." Throughout his statement, he emphasized the special
need for better medical service in rural areas. He testified that: (1) Compared
with the over-all selective-service rejection rate of 43 percent, the rate for
farmers was 53.4 percent Farm youth in the 18-19-year-old group were turned
down on physical defects alone at a rate of 40 percent higher than for all others.
(2) Rural areas have an infant mortality rate one-fourth higher than that In
the large cities, and a maternal mortality rate that is one-third higher. (3)
Thirty-three million persons reside in counties, largely rural, that lack full-time
public health departments. (4) In 1940 only one-third of farm children up to
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8 years of age had been vaccinated against smallpox. (5) While in 1944 the
most urban State was spending $2.92 per capita for general assistance, the most
rural one could afford only $0.25. On the basis of the above paints, Mr. Brannan
fully endorsed parts A and B of title I of the bilL He suggested two changes
in part C of the same title, however': (1) that in order to qualify for Federal aid,
a State should agree to apply to its own subdivisions the same principle of variable matching grants, and (2) that it be mandatory for State or local welfare
departments to pay the cost of premiums for their needy clients.
Mr. Brannan spoke strongly in favor of the national health insurance provisions of S. 1606.. He pointed out that low hospital utilization in the areas
most needing more hospitals is a reflection of the low medical purchasing power
of the people there; S. 1606 would permit full usage of present and proposed
facilities. He said that though it is generally agreed that the minimum proportion of doctors to population would be 1 to 1,000, many farm counties have
been struggling with ratios of 1 to 3,009 or 5,000. Charts were submitted by
Mr. Branuan to show that the number of hospital beds in the various States has a
direct correlation to their per capita income, and that the proportion of physicians
in a State bears a direct relation with the State's wealth. He asserted that
the average cost of good family medical care, about $100 a year, is beyond the
reach of some 80 percent of all farm families. Thus, "the estimated 3 percent
of income to be paid for the system of comprehensive health services as has
been suggested in the larger social-security bill, will come as a distinct and welcome advantage to farm families that spent in 1941-for quite inadequate medical
services-an average percentage of their net cash income of 8.7 !"
Mr. Brannan brought up the experience of the Department of Agriculture in
sponsoring voluntary prepayment health plans. To their credit he mentioned
the sense of security, earlier care, and physicians' satisfaction that have accompanied them. Against these plans, however, and against voluntary health insurance in general, he listed the low participation of the most needful farmers
and the rapid turnover of member families. Mr. Brannan cited several examples
to show that sentiment in favor of national compulsory health insurance is considerable: (1) The National Opinion Research Center reported in 1944 that 68
percent of those polled indicated a desire to have social security cover doctor
and hospital bills. (2) In 1945 the Columbia University's "Poll of Experts"
found that a majority of health specialists thought that national compulsory
health insurance is needed. (3) Statements have been made by the American
Farm Bureau Federation and the National Farmers Union favoring prepaid
health care plans, though not specifically endorsing S. 1606.
During the examination period following Mr. Brannan's prepared statement,
Dr. Frederick J. Mott, chief medical officer of the Farm Security Administration,
illustrated the inability of the FSA voluntary health insurance plans to secure
wide participation and continuous membership; a study showed that only 24
percent of the members of one plan stayed in for a period of 3 years; those that
do remain are generally the poor risks. Dr. Mott countered the argument that
S.1606 would limit the patient's choice of his physician by saying that the interests of the 1,000 or so who do get on a doctor's panel far outweight the interests
of the few who might be excluded. He further noted the limit of choice under
present rural conditions, due to the-barriers of cost and distance; 81 United
States counties have no doctors, and 132 have one doctor only. As to the cost
of the program of S. 1606, Dr. Mott estimated that it may cost even less than
what is now paid by the Nation for partly duplicating and misplaced health
services. Senator Donnell brought to the witness's attention that under S. 1606
there would be 30,000,00 subscriber families, and that at 100 dollars per family
per year, the total yearly cost of benefits alone would come to 8,000,000,000. He
then questioned Dr. Mott as to the probable administrative expenses of the program, The witness replied that in view of the experiences of .the Department
of Agriculture, the Blue Cross and foreign governments, 10 percent would be a
close guess. He pointed to the low costs of social security administration-less
than 2 percent of funds collected, and stated that the estimate of one administrative worker to each 100 insured under S. 1606 to be absurdly high. Dr. Mott
criticized the health plans of the medical profession because they are largely
concerned with the last effect of ill health-hospitalization-and because of the
"constant struggle" the FSA has had with the profession to establish and continue voluntary health insurance plans. Senator Donnell asked if the language
of title II of S. 1606 did not grant authority to the Social Security Administrator,
who is not necessarily a doctor, to determine the maximum panel of a physician.
Dr. Mott pointed out that the provision for this maximum called for its applica-
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tion when neccessary to insure high quality care, and provides specifically for
flexibility and local variations. As to the assignment of supervisory authority to
the Social Security Administrator, both Dr. Mott and Mr. Brannan argued that
this would not lead to dictatorial control from Washington, because: (1) The
Surgeon General is required by the bill to give periodic reports to Congress.
(2) He is to consult the National Advisory Council. (3) Many decisions are left
to local authorities and their advisory boards.
The second scheduled witness of the day was James G. Patton, president of
the National Farmers Union, who gave his unqualified endorsement of the bill
S. 1606. He testified that at the March 1946 convention the National Farmers
Union adopted a resolution as follows: "We highly commend President Truman
for his courage and vision in calling for a universal, prepayment medical care
program for all Americans, and call upon Congress to enact legislation putting
that program into effect at the earliest possible date." Mr. Patton declared that
the union seldom specifically recommends a proposed piece of legislation, because
amendments often alter it completely. When Senator Donnell questioned his
authority to make an unqualified approbation of S. 1606, Mr. Patton asserted
that as president of the union he had the right to represent it on specific measures covered by general endorsements of the convention. On voluntary plans,
Mr. Patton stated that the union supported them always and sponsored some
itself, but that national compulsory health insurance would better achieve the
goals of the voluntary plans. Under questioning from Senator Donnell, he
reaffirmed his position that administrative responsibility should be as far as
possible close to the people, and that the proposed program would not remove it
more than necessary.
Following Mr. Patton's testimony, a statement was read by the director
of education of the Farmers Union, Mrs. Evanson. She asserted that World
War II experience on the fighting fronts showed what American medicine properly mobilized can do. She emphasized the need for health education programs,
more clinics, and greater emphasis on preventive medicine. Countering the
argument that the quality of medical care would fall with the enactment of this
bill, she averred that right now a more diffused quantity of care is needed
rather than high but inaccessible quality. She asked if the compulsion involved
in the proposed national health insurance is any more reprehensible than that
in public education laws, or sanitation and quarantine regulations. According
to Mrs. Evanson, 90 percent of the farm families of the United States receive
less than $3,000 per year; in her opinion this proportion would come under
the AMA "indigent" category. She also criticized the AMA for once having
opposed county health plans in her home State, North Dakota, and campaigning
against a United States Public Health Service. Senator Donnell questioned Mrs.
Evanson closely as to whether she intended to criticize the motives of the medical profession by one of her statements. She replied that though she realized
doctors are generally honest and public-spirited, and often overworked and
underpaid, some members of the profession were exceptions. She cited an
example which she had seen herself of a doctor refusing to see a serious case,
and said that she had heard reliably of several other instances, all in North
Dakota.
The last testimony of the day was given by Dr. Harold Aaron, medical adviser to the Consumers Union of U. S., Inc. ife emphasized one thesis throughout-that national compulsory health insurance, if properly administered to
coordinate the various resources of medical care, would increase the quality of
medical attention now generally available. He stated that the present fee-forservice method of payment constitutes a serious barrier to high quality medical
service, which results from coordinating the services of clinics, hospitals, research
institutions, medical specialists, and general practitioners. He declared that
this barrier, particularly to laboratory examinations, hospital care, home nursing, and specialists' services, could be lowered through "the magic of averages."
During the period of questioning, Senator Donnell sought to determine the extent
to which Dr. Aaron's opinions were representative of the customers of Consumers Union. Dr. Aaron pointed out that: (1) Although the union had taken
no polls, passed no resolutions, or sent out any questionnaires on the subject
of national health insurance, at the last election, Dr. Aaron had received more
votes than any other officer of the union. (2) Though nine-tenths of the doctors
who had written in to him had opposed his stand on this subject, almost all the
others who had expressed an opinion through the mail had been strongly in
favor.
HAROLD G. JosIF, Reporter.
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LABOR COMMITTEE HEARING OF APRIL 26

APB. 29, 1946.
The committee met at 10 a. m. in the caucus room, Senate Office Building, Mr.
Murray presiding, to continue hearings on S. 1606, the National Health Act of
1945.
The four witnesses of the day testified primarily on title I, part B, providing
for maternal and child health services through Federal grants-in-aid to the
States. Hazel Corbin, registered nurse and general director of the Maternity
Center Association of New York City. described the distribution of maternal
care facilities as very spotty and irregular. She pointed out that the maternal
death rate in certain parts of the country is as bad as ever recorded for the
United States in general, and that the United States was the worst of the civilized
countries in this respect at one time. She stated that a study in New York in
1933 showed that one-third of the maternal deaths there were preventable, and
that since then great progress has been made in that city. Over the country as a
whole, she continued, 200,000 babies are born each year without medical attention; S. 1606 would provide services sufficiently for medical care at all births.
Miss Corbin'estimated that a 20-bed maternity ward for each 25,000 people is
needed. She summarized her position by saying she approves title I, part B, as
amended by Senator Pepper and with provisions for State advisory councils.
In reply to Senator Donnell, Miss Corbin said she favored the grants-in-aid
plan over an outright Federal plan, but was not passing judgment on the health
insurance provisions of the bill. She concurred with Senator Murray that the
voluntary health plans do not provide adequate maternal care now, but declared
that she expected them to expand and improve.
Mrs. Theodor Oxholm, chairman of the board of directors of Spokesmen for
Children, Inc., spoke briefly in favor of title I, part B, as amended by Senator
Pepper. She asserted that Federal guidance and aid are necessary to the development of sufficient health services for children, particularly in rural and lowincome areas. She thought that the administration of part B envisioned properly
the successful cooperation of Federal aid, State administration, and local participation through advisory councils of various community interests. She expressed
the hope that only trained welfare workers would dispense the child welfare
services.
The third to present testimony was Dr. H. Duckett Jones, representing the
American Council on Rheumatic Fever of the American Heart Association. He
brought out that rheumatic fever causes an estimated 40 percent of the heart
diseases of adults, and 90 percent of those of children; there are over 1,000,000
sufferers of the disease in the country. Among the steps necessary to combat
the malady, Dr. Jones explained, are the administration of sulfa drugs, professional services, and training for sedentary occupations, but most important is a
long period of hospitalization, on the average from 4 to 6 months. •It is thus a
"catastrophic illness," involving expenses which cannot be met by the average
family; furthermore, the disease is more widespread among lower-income groups
than others. In response to Senator Pepper's questions, Dr. Jones said that:
(1) Voluntary plans for health insurance probably will never successfully meet
the need for complete and extended hospital care required by rheumatic fever
treatment; (2) S. 199, providing for hospital construction, is necessary to S. 1606;
(3) free hospitalization under S. 1606 though not long enough for the average
rheumatic fever victim, is much better than anything now offered; (4) the amount
of "unpurchased health" in this country is very large; Great Britain is 15 to 20
years ahead of the United States in this respect. Dr. Jones concurred with Senator Donnell that the program of S. 1606 should be "well controlled" by the States.
The final witness of the day was George J. Hecht, president of Parents Institute, Inc., publisher of children's and parents' magazines. He stated initially
that S. 1606 is so controversial in general that it has little chance of passing
during this session of Congress. Senator Murray remarked that many measures
now considered sound and necessary were long considered controversial, and
that it took many years for some of them to pass. Under questioning by Senator
Pepper, the witness then asserted he had come to support title I, part B, as
amended by Senator Pepper, that he wished the provisions for child care could
be integrated with the whole bill and passed, but that if this was not possible,
a separate bill should be called up incorporating the child care features of
S. 1606. Mr. Hecht concurred with Senator Pepper that S. 1318 could serve as
such a substitute. He presented some charts to depict the variation by States
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in infant and maternal death rates, and declared that the figures demonstrate
the need for a, national child health program. Mr. Hecht also expressed the
opinion that the child care parts of S. 1606 have the public support of almost all
authorities on children and of most parents.
HAROLD G. JosIF, Reporter.
SENATE EDUCATION AND LABOR COMMITTEE HEARING OF APRIL 30

MAY 1, 1946.

The committee met at 10 a. m. in room 424, Senate Office Building, Mr. Murray
presiding, to continue hearings on S. 1606, the National Health Act of 1945.
Charles G. Bolte, chairman of the American Veterans Committee (AVC), read
a statement, on behalf of himself and the AVC. favoring the national health
insurance bill. He stated that AVC members over the country are overwhelmingly
in favor of the proposal, as expressed by votes in open meetings. He estimated
that over 90 percent of the AVC chapters have recorded themselves for the bill,
and stated that only three voted against it to his knowledge. Mr. Bolt6 declared
that at best the Veterans' Administration can meet only a fraction of the total
health needs of veterans, since (1) for an illness or injury not directly attributable
to military service, treatment can be received only if the veteran proves inability
to pay and makes a pauper's oath, if he travels to a Veterans' Administration
facility, perhaps a hundred miles away, and if the facility has vacant beds;
(2) ambulatory or out-patient care is not available at all for non-service-connected
cases; (3) GI laws give no protection to the veteran's family; (4) neither the
Veterans' Administration nor voluntary insurance plans make provisions for
preventive medicine. Mr. Bolted asserted that most veterans felt they received as
good or better medical care in the service than they ever got before, and that
the main reason was they had all the attention they needed, regardless of time
or expense. He also cited the benefits coming from group organization, and said
that an AMA poll revealed that 58 percent of all Army medical officers would
prefer to return to group practice. Mr. Bolted declared that security from illness
and disability was one of the things for which veterans fought, and that though
doctors are responsible for the good quality of service, its distribution is the
people's responsibility.
During the extended questioning period following Mr. Bolth's statement, various
arguments for and against the bill were discussed.
,(1) On the freedom of the patient to choose his doctor, Senator Donnell maintained that the language of the bill does not preclude the possibility that a patient
cannot see the doctor of his choice, because of the power of the Surgeon General,
and over him the Federal Security Administrator, to limit the panel of doctors.
Mr. 9olt admitted that the bill does give this power to the Surgeon General,
but asserted.that'the bill increases the choice of the majority of people by removing
the financial barrier, and that in practice the bill would work much like the
present system, under which a person cannot always have the doctor of his
choice for various reasons. Dr. Welnerman, AVC medical adviser, remarked
that under voluntary insurance plans choice is limited too, and that under the
charity plans, which the AMA also proposed to extend, there is no choice at all.
He further observed that nothing in the bill requires a doctor's full-time participation in the national insurance plan, so that he could treat someone not on his
panel, and that in any case, the health of all those on a doctor's panel who for
the first time are able to get adequate medical care is more important than the
health of the few who might not be able to go'to the doctor of their first choice,
because they failed to register for him.
(2) On the related question of the deterioration of quality of medical service
which might result in a case where a patient could not see the doctor of his
first choice, Dr. Welnerman replied to Senator Donnell that under the Army
system the quality of medical care did not go down, and that the proposed
measure calls for nothing as stringent as Army regulations. Senator Donnell
emphasized that the Social Security Administrator, who is not necessarily a
doctor, could rule on maximum panels and specialists' standards and that the
Beverldge report recommended the separation of medical and financial administration. Senator Pepper then asked If the Chief of Staff or the Secretary of War,
who are also not doctors, ever interfered with the Medical Corps to the deterioration of its services. He emphasized that the provision for authority to set
maximum panels is specifically for the purpose of insuring high-quality care, in
case some few doctors, in order to get more money, should attempt to treat too
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many cases; the intent to protect the excellence of care must be set against the
"technical" point of the limitation of choice in rare instances. pr. Weinerman
Added that the National Advisory Council would watch over the Surgeon General's
decisions for the interests of the public and the medical profession. Senator
Donnell objected to the derogatory use of the term "technical," stating the
limitation of choice was quite real to him in that it was authorized in the
language of the bill. He also said that the National Advisory Council would
represent some nonmedical men who would have to pass judgment on medical
matters, such as the requirements for becoming a specialist, and that anyway its
opinion could not be legally forced upon the Surgeon General. Dr. Weinerman
contended that the National Advisory Council could bring strong pressure to
bear upon the Surgeon General through congressional and public opinion, and that
qualified subcommittees would formulate medical standards.
(3) Senator Morse presented the position that the failure of the medical services to adequately provide what the Americin people expect justifies the Government's entrance into the field to assure more-available and better-distributed
medical care. He emphasized the increasing recognition of the fact that clinictype practices, providing for coordinated specialization, are medically the most
efficient. The high costs of specialists' services, however, are beyond the reach
of the average American family, the Senator continued, and so the problem narrows down to how to pay for expensive medical attention for all when needed.
In the Senator's opinion, the proposals of the AMA do not go far enough. Furthermore, he said, building hospitals inder S. 191 will not be possible in the
communities most needing them unless these localities can prove, by means of
benefits under S. 1606, that they have the ability to pay. Senator Morse represented the AMA's position on this bill as that of a "special pleader" on behalf
of an economic group, but declared that a balance must be struck between the
needs of the profession and the Government's responsibility for the health of the
people. Senator Donnell disclaimed any intention of protecting the private property rights of doctors alone, and declared his chief concern to be the threat
to private initiative posed by this type of legislation.
(4) Dr. Weinerman asserted that AMA elective procedures do not permit the
expression of up-to-date and of minority opinions, though he conceded that the
association's stand on the bill represents the position of the majority of doctors,
who, he said, are often not well or impartially informed; he quoted, from a recent State medical society journal, a statement that only about 3,000 men are
very "active" in the AMA. Dr. Weinern)an also declared that some of the material issued by the National Physicians Committee, and a certain advertisement
in the Pennsylvania State Medical Society journal, contain assertions about S.
1606 that are not factual, though he replied to Senator Donnell that he was
not attempting to pass on the author's motives.
The second and final witness of the day was Mrs. Charles Sewell, representing
the American Farm Bureau Federation and the Associated Women of the AFBF.
She presented the resolutions passed by the 1945 convention of the Federation in
favor of legislation for more rural hospitals and voluntary group prepayment
plans. The resolutions, which emphasized public responsibility for rural health
needs, together with local control and freedom of choice to the patient, represented 32 different State resolutions, she said. Mrs. Sewell expressed doubt
that the Government knows enough to establish national health insurance, and
that the program would not involve too much travel and red tape to the farmers.
She said she believed health needs should be met through voluntary plans, education, and experimentation on local levels, even though, she admitted, voluntary plans do not apply as well to rural as to urban areas, because of the scattered
population and comparatively low and irregular income. She declared that the
federation is in favor of Federal aid to States such as envisioned under title
I of S. 1606 only to the extent necessary to equalize medical facilities in the various
States; the States can and should bear most of the cost and control, and "health
problems will he attacked best at the local level-in conferences of farm people,
hospital associations, public health officials, and county medical societies. We
do not believe you can legislate health any more than you did prohibition."
In reply to Senator Murray's question as to how poor rural areas could obtain
medical facilities, or hospitals under S. 191, without S. 1006, Mrs. Sewell replied
that further education and trial of voluntary plans were the answers.
HAROLD G. Josiw, Reporter.
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MAY 2, 1946.

The committee met at 10 a. m. in room 424, Senate Office Building, Mr. Murray
presiding, to continue hearings on S. 1606, the National Health Act of 1945.
Secretary of Labor Lewis B. Schwellenbach presented the first testimony of
the day. He pointed first to the need for better health in the country: (1) In
1935 an interdepartmental committee reported that the one-third of the population in the lower-income levels was receiving inadequate medical service, and
that this was due not only to lack of ability to pay, but also to maldistribution
of health resources. (2) On an average day of the year, more than 7,000,000
(3)
persons are disabled by sickness (as estimated from figures for 1935-36).
the
loss
for
responsible
was
or
injury
by
sickness
In 1942 absenteeism caused
of about 500,000,000 workdays, or about three or four billion dollars in wages.
(4) Total costs of sickness and disability, including wage and business losses, are
nearly three times the cost of medical care, which in 1943 amounted to more
than $100 per person on the average. Secretary Schwellenbach cited the results
of a recent Bureau of Labor Statistics study showing the average amount spent
in 1941 on medical care per family income group: $40 for family incomes between $500 and $1,000; $63 for $1,000 to' $1,500; $86 for $1,500 to $2,000; $102
for $2,000 to $3,000; and $152 for $3,000 to $5,000. During the same year, more
than half of the families of this country received incomes below $1,500.
Mr, Schwellenbach asserted, however, that the hardship of medical expenses
cannot be expressed in average figures alone; no adequate preparation can
generally be made for unexpected and prolonged disability, and so the proposed
legislation "strikes at the core of the problem by eliminating the financial hazard
resulting from the unpredictable incidence of illness and by making the results
of scientific progress more evenly available."
Senator Donnell began the questioning by an examination of the extent to
which Mr. Schwellenbach had prepared his statement and had personal knowledge
supporting the generalizations made therein. The Secretary admitted that he
had not written, and had only edited, his pronouncement, and that he could not
recall the facts, or their sources, back of some of his recommendations. Senator
Donnell then expressed the wish to go on record as disapproving, in principle,
of the practice of Cabinet members and other high executive officials making
statements, before congressional committees, which they cannot defend on the
basis of their personal study. Senator Murray interposed that a man as busy
as a Cabinet member has to, and has the right to, rely on the work of his subordinates on some subjects. Senator Donnell contended, however, that the Secretary's giving as personal opinions ideas which he could not have formed himself, was an improper use of Cabinet prestige, and that in court a large part of
his testimony would be stricken out. Senators Murray and Pepper, and the
Secretary asserted, on the other hand, that the same rules of evidence do not
apply to congressional hearings as to courts, and that an administrator cannot
be expected to know every detail and ramification of his department. Senator
Donnell insisted, nevertheless, that, though he had the highest personal regard
for the Secretary, he had the right to question the extent of his knowledge on
statements that go to the press, and on the record, as personal opinions. As to the
words that "I am sure you all must have been impressed, as I have been, with
testimony submitted by the Public Health Service to your committee * * *"
Mr. Schwellenbach conceded willingly that he should not have said "as I have
been." On the subject of the proposed legislation, the Secretary said that the
same arguments against it had been used against social security originally, and
other worthy measures, and that the system of medical care the country has now
is just not giving to people in low-income groups, who need it most, the medical
attention they should and could have.
Martha M. Eliot, M. D., Associate Chief of the Children's Bureau, was the
second and final witness of the day. She opened her testimony by giving some
remarks on behalf of Miss Katharine Lenroot, Chief of the Children's Bureau,
who wished to emphasize that her support of both titles of S. 1606 was based on
the observations that "the health and social needs of children are interwoven,"
and that "only through a combination of health and social services can the
physical and mental health of our children be safeguarded and juvenile delinquency and other personality disorders eradicated at the source." Dr. Eliot
declared herself to be fully in favor of the maternal and health services provisions
of S. 1606 as amended by Senator Pepper. She advocated that the Children's
Bureau exercise all control under these provisions in order that there be no
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breaks in the planning for preventive, diagnostic, and curative services provided
for children and mothers. She listed what would be included under these services
as follows: Fact-finding necessary to determine the needs of mothers and children;
setting standards for maternity and child care; organizing community programs
for education; case-finding, and coordination of agencies concerned; developing
and coordinating special community services; setting up demonstrations; recruiting and training administrative personnel; providing administrative consultation; supporting plans to attract professional personel; the provision of consultants and specialists; promoting construction of needed facilites; and arranging for the special training of professional people for child and maternal services.
Dr. Eliot next reviewed health conditions among children. She stated that only
$9,600,000 is spent annually for all maternal, child health, and crippled children's
care, and that State agencies are unanimous in their expression of need for additional funds to expand their programs. The chief barrier is the ceiling on the
amounts of Federal funds available under the Social Security Act, she declared.
She went on to say that "under the conditions which exist today, the prospect
that the baby's mother will live through childbirth, that the baby will be born
alive and will survive and grow into a sturdy, well child, varies markedly by
reason of where he lives, the income of his family, and his race," as the following
statistics illustrate: (1) In 1943 the maternal death rate in Minnesota was 14
mothers per 10,000 live births. In New Mexico it was 47, or over 3% times as
high. (2) The maternal death rate for Negro mothers was 143 percent higher
in 1943 than for white mothers.
The witness pointed out that good maternity and infant care requires that
babies be born in hospitals, but that only one-half of all rural babies, and onethird of all Negro babies are born .in hospitals. States ranged from 31 to 98
percent in proportion of births in hospitals, she said. Under the emergency
maternity and infant care '(EMIC) program, 97.8 percent of all births were in
hospitals, she reported, concluding that many lives were saved by the EMIC
plan, and conversely, that many lives could have been saved if free maternal
care were universal.
Dr. Eliot brought out statistics to show that nearly 1 out of 3 families in the
United States has poor or really deficient diets, and judged that economic effects
of this type would make it neither feasible nor desirable to exclude even a small
proportion of children from the benefits of 8. 1606. She concurred with Senator
Pepper that a means test would be extremely difficult to apply, because of innumerable variations and combinations of family income and sizes, local living
cost, and local medical expense schedules.
Dr. Eliot approved the variable matching grant formula for grants-in-aid to
States, but suggested two changes: (1) The State with the highest per capita
income is now required to put up 50 percent of the total expenditures in the
program, while the State with the lowest per capita income is to put up 25 percent
Since the per capita income of the poorest State is only a little more than onefourth as great as that of the richest State, however, she recommended that the
proportions that the States be required to expend vary as much as 1 to 4 with
each other, rather than merely as 1 to 2. (2) An additional discretionary fund
should be established to aid the States with special problems during the period
when they are developing their programs.
In countering the argument that the quality of care would go down under the
bill, Dr. Eliot asserted that the experience of the Children's Bureau is that the
quality of care can actually be improved, even in a rapidly expanding program,
such as EMIC. The fact that care under EMIC was not limited alone made for
higher quality; some mothers and children were cared for during several months,
as needed.
Dr. Eliot emphasized that more attention must be placed on preventive services:
Complete prenatal medical services, infant and preschool programs, and a school
health service. On the cost of this care, she said: "We estimate that such a
complete child-health service, excluding the cost of dental care and treatment
for illness would cost somewhere in the neighborhood of $8 a child per year
(averaging the costs of all age groups up to 18 years at current money values).
* * * This is less than 3 cents a day per child. * * * If we add dental
care, beginning when the child is 3 years old and continue it through the school
years, we would add another 3 cents a day. Add to this the cost of medical care,
including care of minor and major illness for children up to 18 years and the
care of crippled children, and we come out with a total of approximately 13
cents a day per child."
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Dr. Eliot opined that it may take 10 years or more before these health services
could be made fully available, but urged that prompt action be taken on S. 1606.
"Since this bill was introduced, more than 18,500 babies and 1,300 mothers have
died whose lives might have been saved. Each day debate goes on, we lose 8
more mothers and-85 more babies needlessly."
HAROLD G. JoswP, Reporter.
SENATE EDUCATION AND LABOR COMMITTEE HEARING OF MAY 2

MAY 3, 1946.
The committee met at 10 a. m. in room 424, Senate Office Building, Mr. Murray
presiding, to continue hearings on S. 1606, the National Health Act of 1945.
In the absence of the first scheduled witness, Mr. Philip Murray, president
of the Congress of Industrial Organizations, Mr. James B. Carey, secretarytreasurer of the CIO, presented a statement on behalf of Mr. Murray and the
CIO. He said that the 1943 CIO convention had gone on record for the principles
of S. 1606, and that the organization supports this bill, with a few minor amendments, as the solution to the Nation's health needs. He brought out that an
AMA Bureau of Medical Economics study in 1939 showed that families with incomes under $3,000 usually need assistance in paying for proper care of serious
illness, but expressed the opinion that the amount of money now spent on medical care, about $4,000,000,000 annually, could take care of health needs under
8. 1606. On the freedom of choice under this bill, Mr. Carey said: "Millions of
Americans today are hopelessly limited in their freedom of choice of physicians.
This bill will enormously increase their opportunities for some physician's care,
to say nothing of freedom to choose which physician attends th"m."
Mr. Carey criticized voluntary insurance plans on five counts: (1) Those who
need protection most are outside. (2) Most voluntary plans limit participation,
because of some requirement as to age, type of disease, income, or minimum
number of persons who must enroll. (3) Most plans are designed for serious
illness only. (4) Patients are discouraged from calling a doctor by extra charges.
(5) Consumers in medical care rarely have a say in administration. State
health insurance plans he scored because they would preserve inequities between
States, because of inadequate protection to migrants and those living near State
borders, and because they would cost more.
The witness expressed the desire to see three changes in S. 1606: (1) The
amendment of title I, section 137, paragraph (b), so that Federal grants are
always used to insure relief cases under the national health Insurance; (2)
elimination of the possibility under title II, section 210 (a) that a patient may
be required to pay a fee for the first service; (3) extension of national insurance
coverage to all federal workers.
Senator Donnell questioned Mr. Carey closely as to what grounds he had for
making the statement that "the American people want better medical care and
believe they can get it under S. 1606." The witness replied that the CIO represents, through members and their families, 24,000,000 people, that the issue of
national health insurance has been discussed on all levels of the organization,
and that CIO opinion is virtually unanimous in support of the bill. In reply to
Senator Donnell's questioning on whether or not the CIO had actually conducted
a poll of national opinion, Mr. Carey admitted that no questionnaire had been
sent out, but maintained that the CIO is more representative of public opinion
than the formal national polls.
Senator Donnell brought up the hypothetical case of the limitation of choice
for a patient when the doctors of a community have selected a capitation system
of payment and the Surgeon.General has fixed a maximum panel, which happens
to be filled for the patient's preferred doctor. He emphasized that the decision of
whether or not to take another patient would be removed from the doctor to the
Surgeon General, and over the Surgeon General the Federal Security Administrator. Robert K. Lamb, economist and adviser to the CIO, pointed out that
application of the limitation is only optional, and that it would be done-on the
advice of the National Advisory Council. Though this body would include many
nondoctors, Mr. Lamb considered this a good thing. He said that he could not
see how to prevent a hypochondriac from moving from one specialist to another
against the advice of his general physician, except by the ruling of an administrator. Voluntary plans involve the same administrative decisions, he said, but the
choice in them is even more limited due to the small number of doctors participating in the plans.
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Senator Smith raised the objection against title II of S. 1606 that it substitutes Federal regimentation for State experimentation. Senator Pepper stated
that only the insurance principle was centralized, and that administration was
to be decentralized as far as possible. He pointed out that workers would be
compelled to pay through pay-roll deductions for much of title II, and yet they
support the measure; doctors, on the other hand, would be under no compulsion
to participate in the plan professionally, and as subscribers only if they were
salaried. He went on the emphasize the disparity in numbers between the
comparatively few doctors of the country and the millions of its workers, and
asserted that a balance of interests must be struck with these figures in mind.
Martin Miller, national legislative representative of the Brotherhood of Railroad Trainmen, told of the long interest of his organization in social action to
improve health. Through most railroad brotherhood members would be excluded
from participation in the national health insurnce plan of S. 1606, Mr. Miller
endorsed fully both titles of the bill. He emphasized that as a matter of national
defense alone, the proposed legislation would be justified. Under questioning by
Senator Donnell, Mr. Miller asserted that health should not be left entirely to
individuals any more than basic education, that it is foolish to have children go
to school with no commensurate compulsion to safeguard their health, and that
responsibility for health rests with the Federal Government.
In the final testimony of the day, Edward Poss, grand worthy president of the
Fraternal Order of Eagles, described the record of the Eagles in their pioneering
advocacy of social security insurance. He declared that "the threat of decreased
income and increased expenses during periods of ill-health is as great a source of
fear as is the danger of industrial accidents, unemployment, or poverty in old
age." He reported that the 1945 convention of the Eagles went on record as
endorsing the general aims of the omnibus WagnerrMurray-Dingell bill, S. 1050,
but that it was recommended that the bill be amended "to guarantee the independence of the medical profession," because "the bill cannot function effectively
without the full and complete cooperation of a majority of the physicians and
surgeons who are our family doctors." To this end, Mr. Poss urged that benefit
payments be made in cash rather than in services, thus preserving the patientdoctor financial relationship and removing physicians from the Federal pay roll.
He concluded that voluntary plans alone will never provide for the Nation's
health needs sufficiently, but that "the establishment of a national social insurance
program for at least a minimum of benefit protection will popularize and publicize
the health insurance idea so that private companies will sell more policies to a
health-insurance-conscious Nation." Senator Murray expressed the opinion that
a cash-benefit plan would make the cost of health insurance excessive because of
administrative difficulties, and pointed out that personal relationships enter less
and less in modern medical care. Senator Donnell contrasted the present-day
system wherein one's own doctor recommends whether or not one should go to a
specialist, and the S. 1606 plan in which an administrator would have the.final
say in case of disagreement between patient and doctor over the need for a
specialist.
HAROLD G. JosIF, Reporter.
SENATE EDUCATION AND LABOB COMMITTEE HEARING OF MAY 3

MAY 6, 1946.
The committee met at 10 a. m. in room 424, Senate Office Building, Mr. Murray
presiding, to continue hearings on S. 1606, the National Health Act of 1945.
General Omar N. Bradley, Veterans' Administrator, discussed the relationship
of veterans to S. 1606, saying that nothing in the bill would impair the program
of the Veterans' Administration, and asking that nothing be added to deprive
the veteran of his benefits under the VA. General Bradley devoted the major
portion of his testimony to a description of the VA program for the care of serviceand nonservice-connected disability hospital and out-patient cases. He did corment, however, that S. 1606 requires the veteran to pay for services to which he
is already entitled without cost to himself, namely, "hospital or out-patient treatment of service-connected disability and to hospital treatment of nonserviceconnected disability when bed is available." General Bradley brought out that
medical responsibility for nonservice-connected disability is an aid in securing
suitable professional personnel for VA hospitals, because a sufficient variety of
problems in medical treatment is required to attract the best quality medical
personnel.
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At the close of General Bradley's presentation of his prepared statement, Senator Murray read a letter to the committee from President Truman. The letter
asked that existing facilities for veterans not be supplanted, changed, or impaired,
and expressed hope that additional services to veterans merely be made available.
General Bradley said he would submit amendments to effect the President's proposals. In reply to a question from Senator Murray, General Bradley stated that
the VA at present could not take care of all non-service-connected cases, there
being a backlog of 26,000 over the country, though none are of an emergency
nature. Senator Ellender directed attention to the fact that a veteran family
has no health protection under veterans' legislation. General Bradley stated
that the VA could not conveniently handle veterans' dependents, but was in favor
of some kind of further health aid to them. He agreed that perhaps veterans
would be charged less under the pay-roll-deduction plan, so that they actually
would not be paying for services to which they are already entitled if they declare
they are unable to pay for it. To a question by Senator Donnel, General Bradley
remarked that he saw no particular disadvantage, even to the veteran if he does
not have to pay as much as others, to two systems of medical care-one under
S. 1606 and another under the VA. As to the quality of group medical practice
in veterans' hospitals, General Bradley affirmed that he had heard no complaints.
Mr. Fred Bailey, legislative counsel of the National Grange, presented the position of his organization as in favor of title I, but opposed to title II, of S. 1606.
He stated that at the November 1945 session of the National Grange a resolution
was adopted favoring, for rural areas: (1) Prepayment plans for hospital bills
and health insurance, (2) combination of public or private funds with insurance
funds to equalize the ability of families and areas to secure needed health services,
(3) management of medical institutions in the hands of local people, (4) establishment of public health services wherever not now existing, (5) expansion of health
and welfare services for children, (6) State-provided medical scholarships, and
(7) locally organized study of health needs.
Mr. Bailey declared that "title II of S. 1606 goes considerably beyond anything
proposed or approved by the National Grange." (1) "It will mean probably the
greatest expansion of Federal bureaucracy that we have ever witnessed in peacetimes." . (2) "It would add enormously to the cost of maintaining national
health," due to administrative expenses. (3) It would establish a vast field for
more patronage. (4) Some doctors would yield to the temptation to profiteer
both at the public expense and to the detriment of the patients. (5) "A number
of labor unions" have tried compulsory health insurance for their members and
have abandoned it as ineffective. Mr. Bailey summarized his chief objections to
S. 1606 in saying, "Federalized medicine seems to us to be another step in the
wrong direction-that is toward surrender of more State, local, and personal
rights to a centralized national authority."
The witness concurred with Senator Donnell that administration of S. 1606
health insurance would require the services of at least one administrator to
every town of 25,000. As to a statement read by Senator Donnell estimating
that one administrator would be required to every 100 insured, Mr. Bailey said
that overhead personnel undoubtedly would come to a "considerable number."
When Senator Murray asked the witness if he knew that present Social Security
personnel could handle much of the clerical work involved, particularly on collection data, he replied that he had assumed that health insurance would require
separate administration throughout.
HAROLD G. Joes, Reporter.
SENATE EDUCATION AND LABOR COMMITTEE HEARING OF MAY 6

MAY 7, 1946.

The committee met at 10 a. m. in room 104, Senate Office Building, Mr. Murray
presiding, to continue hearings on S. 1606, the National Health Act of 1945.
The Reverend Raymond A. McGowan, representing the National Catholfc
Welfare Conference, outlined the position of his organization on title II of S.
1606 as follows: "We recognize that the voluntary systems of health insurance
which have rendered excellent service to our people would require some form of
Government aid to achieve universal health security. We favor in consequence
a national system of insurance supplemented by Government tax revenues by
means of which all citizens can be protected in matters of health; but we consider
that this bill as presently drafted is unsatisfactory because of the complicated
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methods of administration which it creates and because of the excessive Government control over the health services which are to be provided."
Father McGowan directed his statement toward recommendations for the
preservation and strengthening of the voluntary and personal elements in S. 1606:
(1) Final authority should be in the hands of a board rather than any one person.
The board should be chosen in large part from panels of names presented by the
recognized medical and hospital associations. (2) If the board suggested above
is not established, a special committee on hospital standards, listing, and appeals
should be set up, with members chosen from panels presented by the hospital associations, and this committee should serve also as an appeals board for hospitals.
(3) Those employers who do not pay the minimum wage established by Federal
law should have to pay their employees' costs of health insurance and all forms
of social security.
The witness concurred with Senator Murray that means tests are inconsistent
with the church's philosophy of human worth and dignity. He cited the bishops'
program of social reconstruction of 1919, which favored state insurance as a
"lesser evil" than insecurity until adequate living wages are achieved. He declared that although the bishops? program does not specifically call for service
rather than cash benefits under state insurance, it will be "a long time" before
wages will be adequate for full personal responsibility for health needs.
John H. Hayes, president-elect of the American Hospital Association, endorsed
title I of S. 1606, but presented several objections to title II in principle: (1) It
would "lead inevitably to Federal control and operation of the entire health
system." (2) The Federal Government will require a single pattern of medical
care, as a matter of administrative convenience; this standardization, together
with the inertia of Government regulation, will "stultify" progress in hospital
care. (3) The Government is "seldom able to control its cost of service"; the
large amount of hospital care that will be demanded will impair the quality of
services. (4) The work load that would be suddenly thrown upon the medical
profession and its facilities would confuse and break down the present excellent
system. As substitutes for title II, Mr. Hayes endorsed the Hill-Burton hospital
construction bill, S. 191, and Federal aid to States for indigent care.
Senator Pepper emphasized that many hospitals today are publicly owned and
operated, and that private hospitals willingly accept standards imposed by the
Veterans' Administration, Blue Cross, and American Hospital Association. The
Senator inferred that the establishment of hospital standards under S. 1606
would not be deleterious to quality of care, especially since the bill could readily
be amended so that local medical societies would determine such standards. Mr.
Hayes contended, however, that Federal control of the purse strings would mean
ultimate control of hospital criteria, and said that he was opposed to the whole
Federal insurance principle anyway, and so did not care to suggest any amendments. Senator Pepper asked if the hospital practice of charging the rich full
costs for services, while the poor are charged according to their ability to pay, is
a form of "insurance." The witness replied negatively. In response to Senator
Donnell's questioning, the witness listed several reasons why he considered S.
1606 "Federal medicine": (1) It mentions no right of the individual to select his
own hospital. (2) There will be a tendency for more and more regulations to
emanate from the central authority. (3) The Surgeon General will negotiate
all contracts for hospital participation. (4) The Surgeon General alone will
certify Federal payments to hospitals. (5) The Surgeon General has final
authority on the approval of hospitals for the program.
The third witness of the day, Rev. John G. Martin, past president of the
American Protestant Hospital Association, summarized his testimony in saying
that "the psychological aspects of hospital and health care resulting from its very
personal nature have been completely overlooked by the proponents of this legislation." He envisioned (1) a complicated clerical procedure involved with every
patient's entry into a hospital; (2) a purely mechanical administration of health
services; (3) application of prescribed measures of care and nothing more; (4)
discouragement of private philanthropy, resulting in great loss in health service,
facilities, and spiritual values; and (5) thefixing of standards which would be
made to apply in all parts of the country regardless of local circumstances or
needs.
The witness suggested that the Government could improve health by not destroying "a soundly developing system," but by supporting and developing further
Blue Cross plans, S. 191, and Federal aid for indigent care as provided for under
title I of S. 1606. Senator Pepper asked him how he could state that American
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health needs have been well served by the existing system in view of a series of
statistics cited by the Senator showing the lack of doctors and medical facilities
in the country. The witness replied that despite these conditions, which are sometimes misrepresented by statistics, the present voluntary system is better than
what is proposed to cure it. He admitted that the Blue Cross plan involves the
setting of a schedule of fees for hospitals, and that the Government's determina-.
tion of fees need not detract from the quality of medical care if done correctly.
He added, however, that he did not think this would be done properly.
On behalf of the Catholic Hospital Association, President Alphonse M. Schwitalla, S. J., endorsed the intent of parts A and B of title I, but asked that the use
of private agencies in the public health program be facilitated, that State health
agencies be specifically required to receive the advice of the State advisory councils
before issuing regulations, and that it be stipulated that grants from the Federal
Government to the States for public health services may not be used for the
promotion of contraceptive planning and procedures. Part C of title I was also
endorsed by the witness, on condition that if title II were passed no separate
program for the needy should be perpetuated.
The witness declared that the compulsion involved in the national health
insurance portions of S. 1606 is not justified in view of the great contributions
of the present system toward better health. He expressed fear that operation
of the bill would lead to progressive disregard for the patient, loss of professional
interest, and dissatisfaction on the part of hospitals, particularly because the
Surgeon General's payments are to be considered "full reimbursement for the
cost of essential hospital services." He also deplored the grant of services rather
than cash as the national health insurance benefits, saying that they lead but to
complications of the doctor-patient, Government-doctor and patient-GoVernment
relationships. He explained that he was in favor of straightforward cash indemnities, because this would eliminate complicated administrative machinery,
conserve freedom of choice, and treat the subscriber like a mature person. In
summarizing his criteria of a national health program, the witness made the
following points: (1) The program must allow for the moral and social obligations
of the individual; (2) the individual's method of meeting his duty must be left
to his own choice; (3) the Government should aid the individual when the obligation becomes too onerous; (4) not by exempting, but by assisting, the individual
to the fullest realization of his obligation; (5) the duty to one's health being
conditional rather than absolute, not too great a price must be paid for health
security; (6) personal relationships should be maintained through simple administrative procedures; (7) a national program should merely supplement the
present system of health custody; (8) universal coverage must "embrace" the
individual who can pay for his health security as well as those who cannot;
(9) the training of professional personnel should be regarded as the joint responsibility of voluntary and governmental agencies.
During the final questioning period, Senator Donnell suggested that the authors
of the bill planned for service rather than cash benefits so that the Surgeon
General would be able to conclude mass contracts with medical services, and thus
keep down expenses which would otherwise be excessive. Senator Pepper
remarked that the Blue Cross pays all benefits through services, and that there
has been little opposition to its plans on that account from any quarter.
HAROLD G. JosIF, Reporter.
SENATE EDUCATION AND LABOR COMMITTEE HEARING OF MAY 7

MAY 8, 1916.

The committee met at 10 a. m. in room 104, Senate Office Building, Mr. Murray
presiding, to temporarily conclude hearings on S. 1606, The National Health
Act of 1945.
The Right Reverend Monsignor John O'Grady, secretary of the National Conference of Catholic Charities, supported the national health program of S. 1606,
with the qualification that the "first objective must be to encourage the individual
to provide health protection for his family through his own effort." He urged
that the Government should encourage such voluntary efforts on the part of the
individual and should not seek to supplant the organizations of his own choosing
for the purpose of providing health protection. "He said, however, that "a national
program of health security should be based on the joint efforts of the individual,
of industry, and of government." Any program should have universal coverage,
he continued, yet provide that those now protected by voluntary plans can
8 5907-46--pt. 5-----20
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continue so. He warned that pay-roll taxes must be sufficient, lest the spread
of an inadequate fund over a very large number of people lead to too much
entralized control. As to the administration of the bill, Monsignor O'Grady
summarized his position as "in favor of a national program administered directly
by the National Government, but with the large degree of autonomy on the part
of local communities in administration and policies." Specifically, he advocated
strengthening the role of advisory committees, giving them personnel to make
their own studies and power to call meetings on their own initiative and choose
their own chairman.
In the examination period, Monsignor O'Grady said that he objected equally to
means-test charity medicine, which is not willingly accepted and so never works,
and to any substitution of outright public medicine. He expressed concern for
the large lower middle class, who can no more afford a serious illness than the
very poor. He asserted a universal prepayment health plan is essential, with
encouragement, however, to voluntary plans, even though their subscriber and
benefit coverages are admittedly insufficient, and probably will continue to be so.
The second witness of the day, Congressman Arthur Lewis Miller, M. D., of
Nebraska, declared himself strongly in opposition to title II of S. 1606. He stated
that it would make the family physician a thing of the past, and that it was
regiminal, expensive, wasteful, and incapable of being administered democratically. He warned that the present high quality of medical attention would
be stretched over too many patients, so that the standards of medicine of today
would eventually decline. Congressman Miller described poor medical conditions
he had seen in Europe in his visits there as a doctor in 1927 and 1935. He attributed the decline of European supremacy in the field of medicine to loss of initiative
resulting from the state health plans prevalent in Europe. He contrasted the
progress made under the American system of medical practice with that which
would be administered by "medically untrained bureaucrats" under S. 1606.
He contended that title II of the bill would limit markedly the freedom of
patients and doctors, and that all doctors in time would be "forced economically"
to participate in the health-insurance program. He agreed with Senator Donnell
that the execution of title II would require the greatest peacetime increase in
Government personnel that the country has ever known.
The third witness was Leonard W. Mayo, dean of the school of applied social
sciences, Western Reserve University, who appeared on behalf of the National
Commission on Children and Youth, formerly the National Commission on Children in Wartime. He quoted an official statement of the Commission, as follows:
"To be most effective, the maternal and child health and crippled children's programs must ultimately fit into a total medical-care plan designed to lift the level
of health and medical care for all people, but expansion of the services necessary
for mothers and children must not be delayed pending decision of the total plan."
Mr. Mayo cited a number of evidences of need for title I, part B, of S. 1606:
(1) "One in every four 18-year-old boys was rejected by the Selective Service
System as unfit for general military service. Of these, hundreds of thousands
were rejected for causes correctable in childhood." (2) "Out of every 1,000
children under 16 years of age in the general population, there are 8, on the
average, who are crippled." (3) "Recently a number of State agencies reported
a total of 15,000 children at one time who could not be given care because of
lack of funds." (4) Only three-fifths of the counties in the Nation are equipped
with an adequate public-health service.
The witness disclosed that the National Commission on Children and Youth
has proposed legislation, extending Federal-State grant-in-aid programs, with
which part B, title I, of S. 1606 is substantially in agreement. The Commission
recommended appropriation of 75,000,000 more dollars for child and maternal
programs for the fiscal year 1946, 25,000,000 of which would be allocated to
maternity, infant, and preschool care, 15,000,000 to preventive and corrective
health services to children, 10,000,000 to dental care, and 25,000,000 for crippled
children's services. Mr. Mayo emphasized that "inability, to meet sickness bills
means lower incomes for doctors and hospitals. Illness is deleterious to business
and industry, as it substantially reduces general purchasing power."
In his statement, Mr. Mayo stated that "seven countries had lower infantmortality rates than the United States in the years immediately preceding World
War II. Some 7 to11 countries had lower death rates among children." During
the examination period, he identified the seven countries that had had lower
infant-mortality rates as Iceland, Norway, the Netherlands, Sweden, Switzerland, Australia, and New Zealand.
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Under questioning from .Senator Donnell, Mr. Mayo described the connections
of Labor:
between the Commission and the Children's Bureau of the Department Children's
The original members of the Commission had been appointed by the
Bureau; the Secretary of the Commission is a Bureau employee; and the Bureau
publishes some of the Commission's pamphlets.
The final witness of the day was Dr. Henry F. Helmholz, chief of the section
of pediatrics, Mayo Clinic, Rochester, Minn. He told, under questioning by
Senator Donnell, of the work of the executive staff u- the American Academy of
Pediatrics which is being done in a building occupied by the United States Public
Health Service, and with the aid of certain Government employees. Senator
Donnell expressed the wi -h to go on record as disapproving the fact that the
Academy, and the Commission described by Mr. Mayo, issued publications without making clear therein their relations to Government agencies.
Dr. Helmholz testified that, although United States medical standards are now
generally the highest in the world, this is partly due to American wealth and
freedom from European war and economic hardships, that in maternal death
rates the United States is worse than Sweden, and that regardless, American
medicine, particularly for child care, can be and should be greatly improved.
He cited a study of maternal deaths in Minnesota, a State with one of the lowest
rates in the country, in which study 73 percent of the deaths were found to be
preventable. He asserted that the preeminence of American medicine is due
mostly to the work done in clinics by young and generally low-salaried doctors.
He remarked that freedom of choice of doctors means almost nothing, because
patients are not qualified to judge, and that the problem therefore is to assure
high-quality care from all doctors through raising standards of medical training
and practice.
HABOLD G. JosI, Reporter.
SENATE EDUCATION AND LABOR COMMITiEE HEARING OF MAY 29

MAY 30, 1946.
The committee met at 10 a. m. in the caucus room, Senate Office Building,
Mr. Murray and Mr. Donnell presiding, to continue hearings on 8. 1606, the
National Health Act of 1945.
Dr. Edward H. Ochsner, member of the American College of Surgery and the
Chicago Medical Society, challenged the effectiveness of title II of S. 1606 on
the basis of his studies and visits abroad since 1896. Even at that early date,
he declared, emphasis in German medicine, which had been socialized for 13 years,
was on palliative rather than curative measures. He stated that calls from
insured patients were very numerous, and too often for minor or imaginary complaints. He recalled that one German doctor practicing in a hospital told him
"I have to waste one-fourth of my time ferreting out malingerers." The witness
reported that another German doctor' took care of his office calls at the rate of
1 patient every 3 minutes.
The health-insurance program of S. 1606, Dr. Ochsner declared, would "certainly be socialized medicine." He considered it an inherent fault of socialized
medicine that excessive numbers of calls are made upon doctors, with consequent
overwork and lowered standards of care. On this account, he disparaged the
ideas that S. 1606 would bring more prompt, more available, or better quality
medical service. He stated that even case records were less well kept in Germany than in the United States. He asserted that quackery was an offshoot of
socialized medicine in Germany, the number of quack doctors having increased
from 1,713 to 12,413 between 1887 and 1929. Dr. Ochsner estimated that there
were about as many "paper workers" as members of the medical profession in
the socialized medical program in Germany.
The witness stated that the Chicago Medical Association is distinctly opposed to compulsory health insurance, and that, on the other hand, a resolution
endorsing voluntary plans was unanimously approved by the society.
The last witness of the day was Dr. George A. Unfug, representing the executive
committee of the conference of presidents and other officers of State medical
associations. He expressed the wish that title I and title II of S. 1606 be Introduced as separate bills, in order that the merits of socialized medicine could
be discussed without confusion. He denied the statement that physicians "will
remain free to accept or reject patients and to participate in the system full
time, part time, or not at all," since 80 to 85 percent of all the population would
be beneficiaries under S. 1606. He objected that the young man just out of
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medical school would have the same financial return as a physician who has
been in practice for 25 years. He expressed-fear that good students would shun
medical training to enter fields where they can "be their own boss," and where
"initiative, hard work, and ambition are rewarded."
Under S. 1606, hospitals apparently would have to pay a patient's X-ray expenses from the per diem received from the Government for hospitalization, the
witness said, and warned that this arrangement would lead to the adulteration
of radiological services. He considered it significant that few of the doctors
supporting S. 1606 are from rural areas, and wondered whether they would be
willing to move to rural areas and practice under the conditions imposed by
title II. He challenged some conclusions drawn from statistics of absenteeism
due to sickness, saying that there is nothing in S. 1606 that would lower loss
of man-days due to accidents or to common 'colds.
Dr. Unfug presented a resolution composed of drafts submitted by committees
of 11 State medical societies, calling for: (1) a secretary of Public Health and
Medical Welfare; (2) encouragement of medical research; (3) provision of
Federal or State loans for hospital and educational facilities to be controlled
by the medical profession; (4) establishment of State-wide voluntary nonprofit
health-care programs; (5) cooperation with the proposed plans of Maj. Gen. Paul
R. Hawley in therapeutic administrations for veterans; (6) establishment of
public-information services to advise people on preventive medicine and sources
of therapeutic aid.
Speaking of the Colorado Hospital Service (Blue Cross), -which covers approximately 35 percent of the population of Colorado, the witness said, "It has
been our experience that 25 to 30 percent of the entire rural population of a
county can be enrolled within 2 weeks after the organization machinery * *
is completed."
Dr. Unfug questioned the existence of any great "public demand" for S.
1606. He called attention to the results of a May 1946 Gallup poll showing that
fewer than 4 out of 10 people in the United States know what the bill is.
The witness concurred with Senator Donnell that it would be very difficult to
certify specialists fairly under general rules laid down by an advisory council
composed partly of lay members. He declared that all members of the national
advisory council should be members of the medical professions.
HABOLD G. Josir, Reporter.
SENATE EDUCATION AND LABOR COMMITTEE HEARING OF MAY 22

MAY 23, 1946.
The committee met at 10 a. m. in the caucus room, Senate Office Building, Mr.
Murray presiding, to continue hearings on S. 1606, the National Health Act of
1946.
Dr. John R. Nugent, director of education of the National Chiropractic Association, declared himself in favor of the general purposes of the bill S. 1606. He
expressed personal satisfaction that the sponsors of the bill intend to place no
restrictions upon the patient's freedom of choice. He asked, however, that use
of the words "medicine" and "medical practice" in the bill be clarified, so that
no doubt could exist that a patient might choose osteopathy or chiropractic for his
treatment If use of the term "medicine" were strictly construed, he asserted,
the rights of 30,000,000 citizens and many practitioners might be abrogated. In
conclusion, Dr. Nugent cited instances of congressional and insurance-company
recognition of States rights in the licensing of types of medical practice.
On behalf of the Christian Science Churches, Arthur J. Todd, manager of the
Washington, D. C., Christian Science Committee on Publication, opposed S. 1606
in toto. He.declared that if the bill would do all that was claimed for it, the
churches would merely seek to amend it, but that they are convinced that the
bill would not improve the health of the majority of people who depend upon
medical treatment. "We believe that Government medical care, combined with
cash payment during illness, would have the same tendency here as elsewhere to
prolong sickness, to produce an inferior quality of medical care, and to lead
many people to seek medical service when they did not really need it simply
because they could get it without further expense."
Mr. Todd also objected to the support of "one branch of the healing art" by
taxation, when many of the people taxed have no confidence in that branch. He
stated that the compulsion involved in S. 1606 differs from that involved in
taxation for public schools, because it is a violation of the tenets of Christian
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Science for an adherent to accept medical treatment, whereas denominations that
maintain their own schools do not prohibit the attendance of their children at
public schools. He declared that the proposed legislation therefore threatens
to "trample" on the right of religious freedom guaranteed by the Bill of Rights.
"The requirement to pay taxes violates constitutional protection of religious
freedom no less than would universal requirement to submit to compulsory
medicine or hospitalization or emperor worship." The witness estimated that
about 40 religious sects are opposed to "material" forms of healing.
The final testimony of the day was given by Elizabeth W. Wilson, Ph. D., an
associate of the Actuarial Society of America. Speaking for herself and on
the basis of her studies, she asserted that the liberality of the medical benefits
under S. 1606 is limited only by the amount of money in the account and the
desires of the Surgeon General Assuming "political pressure" for the extension
of health benefits, and continuation of at least present compensation to doctors
and hospitals, she stated that "it is fair to cite recent estimates of what
adequate benefits would cost. Estimates of the annual cost of the medicalhospital benefit range from $16 per family to $66.97 per capita, but there is a
decided concentration around a model value of $25 * * *. From this, it seems
patent that medical and hospital care alone will cost about $25 a year or 4 percent
of the worker's coverage wage * * *. The cost of an adequate dental benefit
is not so certain * * *. An estimate of 2 percent seems extremely moderate,
but even this would entail an over-all charge of 6 percent under present conditions * * *. But conditions change. In England, the per capita medical cost
doubled, 1917-27 * * *. It is not improbable that before the medical costs
are stabilized, they will amount to at least 9 or 10 percent of the covered pay
roll. Moreover, there will probably be a wage-loss benefit which, with the invalidity benefit, will cost 2 percent of the payroll at the beginning, and at least
twice that ultimately. The unemployment compensation will cost another 2
percent. Actuaries estimate that the old-age and survivorship benefit will cost
12 percent by 1990
*
. If the Government, State and Federal, take onefourth of the national product, we cannot have an expanding economy. It is
only through such an economy that the American workers can hope for a rising
living standard on a firm foundation."
During the interrogation period, Senator Murray quoted from one of the
witness' magazine articles which stated that 600,000 people in England had "renounced" their benefits under the British compulsory-health-insurance plan. He
pointed out that an official British statement said of this group that they merely
failed to register for the doctor of their choice, which they could do at any time.
Senator Pepper also cited an official British source contrary to one of the witness'
statements-that per capita costs had risen under the British plan. The statistics
quoted by Senator Pepper showed a decrease in the per capita cost per subscriber, despite a 9-percent increase in coverage, between 1921 and 1927. The
witness admitted that she had entered into a contract to write a monograph
on national health insurance for the National Industrial Conference Board, and
had accepted money for other writings on the subject, but said that she had always expressed her own independent judgment.
HABorL G. JoeSF. Reporter.
SENATE EDUCATION AND LABOR COMMITTEE HEARING OF MAY 23

MAY 24, 1946.
The committee met at 10 a. m. in the caucus room, Senate Office Building,
Mr. Murray presiding, to continue hearings on S. 1606, the National Health Act
of 1945.
The first witness of the day, Dr. R. L. Novy, president of the Michigan Medical
Society, devoted his prepared statement to a history of the Michigan Medical
Service, "the most successful of the 63 doctor-sponsored nonprofit medical plans
now in operation. Michigan Medical Service now has 858,151 subscribers and
has paid $15,049,278 94 to doctors for services provided in 817,147 cases (as of
April 80, 1946). One of every six residents of Michigan is protected by the
plan * * *
Dr. Novy related that enabling legislation for the program was secured in
Michigan in 1939. and that operation began on March 1, 1940. "It first offered
a complete medical-care program, covering medical services rendered in the patient's home, the doctor's office, and the hospitaL * * * In the absence of
actuarial data, the rate for this complete medical-care program was set at $4.50
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a month for a full family-a figure which proved to be barely half the actual
cost of providing service to the average family. * *- * .In spite of this halfcost figure * * * the maximum number enrolled under the complete medicalcare program was only 7,375 persons." After 27 months of operation, Dr. Novy
reported, the complete medical plan was discontinued; during the same period,
however, 350,000 persons were enrolled in a plan with benefits in surgical care
only. The witness exhibited the results of a 1944 poll in Michigan by the Michigan
Medical Service showing the public about equally divided in willingness to pay
an extra sum for complete medical and surgical care in home, doctor's office,
or hospital. He stated that the Michigan Medical Service, the Michigan Hospital
Service, and the Blue Cross plan have so joined their health-care programs that
the subscriber can enroll simultaneously, make single payments, and carry a single
identification card. He expressed the opinion that it has been the "grass-roots
approach" which has been fundamentally responsible for the successful development of the Michigan plan.
During the interrogation period, Dr. Novy emphasized the strong support
given to the Michigan Medical Service by doctors, labor unions, the Michigan
Medical Society, and the general public. Expanding on the failure of the complete medical plan once sponsored by the Michigan Medical Service, he asserted
that patients abused the plan to the extent that the average annual number of
doctor calls per subscriber was more than six-enough to require each doctor
in the State of Michigan to see a new patient every 15 minutes if the rates were
universal. He also referred to certain Public Health Service statistics to demonstrate that, in general, family incomes in excess of $1,800 bring with them no
further really effective health attention. The entire attention of those wishing
to better the Nation's health should be concentrated on families receiving less
than $1,800, he declared.
The witness stated that experience has shown that surgical cases, which comprise about two-thirds of all hospital patients, can be insured at an average cost
of 56 cents a month and that the average cost of both surgical and medical
coverage is 80 cents a month. He scored the provision in S. 1606 allowing only
$7 per patient per day to hospitals, stating that in Michigan only 1,000 hospital
beds could become available at that rate.
Dr. Novy agreed with the testimony of Federal Security Administrator Altmeyer that statistically the United States is not quite the healthiest country in
the world, but asserted that the comparison was no fair, since the countries
with better records were much smaller and have more healthier climates. He
considered comparisons between Chicago, London, and Berlin to be valid, however, because of the similar latitude and weather. He pointed to the 50-percent
higher tuberculosis and infant-mortality rates, and the 600 percent higher
diphtheria rates, in the latter two cities during prewar years. He attributed the
contrast to the different organization of medical practice, and expressed fear
that S. 1606 would set up unenforceable, OPA-like regulations which would result in medical "black markets".
Dr. Ira D. McCoy, medical and surgical practitioner from Bad Axe, Mich.,
declared himself thoroughly convinced that S. 1606 is "the nearest approach that
has yet been made in solving the social difficulties of this Nation insofar as
the distribution of medicine and dentistry to our people is concerned." Emphasising the need for better health. Dr. McCoy stated that the country loses one and
a half million man-years annually through sickness, that "from 30 to 50 percent more mothers (and about 50 percent more infants in the first month) die
than would die if they had good medical care," and that better health is necessary for military preparedness. Of voluntary health plans, the witness said that
they show that the American people believe in health insurance, but that the
people who most need such insurance either neglect to buy it or cannot afford
it. "The Blue Cross in Michigan is popular, but its scope is so limited that it
can contribute little to the entire extension of medical care required by the people
of the State." The witness further criticized the arrangement whereby the Veterans' Administration pays the Michigan Medical Service $1.07 for every dollar
paid by the service to doctors participating in the care of veterans. On the
freedom-of-choice issue, he stated "there Is nothing in the act which does away
with or,destroys the romance of the practice of medicine which is fading Into
history, because of economic pressures under the so-called voluntary system."
In reply to a question from Senator Donnell on the lower incomes of German
doctors as compared with American doctors, Dr. McOoy remarked that in comparing European countries with the United States, it must never be forgotten
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that there are large differences in national wealth per capita income, and Government expenditures on sanitation and other conditions affecting health.
The committee reconvened at 2:30 p. m. in the caucus room, to hear the testimony of George F. Addes, secretary-treasurer of the United Auto Workers, CIO.
He pointed out that the membership of UAW have.given unanimous support to
the Wagner-Murray-Dingell bill, both in its original and present forms, by
action taken through their elected delegates at the last two national conventions.
He said that the experience of the UAW Health Institute in Detroit has shown
that a large proportion of workers have needed medical and hospital attention for
a long time and that inquiries show that the principal reason for their failure
to get care has been the expense which they feared would be involved. He
stated that, although UAW has Supported the Michigan Medical and Hospital
Services plans, and UAW members constitute 50 percent of their subscribers,
,these plans have two principal weaknesses-many of the persons not covered
are those who are most in need of the protection, and the cost is high, considering the limited benefits ensuing. The witness submitted statistics on Michigan
for the years 1941-44 (from the Michigan Insurance Department) showing (1)
"Although the Blue Cross plans have increased their business from over
$3,000,000 in 1941 to over $12,000,000 in 1944 * * * the private insurance
companies have during the same 4-year period increased their business from
over $23,000,000 to over $42,000,000 * * * Thus it would appear that the
increasing concern of people for an insurance plan which might give them real
health protection has resulted in private insurance companies obtaining twice
as much of the new insurance business in Michigan as the Blue Cross plans." (2)
"The private companies pay back to the subscriber an amount which varies from
19 cents to 57 cents for each premium dollar paid in. The average amount
which the subscriber recovers from these companies is only 43 cents on his
premium dollar. Most of the difference, totaling approximately $75,000,000
in 4 years, obviously represents excessive operating costs, high salaries, highpressure promotions, and huge profits." (3) "One private insurance company
alone did a business of over $124,000,000 during this 4-year period, almost four
times greater than the combined Blue Cross plans. In its extensive advertising
and promotional campaigns this company promises the subscriber complete
hospital, medical, and surgical care * * * And by holding out this alluring
promise to the subscriber and his family, this one company collected in Michigan
alone over $124,000,000 in this 4-year period, and paid out in benefits only
$52,000,000." The witness also pointed out that this same company has a regular
radio program which opposes the "socialism" of the Wagner-Murray-Dingell bill,
and suggested that the committee investigate the extent to which private health
insurance companies have financed publicity against the bill.
Mr. Addes questioned the sincerity of the medical associations in raising the
issue of free choice of one's doctor in opposing S. 1606. He stated that UAW
for years has been seeking to amend the Michigan workman's compensation law'
so that a worker can go to the doctor of his choice, but that the Wayne County
and Michigan Medical Associations never "lifted a finger" to aid the union in its
efforts. "As the workers see it, the Wagner-Murray-Dingell bill for the first time
would give them the economic freedom to choose a doctor when they need one.
That is the free choice that really matters."
..
During the period of questioning, Mr. Addes contended that though' the
Michigan Blue Cross plans have had rapid growth, they have recently almost
reached their maximum and leveled off, expanding only by 20,000 subscribers in
1945.. He also challenged, on the basis of his experience, the statement that
family incomes above $1,800 can purchase no better medical care in general
The final witness of the day was Dr. L. George Grupe, vice president of the
International Chiropractors Association. He declared that any national health
act must protect "all methods of the healing art--drug and drugless-" for the
sake of both patients and practitioners. He complained that S. 1606 gives apparent unlimited recognition to medical control, and said that, therefore, "S.
1606 should be amended in order that the National Medical Policy Advisory
Council includes true representatives of the science of chiropractic."
*HAROLD G. JoseI, Reporter.
SENATE EDUCATION AND LABOR COMMITTEE HEARING OF MAY 24

MAY 27, 1946.
The committee met at 10 in the caucus room, Senate Office Building, Mr. Murray
presiding, to continue hearings on S. 1606, the National Health Act of 1945.
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The first witness of the day was Dr. Shelby Jared, representing the Washington
State Medical Service Bureaus. He declared the Washington State Medical
Association unalterably opposed to the passage of S. 1606, because it would
"create a political system for the administration of medical services patterned
after foreign philosophies, which in nowise provide the high standard of care
for the people that is administered to our own population." Dr. Jared devoted
most of his testimony, however, to a description of the voluntary prepayment
health plans sponsored by the county medical bureaus in the State of Washington. Though these plans vary considerably in coverage, method of payment, and
benefits, the witness noted, "now most bureaus write a full coverage contract in
which $2.75 a month is charged, and the patient is covered for everything except
diseases for which he was under treatment when he joined, hospitalization for
tuberculosis, hospitalization for insanity, and the treatment of pregnancy."
During the last 3 or 4 years, the overhead expenses for these plans has been
between 7 and 8 percent, he said.
The second witness was Dr. George Baehr, president of the New York Academy
of Medicine, and chief of medicine in the Mount Sinai Hospital, New York. He
explained that the academy is an organization dedicated to the advancement
of medical education and research, and that it is entirely independent of the
American Medical Association. He stated that he was representing the views
of the academy's special committee on medicine and the changing order, which
has been studying problems of medical care for 3% years. "From our experience
and our study of the problem, we feel certain that title II of S. 1606 which deals
with national compulsory medical insurance will result in abrupt, Nation-wide
changes in medical practice which will destroy much of that high standard of
medical care to which we have become accustomed in this country during the last
40 years, and which we take for granted."
The Hill-Burton hospital bill and title I of S. 1606 were endorsed by Dr. Baehr,
who urged, though, that maternal and child care be concentrated in the area of
greatest need. Of title II of S. 1606, however, the winess said: "National compulsory health insurance cannot create the services essential for improving and
extending medical care and it is most certainly incompetent to raise the quality
of medical practice. On the contrary, there is a wealth of experience which shows
that under compulsory medical insurance on a Nation-wide scale, though a larger
number of people receive medical care, the quality of medical services rendered
by the individual physicians tends to decline * * *. The patient is tempted
to demand more attention than he requires. Still more serious is the temptation
presented by the scheme to the practitioner to add to his income by rendering
unnecessary services * * *. This has been the recent experience in New
Zealand and it has been our own experience in the operation of workmen's compensation insurance in New York State." Dr. Baehr remarked that he had been
the secretary of a Governor's commission to revise the provisions of the Workmen's Compensation Act in New York State.
The witness urged that an entirely new bill be framed to provide a program of
Federal grants-in-aid to the States for the study and development of State and
local programs of medical care. He also endorsed the thorough trial of voluntary
nonprofit health insurance, Government payment of premiums under these plans,
and experimentation in at least one of the States with compulsory health insurance.

During the period of questioning, Dr. Baehr read statements from the British
medical journal, Lancet, and the New York Times on the New Zealand compulsory health insurance program. One writer stated in Lancet that "nMy Impression is that standards have fallen, and that the economic motive in general practice has become even more predominant than before." The other quotations read by the witness were also critical of the New Zealand plan because of economic abuses on the part of both patients and doctors.
Dr. Baehr emphasized the need to proceed slowly in adopting national compulsory health insurance by pointing out how many difficulties have arisen in
workmen's compensation plans, and how long it has taken to iron some of them
out. Among other things, doctors should learn that there are better methods of
practicing medicine than solo practice, he said.
The witness concurred with Senator Donnell that from an actuarial viewpoint the base of a health insurance plan could be sufficiently large in each
State to enable satisfactory performance of -State health insurance plans.
Senator Smith asked the witness what he thought of S. 2143, the health bill
introduced by Senator Taft, Ball, and Smith. Dr. Baehr replied that in his
personal opinion the bill has many deficiencies, and would require considerable
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rewriting and amplification, but that the general principle of grants-in-aid to
the States is a step in the right direction. In reply to a question from Senator
Taft, the witness stated that it "would be a great financial underpinning of the
voluntary plans, if Government would pay the premiums of unemployed, or if
an unemployment fund would pay the premiums of the unemployed, and if the
Government would pay for those who could not afford to pay the premiums themselves, because they are-unable to for various reasons."
The third witness was Dr. George H. Phelps, representing the Wyoming Medical Society. He stated that in his experience in testing men for induction into
military service, he found that money was not the major factor in the failure
of those examined to correct their defects; "ignorance of health problems is the
biggest single factor that we must change." He made the following observations upon which to base a medical program: (1) The teaching of public health,
hygiene, and nutrition should be made an integral part of our public-school curriculum. (2) Public-health centers should not be established in isolated areas
where there is not sufficient population to support a hospital or physician;
however, "in areas where there is a large population but where, for purely economic reasons, there is lack of adequate staff, the State or Federal Government
should step in." (3) The health problem is one of need for more doctors, rather
than a simple question of their distribution; even the extension of voluntary
plans places extra burdens on doctors.
The fourth to testify was Dr. Hubbard T. Buckner, who spoke on behalf of the
Washington State Medical Association. He asserted that national compulsory health insurance had failed abroad, resulting in rising medical costs and
sickness rates, in greater deficiencies of physicians in rural areas than in the
United States, and in 50 to 100 percent more days lost per person through sickness than in the United States. Among the witness's arguments against the
Wagner-Murray-Dingell bill were the following: (1) The measure takes no steps
against malnutrition, unsanitary surroundings, and poor housing, from which
most illnesses arise. (2) No provisions are made "to compel the people to submit to preventive measures, which are highly important factors in any medical
program." (3) There would be imposed a tax liability on 40,000,000 individuals
who already have medical, accident, and hospital insurance. (4) The program
would require an additional 300,000 Federal employees. (5) Hospitals would
be opened to any doctor licensed to practice medicine or surgery, and would thus
break down the standards of hospital care.
The final witness of the day was Dr. W. R. Brooksher, secretary of the
Arkansas Medical Society, on whose behalf he spoke. "We seriously doubt
that S. 1606 can secure its desired aim-a sound national health program," he
said. He objected in particular to the compulsion involved in levying additional
taxes, "especially since there is no estimate of the costs involved nor any assurance that the contemplated benefits will be secured." He also charged that the
bill would create centralized dictation of the personal, confidential relationship
which exists between patient and doctor. In response to an inquiry from Senator
Donnell, Dr. Brooksher stated that the Arkansas Medical Society passed a resolution opposing S. 1606 at its April 1946 convention.
HABnou

G. Josir, Reporter

SENATE EDUCATION AND LABOR COMMITTEE HEARING OF MAY 28

MAY 29, 1946.
The committee met at 10 a. m. in the caucus room, Senate Office Building,
Mr. Murray presiding, to continue hearings on S. 1606, the National Health
Act of 1945.
The first two witnesses of the day testified on behalf of the Montana State
Medical Association. Dr. S. A. Cooney, president of the association, stated that
he had been instructed by a unanimous vote to oppose S. 1606, and that his
personal views were in accord with the association's. (Later, in reply to a
question from Senator Donnell, the witness said his authority to speak against
the Wagner-Murray-Dingell bill came during the association's convention held
in the summer of 1945.)
Dr. Cooney charged that physicians have been slandered and belittled in
testimony before the committee, even though "doctors as a whole have given of
their time, energy, skill, and money to this Nation, without reservation." He
declared that physicians' fees have remained stationary in Montana for 50 years,
while other medical costs have greatly increased, and while the average cost of
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medical education has risen from $1,500 or $2,000 to $12,000 or $15,000. He
asserted that in his 40 years of practice he has known of no person who has
been refused medical care for lack of money. "The gratitude of the poor is a
source of intense satisfaction to the physician, and gives him an inspiring compensation. In small communities the faniily doctor is a family friend, family
adviser, and arbitrator of family affairs. * * * Destroy this and you destroy
a part of America itself." Dr. Cooney also expressed fear that "although S. 1606
at this time does not contemplate taking over private institutions, religious and
otherwise, it does not take too much of a stretch of the imagination to see the
independent and religious hospitals of this Nation fighting for their very lives
as they are doing in England today." The witness concurred with Senator Morse,
however, that personal relations between patient and doctor are more prevalent
in rural than in urban areas, from which the demand for Government intervention in health care is greater.
Dr. A. R. Foss, chief surgeon of the Northern Pacific Railroad Benefit Association, expressed the opinion that the doctors, dentists, pharmacists, and nurses
of the State of Montana are overwhelmingly opposed to the Wagner-MurrayDingell bill, and reported that the dentists in their annual meeting at Butte a
month ago voted unanimously to "oppose to the hilt" such legislation as S. 1606.
He described the health care available to all employees of the Northern Pacific
Railroad-complete medical services up to 6 months, and in some cases longer,
costing 1 percent of the employee's monthly wage, or a maximum of $1.75 per
month. He protested that under S. 1606 this association would be broken down
and destroyed. Though he expressed agreement with title I of S. 1608, the
witness presented a number of reasons why title II did not meet with the approval
of the Montana State Medical Association: (1) Experience in other countries
has shown the cost of national health insurance to be excessive in relation to the
benefits received. (2) In many cases malingering results from free medical
service. (3) A Federal bureaucracy of hundreds of thousands of workers would
be created to administer the plan. (4) Passage of the bill would cause a stampede
of special groups, such as those already covered by voluntary plans, seeking to
be excluded from the program. (5) Americans hate compulsion in every form,
and particularly Federal meddling in local affairs. (6) "Dictatorial power over
the lives of millions of people" is given to the administrators of the program.
(7) Compulsory health, insurance would make mere numbers of patients and
doctors. (8) It would be better to focus attention upon. immediate needs and to
pass individual bills for them. (9) National health insurance makes "political
powers" of the medical profession.
Dr. Foss agreed with Senator Murray that medical care given under the Northern Pacific Railroad Benefit Association is of excellent quality. Senator Morse
then asked if the association's plan does not incorporate some of the same
principles so deplored when seen in S. 160-group practice of medicine, contract
payments, compulsory pay-roll deductions, and laek of personal relations, for
instance. He stated that simply because there are not enough doctors, dentists,
hospitals, and medical services in general, health has become a political issue
to the American people. They look to the Government to get adequate medical
care for the country, he said, because the present system has failed to meet
their expectations. He warned that unless steady progress is made toward
meeting the demand for more medical attention, medicine will become even
more of a political issue than it is now.
The last two witnesses of the day represented the Ogden State Medical
Society and the Oregon Physicians Service, Dr. Robert L. Benson stated, "We
heartily agree with the objectives of Senate bill 1606 to place adequate diagnosis
and treatment within the reach of every man, woman, and child In the United
States. The only disagreement will concern the means adopted to maintain
these desired ends." He expressed approval of the provisions of title I and
further grants-in-aid to the States for hospital construction and medical reasarch.
He also urged unification of the various Federal health agencies and activities.
Dr. Benson warned, however, that S. 1606 "would impose a one-man dictatorship
over the medical, dental, nursing, and hospital care of something like 120,000,000
American people." He also cautioned that S. 1606 would be no economy.
"Suppose we accept the estimate of $4,000,000,000 which has been suggested
by many. Compare this with the $3,541,944,413 average total annual revenues of
the United States Government from 1924 to 1943 inclusive * * * because
of this cost factor, the elements of vagueness and indecision involved, and the
almost inevitable deterioration in the quality of medical care that would result,
there is little doubt that the medical profession will continue unrelentingly to

NATIONAL HEALTH PROGRAM

2823

oppose the enactment of a compulsory health insurance in the United. States.
The council of the Oregon State Medical Society recently passed for the second
time a resolution disapproving the compulsory features of S. 1606."
During the interrogation period, Dr. Benson expressed fear that the Surgeon
General through his prestige, and through the powers granted to him by S. 1606
of
for prescribing rules and fixing fees, could effectively control the methods
with
agreed
witness
treatment used by doctors throughout the country. The
Senator Donnell that a man when sick might want to go to a doctor other than the
one he chose when well, or that he might wish to go directly to a specialist, and
that the medical administration involved in national health insurance would be
too "bulky."
Dr. W. W. Baum described the Oregon Physicians' Service to the committee
as "a prepaid medical service plan, sponsored by the physicians of Oregon and
operated on a nonprofit basis." He said that under this plan three types of
contracts were available providing (1) full coverage medical and hospital care
for the individual, (2) supplementary surgical, obstetrical, and hospital service
for "almost all serious illnesses and injuries which might affect the members
of the family of the employee who is covered under the full coverage agreement."
and (3) supplemental hospital service only, for any illness or injury in the
family. Dr. Baum outlined the growth of the Oregon Physicians' Service, which
has expanded from a city-wide organization in 1980 to the present State-wide
system operating with 905 of Oregon's approximately 950 doctors. Present population coverage of the service is 55,000 people, though it was 86,000 before the
war industries closed, the witness said.
Dr. Baum expressed the opinion that catastrophic illnesses so impress men's
minds that they tend to overestimate their frequency. "Of the individuals
covered by Oregon Physicians' Service, we have found that less than 10 percent
require expenditure of more than $100 for doctor and hospital bills in any
one year. Or the picture may be presented in a different manner by stating that
in our experience, approximately 70 percent of the total medical dollar goes
to pay for illnesses costing less than $100 and only 30 percent to pay for
illnesses costing more than that sum. These figures, of course, are for a certain
It is not the coverage of expensive
population group, the employed. * * *
illnesses which causes prepaid medical plans to become expensive or to fail-it
is the attempt to provide complete medical service for the minor illnesses and
complaints." The chief difference between voluntary plans and Government
health insurancee, the witness pointed out, is that in the latter the Government
steps in as a third party and sells the services of the physician. A further
difference, he declared, is that the Government promises more than it can deliver.
Senator Morse noted that there has been some criticism of, the Oregon plan
because only groups of employees can enter. Dr. Baum stated that the service
expects to take in individuals soon. He agreed with Senator Morse that the
Government has a responsibility to those who cannot afford to subscribe to
voluntary plans, but expressed uncertainty as to where and how the line could
be drawn between the indigent and those able to pay. He signified that in any
case the use of compulsion to make the people insure themselves would be unAmerican, Senator Morse considered it an argument in favor of S. 1606 that it
would cover those who through ignorance, poverty, or other reasons, fail to take
out voluntary health insurance for themselves and their families. Upon the
suggestion of Senator Donnell, Dr. Baum amplified his statement that increased
population coverage beyond the area of a single State decreases rather than increases the efficiency of a health insurance scheme. The witness said that the
population of each State is large enough to be sound actuarial base for health
insurance. Senator Cordon, of Oregon, suggested that since the benefits paid
out under health insurance do not average nearly as high as those paid out
under some other types of insurance, health insurance requires fewer subscribers
to be comparably efficient.

HAROLD G. Josir, Reporter.

SENATE EDUCATION AND LABOR COMMITTEE HEARING OF MAY 81

JUNE 3, 1946.
The committee met at 10 a. m. in the caucus room, Senate Office Building,
Mr. Murray and Mr. Donnell presiding, to end, for the time beging, hearings on
S. 1606, the National Health Act of 1945.
The first witness of the day was Dr. Franz Goldmann, associate clinical professor of public health, Yale University School of Medicine. Dr. Goldmann
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brought out during the course of his testimony that he received his initial medical
training in Germany, where he practiced medicine for 12 years, and that he has
studied public health in Germany, France, and other foreign countries. His
experience in the United States dates from 1937 and includes studies of publichealth programs in 20 States, he said. He expressed confidence that his views
on national health insurance are shared by the vast majority of doctors who have
an intimate knowledge of the health insurance programs realized abroad.
Dr. Goldmann saw three reasons why a growing number of- countries have
adopted compulsory health insurance: (-1) Recognition of the inadequacy of
private savings to meet high and unexpected medical bills. (2) The impractical
and undesirable nature of relief medicine, which comes too late, does not ward
off preventable illnesses, and discourages private practice. (8) The limited
applicability of voluntary health insurance, which through 100 years of experience
has proven to be valuable only to selected economic groups, and for selected services of limited cost. Dr. Goldmann noted that the United States took the lead in
adopting the principle of compulsory health insurance, though it was limited to
one occupation, by passing an act for sick and disabled seamen in 1798, and that
by 1941 national insurance programs were adopted in about 30 countries.
The witness discussed a number of trends and developments that have generally
risen in national health insurance systems: (1) A tendency to extend'the beneficiary coverage to more of the population-to subscribers' families, to those willing to subscribe on a voluntary basis, and to groups for whom the Government has
paid the premiums. Coverage varies from one-fifth to four-fifths of the country's
population. (2) A general trend to rank cash benefits second to service benefits.
In Poland and France in 1933, three-fourths of the benefits were in service; in
Germany, three-fifths; in Denmark, four-fifths. In Great Britain, on the other
hand, most benefits at that time were paid in cash-a shortcoming "freely admitted by every British student of the subject." (3) Expansion of benefit coverage to include drugs and appliances, maternal care, limited dental care, and
specialists' services in home, office, and hospital. (4) Increasing emphasis upon
preventive medicine, including examinations for well people. (5) Improved
quality of medical care, brought about sometimes through exclusion of nonmedical
practitioners from the service, addition of consultant and specialist services, and
the establishment of standards of care.
Dr. Goldmann recognized the fact that actual operation of the plans was "far
from ideal": (1) A license to practice medicine generally brought with it entitlement to participation in the insurance program, making it difficult to exclude practitioners "who were not the very best." (2) Undue emphasis was placed, at first,
upon the prevailing system of solo practice, though group practice became more
widespread later;
The witness remarked certain characteristics of the organization of medical
services under compulsory health insurance: (1) Contracts by individual physicians with the Government were superseded by collective agreements. (2)
"Contrary to widespread belief, with few exceptions (for rural areas) there has
been no use made of the system of salaried physicians." The prevailing practice
has been for doctors to take both private- and insurance-payment patients. (3)
A few doctors sought to take more patients than they should, so that ceilings
were placed on panels, often at a ratio of 1 doctor to 600 subscribers, or about
1,200 people including dependents. (4) Patients' free choice of doctors has
been the most common policy, though it is generally limited in that the general
practitioner has to be consulted before the specialist, and that the former has to
be chosen from among those practicing within a reasonable distance. (5) The
flat rate system has been the prevailing method of paying the participating physicians. This system is based either upon the number of insured persons on the
doctors' lists, with allowances made for home attendance,, or on the number of
patients attended. Where the fee-for-service plan was adopted the fee schedule
was agreed upon between the medical associations and the Government.
Concerning the administration of compulsory health-insurance programs, Dr.
Goldmann observed that: (1) Supervision of service benefits was by physicians,
and of cash benefits, by laymen. (2) Difficulties in providing suitable administrative boards led to their formation as autonomous, semipublic groups, representing the insured, the professions concerned, and the public health authorities,
and thus two sets of organs functioned side bv side for the maintenance of public
health-the insurance boards, and the public health services. This condition
the witness deplored.- (3) The trend has been to develop larger administrative
units, based on areas rather than occupation. (4) All plans are financed largely
upon the "contributory principle," whereby employers and employees share the

NATIONAL HEALTH PROGRAM

.

2825

cost. Subsidies through general taxation are generally a very minor feature.
Norway grants one of the largest subsidies, and it amounts to only, three-tenths
of the total expenditure.
Administrative costs of the German insurance plan from 1920-35, including
disability compensation, varied between 8 and 10 percent of the total income,
Dr. Goldmann stated. In England and Wales, however, a- average of oneseventh of all expenditures on health insurance, acmin including disability compensation, goes to administrative costs. The wis..s, attributed this high overhead to the large number of small :'dministrative units existing in England and
Wales, a situation which he ascribed to political expediency. He called attention
to the comparatively high administrative costs, for strictly limited service, of the
voluntary insurance plans in this country. He said the Michigan Medical Service
overhead was 20 percent in 1940, though it dropped to 11.4 in 1944.
Dr. Goldmann declared that many estimates of the proportion of administrative
employees to persons insured in Germany have been grossly mistaken. He
asserted that official German statistics show that for every overhead employee
there were approximately 2,000 people insured in Germany-before Hitler expanded the administration for political purposes. Mr. Crownhart's figures on
the number of overhead employees in the German program "do not tally with the
official figures," the witness declared. He also remarked that he could think of
nothing worse, or more clumsy in administration, than the "means-test medicine" proposed in some quarters.
Dr. Goldmann stated that the frequency of disability (compensated) per
1,000 persons insured per year in Germany was somewhat lower than in the
United States contrary to statements sometimes made. He cited the rates in
Germany in 1885, 1900, 1913, 1930, and 1933 (which averaged 409 per 1,000
insured), and contrasted them with American figures (which he said averaged
around 500 per 1,000). Likewise the rate of days of disability per insured person,
per year, averaged 8.4 in Germany during the above years, or "close to the
figures we have experienced in this country." Furthermore, the average duration
of each case of sickness for the above years in Germany was 21 days. Bearing in
mind the long hospitalization available in Germany, and the numerous differences between'Germany and the United States in age and sex composition oi
the population, income, employment, and control measures, he continued, comparison of the German sickness duration rate with the American figures would
lead one to "find a very interesting situation."
In summarizing his statement, the witness asserted that experience has vindicated the principle of compulsory health insurance, and has shown it to be
in accord with democratic principles. He stated that the Nazis found the health
insurance groups a core of resistance to their ideology. He admitted, however,
that national health insurance has to be supplemented to some extent by free
health services and by voluntary plans.
Senator Murray asked the witness whether German doctors'generally treated
patients too rapidly, as was recently testified before the committee. Dr. Goldmann replied that "rush medicine" can happen anywhere, but that the large
majority of doctors in Germany were doing "a good job" when he was there. He
noted that the United States is in a relatively favorable position to assume com
pulsory health insurance; the ratio of doctors to patients in the United States
was about 1: 900 before the war, or a higher proportion than abroad, in general.
Senator Donnell asked about the relative quality of medical service in the
United States and in countries with national health insurance. Dr. Goldmann
replied that there is no yardstick in the comparison of quality, and that many
subjective factors enter in. He declared, however, that: (1) All experts and
medical associations in countries with compulsory health insurance agree that
it is right in principle, that spokesmen for the AMA, though they admittedly know
best about United States conditions and sentiments, have not had the experience
that physicians abroad have had with the actual operation of insurance plans,
and that as a result there are many errors of fact on the subject of national health
insurance as proposed here and as existing abroad in the State journals of the
AMA and in pamphlets of the National Physicians Committee. (2) Through
the control of admission of participating doctors, 8. 1606 can be a positive agent
for increasing medical standards and reducing quackery. The bill should
limit
participation to only those of the highest qualifications. (3) The limitations
on the patient's choice in S. 1608 could readily be minimized by permitting change
of panel registration at frequent intervals.
Under questioning by Senator Donnell, Dr. Goldmann said that experts also
agree there are "serious defects" in the national health plans of Great Britain,
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Germany, and New Zealand. He reiterated that the British system is inadequately unified, and stated that difficulty has arisen in New Zealand because the
medical society has insisted upon the fee-for-service method of payment. He
also admitted that there is a tendency on the part of 5 to 10 percent of the
participating doctors and patients to take undue advantage of the insurance plan.
He declared that the question, however, is whether patients should be discouraged or encouraged to go to a doctor when they have a complaint, and he
concluded that for the sake of the great majority of people who are honest, and
in order to practice preventive medicine, people must generally be encouraged
to see their doctors more often, as they are by health insurance.
The second witness was Dr. Joseph S. Wall, who spoke on behalf of the American Academy of Pediatrics of whose committee on legislation he is chairman.
He summed up the academy's position as opposed to S. 1606 since it "would be
deleterious to the interests of the children of the country, aside from its harmful
effects upon the science of pediatrics and the education of pediatricians." He
quoted an official statement of the aims of the academy as follows: "To make
available to all mothers and children in the United States of America all essential
preventive, diagnostic, and curative medical services of high quality, which, used
'in cooperation with the other services for children, will make this country an
ideal place for children to grow into responsible citizens.
Dr. Wall expressed approval of part A of title I of S. 1606, but said of part
B: "The academy sees no necessity for and objects to the blanket coverage for
'all mothers and children in the State or locality who elect to participate in
the program.' * * * The absence of a 'means test' * * * together with
the provisions of title II, section 201 (a), that-'Every individual, who is currently insured, and has been determined by the board to be eligible for benefits under this title in a current year, shall be entitled to receive personal health
benefits,' constitute serious objections, in the opinion of the academy, to the adoption of such legislation. An act conceived to provide adequate medical care
for those in low economic groups which actually discriminates against these
individuals by diminishing funds available for their medical care due to the
inclusion of all persons, regardless of income or financial status, is certainly
of questionable justice or equity."
The witness quoted a recent statement by Dr. Wilburt Davison, dean of Duke
University Medical School, declaring that "German graduates, even those who
took postgraduate work as assistants, are not equal to the average American
senior medical student." He charged that confusion of wording in S. 1606
leaves the door open for the practice of pseudo physicians in the insurance plan.
He also stated that "the Academy of Pediatrics objects to a single individual
being given the over-all medical care of 130,000,000 Americans, with a segment
of some 40,000,000 children transferred to the Children's Bureau as physician
in chief. It is not unthinkable that the executives of these two governmental
bureaus who are its present distinguished and able incumbents, might, through
changing political fortune, be replaced by others whose ability to successfully
administer affairs of health of such magnitude would be questionable." In
concluding his statement, Dr. Wall called attention to a resolution adopted by
the Academy of Pediatrics on January 17, 1946, favoring the use of public funds
to provide child and maternal care "to those groups of the population unable
to pay for medical services," but not favoring "the use of Federal funds for
those able to provide good medical care from their own resources."
HABOLD G. JosIF, Reporter.
SENATE EDUCATION AND LABOR COMMITTEE HEARING OF JUNE 18

S1JUNE

19, 1846.

The committee met at 10 a. m. in the caucus room, Senate Office Building, Mr.
Murray and Mr. Donnell presiding, to continue hearings on S. 1606, the National Health Act of 1945.
Alfred Lewis Baker, "president of the Union Casualty Co., opened the testimony today by saying that he fully endorsed the national health bill, even
though it would put his company out of business. The Union Casualty Co.,
he explained, is exclusively a group accident and health insurance corqoration. He declared that he endorsed S. 1606 because of the need for this form of
social security, and because of prospects for continued industrial strife if this
bill is not passed.
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In view of our national wealth, our health is little short of a scandal, Mr.
Baker said. He asserted that the United States ranked seventh in infant death
rates, and that about as many Americans lose their lives from preventable illnesses each year as were lost on all battlefields during World War II. Not only
health, but life itself is purchasable, he declared.
As to the effects of S. 1606 on industrial disputes, Mr. Baker asserted that if
this bill had been enacted, the recent soft-coal strike would have been greatly
shortened. He stated that during the war it was often not difficult for a union
to get a health insurance plan accepted by the employer, because the Federal
Government was in effect paying 85.5 percent of the premiums for any company
coming within the excess-profits tax brackets. "Now, however," he continued,
"the tax situation is very different. Employer resistance to such a demand by
the union is very much greater * * *." Emphasizing the importance attached by unions to health insurance, Mr. Baker contended that "Not even the
closed shop with a dues check-off strengthens a union more than does a group
accident and health insurance policy for its members."
The witness maintained that voluntary health insurance is inadequate, in
that (1) it takes too long for collective bargaining to gain acceptance of the
plan, (2) it usually covers the subscriber only when forced off from work,
despite the desirability of early, preventive treatment, and (3) it does not
cover farmers, unemployed, and others most in need of such a plan.
Mr. Baker argued that, ideally, the national health bill program should be
financed entirely by general taxation because health is a community concern and
every taxpayer is affected by health conditions. He expressed the opinion that
beneficiaries would not abuse the health program, for one reason because benefits
would not be in cash. He also remarked that though under present conditions
people are not malingering to avoid work; they are shirking their duty to get
prompt and proper medical attention. On the question of the possible administrative limitation of doctors' panels, which was raised by Senator Donnell, Mr.
Baker said that even now no honest doctor takes more patients than he can care
for competently.
In reply to Senator Donnell's questions, Mr. Baker described his experience
as 4 years of law practice, 16 years of organizing for the Socialist Party in
Massachusetts, several years of union publicizing, and 3 years as an officer
of the insurance company of which he is now president.
The second and last witness of the day was Dr. A. W. Bailey, chairman of the
committee on health insurance of the American Osteopathic Association. He
stated that the association had 8,000 members, and that millions of Americans
depend upon the services of osteopaths. He declared himself personally in favor
of a single, national health insurance system, as contrasted with many State plans,
and said that the latest (1944) convention of the association expressed openmindedness to national health insurance.
Dr. Bailey proposed an amendment, to be added to title III of S. 1606, specifically
declaring osteopathy, as licensed by State laws, within the scope of all terms in
the bill such as medicine, medical practice, and hospital. He said that experiences
with previous health bills has shown that unless specific provisions are made for
the practice of osteopathy, administrative agencies can and frequently do deny
admission to that profession. He reproved the Children's Bureau in particular
for excluding osteopaths from its crippled children, emergency maternal and
infant care, and general child care programs. The witness asked that it be made
clear that rules for efficient services under title I shall be decided by the several
States, and that osteopaths be represented on the national advisory board. He
considered exemplary the New York State workmen's compensation board's
establishment of panels representing different specialists, including osteopaths.
Senator Donnell brought out that only 57 percent of the osteopaths, but 89
percent of the medical doctors, passed a certain examination in the sciences
common and basic to the two professions. He asked the witness if he knew that
only 13 States require any college studies as a prerequisite to osteopathic training.
Dr. Bailey replied that regardless of State minimums the American Osteopathic
Association requires 2 years of premedical training before entry to an approved
osteopathic school, but conceded that there are not enough hospitals in which
graduate osteopaths can conveniently receive their intern training.
HABOiL G. Josar, Reporter.
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JUNE 21, 1946.

The committee met at 10 a. m. in the caucus room, Senate Office Building,
Mr. Murray and Mr. Donnell presiding, to continue hearings on S. 1606, the
National Health Act of 1945.
The first witness of the day, representing the United States Chamber of
Commerce, was Andrew T. Court of the labor economics section, General Motors
Corp. He expressed the opinion that experience with voluntary health insurance
has shown that emphasis should be placed upon State and local plans, rather than
a compulsory and uniform national plan. In view of this consideration, he
outlined the approved health insurance program of the Chamber of Commerce, as
follows: "(1) Employers who have not done so should explore the possibility of
providing for their employees some protection against nonindustrial or nonoccupational disabilities and sickness. (2) If, after a reasonable period of time, the
private effort of employers to provide protection against nonindustrial and nonoccupational disabilities and sickness still leaves substantial gaps in coverage,
only then should public action be taken. (3) If such public action is taken as
indicated in (2), this should be at the State and local levels of government rather
than at the Federal level. (4) If such legislation as indicated in (2) above is
passed, this should permit voluntary group plans to operate as alternatives to
Government plans. (5) Voluntary group effort to provide more adequate medical
services for all the people is urged. (6) There should be avoidance of a system of
socialized medicine, under which all the medical personnel become Government
employees and the free choice of doctor by the patient and of patient by the doctor
is impaired."
Mr. Court declared that "It is extremely doubtful whether members of the
medical profession will willingly participate in a plan such as the one outlined
in the Wagner-Murray bill." And even if they all did participate, he argued, there
would not be enough doctors to give the care that the public would demand. Furthermore, he said, this legistlation would discourage men from entering the
medical profession.
The witness asserted that insurance is a plan for sharing risks rather than
for financing the expenses of the indigent, and that, further, "insurance is not
usually used to finance the small easily anticipated expenses which create no
economic hardship to the individual incurring them." He expressed apprehension
over the wide range of powers given to the administrators of the proposed health
plan, particularly in view of the abuses to which the plan may be subject and the
administrative limitations thereby necessitated upon the conditions and extent or
doctors' services. Abuses on the part of doctors and patients, he said, might
lead to abandonment of the fee-for-service method of payment, with unknown
results upon the quality of medical service, and the attractiveness of the me(lcal
profession. In concluding, Mr. Court declared that the Chamber of Commerce
does not feel that the American people have yet decided that "control of the distribution of medical care is a governmental problem."
During the period of questioning Mr. Court related that in General Motors
plants the institution of free medical services led to the unnecessary use of those
services at the rate of one unjustified call per person per month. Later he stated
that the rate of abuse was one-half a call per month per man, and one call per
woman. He also stated that when group prepayment for surgical care became
available to General Motors employees, the number of surgical cases doubled.
The witness asserted that the Government's national health survey of 2,000,000
people in 1935 and 1936 showed that medical attention was needed only among
those groups so indigent as to be lacking in proper food and clothing also. He
stated later, however, that "low" income families have as much medical care as
high-income families" because of free medical services available to the poor.
The second witness was Leo J. Linder, chairman of the committee an social
legislation of the National Lawyers Guild. He said that he was appearing upon
the request of Senator Donnell who had wished to follow up on the discussion
held at Mr. Linder's previous appearance before the committee, on April 5th (cf.
G-1265). Mr. Linder declared that today he was speaking for himself, and that
as a corporation lawyer he could challenge Mr. Court's testimony as not being
representative of the opinions of enlightened businessmen. As evidence he
quoted statements from a National Planning Association pamphlet to the effect
that the practical method of achieving more medical attention is social insurance, that voluntary insurance covers only a small traction of the people and
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can never cover everyone, for economic reasons, and that in any case the Nation
cannot afford to wait for voluntary plans to develop. Senator Donnell later
pointed out that the National Planning Association had nevertheless not specifically endorsed compulsory national health insurance.
Mr. Under charged that the Chamber of Commerce proposals constitute a
program of evasion, and that the chamber knows, or should know, that they
will not work. He scored in particular the ideas that voluntary plans will
suffice and that the separate states can be relied upon to establish governmental
insurance. Further on he declared that the office-hding heirarchy of the
chamber, and the American Bar Association as well, have been dominated by
the influences of large and monopolistic corporations, rather than by the mass
of smaller competitive enterprises, whose interests have often been overridden.
He conceded, however, that he did not know the detailed circumstances under
which this particular health.insurance platform of the Chamber of Commerce
was drawn up. Senator Donnell asked the witness to explain why the officers
of the chamber should have any reasons to distort the wishes of member corporations, as had been alleged. Mr. Linder retorted that polls or questionnaires
frequently pose "loaded" questions. Senator Murray interposed that large
corporations sometimes can and do gain control of local chambers of commerce
and lead them to action opposed to the wishes or interests of smaller companies.
The witness presented a prepared statement upon the Taft-Ball-Smith bill,
contrasting it with the Wagner-Murray-Dingell bill in three respects: (1) The
latter bill "proposes to vest in virtually every American the fixed legal right
to medical, hospital, and dental care," whereas the former bill would grant aid
to such States as provide medical and dental care to families having "insuffi-ient
income to pay for the whole cost of such services
* * Senator Taft has
declared that his bill would 'probably extend medical care to from 20 percent to
25 percent of the population'." Yet an AMA report has showrf that in 1940
families with annual incomes of less than $3,000 generally could not meet the
costs of medical care, and over 80 percent of the families of America receive
less than $3,000 a year. (2) The Taft bill requires that the States contribute
twice their grant of Federal aid, a great handicap to the poorer S'ates, whereas
S. 1606 would have the Federal Government contribute up to three times as
much as the poorest States. (3) Medical care under the Taft bill would depend
upon State determination of what is an "insufficient income," and where the free
services Fhall be located.
Senator Donnell asked whether the witness had any grounds for asserting that
S. 1606 is constitutional other than the "general welfare" clause of article 1,
section 8. of the Constitution. Mr. Linder replied that he did not have any other
grounds for the present, but that he considered the general welfare clause sufficient basis for this type of legislation. Indeed, he declared, the matter has
long been settled, particularly in view of the Supreme Court decision on the
Social Security Act. Senator Donnell asserted, on the other hand, that the
constitutional clause in question was intended to define the powers of Congress
to tax, rather than to define the scope of its powers to legislate; as a corollary,
only income from taxation can be appropriated for the general welfare.
To this argument Mr. Linder replied, first, that the Supreme Court has approved
a great deal of national defense and general welfare legislation without regard
to methods of collecting the necessary funds, and second, that if, as is likely,
the Senator recognizes the right of Congress to appropriate borrowed money
(which in theory is paid for eventually by taxation), little substance could be left
in his contention.
The last witness was H. B. Anderson, secretary of the Citizens Medical Reference Bureau-an organization which he described as an outgrowth of the
League for Medical Freedom, which had once had 200,000 members. He declared that the vesting of powers in the Surgeon General as projected by S.
1606 would violate the tenth amendment of the Constitution, which reserves to
the States those powers "not delegated to the United States by the Constitution,
nor prohibited by it to the States." Mr. Anderson warned that S. 1606 is a step
toward totalarianism and government by bureaucracy-ends toward whicL he
considered the United States to be well on the way. He contended that the
country's health is being undermined by many modern developments, including
neglect of the great outdoors, quick lunches and easy divorces, and asserted
that anyway national health insurance would result in inferior medical care to
the American worker.
HABOLD G. Joeir, Reporter.
85907-46-pt. 5-21
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AND LABOR COMMITTEE HEARING OF JUNE 21

The committee met at 10 a. m. in the caucus room, Senate Office Building, Mr.
Murray presiding, to continue hearings on S. 1606, the National Health Act of
1945.
The first witness of the day was Dr. James C. Sargent, representing the State
Medical Society of Wisconsin. He warned against "revolutionary change in
long-established medical practice" inspired by inexperienced and misinformed
social planners. He said that "title II does in fact interpose a third party between the patient and his doctor * * * an enormous Federal bureaucracy
composed of local, State, and National administrative units headed by the Surgeon General of the United States Public Health Service." Dr. Sargent stated
that as long as there remains any opportunity for private medical practice,
those doctors to whom sick people now go most often will remain out of the program, and asked how, then, "could there be free choice of physicians except the
sick man himself go outside the system and pay a second time for the medical
care that he wants?" The witness also criticized S. 1606 because the maximum
number of days of hospitalization under it shall be 60, unless funds permit extension to 120 days, and because there are checks upon the patient's eligibility
to see a specialist. In concluding his prepared statement, he said that S 1606
"will, if enacted, raise the costs of care of the sick enormously and at the same
time cheapen its quality. And, worst of all, it proposes a radical departure from
the good old doctrine of individual responsibility and free enterprise that has
made America and American medicine so great." In reply to the witness'
allegation that S. 1606 is "socialized medicine," Senator Murray stated that the
bill merely proposes a new and better way of payment, enabling many more
people to afford the high cost of modern medical care. Dr. Sargent said that the
Wisconsin State Medical Society voluntary plan is generally popular, but admitted it is opposed by the Wisconsin Association of Cooperatives, the Wisconsin
State Federation of Labor, and some newspapers of the State. Senator Murray
read a letter to the committee from William E. Evjue, editor of the Wisconsin
Capital Times, who declared that the medical society spokesmen "do not represent the views of the people of this State on the question of prepaid medical
care, and that "the Wagner-Murray-Dingell bill is an indispensable step forward." Dr. Sargent said that the State medical society plan is under the supervision of a board representing private insurance companies and the medical
society, and acknowledged that there are such limitations in coverage in the
plan as maximums of $50 for obstretical care and $150 for surgical care in any
1 year, and extra charges if the beneficiary's income is in excess of a certain
figure, depending upon whether or not the beneficiary has dependents.
The second witness was Representative Andrew J. Biemiller, of Wisconsin,
who stated that from his personal observations, the majority of the people of his
State are in favor of the national health bill. On behalf of the Wisconsin State
Federation of Labor, and for himself as well, he declared that he fully endorsed
S. 1606, but did not expand upon his position.
The third witness was Dr. Ortho Fiedler, past president of the State Medical
Society of Wiscopsin. He announced that he was speaking for himself and on
behalf of the many doctors and thousands of people in Wisconsin who have indicated support of S. 1606. He stated that personally he did not think voluntary
plans could solve the problem of bettering health. He characterized the Wisconsin plan, in particular, as wholly inadequate because it provides for "treatment
in the hospital for surgical and obstetrical care, but leaves out entirely medical
care either in the office or in the home or anywhere else. * * * The cost of
this abbreviated, aborted program is almost as much as total coverage under
a general Federal plan" would cost (to the individual). Replying to Senator
Donnell, the witness admitted that he was making no more than an estimate
of the cost of S. 1606, and that he did not know what proportion of the cost would
have to be borne by general taxation, given certain pay-roll deductions. The
witness ventured an estimate, however, that the program would cost $8,000,000,000
annually, and stated that in view of the more-than-$7,000,000,000 Army and Navy
appropriation just voted, the health program would well be worth it. Senator
Murray implied that general taxation to support the S. 1606 program would be
justified, because the bill makes appropriations for several things not of direct
benefit to employees-medical education, research, and indigent cae. Dr. Fledler testified that the Wisconsin Association of Hospital Services' plan had in
6 years gone from $600,000 in the red to $500,600 in the black, and contrasted this
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scheme with the. Kaiser shipyard plan which provided complete hospital and
medical care, and furnished modern hospitals besides, at a rate of only 7 cents
a day per worker.
The final witness of the day was Dr. Russell A. Dixon, dean of the Howard University Dental School, appearing as chairman of the committee on educational
extension of the National Dental Association. Emphasizing the need for more
dental services, he stated that from November 1940 to January 1942, 88 registrants out of every thousand examined under selective service.were disqualified
because of oral disorders--"the highest percentage of physical fitness rejections
at the outset of conscription." He said that S, 1606, "considered as a whole, is
highly desirable as a progressive measure toward insuring a fairer distribution
of health facilities to all Americans," but suggested some changes: (1) More
emphasis upon a comprehensive program, including more extensive dental service for adults. Though it is true that right now there are not enough dentists
to furnish complete care to all ages, it is also true that it would take several
years for the comprehensive program to be established, allowing time for new
personnel to be trained. (2) In regard to section 210 (B), line 15, page 58, the
substitution of "or" for "and," or the elimination altogether of the phrase "and an
attending physician." (3) Incorporation of safeguards which will guarantee
all Americans equal participation and will insure all minority groups reasonable
responsibility for and in the administration of the program. Speaking of
charges of "political medicine" leveled against the Wagner-Murray-Dingell bill,
Dr. Dixon asserted that the Veterans' Administration medical program is unquestionably doing far more good than harm despite Federal control, and added
that "S. 1606 should not be interpreted as a plan to establish medical or dental
practice, generally, on an institutional basis with practitioners under a salaried
arrangement any more than such a form of practice will develop naturally
through the direct guidance of the men in the profession itself. Certainly,
there has been an undeniable trend toward group practice and this trend will
continue, not because of any external political control, but because members
within the profession itself, are finding certain group arrangements expedient,
profitable, and far more serviceable to their constituents."
HAOLD G. Josir, Reporter.
SENATE EDUCATION AND LABOB COMMITTEE HEARING OF JUNE 24

The committee met at 10 a. m. in the caucus room, Senate Office Building, Mr.
Murray presiding, to continue hearings on S. 1606, the National Health Act of
1945.
On behalf of the Cooperative League of the United States of America, Mr. Ludwig Anderson briefly described his organization and introduced the second witness,
Harry J. Becker, president of the Group Health Association of Washington, D. C.,
who stated that he spoke not only for the Washington group, but also for "a
number of other consumer-sponsored medical care organizations." He made it
clear, however, that his comments on S. 2143 were his alone, that there had not
been sufficient time "to clear them with the plans who desired to be associated
with us in support of S. 1606."
Mr. Becker observed that the issue no longer is the need for positive Government action to improve the people's health, but the extent and character of
Government responsibility. He discussed first the question of the adequacy of
voluntary plans, sharply distinguishing at the same time between those which
merely collect and distribute funds and those which assume the responsibility for
the medical service and hospital care which members may need. He cited consumer-sponsored plans as examples of tie latter, and declared that they were
organized on the principle that health is t basic human right, just as much as the
right to food, shelter, and clothing. "We have demonstrated that it is possible
for a small portion of the population to assure themselves this right * * *
But we 'can say on the basis of our own experience-not theory-that voluntary
plans, at best, can extend the principle of periodic prepayment of medical care
to only a limited number of people *
*. Some spokesmen for voluntary
plans are not willing to face this fact * * ." Mr. Becker described the weaknesses of the voluntary plans as follows: (1) "The lower the income group, the
smaller proportion of that group that participates in a prepaid health plan
* * *. Group Health Association dues are $2.50 per month for each
adult and
$1.75 per month for each child, or $10.25 per month for a family of five. Our
coverage is far more comprehensive than most plans. However * * * a
family of five would have to have an income of about $3,000 per year to pay dues
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in Group Health Association if the total family expenditures for health and
medical services are not to exceed 5 percent of their income." (2) Voluntary prepayment plan coverage tends to be limited to catastrophic illness protection; coverage could be made complete if all persons in the community were participating;
and payments were scaled in relation to ability to pay, but if this were true, the
plan would no longer be voluntary. (3) A substantial portion of a voluntary
plan's funds must be used for administrative and p)-omotional expense, this because costs of enrollment and turn-over (which sometimes amounts to 25 percent
of the membership a year) must be paid by all members. (4) There are many
administrative difficulties in the collection of dues for individuals not enjoying
the privileges of pay-roll deduction. (5) Voluntary plans tend to be subscribed
to by those who most feel the need of protection; this fact makes for an unfavorable selection of persons covered and higher costs.
"In recognition of our own inherent weaknesses we support S. 1606," Mr.
Becker declared. "A national health program must embrace the health and
medical care needs of all the- people. Only Government can exercise the responsibility required in the planning, financing, and administration of such
a program for health." The witness asserted, however, that service health insurance plans, as opposed to commercial and cash-benefit insurance plans, should
have a place in a national health program. He expressed the opinion that S.
1606 as now drawn will foster the growth of those service plans already in
existence in the following ways: (1) Establishment of a basic public health and
maternal and child health and medical care program for the entire community,
without which voluntary plans cannot function at a point of maximum effectiveness. (2) Establishment of standards of administration and care. (3)
Removal from consumer-sponsored health agencies of the burden of collecting
payments and making sales, thus (4) permitting consumer organizations to
concentrate on the quality of medical services and preventive aspects. (5) By
protecting the right of the patient to choose his doctor, fostering of the extension
of group medical plans to communities that have previously been hostile. (6)
Assurance to physicians of freedom in designating methods of payment. (7)
Removal of the economic barrier to health insurance in areas where they are
now particularly high.
According to the witness, S. 1696 will permit an individual who desires more
than the basic service of high quality which the Government guarantees him, to
purchase extra or luxury care from a voluntary agency at his own expense.
The Government would reimburse the private agency for its basic services.
Whatever the nature of the private agency, administrative policies in the national
health program must safeguard against the following: Delegation of public
responsibility to other than public agencies, public subsidy to voluntary agencies,
voluntary agency subsidy to public agencies, and destruction of the voluntary
health agency structure. "Only agencies responsive to the public will and
accountable to representatives of the people should be charged with public
responsibility. * * * We feel the public interest should be reflected and
protected in the administration at local and S'ate levels as well as in the
program planning and development at Federal and regional levels."
As to the Taft-Smith-Ball bill, S. 2143, Mr. Becker said: "We feel that it
establishes the undesirable principle of public subsidy of voluntary health insurance plans. It does not safeguard the public Interest to the extent essential
in a Government health program. It does not provide for the extension of
health services to all the people nor does it make possible an immediate extension of the important public health and maternal and child health and medical
services. The burden of costs of the program that is provided for the economically needy group is much greater proportionately to the poorer States and
the States with the greater need for Federal assistance."
During the period of questioning, the witness emphasized that he approved
of the Government contracting with private agencies for the provisions of services,
but not for governmental delegation of administrative and financial control.
He recommended that the hospital fee schedule mentioned in the bill S. 1606
be liberalized, and that Federal workers be included in the coverage. Senator
Murray commented that an amendment to include Federal workers was contemplated. In reply to Senator Donnell, Mr. Becker said that his income is
from the Children's Bureau, where he is employed as a consultant in medical
care administration.
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The final witness today, representing the Union for Democratic Action and
the Liberal Party of New York, was Dr. William Withers, associate professor
of economics at Kings College. Dr. Withers stated that it is a matter of prudence for an individual to insure himself against ill health, which "ranks in
significance with accidents, unemployment, and old age as a cause of disability
and loss of income." Moreover, he declared, "Failure to provide ourselves
with medical care dangerously affects the rest of the community and Nation by
spreading disease, reducing economic production, weakening the manpower
Available for national defense, and handicapping the future generation.
* * * Long ago we decided that the education of the poor child could not be
neglected because of the unfortunate general consequence of ignorance. Similarly, the health of Negroes, farmers, and low-income urban families cannot be
neglected." Rejecting voluntary insurance and State insurance as too limited
and lacking in equalization, respectively, Dr. Withers asserted that "only a
national health insurance system can provide adequate sickness benefits for
all irrespective of race, creed, or economic status." The witness commended
various administrative features of the bill S. 1606, but criticized S. 2143 on
several grounds: For transfering Federal agencies unnecessarily, for providing
inadequate funds for voluntary plans (which will not necessarily be established),
for not creating a prepaid health service system, for failure to insure health
insurance standards, and for generally falling short of meeting the health
needs of the country. During the period of questioning, Senator Donnell introduced into the record the report of a congressional investigating committee
alleging that certain leaders of the Union for Democratic Action were Communists. Dr. Withers cited his strong personal anti Communist reputation and
denied that the leaders named were any longer Communists at the time of their
affiliation with the union.
HABOLD G. JOSIF, Reporter.
SENATE EDUCATION AND LABOR COMMITTEE HEARING OF JUNE 25

The committee met at 10 a. m. in the caucus room, Senate Office Building, Mr.
Murray presiding, to continue hearings on S. 1606, the National Health Act of
1945.
The first witness of the day was Alton A. Linford, chairman of the Citizens
Committee to Extend Medical Care and member of the faculty of the University
of Chicago. By request of Senator Donnell, Mr. Linford described the origin
and support of the Citizens Committee: The committee was established in
1945 by the Chicago chapter of the American Association cf Social Workers and
the Physicians Forum. There are at least 17 groups aff'iated with the committee, including the Chicago chapter of the National Lawyers Guild, the Scial
Service Division of. the Church Federation of Greater Chicago, the Chicago
Industrial Union Council (CIO), and several labor unions.
In illustrating his argument that voluntary plans are inadequate, the witness
reviewed the plan sponsored by the Illinois State Medical Society. He stated
that the Illinois plan amounts to little more than an endorsement of a commercial
policy. It operates on a cash-indemnity basis, commencing payments only upon
the second visit for any particular illness, and disbursing a maximum of $50
per year per person for surgical and obstetrical expenses. For this limited
coverage, the annual dues for a family with two children is $40. The company
reserves the right, moreover, to refuse to renew the contract at the expiration
of the year, thus avoiding bad risks.
Concluding that voluntary plans fall short of meeting the national health
problem, Mr. Linford called for compulsory health insurance complementary
to
the existing social security programs covering old age, unemployment, death,
and industrial accidents. "We believe not only that the bill (S. 1606) in its
present form should be supported and enacted but that additional provision should
be made for a cash-disability program * * * to replace, in some measure,
the wages lost due to illness without which the family is twice struck and its
economic stability weakened or destroyed."
The witness criticized S. 2143 for proposing to set up a system of medical care
for the poor only, and declared that the sponsors of the bill apparently
labor under the misapprehension that the medically indigent are a small group in the
population. "The Committee on the Costs of Medical Care stated that over
90 percent of American families were exposed to the hazard of illness so costly
that they could not pay for it."
Asserting that the only important change that will be brought about by
S.
1606 is a different method of paying for medical care, Mr. Linford deduced that

2834

NATIONAL HEALTH PROGRAM

"it is the patient, not the doctor, who will be most vitally Pffected by this legislation * * * Congress would be false to its trust if it gave administrative
or veto powers over this program to the organized professional societies."
On the opposition to S. 1606, the witness said: "Though the American Medical
Association and its affiliated State and local bodies, now come forth as the
champions of voluntary prepayment medical care, there is good reason to believe
that their conversion is neither complete nor sincere. When the Committee
on the Costs of Medical Care timidly suggested experimentation with voluntary
prepayment in 1932, the American Medical Association exploded with th- now
familiar emotional charges of socialism and communism * * * Effective
consumer participation is prevented in all prepayment plans sponsored by organized medicine." Mr. Linford declared, and read quotations to support his
contention, that the purposes of organized medicine in sponsoring voluntary prepayment plans are: "(1) To prevent or delay Government action in this field,
or failing that, (2) to have effective machinery set up so that they may successfully demand the right to administer the governmental plan when it comes."
During the period of questioning, Senator Donnell challenged the witness'
allegation that the AMA's campaign against S. 1606 is "marked by distortion,
untruth, and villification." The witness declared that he was not questioning
the competence of doctors in medical matters, but that in his view the present
health problem is in great measure economic, and that he spoke as an economist.
He asserted also that the patients as consumers of medical services have at least
as much right and authority as doctors to discuss the proposed legislation, and
drew a historical parallel with the discussion preceding compulsory public education, which was opposed by the teachers and other vested interests of the time.
Senator Donnell raised the question of limitation of choice possible under the
panel method of payment. Dr. Linford emphasized that the maximum-panel
regulation is necessary as a guaranty to the patient that he will get the services
for which he has paid. He pointed out that the panel limit is 2,500 in England,
and implied that such a high figure could work no arbitrary equalization among
doctors, but only prevent abuses. He also defended the provision for seeing
a specialist, saying that most people wish the advice of a family doctor before
seeing some specialist anyway, and that the procedure for an administrative
officer to decide in cases of disagreement between patient and doctor constitutes
a desirable system of appeals.
The second witness of the day was Dr. Lawrence Jacques, a member of the
Chicago Civic Medical Center for 12 years. He declared that experience of
the center has demonstrated two main propositions: (1) The prepayment principle is practical, but the number of voluntary subscribers is too small. (2) The
present advocacy of a prepayment plan by the Chicago Medical Society is to be
regarded with suspicion.
Dr. Jacques stated that the Civic Medical Center has had experience with
both the fee-for-service and prepayment methods (the latter for 8 years). Under the prepayment method, the witness said, patients have more confidence in
the advice of their physicians; abuses are not many, and are correctible with
education and discipline; physicians are paid less per service, but earn more
per patient; and the physician's worry about the financial condition of the
patient is eliminated.
To support his second main proposition the witness presented in detail the
relations between the Civic Medical Center and the Chicago Medical Society.
Opposition to the center was, at first, due to the fact that the center used public
advertising, the witness said, but the last notice was posted by the center on
March 1, 1936 (except for descriptive leaflets sent out upon request). He related
of various attempts of center doctors, some of whom have come to the center since
it ceased advertising, to be admitted to membership in the Chicago Medical Society.
Despite hearings, repeated application, and favorable statements from patients,
the medical society has refused to accept doctors from the center, and to give
reasons therefor, the witness told.
"The handicaps of nonmembership in the local medical society are serious and
far-reaching and, in fact, amount to a partial revocation of licensure to practice
medicine," said Dr. Jacques in listing these drawbacks: (1) Due partly to an
AMA resolution that staffs of hospitals accredited for intern training should be
limited to members of local AMA societies, doctors of the center are allowed to

NATIONAL HEALTH PROGRAM

2835

practice in only two hospitals in the Chicago area. (2) Center doctors are not
permitted to be on the staff of teaching or research institutions, or (3) to contribute to the care of the indigent in hospital wards. (4) Center doctors cannot
be accredited by the various specialty boards, because membership in the local
medical society is a condition of eligibility. (5) No insurance companies will
issue malpractice policies to the doctors of the center, because they are not members of the society. (6) Center doctors are disqualified for service as medical
officers in the Navy, for the same reason. (7) Reciprocal medical licensure
between other States and Illinois, which is conditional upon society membership,
puts under question the ethics of the center doctors. (8) Physicians of the
center will be excluded from a proposed Veterans' Administration prograth employing Illinois State Medical Society members only. The witness stated that
he knew that members of two other civic medical centers-at Elk City, Okla., and
Little Rock, Ark.-are similarly excluded from AMA membership.
HABOLD G. Joear, Reporter.
SENATE EDUCATION AND LABOR COMMTTEE HEARING

OF JUNE 26 AND 27

The committee met at 10 a. m. in the caucus room, Senate Office Building, Mr.
Murray presiding, to continue hearings on S. 1606, the National Health Act of 1945.
Hearing of June 26
The first witness of the day was Dr. Channing Frothingham, chairman of the
Committee for the Nation's Health. He said that the Committee for the Nation's
Health was incorporated on February 23, 1946, as a nonprofit membership association under the laws of the State of New York, for the purpose of supporting a
national health program such as was advocated by President Truman on November
19, 1945. Membership of the committee is about 200, Dr. Frothingham stated, and
the committee's work is financed by contributions which are not tax deductible
"because an important part of the work of the committee is concerned with
supporting legislation." About his own background the witness related that he
served two terms as president of the Massachusetts Medical Society, In 1937 and
1938. "During this period," he said, "I became conscious that*the members of the
Council of the Massachusetts Medical Society were not elected by what in this
country is considered a popular vote and that there was very little opportunity for
those not in office in this State society to express their viewpoint." He explained
that the candidates named for the council by the nominating committees of the
county medical societies are "practically" elected, and tftat, in turn, the representatives sent to the AMA house of delegates are hand-picked by the governing
bodies of the State societies. During the period of questioning Senator Donnell
asked whether the AMA is not, nevertheless, generally representative of the
doctors of the country. The witness refused to concede this point, and questioned
whether AMA officials who are elected under the present system really would be
the choice of AMA members if there were an opportunity to hold a direct election.
Dr. Frothingham challenged the claim that 90 percent of the physicians of the
country are opposed to the Wagner-Murray-Dingell bill. He stated that he always
found an appreciable number of doctors in favor of this legislation when he
spoke before medical groups and other audiences where physicians were present.
He asserted that a great many doctors are poorly informed or misinformed about
the bill because they are busy and naturally rely upon the medical association
journals. These publications, he continued, are "controlled by the bureaucrats"
of the AMA, who have refused to print statements at variance with the points of
view of the AMA house of delegates. He charged the National Physicians Committee for the Extension of Medical Service with flooding the country with misleading literature. Under questioning by Senator Donnell, the witness admitted
that he could not recall any specific misstatement by the National Physicians
Committee.
Dr. Frothingham declared that it is generally recognized that high costs are
one if not the most important factor In the failure of good medical care to reach
many people, and that "The problem has been pretty well narrowed down to
how to provide for this cost and still preserve the quality of care and extend
its availability * * *." He rejected voluntary health insurance as a fragmentary solution to the problem, and also discarded charity medicine as repugnant
to most American citizens. On this latter ground, he said, "we are opposed to
the so-called 'substitute bill', S. 2143." As to the Wagner-Murray-Dingell bill,
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however, Dr. Frothingham presented two reasons why it would not only preserve
but also improve the quality of medical care: (1) It "makes preventive medicine
and early diagnosis with sufficient laboratory and other diagnostic aids important
features in the service and also encourages early and frequent consultations with
specialists without interference by consideration of the cost." (2) Recipients of
medical care under S. 16C6 will have a definite responsibility in its delivery. The
evidence is that lay boards of hospitals and Government agencies dispensing medical services "have made many more rules to guarantee good quality of care than
has organized medicine * * *; lay trustees of many of our hospitals have
passed rules limiting the work done by the physicians in their institutions to
what competent professional authority agrees each physician is qualified to do.
This is a great protection to the patient against incompetence. It also protects
the competent physician. It takes a long step forward in guaranteeing the
quality of care."
The second witness was Gerard Swope, former president of the General Electric
Co. and honorary vice chairman of the Committee for the Nation's Health. He
told of his long interest in the development of social security, including the
institution of unemployment insurance in his company's plants in 1930, and his
service on President Roosevelt's first Committee on Economic Security in 1934.
Mr. Swope went on to say that "As every individual or family faces a possible
need for medical care it seems clear to me that the wise and desirable way to
meet this expense is for all to pay a modest premium regularly rather than a
sum often very difficult to meet when illness comes." He asserted that employers
should be interested in measures improving the health and strength of their
employees, and that the community as well as employers should be concerned
that communicable diseases -ire suppressed. "In brief," concluded Mr. Swope
on the subject of S. 1606, "I believe that this coverage of medical care for everyone
in the United States should be provided * * *."
The final witness of the day was Michael M. Davis, Ph. D., executive committee
chairman of the Committee for the Nation's Health. Mr. Davis stated that he
has been engaged as an administrator, consultant, or organizer in the medical
field throughout his professional career; that among the positions he has held
are: Chairman of the Committee on Research in Medical Economics, officer of the
Julius Rosenwald Fund in Chicago, editor of the journal Medical Care, and member of the National Citizens Political Action Committee, a position which Senator
Donnell considered quite significant because some other members of the committee
were once listed by the Dies committee.
Declaring that he was impressed by the greatly widened area of agreement
between opponents and proponents of S. 1606 testifying before the committee,
Mr. Davis listed seven points upon which he said there is apparent agreement:
(1) A substantial portion of our people do not obtain sufficient medical care.
(2) Sickness bills cannot be met by individual families with incomes up to about
$3,OCO a year (as indicated by an AMA report of 1940). (3) The principle of
insurance applied to sickness costs is generally acceptable. (4) General taxation
must be employed for certain medical purposes and for certain population groups.
(5) National action is necessary to meet health needs. (6) There must be-decentralized administration ard local responsibility in any system of medical service. (7) Any plan must provide for the free choice of a doctor, personnal dcctorpatient relationship, professional freedom for doctors, and for the continuance of
voluntary health institutions and voluntary insurance plans.
The issues on the above points have become only questions of "how" and
"how much," Mr. Davis declared. On the first point, he asserted, the question is whether the national health program should be for all the people or
only for those who cannot pay their sickness bills. "A mass of facts are available to show that the greatest need is among the big middle group of the population," who are unable to meet the costs of occasional catastrophic illnesses
and who tend to put off going to a doctor through fear of costs. On moral and
administrative grounds the witness criticized S. 2143 for its program ct "poor
man's medicine" involving a means test or pauper's oath. He argued that the
program would require costly and cumbersome investigations Into the family
ties and cash and savings resources of each individual receiving care. He objected for the same reasons to a California State plan being drawn up by some
insurance companies and representatives of the California Medical Association.
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"The financial grading of this plan is described thus: 'Each insured person or
family will be investigated as to his income status. He will then be given
an identification card of different color according to his income classification and the kinds of medical service to which he is entitled under his insurance.' "
As to commercial health insurance policies, Mr. Davis declared: "On the
average, health and accident insurance policies return to the policyholder in
benefits only 50 cents for each dollar he has paid in premiums. Group policies
do better, but even here the return is only 75 cents on the dollar * * *. Nonprofit organizations such as the Blue Cross and governmental insurance can
carry on for half or less than half this percentage. In '1941 all the 300 health
and accident companies together paid in benefits some $160,000.000. The total
direct wage losses of workers plus all medical costs were $3,500,000,000. Thus
these private companies covered only 5 percent of the potential need as measured in money." Furthermore, the witness asserted, private companies always
pay off in cash benefits, which are limited in relation to need, rather than in
medical services.
Mr. Davis termed the development of Blue Cross hospital plans "wonderful,"
but asked what about the six-sevenths of the population that is not covered?
He declared that the Blue Cross plan is not readily adaptable to rural and
sparsely populated areas. On present medical-care plans, Mr. Davis made several
adverse comments: (1) Of the six oldest State medical society plans, none has
enrolled as much as 6 percent of the State population, except in Michigan where
the growth of the plan has been dye largely to the cooperation of the United
Auto Workers. (2) Some State medical society plans offer only cash indemnities; the Wisconsin plan would merely lend medical prestige to certain insurance companies for the sale of their policies. (3) Nearly half of the States
have as yet no medical society insurance plants at all. (4) Medical societies
try to suppress plans not under their control because (a) their motivation
is largely negative, i. e., fear of governmental action, and (b) control by physicians leads to keeping fee rates up, by removing incentives to economy and expansion.
"The real issue," Mr. Davis declared, "is. between the private, self-interested
management of health insurance plans, versus a public management responsible
to both the recipients and the producers of medical care." He also contended,
however, the voluntary health insurance plans should be aided by the Government, and that this can be accomplished under S. 1606 (sec. 203 (c), p. 36),
though an amendment should le made to clarify the intended policy on this
point On the other hand, he warned that voluntary agencies should certainly
not be made the administrative (as opposed to service) agencies of any public
health program.
On the role of medical responsibility, Mr. Davis asserted: "The principle
which runs through S. 1606 is that professional bodies shall function freely on
all strictly professional matters, while on administrative and financial matters
they shall have an advisory capacity * * *. This is the principle which has
worked out successfully all over this country in our hospitals and in many of
the large-scale medical-care undertakings under public welfare authorities."
He went on to say, however, that S. 1606 "invites but does not sufficiently assure"
responsible lccal participation in the local area committees, and he called for
representation cf small Government units and farm organizations.
During the period of questioning, Senator Donnell called attention to restrictions upon a patient's right to see a specialist under S. 1696. The witness
contended that these provisions are essential and pointed out present limitations
imposed by high costs upon the same right. He remarked that the very existence
of a procedure of appeals (to an administrative officer in case of disagreement
between doctor and patient over the ueed for a specialist), would incline
physicians to give the patient the benefit of any doubt.
Hearing of June 27
The committee met at 10 a. m. in room 424, Senate Office Building, Mr. Murray
presiding, to continue hearings on S. 16C6, the National Health Act of 1945.
The sole witness of the day was Rabbi Stephen S. Wise, president of the
American Jewish Congress. Rabbi Wise said that he was presenting only his
personal point of view, and spoke without a written statement. He praised
highly the individual doctors of his acquaintance and friendship and regretted
that most of them would disapprove of his position on the Wagner-Murray-Dingell
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bill. Good medical care is necessarily expensive, he said, but it should be
available to every individual in the country as one of the basic human rights
He advocated national health insurance as the only measure commensurate with
the great need for more available medical care.
Dr. Wise expressed the opinion that the more enlightened and forward-looking
men of medicine favor the Wagner-Murray-Dingell bill. He went on to say that
he believed a referendum among doctors might show a majority for the bill,
though he also remarked that any great gain in public affairs opmes up. against
the opposition of those whose incomes give them a vested interest in the prevailing system. The 'strongest objectors to S. 1606, he contended, are those
doctors with the highest incomes and the vested officeholders of the American
Medical Association. He feared that the AMA has not told the "whole truth" to
its members about the bill under consideration, and once referred to the "propaganda" of the AMA JournaL
HAROLD G. Jos. Reporter.
SENATE EDUCATION AND LABOR COMMITTEE HEARING OF JULY 10

The committee met at 10 a. m. in room 424, Senate Office Building, Mr. Murray
presiding, to continue hearings on S. 1606, the National Health Act of 1945.
The witness of the day was Representative Andrew J. Biemiller, of Wisconsin.
Mr. Biemiller charged the American Medical Association and the National Physicians Committee with "deliberate distortion" in characterizing S. 1606 as "nationization" and "socialization" of medicine, and in publishing misleading statements. He said that the National Physicians Committee had represented the cost
of the S. 1606 program to employees as 6 percent of their pay checks, a figure that
actually was the pay-roll deduction considered for the whole program of S. 1050,
the original and more extensive Wagner-Murray-Dingell bill. To support his
contention that the AMA is using the terms "nationalization" and "socialization"
only to frighten people, Mr, Biemiller stated that Dr. Morris Fishbein, of .the
AMA Journal, had admitted, in a debate with the witness on Easter day of this
year, that these terms do not apply fo S. 1606. The witness also pointed out that
the AMA once used charges of "socialism," "communism," and "revolution" against
group practice and voluntary health insurance, and that even until last month the
Wisconsin State Medical Society had opposed Blue Cross plans. He stated that
the Wisconsin Society's own health insurance plan consists of endorsing commercial cash-benefit policies-which have paid back to the policyholder only 50
to 60 percent of his premiums. AMA opposition to S. 1606 really springs from the
.association's fear that it could not control the S. 1606 program, Mr. Biemiller declared, charging that the AMA is more concerned with retaining its powers than
with distribution of medical care.
The witness maintained that the Wagner-Murray-Dingell bill would be easy
to administer, especially compared with S. 2143, which he estimated, would require 120,000 administrative personnel merely to investigate patients' incomes.
Mr. Biemiller submitted an analysis of public opinion polls on S. 1606. At the
beginning of the hearings on the bill, 40 percent of the people asked had not heard
of the proposed legislation, he said, but added that all polls have indicated that
most people are convinced that there is a great need for better health and that,
though they are not sure of what should be done, they favor national health insurance (provided the question asked in the poll is not unfavorably worded).
In reply to questioning by Senator Donnell, the witness conceded that he thought
well of the doctors he knew personally, but also said that he thought the AMA
to he, through its system of indirect representation and nominating committees,
a highly self-perpetuating and undemocratic organization.
Senator Donnell contended that it would be permissible under S. 1606 for an
administrator to put forth regulations which would affect personal medical attention, and that the bill would therefore introduce into medical practice more
than just a new method of payment. The witness replied that any rules for
administering medical care under S. 1606 would be merely recommendations, and
that the AMA would be represented on all advisory councils anyway. Senator
Murray added that it is customary now for hospitals to establish certain standards
assuring proper medical service.
EAROL G. Jos, Reporter.
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Legislationconcerning national health and related subjects
CALENDAR OF BILLS

(79th Cong. only)
Committee
Senate
Civil Service---.....

Bill sponsor

Subject

Action

8.406, Mr. Downey...

Health programs for Government employees.

SReceived report from U. 8.
Civil Service Committee

8.1332, Mr. Langer..-

Maternity leave for Government employees.

H. R. 2716, Mr. Randolph.

Health programs for Government employees.

Commerce-.......--

8. 1128, Mr. Radcliffe.

Education and Labor.

8.190, Mr. Murray..

Merchant seamen, aid in readjustment from war to
peace.
National Institute of Dental

Research.

S. 191, Messrs. Hill
and Burton.

Hospital Construction Act..

S. 800, Mr. Langer..-.

National Infantile Paralysis
Clinic.
Neuropsychiatric disorders-research in, and
treatment of.
Federal aid in developing
dental health programs,
etc.
Federal aid for hospital construction.

S. 1160, Mr. Pepper..
S. 1099, Messrs. Aiken
and Pepper.
S. 1123, Mr. Thomas
of Oklahoma.

. 1192, Mr. Fulbright. Completion of hospital projects started under Lanham Act.
8. 1325, Messrs. Ful- United States employees,
bright and Thomas
compensation for injuries.
of Utah.
S. 1561, Mr. Downey.. Employees of contractors
*
with the United States
outside the United States,
compensation for injury,
etc.
8. 1606, Messrs. War- National health program---ner and Murray.
8. 1779, Messrs. Pep- Authorizes the Federal Seper, George, La Folcurity Administrator to
lette, and Taft.
assist States, political subdivisions, and nongovernmental organizations in
the prevention of prostitution, sex delinquency, etc.
8. 1883, Mr. Langer... Authorizing the appropriation of 33,750,000,000 for
use in making studies relating to the prevention,
diagnosis, and treatment
of cancer.
S. 1888, Mr. Langer... To authorize the appropriation of $3,750,000,000 for
use in combating infantile
8. 1891, Mr. Langer...

Mar. 13, 1945. (Favorable
and unfavorable.)
Received report from U. 8.
Civil Service Committee
Feb. 19, 1946.
Referred from House Sept.
24, 1945. Reported Feb. 1,
1946, Report No. 913.
No action.

Brought before full committee Mar. 26, 1946.
Passed Senate Dec. 11, 1945.
Referred to House Interstate and Foreign Commerce Dec. 12,1946. Hearing Feb. 26, 27, 28, and
Mar. 12, 13, 14, 1945.
Referred to Pepper committee.
Hearings Mar. 6, 7, 8, 1946.
Same as 8. 190, brought before full committee Mar.
26, 1946.
Committee discharged Mar.
6, 1946. Referred to Education and Labor.
Referred to Subcommittee on
Wartime Health and Education.
Report in Senate Dec. 20,
1945 (S. Rept. 888).
Waiting on report from Navy
before any action can be
taken.
Hearing now in progress,
Apr. 23, 1946.
On Senate Calendar.

No action.

Do.

paralysis.

To protect the public health
through the detection of
certain diseases, and for

Do.

other purposes.

8. J. Res. 89, Messrs.
International health organPepper Ball, Wagization.
ner, Murray, Capper, and Smith.
8. J. Res. 137, Mr. fstudies to be made of the
Morse.
health of school children.
H. R. 4512, Mr. Priest. To amend the Public Health
Service Act to provide for
research relating to psychiSatric disorders and to aid
in the development of
more effective methods of
prevention, diagnosis, and
treatment of such disorders, and for other purposes.

Passed Senate Dec. 20, 1945.
Referred to House Foreign
Affairs.

No action.
Passed House Mar. 15, 1946.
No action in Senate.
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Legislation concerning national health and related subjecta-Continued
CALENDAR OF BILLS-'-Continued
Committee
Finance......-....

Bill sponsor

Subject

8.584. Mr. Wherry--..

Prohibits severance of service connection by Veterans' Administration except for fraud.
Liberalizes law, pertaining
to hospital care and treatment under Veterans' Administration.
To provide for the national
health, security, and public welfare.

8. 973, Mr. Johnson
(Colorado).
S. 1050, Messrs. Wagner and Murray.

-

8. 1123, Mr. Thomas
(Oklahoma).

Federal aid for hospital construction.

S. 1188, Mr. Green...--

Amends Social Security Act,
provides hospital benefits,
medical care, etc.
Liberalizes laws pertaining
to hospital care and treatment under Veterans' Administration.
To furnish seeing-eye'dogs
to blind veterans.

8. 1203, Mr; Johnson
(Colorado).

B. 1599, Mr. Wagner_..

S. 1626, Mr McFarland.

Provides benefits to persons
disabled while serving in
American field service.

Interstate Comnmerce.
Judiciary.......-...

S.1019, Mr. Stewart...

Military Affairs-....

S. 143 Mr. Thomas
(Utah).

Railroad retirement, disability annuities.
Longshoremen's and Harbor
Workers' Compensation
Act, amendment.
Ratesat certain hospitals for
officers.

House
Agrictlture--......-

8. 1209, Mr. Byrd......

H. R. 758, 1 dr. Pace
(by request ;).

'H. R. 1996, Mr. Elliott.

Appropriations .....

H. R. 2417, Mr. Gathings.

Banking and Cur- H. R. 5014, Mr. Lyndon B. Johnson.
rency.

Civil Service...-....

H. R. 284, Mr. Randolph.

Development of better diets
and improved nutritional
status of the people of the
United States.
To protect the health of the
people of the United States
by prohibiting the dumping in territorial waters of
United States of refuse derived from products originating outside the United
States.
Completion of hospital projects started under the
Lanham Act.
Federal aid for hospitals and
public-health centers.
Health programs for Government employees.

r. Ran-

H. R. 2716, Mr. Ran- ..... do--....---...--------dolph.
H. R. 5277, Mr. Randolph.
Education-.........

H. R. 2044, Mr. Welss.

Authorizes appropriations
to be used for physical and
mental examinations.
Commission for promotion
of physical fitness.

Action
Adverse report received from

Veterans' Administration
Mar. 2, 1946.

No action.

Report
(with suggested
changes) received from
U. 8. Civil Service Commission.
Committee discharged Mar.
5, 1946. Referred to Education and Labor.
Referred to Social Security
Board June 26, 1945.
Replaces 8. 973. (See H. R.

3522).

Referred to Veterans' Administration, War and
Navy Departments, Nov.
16, 1945. Favorable report
received from Veterans'
Administration Mar. 7,
1946.
Adverse report received from
Veterans'

Report received from Attor
ney General Feb. 2,1946.
No action.
Hearings, Apr. 23, 24, 1945
(not printed).
Referred to Subcommittee
No. 3.

No action.
Do.
Reported favorably by U. 8.
Civil Service Committee,

Jan. 27 1945.

Passed House Sept. 24, 1945.
Referred to Senate Civil
Service Committee.
Reported favorably by U. S.

Civil SBevice Committee

Feb. 20, 1946.
No action.

H. R. 2045, Mr. Hart- ..... do..--..------------

Do.

Physical Education and Vo-

Do.

To develop a program of
physical fitness for American youth.

De.

ley.
H. R. 3055, Mr. Landis.
H. J. Res. 286, Mr.
Weiss.

cational Guidance Act.

Administration

Mar. 1, 1946. Adverse report received from War
department Mar. 6, 1946.
No action.
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Legislation concerning national health and related subject

-Continued

CALENDAR OF BILLS-Continued
Action

Committee

Bill sponsor

Subject

Expenditures in the
Executive Departments.

H. R. 1391. Mr. Miller

To establish a Department
of National Health.

Foreign Affairs-...
Interstate and Foreign Commerce.

(Nebraska).

H. R. 5332, Mrs. Luce. To create a Department of

Do.

H. R. 5960, Mrs. Luce.

Do.

Science and Research.
To establish a Department
of Children's Welfare.
International Health Organization.

8. J. Res. 89, Messrs.
Pepper, Ball, and
others.
H. R. 437, Mr. Kefau- Railroad retirement, disability annuities.
ver.
H. R. 750, Mr. Pace-. ----do.-------------- -----H. R. 1924, Mr. Mor- Railroad retirement, eligirison.
bility for annuities.
Federal aid for a dental
health program.
Federal aid to hospitals and
public health centers.
H. R. 2550, Mr. Priest. Neuropsychiatric disorders,
H. R. 2234, Mr. Traynor.
H. R. 2493, Mr. Neely.

H. R. 2755, Mr. Patrick.
H. R.

Brehm.

3412,

Mr.

research, etc.

Federal aid to hospitals and
public health centers.
Federal aid for a dental
health program.
.....do..-------...--------

H. R. 3414, Mr. Traynor.
H. R. 3561, Mr. Priest. Federal aid to hospitals and
public health enters.
H. R. 3816, Mr. Priest. National Institute of Dental
SResarch.
H. R. 3845, Mr. 8ny- Federal aid to hospitals and
der.
public health centers.
H. R. 4512, Mr. Priest. To provide for research relating to psychiatric disorders.
H. R. 4730, Mr. Din- Provides for a national

gell.

health program.
H. R. 4746, Mr. Welch. Relating to the care and
S. 191 Messrs. Hill
and Burton.

Judiciary.

No action.

H. R. 8761, Mr. Welch.

H. R. 5181, Mr. Sum-

ners (Texas).

SH. R. 5234, Mrs. Bolton.

H. J. Res. 284 Mr.
Tolan.

treatment of seamen.
Hospital Construction Act..

Longshoremen's and Harbor
Workers' Compensation
Act, amendments.
To furnish certain medical
and hospital services to
enrollees of the CCC.
Authorizes Federal 8eourity
Administrator to assist
States, political subdivisions, and nongovernmen.
tal organizations in the
n,
f
prevention of prosttlt~
sex delinquency, etc.
Employees of contractors
with the United States
outside the United States,
compensation for injuries,
etc.

Referred from Senate Dec.
20, 1945.

No action.
Do.
Report received from Railroad Retirement Board,
Mar. 7, 1945.
Referred to Federal Security
Agency February 1945.
No action..
Superseded by H. R. 4512.
Covered in S. 191.
No action.
Do.
Covered in S. 191.
Referred to Federal SecurityAgency, July 23, 1945.
Covered in S. 191.
Passed House Mar. 15, 946.
Referred to various departments on Nov. 20. 1948.
Referred to Feleral Security
Agency, Nov. 20, 1915.
Referred from Senate Deo.

12, 1946.

Hearing com-

pleted Mar. 13, 1946, awaitIng executive session.

No action.

Referred to subcommittee

No. II, Jan. 26, 1946.

Referred to Suboommittee
No. II, Feb. 8, 1946.
Hearings Mar. 18, 1946.

No action.

Labor.. ..........-

H. R. 5206, Mr. Spark- Establishes a Federal Camman.
.
mission for the Physically

Hearings start Apr. 80, 1946
before Kelly Committee.

Merchant Marine
and Fisheries.

H. R. 80, Mr. Lane...

Considered with H. R. 2346.

H. R. 1177, Mr. Lane.

Veterans
et
to seamen.

granted

--..... do............--- ..........

H. R. 2180, Mr. Herter Merchant marine veterans,

(by request).

H. R. 2346. Mr. Peterson (Florida).

readjustment in civilian

-.....do ..................

H.R . 249, Mr. Peter- To provide certain benefits
son (Florida).
to seamen serving in
World War L

Do.

Do.
Referred to subcommittee
headed by Mr. Peterson of
Florida.
Committee is
ready to report to full
committee.
Considered with H. R. 2346..

2842

NATIONAL HEALTH PROGRAM

Legislation concerning national health and related subjects-Continued
CALENDAR OF BILLS--Continued
Committee
Military Affairs.....

Public Buildings
and Grounds.

Bill sponsor

Subject

'

H. R. 713, Mr. Dick- For the creation of medical
stein.
academies.
H. R. 2139, Mr. Completion of hospital nrojGathines.
ects initiated by thp W PA.
H. R. 4151, Mr. Stigler. Federal aid for hospital construction.
H. R. 6024, Mr. Mansfield (Texas).

Ways and Means...

World War Veterans' Legislation.

RelatinE to the prevention
and control of water pollution.
H. R. 395, Mr. Dingell. To provide for national
health, security, and public welfare.
H. R. 1442. Mr. Miller To aid States in provilne
certain medical, surgical.
(Nebraska).
and hospital care.
H. R. 1820, Mr. Coffee. To enable Stat"s to provide
medical care for recipients
of public assistance.
H. R. 3293, Mr. Din- To provide for national
health, security, and pubgell.
lic welfare.
H. R. 103, Mr. Voor- Grants permanent and total
disability ratings to vethis (California).
erans suffering from industrial inadaptability.
H. R. 359, Mr. Beck- Emergency disability compensation.
worth.

H. R 3200, Mr. Cannon (Florida).

To provide permanent and
total disability rating in
active pulmonary tuberculosis cases.
To provide total ratings for
the most severe functional
nervous diseases or psychoneurotic cases.
To provide orthopedic and
prosthetic appliances to
veterans.
Grants permanent and total
disability ratings to veterans who are unable to
follow any gainful occupation because of a serviceconnected disability.
Amending the veterans' regulations.
To create a Federal Board
of Psychiatrists in the
Veterans' Administration.
Liberalizes law pertaining
to hospital and medical
care and related services.
Relative to mental and
nervous diseases of v4t-

H. R. 254, Mr. Miller

Authorizes furnishing pri-

H. R. 584, Mrs. Rogers
(Massachusetts).
H. R. 721, Mr. Gibson.

H. R. 1581, Mr. Rankin (by request).
H. R. 1694, Mr. Peterson (Florida).

H. R. 2279, Mr. Rankin (by request).
H. R. 2739, Mr. Heffernan.
H. R. 3115, Mr. Rankin.

(Nebraska).

H. R. 3426, Mrs.
Rogers (Massachusetts).
H. R. 3463, Mr. Voor-

his (California).

H. R. 3522, Mr. Rankin.

No action.
Do.
Report received from Division of Community Facili-

ties Mar. 22, 1946.
Reported out Apr. 13, 196,
Rept. No. 1929.
No action.
Do.
Do.
Do.

Adverse report from Veterans' Administration Feb.
3, 1945.
Adverse report from Veterans' Administration Feb.
3, 1945 (similar to H. R.
3922, 4162 of 78th Cong.).
No action (similar to H. R.
1029, 78th Cong.).
Adverse report from Veterans' Administration Jan.
31, 1945.
No action.
Adverse report from Veterans' Administration Feb.

26, 1945.

No action. Covered in H. R.
3115.
Covered in H. R. 4717.
Favorable report from Veterans' Administration June
21,1945.
No action.

erans.

vate facilities of medical
and hospital treatment to
certain veterans.
To grant permanent and
total disability where active tuberculosis has been
Established.
To improve the hospital care
of veterans.

To liberalize laws pertaining to hospital and medical care.

H. R. 3594. Mr. Rogers Relating to emergency hospitalisation of veterans.
(Florida).
H. R. 3629, Mr. Ma- To erect a women's facility
at New Orleans, La.
loney.
- *

H. R. 3630, Mr. Bikes.

Action

-

-

Defining "Veterans' Administration facilities."

Covered under H. R: 3115.

No action.

Adverse report from Veterans' Administration Oct.

8,194&

Favorable report from Veterans' Administration July
10, 1945 (identical to H. B.
3115).
Covered in H. R. 3522.
Adverse report from Veterans' Administration Oct.

20, 1945.

Adverse report from Veterans' Administration Nov.
16, 1945.
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Legislation concerning national health and related subjects--Continued
CALENDAR OF BILLS-Continued
Action

Subject

Bill sponsor

Committee

'I

I
H. R. 4218, Mr. Mansfield (Montana).
H. R. 4717, Mr. Rankin.
H. R. 4847, Mr. Peterson (Florida).
H. R. 4850, Mr. Kelley
(Pennsylvania).
H. R. 5012, Mr. Doyle.

H. R. 6089, Mr. Hand.
H. R. 6i14, Mrs. Rogers (Massachusetts).

Additional compensation to
veterans who have suffered loss of limbs, or who
are totally blind.
To establish a Department
of Medicine and Surgery
in the Veterans' Administration.
Care of veterans with nonservice-connected disabilities, over 65.
Seeing-eye dogs for blind
certain
and
veterans
others.
To dispense with the requirement that a veteran
be unable to pay hospital
expenses, in non-serviceconnected cases, as a condition to hospitalization
and domiciliary care in
veterans' facilities.
To provide specially constructed automobiles for
paraplegic veterans.
To authorize the furnishing
of motor equipment to
seriously disabled veterans.
-.... do-....-............---

H. R. 6116, Mr. Kelley
(Pennsylvania).
H. R. 6202, Mr. Mar- ----- do ---------------cantonio.
H. R. 6204, Mr. Sa- To provide that a veteran's
compensation, pension, or
dowski.
retirement pay shall not
be reduced during his hospitalization or domiciliary
care.

f

Public Law 239, 79th Cong.

Adverse report from Veterans' Administration Mar.
22, 1946.
No action.
Covered in H. R. 3115, 3522.

No action.
Do.
D
Do.
Do.
Do.

LAWS

Public Law

Committee

Adverse report from Veterans' Administration Mar.
4, 1946.

Subject

Bill Number
I------ -------

:
SENATE

Claims .............. Public Law 579, 74th Cong..
Commerce .--.----. Public Law 244, 75th Cong..
Education
Labor.

and

Public Law 787, 71st Cong..

8. 2040-...---8.2067..----...

8.4030.-----

Public Law 346, 78th Cong..

8.1767-..-...-

Government contracts, compliance
with State health and safety laws.
Disposal of blood plasma.
Hospitalization of veterans.
Travel allowance to and from a veterans' facility for purpose of medical
care.
Servicemen's Readjustment Act (GI

Public Law 833, 76th Cong..

S. 3920........

Railroad unemployment insurance.

Public Law 432, 69th Cong..
Public Law 803, 69th Cong..

S. 3545........
8. 3170 -------

Public Law 257, 73d Cong...

8.2794........

Public Law 382, 76th Cong..
Public Law 861, 76th Cong.

B. 17088.4270-........

Public Law 265, 62d Cong...

8.2117.....---

Government employees, injuries.
Longshoremen's and harbor workers'
compensation.
Longshoremen's and harbor workers'
medical services.
Employers Liability Act.
Soldiers' and Sailors' Civil Relief
Act.
Public Health Service.

Public Law 846, 74th Cong__ 8.3055..-----..

Public Law 528, 78th Cong.. S. J. Res. 148..
Finance-............. Public Law 312, 74th Cong.. 8.3060........
Public Law 432, 76th Cong - S. 2866---.....

Interstate Commerce.
Judiciary...--..-....

Military Affairs.....
Public Health and
National Quarantine.

0

Government employees, injuries.
National Cancer Institute Act.
Books for adult blind.

bill).
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Legislation concerning national health and related subjects-Continued
LAWS--Continued
Committee

Action

Subject

Bill sponsor

Houe
Payment for blood transfusion in
certain cases.

Public Law 665, 76th Cong..

H. R. 9007---....

Public Law 9,77th Cong....

H. R. 3204.-...

Public Law 124, 79th Cong..
Public Law 395, 76th Cong_.

H. R. 3199....
H. R. 6266.---

Public Law 113,. 78th Cong..
Public Law 457, 78th Cong..

H. R. 2536....
H. R. 5125....

Public Law 301, 64th Cong..

H. R. 10384--- Employing diseases, etc., aliens on

Public Law 399, 74th Cong..

H. R. 8651....

Public Law 162, 75th Cong..
Public Law 722, 75th Cong..
Public Law 141, 76th Cong..
Public Law 410, 78th Cong..
Public Law 261, 66th Cong..
Public Law 267, 64th Cong..
Public Law 603, 69th Cong..
Public Law 82, 75th Cong...
Public Law 468, 75th Cong..
Public Law 727, 75th Cong..

H.
H.
H.
H.
H.
H.
H.
H.
H.
H.

Merchant Marine
and Fisheries.

Pfilic Law 17, 78th Cong...

H. R. 133.....

Military Affairs.....
Mines and Mining_
Public Buildings
and Grounds.
Ways and Means..

Public Law 193, 65th Cong.. H. R. 12281...
Public La* 49. 77th Cong. - H. R. 2082....
Public Law 137,77th Cong-.. H. R. 4545....

Appropriations.....

District of Colum-

bia.
Education.-------.
Expenditures in the
Executive Departments.
Immigration and
Naturalization.
Interstate and Foreign Commerce.

Invalid Pensions....
Judiciary-.------

World War Veterans' Legislation.

R. 7519-....
R. 10127- R. 5474....
R. 4624....
R. 10378._.
R. 15316...
R. 11325...
J. Res. 468.
R. 1547....
R. 5690....

Public Law 271,74th Cong..
Public Law 379,76th Cong.__
Public Law 797, 77th Cong_..
Public Law 868,71st Cong...

H.
H.
H.
H.

R.
R.
R.
R.

7260....
6635-....
75M ....
16982...

Public Law 308,78th Cong...

H. R. 3176--....

Public Law 309,78th Cong...
Public Law 239,79th Cong...

H. R. 4519-...
H. R. 4717....

Aid to States for health and sanitation activities in defense areas.
Tuberculosis prevention.
Group Hospitalization, Inc.
Vocational rehabilitation.
Sale or lease of surplus medical supplies.
vessels unlawful.
Railroad retirement.

Do.
Railroad unemployment insurance.
Do.
Public Health Service Act.
Seamen, damages for injuries. /
Government employees, injuries.
Do.

Cancer Control Month.
Government employees, injuries.
Longshoremen's and harbor workers'
amendments.
Rights of seamen under Public
Health Service and Social Security
Act.
Venereal Disease Act.
Health and safety in coal mines.
Defense public works, health facilities.
Social Security Act.
Maternal and child health.
Opium Poppy Control Act.
Additional veterans' facilities.
Furishing of artificial limbs, etc., to
retired service personnel.
Seeing-eye dogs to blind veterans.
To establish a Department of Med*i
cine and Surgery in the Veterans'
Administration.

[C. R. Gibbs, April 26, 1946, Federal Law Section]
STATEMENTS BY ORGANIZATIONS
ALxAMACE GENERAL HOSPITAL, INc.,
Burlington, N. C., April 25, 1946.
The Honorable James E. Murray and Members of
the Senate Committee on Education and Labor, Washington, D. C.
GENTLEMEN : Under date of April 11, we mailed you our appraisal of Senate
bill S. 1606 in response to your telegram asking our opinion concerning it.
I am enclosing herewith a further statement by another member of our
committee concerning this same bill. I would like for it to be included with

our statement.

Dr. Murphy was quite interested in English medicine and during his recent
15 months' stay there had an excellent opportunity to study the situation because of his position as a consultant. I know from many conversations with
him that he made a very careful study of the English medical set-up.
Very truly yours,
GEORGE L. CABmINGTON, M. D.
A STATEMENT CONCERNING SENATE BILL 1606, BY G. W. MURPHT, M. D.,
ASHEVILLE, N. C.

Being a member of a special committee appointed by the president of the
Medical Society of the State of North Carolina to consider the matter of governmental regulation of the practice of medicine, this statement is made in my
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capacity as a representative of the physicians of 14orth Carolina and as a private
individual.
Having served in England for 15 months during World War II, as a medical
officer with the Army of the United States and having come in contact with many
English civilians and a number of physicians, this statement deals only with
the status of medical care in that country as it may bear upon S. 1606.
Governmental regulation of medicine, which is mild compared to that proposed
in S. 1606, has existed in England for about 36 years. The effects of such regulation are judged to have been as follows:
(1) Red tape, paper work, poor remuneration, and the interposition of nonmedical personnel between doctor and patient have made the practice of medicine
much less attractive to the more capable students.
(2) Educatonal requirements and training facilities have failed to reach
the high levels attained in the United States.
(3) The average English physician is much less capable than his counterpart
in the United States and does not have the enthusiasm and feeling of responsibility
so characteristic of the American doctor.
(4) The contrast between the United States Army doctor, recently drawn from
civilian life, and the English physician was striking.
(5) English doctors are aware of their comparative lack of ability; and, being
faced with the prospect of even greater governmental control, say almost unanimously that they will advise their sons and daughters against medicine as a
career.
(6) English doctors are aware that London is no longer a world medical center,
that the world center is now in the United States, and they attributed this largely
to the effects of governmental regulation.
(7) The care and attention which patients receive from doctors practicing
under the "panel system" is obviously poor.
(8) Public health facilities and regulations in England are very poor. Though
public health is a governmental function, it is always contrasted against the
background of private practice and advances or fails to progress in keeping
with the progress of private practice.
(9) The more intelligent English people are conscious of the disadvantages
of the "panel system," and a majority of them are opposed to governmental
regulation.
(10) The lower-income groups resent the poor quality of medical care which
they receive but submit because they have never known better and have no
other recourse.
(11) Medical practices in England are advertised and bought and sold as any
chattel. This is striking evidence of the lack of the personal element which is
the soul of American medicine.
(12) The status of the average physician in England is that of an artisan and
not that of a respected professional counselor. The people have little respect
for their doctor, and the doctors have a minimum of personal interest in their
patients.
Observation over a period of years has led to the convictions that(1) The unavoidable regimentation of the doctors of the Regular Army and
Navy of the United States has made them much less capable than those same
men would have been in private practice.
(2) While the period was too brief to seriously affect the actual care of
patients, regimentation had begun to produce a definite professional deterioration
in the civilian doctors who served in the Army in World War II.
(3) Bureaucratic control did result in a very poor type of medical care being
given to veterans of World War I.
(4) The lack of direct personal responsibility to the patient has resulted in
a poorer type of treatment of those covered by the North Carolina Workmen's
Compensation Act than that given by the same doctors to their private patients.
(5) Governmental regulation has resulted in a marked deterioration and
obsolescence of medical practice in England.
CONCLUSION

1. Reason indicates that any system which interferes with the patient choosing
and paying his own doctor at any time and under any circumstances and which
renders the doctor less responsible to the patient and more responsible to a governmental agency should result in an inferior type of medical care.
85907--46-pt. 5--22
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2. In every case of regimentation known to me, medical care has shown the
deterioration as logically anticipated.
3. S. 1600 provides for the hiring of doctors and dentists, the passing upon
qualifications of specialists, the setting of fees and their method of payment, the
limitation of the number of patients a doctor may serve, the limitation of choice
of physician to those doctors who are a part of the system, the negotiation of
contracts for the provision of medical care en masse, and the compulsory payment for services which may or may not be desired by the individual, etc. These
are an exaggerated form of the defects which have led to poor medical care in all
other comparable circumstances.
4. I am unalterably opposed to any system of governmental regulation of the
medical care for individuals at large.
5. I am opposed to S. 1606 or any other proposal which allows the Government
to control or provide individual medical care for the general public except when
direct payment by the individual would lead to undue financial hardship.

STATEMENT OF ESTHER PETERSON, REPRESENTATIVE OF THE AMALGAMATED CLOTHING
WORKERS OF AMERICA, IN SUPPORT OF S. 1606, To PROVIDE FOR A NATIONAL HEALTH
PROGRAM

I am here today to speak for the 325,000 members of the Amalgamated Clothing
Workers of America, workers employed in the men's apparel and clothing service
industries. Through their union, born in the sweatshops, the workers in these
industries have for over 30 years been actively improving their working and
living conditions. The Amalgamated has been in the forefront of the campaign
for higher minimum wages and shorter hours, for old-age and health insurance,
not only for its 325,000 members but for all the American people, because it
realizes that the problems of economic and social security are indivisible and
must be met on a national level. It is for this reason that the fifteenth biennial
convention of the Amalgamated Clothing Workers of America resolved in May
1946 to urge immediate enactment of Senate bill 1606.
The opportunity to enjoy good health and protection from the ecppomic effects
of illiess are fundamental to the basic American rights to freedom from fear and
freedom from want. Furthermore, full participation in the economy and the
maintenance of a high level of production are dependent on the health and wellbeing of the people. It was the firm belief of our late President Roosevelt in 1939
that "there is no greater public need, from the standpoint of individual and
social security, than a comprehensive program to safeguard .and improve the
Nation's health"; and he urged Congress "to put science to work so that, within
the limits of present knowledge and potential resources, all of the American
people will have the greatest possible opportunity to live out their lives in health
and vigor, free to the maximum degree from the unhappiness and economic
burdens that result from sickness, disability, and premature death."
Our wartime experience dramatized alarmingly the poor state of the Nation's
health. At a time when national defense required the maximum utilization of
our manpower resources, the Selective Service System found a disturbingly high
percentage of our young men unfit for miUtary service. Almost 5,000,000 young
men between the ages')f 18'and 37, amounting to30 'peirent of all those examined,
had been rejected for military service by April 1, 1945. Yet, despite this high
rejection rate, an additional million and a half men had to be discharged from
the armed forces after induction for disability aside from wounds, and a like
number, although not discharged, required treatment in the armed forces for
disabilities which had existed before induction. These figures, serious as were
there implications for our military mobilization, are also indicative of the inability of the American people to meet the demands of normal, peacetime living and
to participate fully in our Nation's economy.
About 7,000,000 people in the country are disabled by sickness on an average
day in the year. The actual prevalence of illness, however, is undoubtedly substantially higher, since much of it is unrecognized until in advanced stages or
until death because of insufficient and too infrequent examinations. And the
7,000.000 estimated to be disabled, aside from those with unrecognized illnesses,
are by no means incapacitated primarily by minor and temporary indispositions.
More than half have been sick for 6 months or longer. Apart from the pain and
personal suffering these figures imply, they represent also a great loss to' our
productive capacity. Fully half of the 7,000,000 disabled On an average day are
in the labor force and would ordinarily be employed or seeking work. In 1942,
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in fact, 500,000,000 workdays, or about three or four billion dollars in wages, were
lost through absenteeism caused by illness or accident.
The simple truth is that our country's health facilities are inadequate and
that those most in need of medical care are least able to afford it. Compared with
other countries, our medical standards are high. But those resources which we
have are so unevenly distributed that the areas and groups in greatest need are
least serviced.
Our relatively high proportion of well-trained physicians are not located where
most required. This is understandable. In the absence of a well-coordinated
health program with reasonable guaranties to physicians, medical men have
tended to concentrate where medical facilities are adequate and the earning
capacity of the people permits them to earn a living. This has resulted, however,
in serious differences in the availability of physicians in different areas. For
instance, in 1942, before the full effects of the enlistment and drafting of medical
men for military service, Mississippi had 1 physician to 1,432 persons, as compared with New York, State, which had 1 physician for every 483 persons: In
fact, some counties.had as many as 5,000 persons per doctor. And in such cases
the physicians were usually older men, thus indicating an inclination for the
younger men to locate their practices where conditions are more favorable.
Dental care is even more inadequate. To begin with, there are fewer dentists
per person than physicians, and those that there are tend to be even more concentrated in large cities. It has been estimated that if all the dentists in the
country devoted themselves only to initial care they -would be able to provide
for less than one-sixth of the people.
Like medical and dental personnel, hospital facilities are also- insufficient and
unevenly distributed. The minimum standard of the ratio of general hospital
beds to the population is considered to be 4.5 to 5 per 1,000 population. Yet not
even the northeastern region of the country meets this minimum standard.
And in the South there are only 2.1 general and special hospital beds for 1,000
as compared with 4.3 per 1,000 in the northeastern region. These differences
are reflected by the fact that in 1941 the people in New York State received
17,701,000 days of hospital care, or 1.3 days per person, while those living in
Miissisippi received only 641,000 days of care, or only 0.29 day per person.
We are certainly proud of the great strides made recently by our public
health and mfterh1l and child-care programs. But there are still some 40,000,000 Americans living in communities without full-time, local public health
services. The hopelessness of attempting to provide adequate health services
without a comprehensive national "health program becomes brutally clear when
one realizes that, despite recent gains, it would take more than a hundred years
to cover the whole Nation with public health services on the present basis.
Present Inadequacies of facilities are at least equaled by the financial inability
of those families most urgently requiring medical care as factors calling for a
national health program. Illness most frequently strikes those who are least
able to afford it. Wage earners in families with annual incomes under $1,000
have more than twice as many days of disabling illness as those whose incomes
are $3,000 a year or more. The medical histories:of low-income families are
records of premature death and longer and more frequent illness. In calculating the cost of a national health program, we must discount the cost to the
community of the dependency, resulting from thlssall too typical combination
of Illness and poverty.
Although low-income families have greater medical needs than those with
higher Incomes, they actually receive far less medical service. Low-income,
families have fewer physicians' calls and days of hospital care and make fewer
visits to the dentist than families with moderate means. And although the
poorer families spend less money for such care than those who are better off
financially, these amounts are a greater proportion of their Incomes and represent, therefore, a much greater financial burden. And, these generalizations
of medical statistics, which have been testified to in detail by medical and public
health experts, do not even begin to account for the extensive amount of illness
among low-income families which gets no medical attention because of lack of
funds.
It is clear that the poor state of the Nation's health Is due partly to insufflclently, badly distributed, and poorly organized health facilities and to the
inability of large sectpps of the poppuitfan to pay for even a minimum of
medical care. Before the war, about $4,000,000,000 a year was spent for medical
care. Three-fourths of this was spent by patients and their families; one-fifth
by Federal, State, and local governments; and the remainder by industry and
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philanthropy. Since the costs of medical care can be fairly accurately predicted for large groups, the distribution of risks and costs would be spread
to provide medical care for those least able to afford it. There is nothing new
about this idea. It is the principle underlying our educational system.
To a limited degree, various insurance plans have been attempting to do
this for years. The Amalgamated Clothing Workers of America has a comprehensive system of health and life insurance operating under the collectivebargaining agreements in its major industries. These plans, paid for entirely
by employer contributions, provide for death, sickness and accident, and hospitalization benefits. But such employer-supported plans are limited to relatively
few workers in the country.
More extensive in coverage but still not adequate to meet the needs are the
voluntary insurance plans. The Blue Cross plans, those hospitalization prepayment plans approved by the American Hospital Association, now cover about
13,000,000 persons, less than 10 percent of the population. But, although the
success of these plans demonstrates the possibility of insuring middle-income
families against hospital costs, it also indicates that such plans are not feasible
for the low-income families most in need, since costs are too high And, al.
though such plans help make available existing hospital facilities to those groups
who can meet the costs, they leave untouched the tremendously important fields
of medical care other than hospital care.
Experts agree that a vast amount of illness is preventable or could be alleviated
if adequate medical facilities were available and that the disastrous economic
consequences of sickness, with all the insecurity that follows in its wake, could
be enormously moderated by adequate health insurance. To those of us in labor
unions, provision for medical care is even more urgent now that Congress has
failed to guarantee to American workers even the minimum standard of living
called for in the minimum wage bill and the protection against inflation provided by OPA. If American workers have been unable to pay for medical care
in the past, what can be hoped for in the absence of even the barest economic
security?
It is apparent that even in normal times existing public facilities and private
facilities as presently organized cannot meet our Nation's health needs. The
only practical solution to this serious national problem is a comprehensive
national health program. The proposals embodied in S. 1606 for prepaid personal health services and for grants to States for public-, maternal-, and childcare services and for medical care for needy persons and the provisions in 8. 191
for construction of hospitals where most needed will go a long way toward giving
the American people the health protection to which they are entitled. The
Amalgamated Clothing Workers of America wholeheartedly endorses these measures and urges Congress to enact them immediately.

AMaEICAN ACADEMY o O
OrHOPAEDIO SURGEONS,
OFFICErF THE COMMrITEE ON LEGILATION AND MEDICAL ECONOMICS,

Washington, D. 0., May 1,

1946.

Hon. JAMES E. MUBBAY,
Chairman, Education and Labor Committee,
United States Senate, Washington, D. C.:
Reference is made to a letter to you dated April 25, 1946, addressed by J. E. M.
Thompson, M. D., president of the American Academy of Orthopaedic Surgeons,
requesting a hearing on bill S. 1606 entitled "National Health Program" and to
your reply telegram May 1, 1946. In compliance with your kind invitation the
following statement is submitted by the committee on legislation and medical
economics for the American Academy of Orthopaedic Surgeons. It is requested
that this statement be presented in the record of the hearings on bill S. 1606.
The American Academy of Orthopaedic Surgeons is composed of a large group
of surgeons who are specialists in the treatment of crippling injuries and diseases. The academy, through its committee on legislation and medical economics,
wishes to express its opposition to bill S. 1606. There is insufficient evidence
that the provisions of the above bill will improve the standards of medical care
in this country. On the other hand the growth of a Federal system of control
of medicine such as this bill implies, will prove to be a costly experiment.
Furthermore it threatens to impair the present high standards of the medical
profession which is freely contributing a large portion of its time and energy
to medical education, welfare, and care of the sick-a voluntary service probably

NATIONAL HEALTH PROGRAM

2849

unmatched by any other profession or industry. The majority of the medical
profession are unwilling to be regimented to the degree outlined and most doctors are reluctant to ivork under a system of state medicine in either a civilian or
military capacity except in a time of national emergency.
The principle of a voluntary health insurance plan is approved. This committee has previously expressed its approval of the Hill-Burton bill, which provides
for essential hospitals, and of the Magnuson bill, which provides for a national
research foundation.
The American, Academy of Orthopaedic Surgeons favorably endorses the
statement of the American Medical Association on bill S. 1606 as. submitted
by Dr. R. L. Sensenich.
Thank you for the opportunity to present this statement.
Very sincerely yours,
LEONARD T. PETERBON, M. D.
AMERICAN ASSOCIATION FOR HEALTH,
PHYSICAL EDUCATION,

AND RECREATION,

Washington 6, D. C., July 19, 1946.
Hon. JAMES E. MURRAY,
,
Chairman, Senate Committee on Educati6n and Labor,
United States Senate, Washington, D. C.
DEAR SENATOR MUEBvY: Enclosed you will find a statement relating to the need
for amending the provisions of S. 1603-national health program-by the addition of a title to provide more adequately for programs of health and physical
education and health services for all children of school age.
To this statement are attached three exhibits as follows:
Exhibit A: The reasons why the schools must and can contribute effectively
to the health and physical fitness of the Nation.
Exhibit B: Principles considered in th drafting of Federal legislation providing grants-in-aid for a school health and physical education program.
Exhibit C: The proposed School Health and Physical Education Act of 1946
recommended as an additional title to S. 1606.
We would like to have you record all of these materials with your committee,
and it is our sincere hope that all of these materials will be placed in the
official records of the hearings of your committee.
Sincerely yours,
BEN MILLER,
Executive Secretary.
STATEMENT OF

DB

BEN

W. MIrLER, EXECUTIVE

SECRETARY, AMERICAN AssocIATION

FOa HEALTH, PHYSICAL EDUCATION, AND RECREATION

(The American Association for Health, Physical Education, and Recreation
is the professional organization of individuals engaged in health education,
physical education, and recreation primarily in the schools and colleges of
the United States. It is the official national body of the State and local health,
physical education, and recreation associations in all of the States and some
of the Territories. AAHPER membership, officially totaling 12,703, extends into
every State and many cities and into practically every college and university
in the United States and it represents approximately 60,000 professional
workers.)
Mr. Chairman and members of the Senate Committee on Education and Labor,
I am Ben W. Miller, executive secretary of the American Association for Health,
Physical Education, and Recreation. and I am speaking in behalf of the board
of directors of that association, which has authorized me to testify on S. 1603-national health program. My remarks may be taken to represent not only
a cross section of opinion in the teaching profession but also the opinion of
those whom we regard as our national professional leaders.
I wish to file for the record three statements in addition to these remarks
relating to "The need for amending the provisions of S. 1606-national health
program-by the addition of a title to provide more adequately for programs
of health and physical education and health services for all children of school
age." The three statements are:
Exhibit A: The reasons why the schools must and can contribute effectively
to the health and physical fitness status of the Nation.
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Exhibit B: Principles considered in the drafting of Federal legislation providing
grants-in-aid for a school health and physical education program.
Exhibit C: The proposed School Health and Physical Education Act of 1946
recommended as an additional title to S. 1606.
IT WAS ALMOST TOO LATE

War spotlights health and physical fitness and reveals its inadequacies.
America has been given the sort of shock an individual receives when he goes
to his physician for a medical check up and is told bluntly that he had better
begin taking care of himself.
Almost one out of every three men called before the selective service boards
was found unfit for duty. Many accepted for the military forces did not have the
soundness of physical condition required for effectiveness on the war fronts.
It was necessary to submit all inductees to a period of physical hardening that
could have been greatly shortened if they had entered service in reasonable
physical condition.
Lack of vigorous bodily and mental health handicapped not only our military
strength in force and numbers, but weakened our defense activities on the home
front Absenteeism due to health that was under par cost millions of man-hours
in war production offices and factories. It is a shameful indictment against us
as a nation that such a health status exists.
This is not our first experience of this kind. The physical stamina of two
successive generations of American youth has now been submitted to the rigid
accounting of war. The score is not a commendable one for a nation possess;ong
the resources to cope with such inadequacy. It is tragic that we paid such a
frightful price in our human resources for victory. Correction of this situation
is one of the first and most important steps to take in the national defense.
Physical fitness is no less vital to economic productivity, effective citizenship,
and individual happiness in peacetime than it is to military defense. Continued
neglect of the. health of large areas of our population, after it has been shown
twice in a quarter of a century how serious a threat such neglect is to national
security, is a folly we can ill afford.
To increase the knowledge of hygienic laws, to reduce disability due to sickness
and physical defects of any type, to minimize inability to recover rapidly from
fatigue and exhaustion, to insure the ability to perform daily tasks (whether
military or civilian) efficiently and well within the limitations of the human
body, to develop an ideal of American health and fitness which will demand a
continuous effort for healthy and vigorous appearance and pride in rugged
endurance, to aid sound home-school community education which produces welldisciplined individuals who reject soft living and take pride in physical vigor,
and to encourage fitness that results from self-direction and inner propulsion
rather than from compulsion-all constitute a National, State, and local duty.
It is time now for the Federal Government to share the responsibility and
assume its obligations in helping every State and local community to insure
adequate home-school-community programs that deny no one his right for health
and physical fitness.
THE ISSUE INVOLVED

We want the most efficient and most acceptable health and fitness security for
our entire population. We do not wish to debate that certain provisions of
S. 1606 national-health program are not needed. The issue is not one of advocating that any one measure or even a combination of two or three measures will
solve the health problems of the Nation. Neither is there an issue that"the
substitution of educational and preventive measures for treatment or the medical,
curative, and corrective measures that are judged necessary will provide a solution. Neither is the issue education versus medicine or education versus public
health.
We are all for a comprehensive program, the integral parts of which complement
and supplement one another and which in the final analysis are all necessary for
any reasonable solution of the health and physical fitness problems of the Nation.
The point at issue is simply that the preventive and educational aspects of health
and physical fitness must be given one of the high priorities in a national-health
program if that program is universal, efficient, and economical and if it is
accepted by. the American people and constitutes the best preparedness for citizens
situated as we are under conditions of life as they now exist.
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EMPHASIS ESSENTIAL ALSO ON MDUCTION AND PREVENTION

The President of the United States in his message to Congress on November 19,
1945, requesting legislation for adoption of a national health program made a
strong plea for an adequate school health and physical education program. He
said:
"The health of American children, like their education, should be recognized
as a-definite public responsibility.
"In the conquest of many diseases prevention is even more important than
cure. A well-rounded national-health program should, therefore, include systematic and widespread health and physical education and examinations, beginning with the youngest children and extending into community organizations.
Medical and dental examinations of school children are now inadequate. A preventive health program, to be successful, must discover defects as early as possible.
We should, therefore, see to it that our health programs are pushed vigorously
with the youngest section of the population."
Obviously, the schools are not primarily responsible for all health conditions
implied in the tragic records in the selective-service findings. The causes may
extend well below and far beyond the school age. The schools, however, are
definitely vulnerable. School health practices have seldom kept pace either in
urban or rural communities with the possibilities of their improvement. Many
services have been wholly inadequate; and, worse, they have been uncorrelated
*
and their findings where know have not been understood and followed up.
Few school systems have as yet even attempted to face the problem of health
education and physical fitness realistically. There are few schools which administer adequate medical examinations. Those which do almost never have an
adequate follow-up program There is much ignorance concerning disease,
positive health, good physical condition, and safety. In only a very small proportion of our elementary schools is there any program of physical education. Secondary school and college programs are only a little better. In the most critical
period of the war, when 75 percent of all high-school boys could expect to be
called up for service in the armed forces, half of the high schools in the United
States had no physical education at all in the junior and senior years and fewer
than a third had health instruction.
Yet no agency of our society is so favorably situated nor has such potential
opportunities for usefulness in all these directions as has the school. In fact,
the unique function of the schools is education, and education is one of the major
general means for improving the health of succeeding generations and for reducing the present enormous waste due to physical defects, disease, and under-par
physical condition.
The interest and responsibility of the schools for an expanded and Improved
program of health, physical fitness, social adjustment, and leisure-time interests
scarcely need justification. These factors have been repeatedly judged basic
to learning, to happiness, to success, to effective citizenship, and to all worthwhile and effective efforts in both war and peace times. For those who may
question the place of the schools in the achievement of these important factors
of national welfare, some of the major reasons why the school must and can
contribute effectively are stated in exhibit A.
Whether or not America truly becomes a healthy nation resolves itself into the
question of whether we are willing to do better and more aggressively all those
things on which there is evidence that we as a nation know how to do. This is
the opportunity for education to give added impetus once more and not as temporary expediency to its favored and high priority objective--health and physical
fitness.
THE RECOMMENDATION

In no respect are the indictments of failure in the schools more pronounced
than for the health and physical fitness of America's children and youth. The
schools have been and are being severely criticized. Much of this criticism is
not justified, because the schools have not been given a real opportunity to meet
their function and responsibility. They have been handicapped greatly. As has
beeQ the case with other groups concerned, the schools have been judged by their
inadquacies rather than by the real good a minority are doing and by the potential
contributions the rest could make. It has been estimated that 90 percent of the
inadequacies are related specifically to lack of funds.
The National Government can help best by allocating funds to the States and
lo',al communities to provide the impetus needed. This will tend to insure tha'
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schools of the poorer States and local communities are given an opportunity as
adequate as those of the more prosperous and progressive States and communities-and at once.
That Congress should provide funds, to be administered through public agencies and under State and local control, to strengthen the health and physical
education program for all children in all schools and colleges is one of the official
legislative objectives of the National Education Association, representing the
educators of America. There is a common belief among other groups that more
funds are meeded than can be made aavilable from State and local resources,
Sound principles have been cooperatively developed and used in the drafting of
suggested Federal legislation providing grants-in-aid for an extended and improved school program of health and physical fitness. (See exhibit B.)
Congress should enact legislation that will provide grants-in-aid that will
(1) Improve instruction in health education and physical education;
(2) Help educate personnel;
(3) Increase the amount and improve the quality of health advisory and
guidance services, including health examinations, nursing, and follow-up services;
(4) Include provision for, or cooperation with, other agencies to insure effective measures to bring about the correction of remediable physical defects found
among school children; and
(5) Provide State-wide programs for adequate supervision of school health
education, physical education, and recreation.
*The attached Proposed School Health and Physical Education Act of 1946,
recommended as an additional title to S. 1606, national health program (see
exhibit'C), is the product of much work and many efforts in coordinating the
thinking of many interested national organizations and agencies, meetings of
which began in January 1945. In these group meetings and in numerous individual conferences many differences of opinion were resolved, and there has been
expression of approval by practically all of the groups. Some very important
national groups have officially approved the proposal, and there is strong indication for support by other groups and governmental agencies insofar as it is possible
for them to support any legislative measures not yet introduced. Many individuals sincerely feel that the proposal represents one of the major answers to the
problem cf health and physical fitness in America. We enthusiastically submit
it for careful consideration by the committee. We believe the addition of this
recommended title to S. 1606 will substantially add to the support for the entire
bill.
SUMMARY

In summary, the American Association for Health, Physical Education, and
Recreation believes that there should be more health in education and more education in health. It firmly believes that no national health program is adequate
which does not give proper emphasis to the preventive and educational aspects of
health and physical fitness. It supports the efforts of medical, dental, nursing,
and public health leaders in all national and international health measures judged
necessary to insure the welfare and security of the United States.
We do not believe that emphasis on remedial, curative, and medical health
measures alone is the way .for the Nation to gain a health and fitness status
comparable to its many other achievements. We believe that it is largely
through a preventive and educational approach that many of the needs for
corrective and medical procedures will be eventually eliminated or minimized.
We are convinced that greatly expanded and improved programs of health and
physical fitness in the schools must be one of the priorities in a national
health program in which the real goal is a citizenry whose physical and emotional well-being has been raised to a level in keeping with the democratic
heritage and the ideals of our country.
Furthermore, we believe that no legislative measures thus far introduced or
passed adequately take care of the health and fitness responsibility in the schools
of the country. We believe that the recommended new title in no way conflicts
with any legislation already introduced. As a matter of fact, we are convinced
that such provisions as are incorporated in this proposal will be necessary
even if the other measures are passed in their present form.
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EXHIBIT A. SOME REASONS WHY THE SCHOOLS MUST AND CAN CONTRIBUTE EFFECTIVELY
10 THE HEALTH AND PHYSICAL WITNESS STATUS OF THE NATION

1. In all communities the schools, as a universal agency having control of children under compulsory attendance laws, have an important obligation to share
in the provisions for better health and physical fitness. Reaching, as they do,
all the children and youth of all the people-or at least more of the children and
youth of more of the people than any other agency-their responsibility is so
much the greater.
2. The schools deal intimately and continuously with children and youth from
early childhood until the very threshold of adulthood is reached. Like democracy, because of its tremendous importance, and because there is always a new
generation, health and physical fitness must forever be defended and promoted.
3. All informed people agree that the basis of any really effective universal
health program is the protection and improvement of the health and physical
fitness of our children and youth of school age. School life is a strategic time
in the lives of all individuals. The formative years of school age are critical
ones in terms of securing health and physical fitness outcomes. It is the first
18 years that really count in laying the basis for strong bodies. Development
postponed to maturity is doomed to a reduction if not a total loss. Maintenance
of a healthy, strong body is all that can be expected after maturity is reached.
Health, physical fitness, social adjustment, safety, and leisure-time interests'
constitute a responsibility which is and always will be the first objective of the
modern school
4. In every community, large or small, a school is available, as conveniently
located as possible, in relation to the homes. If new health and physical fitness
facilities were to be planned on any adequate scale, the schools, with few excelp
tions, would be considered conveniently located for such purposes. This is
especially true in nonurban districts, where, in thousands of communities wi'h
about half of the school population, the schools afford the only appropriate public
facilities available.
5. School systems have definite assets for solving many leadership problems.
In many city, county, or consolidated school systems there are staff membersdirectors, teachers, technical workers, and qualified specialists well prepared in
one or more of the special phases of health and physical fitness work. The
schools are the one agency with employed trained educators in the ratio of 1 to
about 40 of the school population. In the majority of communities the only
properly qualified persons for the educational and preventive leadership are
members of school's staffs.
6. Preventive health and good education share the same general aims, and in
their more acceptable forms and techniques bear a marked resemblance. Poor
health retards growth and development and, in turn, retards school progress
and educational achievement. Good positive health is an important factor in
all school activities. Sick and under-par children cannot benefit much from the
services of the school ani are not likely to serve as effective school-community
citizens. As one of the fl:st objectives of education, health must necessarily
permeate all phases of the educational program from physical plant to details
of instruction. Habit-formation, exercise, cleanliness, healthful surroundings,
ventilation, rest, growth, safety, are everyday educational activities. The better programs of education increasingly contribute to the health, physical fit ness,
and leisure-time objectives, and thus health and physical fitness programs become an integral part of educational programs for child and youth development.
7. The school is the natural focal point for parents to turn for advice about their
children's problems, including their children's health and physical fitness. Much
of the preventive and almost all of the correction program depends very largely
upon parental cooperation. The schools are generally accepted as the best
avenue to reach the homes. They are less emotional and, in general, more scientific than the home in improving and conserving health. Excellent cooperation
can be secured from parents, because parents are accustomed to dealing with
school officials. Schools, on the whole, are trusted by people, and practically
evrry citizen has contact with them.
8. Some of the finest health and physical fitness services that schools are able
to render grow out of teacher-pupil relationships and experience in group living
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in fields of spontaneous interests. It is in the schools that chemistry, biology,
home economics, physical education, health instruction, athletics, .eating in
cafeterias and lunchrooms, club activities, and other subjects and areas of
experience related closely to life processes and living standards are offered
organized fashion, and these provide unexcelled opportunities for everyday in
correlation for postive health and fitness.
9. It is in the schools that children are first grouped together for long periods
of time and that real effects of substandard health and physical fitness are
first
observed. The first line of defense against communicable disease is formed by
teachers who can be trained to suspect, detect, and refer children with early
signs of disease and abnormal health behavior. Any health service in the
schools will have to depend on the intelligent cooperation of the teacher. By her
example and instruction she exercises a strong influence over the attitudes and
practices of pupils. She more than anyone else has opportunities for observing
the effects of instruction, nervousness, eyestrain, defective hearing, and first
symptoms of contagious diseases. It is safe to say that the full value of health
and guidance services is never realized unless the services are made a part
of the pupil's learning experiences and made to contribute to his understanding,
growth, and development.
10. The trend for organization and expansion of extended school services
.will better enable the schools to assume their health and fitness responsibilities
for children and youth in their out-of-school hours. The schools' greater assumption of responsibility for health and physical fitness objectives has paralleled
a growing realization of community service as a function of education. Given
adequate financial support, the schools could truly accept their share of the
responsibility, open their plants and facilities for more than the traditional 9 to
3 o'clock schedule, make available aggressive leadership and professionally prepared staffs to help meet total school-community needs.
11. Schools can insure the right kind of education for health and physical
fitness. Beyond the phase of the old, outmoded medical inspections still too
frequently found school health and physical fitness has other functions. Its
work is educational and preventive. Its program is to build up postive health.
It recognizes the value of and cooperation with the curative, remedial, or medical
forces for. better health in a community. It recognizes that health is not only
something which doctors and nurses safeguard. Educators believe that health
is not a kind of armor or shield which one dons with the aid of professional experts and which consists only of the absence of or protection from disease. Physical well-being should be a positive aim and largely is an individual responsibility.
It is concerned largely with things people do for themselves and not with what
we do for them. Only a partial solution lies in more and better doctors, more
and better nurses, more and better medical equipment. The long-range solution
of health and physical fitness lies largely in developing active guardians of
each individual's own health rather than passive recipients of services. Health,
vitality, stamina-personal or national-like democracy will never be automatic. These must eventually become' a point of view, a state of mind, a will
to do, as well as a condition of body. Therefore, the right, kind of education
is an absolute necessity.
12. Finally, but by no means last in importance, schools can instill the principle
that it is people that really make a nation great. In war life was cheap; it was
to be destroyed. It was expendable. However, no nation can long endure on
such a program. Conservation of our national vitality and a wise use of our
human resources is imperative if the Nation is to be prosperous and is to enjoy
national welfare and happiness. The conservation of the health and physical
fitness of children and youth is not only humanitarian but is good business since
the questions relating to health relate directly to the elimination of national and
personal waste. Expansion and intensification of health and physical fitness
programs are no less significant in times of peace than in times of war and would
make less necessary and less difficult the repeated emphasis in times of war.
Education is the unique function of the schools and it is indispensable in any
program of conservation of the Nation's human resources.
EXHIBIT B. PRINCIPLES CONSIDERED IN THE DRAWING OF FEDERAL LEGISLATION PROVIDING GRANTS-IN-AID FOR A SCHOOL HEALTH AND PHYSICAL FITNESS PROGRAM

1. Since the security and welfare of the Nation, the public, and every organized phase of society is first and last dependent upon the health and education
of our young people in legislative efforts the health and education of children
and youth is the first consideration..
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2. School health and physical education means those efforts pertaining to
health and physical fitness performed as an integral part of the school program.
3. Cooperation in planning and coordination of services by Federal, State,
and local governments are imperative.
4. Federal legislation providing grants-in-aid for any service should be sufficiently flexible to make it possible for the respective States to operate in accordance with any legislation or pattern of administration that the State may choose.
5. Services provided in State plans should be made available to children
without regard to race, color, creed, nationality, or economic status.
6. Funds should be made available only on a single plan submitted jointly by
State departments of education and health. Either the State health department
or the State education department should be reimbursed for expenditure pertaining to school health if such department has been designated officially by the
State to perform such function under a jointly agreed upon plan of operation.
7. There should be a single Federal agency to receive funds and disburse
funds (on approval) (the advice) of a representative advisory committee appointed by the administrator of the agency on recommendation of the Commissioner of Education, the Surgeon General, and the Chief of the Children's
Bureau.
8. Policies relating to promotion of school health and physical fitness programs,
approval of plans, regulations, and research and technical services should be
determined by the Federal Security Administrator (or by the administrator of
the national health program) upon recommendation by an advisory committee.
9. Consultant services may be made available through the field staff of the
agencies directly involved, strengthened and augmented as necessary to carry
out the functions of school health and physical fitness.
10. State plans shall encompass provision for instruction in health and physical education, health advisory and guidance services in schools, and for the
training of personnel, and may include provision for, or cooperation with, agencies providing medical and dental care and treatment of children.
11. No legislation should specify frequency or extent of examinations or services.
12. Funds'made available must be expended through public agencies and under
public control.
13. Funds must be used for the extension and improvement of existing programs and services and not to take the place of existing State and local expenditures for school health and physical fitness.
14. The allocation of funds should be based on an objective formula which considers the number of children of school age and the economic status of the State.
EXHIBIT 0. PROPOSED SCHOOL HEALTH AND PHYSICAL EDUCATION ACT OF 1946
(As OF JUNE 15, 1946)
(RECOMMEgDE

AS

AN

ADDITIONAL

TITLE TO 8. 1606)

To authorize the appropriation of funds to assist the States and Territories in extending
and improving their program of health and physical education, and to provide health
services for all children of school age
Be it enacted by the Senate and House of Representative of the United States
of America in CongreV- assembled, That this Act may be cited as the '"School
Health and Physical Education Act of 1946."
FINDINGS AND DECLABATION OF POLICY

SEC. 2. (a) Whereas the health and physical well-being of the people are
essential for the security of our Nation: Therefore, as one essential measure
of national security and welfare, it is hereby declared to be the policy of the
United States to assist the States in extending and improving their programs of
health, physical education, and health services for all pupils attending schools
and school systems with the objectives of State-wide coverage within ten years.
(b) No department, agency, officer, or employee of the United States shall
exercise any direction, supervision, or control over, or prescribe any requirenents with respect to any school or school system, or and State educational
institution or agency, with respect to which any funds have been or may be made
available or expended pursuant to this Act, nor shall any term or condition of
any agreement or any other action taken under this Act whether by agreement or
otherwise, relating to any appropriation made under this Act or on behalf of any
school or school, system, or any State educational institution, or agency, or any
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limitation or provision in any appropriation made pursuant to this Act, seek to
control in any manner, or prescribe requirements with respect to, or authorize
any department, agency officer, or employee of the United States to direct, super.
vise, or control in any manner, or prescribe any requirements with respect to,
the administration, the personnel, the curriculum, the instruction, the methods
of instruction, or the materials of instruction.
APPROPIlATION AUTHORIZED

SEC. 3. For the purpose of enabling the States to extend and improve programs
of health, physical education, and health services for pupils attending schools,
or school systems, there is hereby authorized to be appropriated to the Federal
Security Agency out of any money in the Treasury not otherwise appropriated,
for the fiscal year ending June 30, 1947, $20,000,000 and annually thereafter a
sum sufficient to carry out the purposes of this Act. The sums made available
under this section shall be used for making payments to States which have
submitted, and had approved by the Fedei'al Security Administrator upon recommendation by the Commissioner of Education of the United States, the
Surgeon General of the United States Public Health Service, and the Chief of the
Children's Eureau, State plans for extending and improving such programs. No
provision cf this Act shall be construed to delimit a State in its definition of its
program of public education: Provided, That the. funds paid to a State under
this Act shall be expended only through public agencies and under public control,
as determined by the repective States: Provided, That nothing in this Act shall
be construed as to limit State legislatures from making such provisions for the
administration of the funds or for the scope of the services as they may see
fit, so long as the provisions in section 7 have been met.
APPORTIONMENT

SEC. 4. Each State for which a State plan has been'approved prior to or during
a fiscal year shall be entitled for such year to an allotment of a sum b-aring
the same ratio to the sum appropriated pursuant to section 3 for such year as
the product of (a) the population cf such State ages five to nineteen inclusive,
and (b) its percentage of economic need bears to the sum of the corresponding
products for all of the States having plans approved. Its percentage of economic
need shall be that percentage whic'i hbars the same ratio to 50 per centum as
the per capita income of the continental United States (excludirg Alaska) bears
to the per capita income of such State, except that such percentage shall in no
case be more than 66% per centum or less that 25 per centum. The Federal
Security Administrator shall calculate the allotments to be made under this
section and in accordance with section 8 shall notify the Secrtary of the Treasury
of the amounts thereof.
STATE AGENCY

SEc. 5. In order to secure the benefits of the appropriations authorized in section
3 of this Act, any State shall accept the provisions of this Act and designate or
create the State educational and health agencies to administer the provisions
of this Act, and
(1) Provide that the State treasurer, or corresponding official in that State,
serve as trustee for funds apportioned to the State under the provisions of
this Act;
1 (2) Provide that its State educational agency and State health agency as defined in section 12 (c) and (d) s'all represent the State in the administration of
funds apportioned to the State under the provisions of this Act.
ADVISORY COMMITTEE

SEC. 6. An Advisory Committee for School Health and Physical Education and
School Health Services to advise the Federal Security Administration shall be
created without regard to the civil-service laws to consist of twelve members
appointed by the Federal Security Administrator on recommendation of the
Commissioner of Education, the Surgeon General, and the Chief of the Children's
Bureau. The members shall be persons representative of the fields of elementary and secondary school health and physical education, medicine, dentistry,
nutrition, general education, public health, and the public at large. To initiate
this plan, one-third of the appointed members shall be appointed for a one-year
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term, one-third of the appointed members shall be appointed for a two-year term,
and one-thrid of the appointed members shall be appointed for a three-year term,
and thereafter all appointments shall be made for three-year terms and no member
shall be eligible for immediate reappointment. Vacancies occurring for any
causes in the appointive membrship of the Committee shall be filled by the
Federal Security Administrator upon recommendations, as provided for in the
original appointment. The Advisory Committee shall annually elect one of its
members as chairman. It shall meet from time to' time upon the call of the
chairman or upon the written request of not less than four members but at
least once each year to advise the Federal Security Administrator with respect
to the administration of this Act. Members of the Advisory Committee shall
receive no compensation for their services on the Committee but shall be reimbursed for necessary travel expenses and receive a per diem in lieu of subsistence
not to exceed $25 while away from their respective places of residence on the
business of the said Committee.
STATE PLANS

SEc. 7. In order to secure the benefits of the appropriations authorized in
this Act the State educational agency and the State health agency shall prepare
jointly a State plan which shall not replace present programs and shall incorporate provisions for extending and improving programs of health, physical education, and health services for pupils attending schools, and school systems.
(A) The State plan shall(1) provide for the administration or supervision of the administration
of tie plan by the State educational agency and State health agency, independently or jointly;
(2) provide for the extension and improvement of health, physical education, and health services for pupils attending schools and school systems with
the objective of State-wide coverage within ten years.
(3) provide methods of administration that will assure efficient operation
of the plan including methods relating to the establishment and maintenance
of personnel standards on a merit system basis for personnel in the State
health agency, except that no authority shall be exercised by any member or
individual employed in accordance with such methods;
(4) provide that of the total proposed expenditures of Federal funds undor the plan, not more than 75 per centum may be used for programs administered or administratively supervised by either the State health agency
or the State educational agency;
(5) provide that funds received under the provisions of this Act shall
be used to extend and improve instruction in health and physical education,
to train personnel, to increase the amount and to improve the quality of
health advisory and guidance services performed as' part of the school
program, and to prevent, diagnose, and treat physical and mental disabilities of school-age children, and to pay the costs for adequate State administration and supervision of the plan;
(6) provide that as the services described in the State plan and incorporated in this Act are extended, they shall be available to children without
regard to race, color, creed, nationality, or economic status.
(B) The Federal Security Administrator on the recommendation of the Commissioner of EIucation, the Surgeon General, and the Chief of the Children's
Bureau shall approve any State plan which fulfills the requirements specified
in subsection (A of this section and shall thereupon notify the State educational
and health agencies of its approval.
CERTIFICATION AND PAYMENT

SEC. 8. On or before the 1st day of September of each year the F deral Security Administrator on the recommendation of the Commissioner of Education,
the Surgeon General, and the Chief of the Children's Bureau shall certify to
the Secretary of the Treasury each, State which has accepted the provisions of
this Act and complied therewith. The Federal Security Administrator shall
also certify the amounts which each State is entitled to receive under the
Division of Disbursement of the. Teasury Department and prior to or settlement by the General Accounting Office, pay to the treasurer of such State the
amount so certified in four equal installments as soon as possible after the
first day of each quarter commencing July 1, 1946.
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SEC. 9. (a) A State, through its legislature, shall (1) accept the provisions
of this Act and provide for the administration of funds to be received; (2) provide that the State treasurer, or corresponding official in the State, shall receive

the funds paid to that State under this Act and, shall be required to report to
Congress, through the Federal Security Administrator, on or before the 1st
day of September of each year, a detailed statement of the amount so received
and of its disbursement; (3) provide that its State educational agency and its
State health agency shall represent the State in the administration of funds
received; (4) provide for an audit by the State educational and health authorities of the expenditures of funds received and apportioned and for a system of
reports from local jurisdictions to such authorities.
(b) Whenever any portion of the funds paid to any State has been expended
for the purposes other than those prescribed in this Act, a sum equal to such
portion shall be deducted from the next succeeding allotment to such State
whenever the Federal Security Administrator on the recommendation of the
Commissioner of Education, the Surgeon General, and the Chief of the Childen's
Bureau shall determine, after notice and hearing, that such moneys are being
expended for the purposes not prescribed in this Act. If any allotment is withheld from any State that State shall have the right to appeal within thirty days
to a United States district court and such court shall have jurisdiction as to
both fact and law.
REPORTS

SEC. 10. The State educational and health agencies receiving the benefits of
this Act shall prepare an annual report on forms developed on recommendations
by the Commissioner of Education, the Surgeon General, and the Chief of the
Children's Bureau and provided by the Federal Security Agency of the expenditure of funds received under this Act and of progress made in improving and
extending programs of school health, physical education, and health services.
The Federal Security Administrator shall prepare an annual report to Congress,
on or before December 1 of each year, covering the administration of this Act
and including a summary of the reports received from State educational and
health agencies.
ADMINISTRATION

SEc. 11. (a) The Federal Security Administrator in cooperation with the Commissioner of Education, the Surgeon General, and the Chief of the Children's
Bureau, and with the advice of the .Advisory Committee for School Health and
Physical Education and School Health Services shall administer.this Act and
deTine the responsibilities of the Federal agencies relative to the approval of
plans and providing consultation to States.
(b) A sum not to exceed 5 per centum of the total annual appropriation provided in this Act is hereby authorized to be appropriated to the Federal Security
Agency for the cost of efficient administration of the provisions of this Act. Appropriations made under this subsection shall be used by the Federal Security
Agency in a cooperative plan involving the United States Office of Education,
the United States Public Health Service, and the Children's Bureau for the administration and for making studies, investigations, and reports with particular
reference to their use in aiding the States in the extension and improvement of
their programs of school health, physical education, and he.zlth services and for
the purpose of paying the salaries of such members of the staff of the United
States Office of Education, United States Public Health Service, and the Children's Bureau, including field service consultants, for paying the cost of training
and assigning personnel to assist States at their requests, and other expenses,
including expenses for travel and printing as are deemed necessary by the
Federal Security Administrator to the proper administration of this Act.
DEFINITIONS

SEC. 12 (a) The term "State" means the several States, the District of Columbit, Alaska, and Hawaii, Puerto Rico, Anierican Samoa, the Virgin Islands, and
Guam;
(b) The term "legislature" means the State or Territorial legislature or other
comparable body except in the District of Columbia where it'means the District
Commissioners and in American Samoa, the Virgin Islands, and Guam where it
means the Governor;
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(c) The term "State health agency" means as the State legislature may define:
(1) The chief State health officer (such as the State commissioner of
health, State health officer, executive secretary of the State board of health,
or similar officer) ;
(2) The State board of health or. the State department of health or similar
body except that in the District of Columbia it shall mean the Department
of Health, and in American Samoa, the Virgin Islands, and Guam it shall
mean the Governor;
(d)) The term "State educational agency" means, as the State legislature
may define:
(1) The chief State school officer (such as the State superintendent of
public instruction, commissioner of education, or similar officer) ;
(2) A board of education controlling the State department of education
except that in the District of Columbia it shall mean the board of education and in American Samoa, the Virgin Islands, and Guam it shall mean
the Governor;
(e) Equitable provision of the services provided under this Act for the benefit
of a minority racial group in a State which maintains by law separate educational facilities for such minority racial groups means the provision resulting from
the expenditure, for the benefit of such minority racial group, of a proportion
of funds not less than the proportion that each such minority racial group in
such State, ages five to nineteen, inclusive, bears to the total population of that
State;
(f) The term "public agency" means any agency of a State, any municipality
or other political subdivision, any body politic or public corporation supported
by taxes, or any department, commission, board, or official of a municipal or
county government.
SEPARABITITY

SEC. 13. If any provsion of this Act or application thereof to any State, person,
or circumstance, is held invalid, the remainder of the Act, and the application of
such provisions to other States, persons, or circumstances shall not be affected
thereby.
THE AMRICAN AssoCIATION OF SCIENTIFIC WORKERS,
BOSTON AND CAMBRIDGE BRANCH,

Cambridge S9, Mass., May 27, 1946.
Senator JOSEPH MURRAY,
Committee on Education and Labor,
Senate Office Building, Washington, D. C.
DEAR SENATOR MURRAY: I am authorized to send you the enclosed statement,
which was approved unanimously at an open discussion meeting held recently
under the joint auspices of the Massachusetts Citizens Political Action Committee, the Social Work Action Committee, and our organization. I should appreciate it if you would bring this position to the attention of your committee during your hearings on S. 1606.
Sincerely yours,
HELEN W. DEANE.
STATEMENT OF AMERICAN ASSOCIATION OF SCIENTIFIC WORKER (BOSTON-CAMBRIDGE
BRANCH), MASSACHUSETTS CITIZENS POLITICAL ACTION COMMITTEE, SOCIAL WORK

ACTION COMMITTEE OF THE AssocIATION OF SOCIAL WORKERS
At an open meeting sponsored by the above three organizations the following
resolution was passed unanimously.
We wish to declare our support of the Murray-Wagner-Dingell bill, the National
Health Act of 1945 (S. 1606). Because of inadequate distribution of medical
facilities, because a large proportion of the population is unable to afford proper
medical care, and because a majority of medical practitioners are inadequately
compensated for their training and services, it is the duty of the Federal, Government to help in improving the conditions. 8. 1606 deals with the over-all
problem satisfactorily.
There are a few minor alterations in the bill that we should like to have considered, however. First, the payment of physicians should be equal for equal
service throughout the Nation rather than be astjact to local standards. Second,
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all residents of the Nation should be covered regardless of their place of employment Third, a provision should be inserted to provide for the care of the chron.
ically ill-this group is inadequately provided for due to the limited duration
of hospitalization permitted.
May 16, 1946.
NEBRASKA CHAPTER, AMERICAN ASSOCIATION OF SOCIAL WORKERS,

Lincoln, Nebr., May 6, 1946.
Hon. JAMES E. MURRAY,
United States Senate, Washington 25, D. C.
DE B SENATOR MURRAY: In response to your request, we are enclosing illustrative material demonstrating the needs of cit:z3ns of Nebraska for social benefits, especially medical care, that can be accomplished through Federal action.
The enclosed material was prepared by professional social workers holding
administrative positions in the State program which has legal responsibility for
providing services to dependent, neglected, delinquent, defective, and physically
handicapped children. We believe this will show that the voluntary healthinsurance program, approved by the American Medical Association, will not materially affect the unmet medical nceds of these people.
We appreciate your interest in these problems, and we wish to assure you of
our support in your efforts.
Sincerely,
(Miss) MABIE MANN, Chairman.
In reviewing the problem of providing medical services to Nebraska people,
we find that we have two major problems:
(1) Plan for payment for services by low- and middle-income families.
(2) Inadequate facilities for provision of services, which include:
(a) Poor distribution of physicians, particularly specialists.
(b) Inadequate and poor distrilu:ion of hospital facilities.
(c) Lack oi specialized services.
There are in Nebraska no State institutions for care of aged and chronically
ill, other than the mental hospitals. Most of the homes operated by church or
fraternal groups are good, but are not able to meet all of the needs of these
people. The commercial nursing home operator is rarely fitted by experience,
training, or personality to operate such a home. Hospital care for chronic patients of all types is lacking, as most hospitals do not want long-time patients.
Many medical men are uninterested in giving care to these people, and it is
imperative that some plan be made for the establishment of nursing homes with
good standards. We believe the State should set the criteria or standards and
possibly payment of assistance to persons living in such homes operated by public
or Government subdivisions should be authorized. Development of adequate
facilities, however, is necessary before any plan for payment will be successful,
as one complements the other.
The only resource for hospitalization of the medically indigent is the University
Hospital in Omaha. This is primarily a teaching institution, and many patients
referred there for hospitalization are not accepted because their conditions do
not present sufficient interest as teaching material. The University H~spital
is primarily interested in the patient only during his period of hospitalization.
There is no social-service department and no social planning is done for the
patient at the time he leaves the hospital. Medical reports are sent to the referring physician in the local community, who may, or may not, see fit to share them
with the social agency interested in planning for the patient in his own home.
The concepts of eligibility for out-patient services are so limited that there is a
large middle group unable to afford private care but ineligible for free clinic
service.
The facilities for psychiatric study and treatment in Nebraska are inadequate
to meet the needs. The only psychiatric services available are located in the
urban, southeastern part of the State, making them practically inaccessible to
our large, rural territory.'
The county assistance directors over the entire State are constantly stressing
the need for help in securing a better understanding of the emotional problems
of individuals who come to their attention. They feel that many boys and girls,
committed to the Nebraska training schools, might not need to go there if such
I See enclosure: Mental Hygiene Needs in Nebraska, by Dr. A. B. Bennett.

NATIONAL HEALTH PROGRAM

2861

services for better understanding were available. For example, a 15-year-old
boy was recently committed to the training school for constant truanting from
school, and finally running away from home. This boy knew that his mother had
spent some time in the State hospital for the insane and he was constantly afraid
that he, too,-might become insane. His friends in school teased him about this
and shunned his companionship. When the mother's behavior became such
that there was a question of her return to the hospital, the boy ran away from
home and became involved in difficulties with the law because of lack of funds.
After the youths are committed to the training schools, facilities for psychiatric study and treatment are not available there, so they are often paroled from
the schools and present the same problems in the community as before commitment.
Persons are committed to the State institution for the feeble-minded by the
order of the county court on the certificate of a physicion. There is no reqirement for study of the patient to determine whether this institution will best
meet his needs. There is always the possibility that some patients may be
admitted who do not belong in this school.
We believe that a study center should be developed which would be available
to all children in need of special study. This would be especially valuable for
evaluating the problems of delinquent and defective children preliminary to institutional placement.
We have no facilities in Nebraska for diagnosis and treatment of epilepsy.
The University Hospital excludes this group of patients completely. A few are
accepted for custodial care at the institution for the feeble-minded. There is no
specialized treatment program for epileptics at any of the State institutions.
The State services for crippled children provides medical care for patients with
cerebral palsy under 21 years of age if they present a favorable prognosis.
There are no facilities in the State for special education and long-time treatment
of these cases. As a result, many cerebral-palsy patients of normal intel igznce
are eventually committed to the Institution for the feeble-minded because of
lack of facilities for care in the home or the local community.
The following material was obtained from case records on families of children
who were receiving services through the State services for crippled children.
We are attempting to point out the unmet medical needs of other members of
the family who are not eligible for care through this agency.
Cave 1.-Keith, a 5-year-old child, was referred to the agency in September
1945, for treatment for acute poliomyelitis. He had previously been hospitalized
for 8 days in a private hospital and had been sent home by a private
physician without a diagnosis. The mother noticed that the child could not
bear weight on one of his legs, and she sought care through. State services for
crippled children. A staff physician confirmed the diagnosis of poliomyelitis,
and the child received 6 months of hospitalization through the State program.
Keith is one of five children, ranging in age from 5 to 16. The father, age 36,
has an eighth-grade education and worked as a farm hand before coming to the
city, where he has been employed by the railroad as a section hand at a salary of
$136 a month. In order to make both ends meet, he is forced to accept employment
for 4 hours every night in addition to hi full-time job with the railroad.
Since the family came to the city, the mother, age 35, has had four periods of
hospitalization for major surgery. Group hospitalization has defrayed part of
the expense of hospitalization, but there is still a large bill unpaid, as well as
expenses for a physician's services.
The 16-year-old son had meningitis in the spring of 1915, following an operation for double mastoid. Since that time, he has developed deterioration of the
optic nerves, and the ophthalmologist predicts that he will eventually lose his
eyesight. According to the physician, his chances of arresting the progress of
the disease were lessened through delay 'In seeking expert treatment. A lay
group, Interested in handicapped children, is financing his medical care at present, since the State agency is unable to accept this type of case. The boy's earlier
hospitalization and medical expense are unpaid.
The 7-year-old girl in the family Is feeble-minded, and there is also some evidence of birth injury resulting in a mild spastic paralysis. The mother spent
considerable money attempting to establish a physical basis for her d-ficiency
before finally accepting the necessity for commitment to an institution for
mentally defective children. Because of the crowded condition of the institution, there will probably be a delay of several months in arranging her admission.
The family is experiencing difficulty at present in providing their minimum budgetary needs from the limited income at the same time trying to pay a small
85907-46--pt. 6--28
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amount each month on their medical bills. Although group hospitalization has
been in effect here for some time, it has still not been extensive enough to meet
the medical needs of this family.
Although the father appears -healthy at this time, we wonder how long he will
be able to stand up under the strain of 12 to 15 hours of work a day, in addition
to the anxieties involved in meeting his financial obligatiQns from his present

income.

Case 2.-Mary, age 15, has received care through the State services for crip.
pled children for over a year for a minor deformity of both feet. Surgical correction is now being considered, following a period of conservative treatment.
A social study reveals that Mary is a member of a farm family, consisting of a
father, age 53, mother, age 38, and five children ranging in age from 6 to 18. Mr.
M. has had an eighth-grade education and now works as a farm laborer, for which
he receives only free rent. He is a World War 1 veteran and was gassed and
shell shocked.
"Mrs. M. is a very large woman and has had a considerable amount of sickness.
Recently she had an operation for gall bladder and within the next year she
must return for another operation, which will consist of removal of some of her
female organs. She stated that Dr. L. had discovered, when taking her X-rays for
her recent operation, that she had a growth on one of her tubes. Mrs. M. has
no teeth, although she is only 37 years old. She had these removed last November and at that time she and her son, Jack, picked corn to make the $25 payment,
which was required. Because of financial difficulties she has been unable to secure her dentures.
"A son, not named, was born July 15, 1930, at
. He was a premature
baby and died at birth. According to the mother the doctor gave no reason.
The mother thought it was caused from the children having been so close together."
A later report on this family indicates that their current budget is $124 and
that they have an income of $45, leaving a budgetary deficiency of $79. Apparently the county does not see fit to offer direct relief and, since neither of
the parents is considered sufficiently incapacitated, they do not seem to be
eligible for aid to dependent children.
We quote further from the record in regard to Mrs. M's health: "Mrs. M.
stated that she had been ill and expected to return to Dr. L. for a check-up.
Following the operation for the draining of her gall bladder, she has had a
feeling that it would be necessary to have this removed. She stated that as
soon as Mr. M. is employed she is going to remain in the home since, she stated,
it is too difficult for her to work in her own home and in other people's homes
also. The doctor bill of $150 which the family owe for Mrs. M.'s hospitalization
is still unpaid. Mrs. M. had a very severe attack last Friday night and this
is the reason she is expecting to have a check-up soon."
It is obvious that this family could not participate financially in any insurance
plan to provide medical services.
Case S.-James, age 12, was referred to services for crippled children for surgical correction of a post-traumatic deformity of the left foot. At the time of
his admission, the family consisted of a widowed mother, a married daughter
living in another State, an 18-year-old daughter, the patient, age 12, and a
brother, age 9.
The 18-year-old daughter was teaching a'country school, earning $55 a month.
Two years previously she had a rheumatic condition and an appendectomy. Her
health improved considerably following a tonsillectomy.
At the time of the application, the family was dependent upon an ADC grant
of $30 and a mother's pension grant of $10 a month. This was reduced during
the summer because the family had a small garden. At the time of the application, the following notation was made: "Mr. C.'s death was due to coronary
embolism. Mrs. C. stated that he suffered with infected tonsils and poor teeth
which were neglected -due to lack of funds for medical care."
Mrs. C.'s health failed in the fall of 1941. She was hospitalized at University
Hospital, where a diagnosis of lymphatic leukemia was established. Her health
continued poor and she was not able to work. We might speculate that this
family might not have been rendered fatherless at this stage had adequate
medical care been available to the father in time to prevent serious complications.
Case 4.-Lynn, age 16, has received care through Services for Crippled Children
for 9 years for a rachitic scaphoid chest. Treatment has consisted of a spine
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brace and periodic observations. The following excerpt is quoed from the case
record in January, 1946:
"Mr. J. and sister June are in good health, but Mrs. J. is a very sick woman.
She seems to be filled with cancer, and she showed visitor her side and shoulder
where bunches have formed on the surface. She goes every other day on the
bus into the city for deep X-ray therapy, but she feels that it is all quite useless
now. She is in a great deal of pain most of the time, and her husband and
children have to do most of the work. Her mental attitude seemed to be very
serene in spite of her condition.
"Mr. J. continues to work on the section where he makes about $100 a month.
June graduated last spring and works as a bookkeeper at the B Co. Mrs. J.
says that it takes more than both salaries to keep them going, as her treatments
are so expensive. Her bus fare is over $8 a week and her X-ray treatments
are $12 a week. Besides that she has hypodermic shots to prevent nausea from
the X-ray, and her charges at the local doctor's. She remarked that they were
getting behind with their bills, but that she hated to give up hope as long as her
doctor thought she had a chance."
Case 5.-We also have housing problems. We quote from another case summary. George, age 8, is being treated through Services for Crippled Children
for a burn scar contracture of. the leg. There are eight children in the family,
ranging in age from 1 to 16.
"Mr. and Mrs. S. and their eight children now reside at Blank Street in a
three-room basement apartment. The living conditions are deplorable. During this interview, Mrs. S. told that the place is overrun with rats; there is no
reLrigeration and the food must sit on the window sills with the windows open,
as the rooms are warm and she is fearful that the food will spoil. The back
hall and stairway, through which the apartment is reached, are dark and foul
smelling. Mrs. S. said that her husband was making a great effort to locate
a house for his family. He hoped to be able to move farther out of the city so
that he would have a yard and garden. There is no place for the children to
play when out of doors except in the small, dusty yard or in the street. The
sleeping arrangement is poor as there is no privacy for any member of the
family."
In the city in which this family lives there is a health department, a visitingnurse association, two teaching hospitals with out-patient departments. The
income in this family is $195 a nmpnth, which would probably make them ineligible for dispensary service. At the time of one visit, the visitor notes:
"Mrs. 'S. is considerably overweight, short of breath, and finds it very difficult
to be very active. Mr. S. was off work for a few days because of some injury
to his foot; a piece of heavy material used in his work dropped on his foot so that
he was scarcely able to walk. He is back at work again."
"Except for the baby, Joyce, the general health of the children is good, although
they seem underweight."
Later: "Ann was quite ill; the doctor thought that a lung congestion from
which she was suffering might develop into pneumonia. Mrs. S., herself, was
greatly fatigued from loss of sleep and the care of the child."
Case 6--Connie, age 12, has received care through State Services for Crippled
Children for several years for rheumatoid arthritis. The progress of her disease
seems to be arrested at this time, but she requires special medication to maintain
her general condition. Connie is the oldest of eight children in a farm family.
Her father is a farm laborer earning $75 a month. He, too, has arthritis and
should have medical supervision which he is unable to afford. He is able to work
only a part of the time. His present employment cannot be considered suitable nt
view of his physical handicap.
Since January 1946, various members of this family have had mumps, measles,
and scarlet fever. Each time we see Connie in clinic, we find that she has been
without medication from 4 to 6 weeks, due to the indifference of the county and
the family's financial inability to buy medication.
Case 7.-Dick, age 34, was married and had three children under 5 years of
age. He had been suffering from arthritis deformans for 9 years. He had been
studied at University Hospital several years ago, and had been sent home without any special planning. At times when his health improved sufficiently, he
would accept employment for a short period. When he became entirely disabled,
the family received ADC for a time The grant was discontinued when the wife
secured a position as operator in a small telephone exchange, earning $100 a
month. Finally the care of her husband, a bed patient, and the three small chil-
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dren in addition to her employment proved too much for her, and she sent her
husband home to his mother, an aged widow with a limited income.
Through the interest of friends he was brought by ambulance to an outstate
crippled children's clinic. He was seen by the specialists who advised a period of
hospitalization for study and cast treatment. Because of his age he was ineligible
for services for crippled children. The University Hospital would 'not accept him
again because of the chronicity of his condition.. The local community did not
afford either the services of a specialist or special hospital facilities. After a
month's delay, a local group finally agreed to pay the expense of hospital and
medical care for him. On admission to the city hospital, his condition was found
to be so poor that nothing could be done in the way of remedial treatment. He
died 1 day after his admission.
MENTAL HYGIENE NEEDS IN NEBBASKA

(By A. E. Bennett, M. D., Omaha, Nebr.)
The war has brought out into the open the extreme prevalence of functional
emotional nervous disorders which are society's commonest illness. From the
standpoint of nervous stability there is no such thing as a normal man; every
one of us has habits or quirks that seem odd to others. The large percentage of
us meet our problems in such a way as to save our mental balance and not become
so maladjusted as to need medical aid. Yet 1 out of 2J at some time in his life
has a mental break of sufficient degree to require hospital treatment.
There are about 1,000.C00 hospital beds in the United States and over half of
these are occupied by mental patients. Of these, 85 percent are in State hospitals and the remainder in county, city, veterans' and private hospitals. About
65 percent of these institutional patients are suffering from psychogenic disorders for which there is no tangible physical cause. Almost half (45 percent)of
these cases are dementia praecox. The other 35 percent have psychoses from
toxic or other physical causes such as arteriosclerosis, syphilis, alcoholism, etc.
Prior to the war the rate of new first-admission cases in mental hospitals was
100.000 per year.
The total cost of caring for the mentally diseased is about one-quarter billion
dollars annually.
Most patients are first admitted to State hospitals under judicial commitment,
after having been declared legally insane; only about 5 percent on a voluntary
basis. In 14 States, including Nebraska, voluntary admission is not permitted.
The ratio of influx to outgo of patients in all State hospitals is 125 to 100, and
the averag e0 degree of overcrowding in all State hospitals prior to the war was
about 15 percent.
MEDICAL PERSONNEL

According to the standards of the American Psychiatric Association the number
of patients to each physician should not exceed 150. None of our State hospitals
meets this requirement-the ratio for the entire country is 258 patients per physician. In nursing personnel, the accepted proportion of patients per nurse should
be 8. yet for the country as a whole the ratio is 10.6 patients per member of the
nursing staff, only 11 percent of which (prior to the war) consisted of graduate
nurses. The ratio for such other medical personnel as dentists, occupational therapists. psychologists, and social workers is in much, worse proportion in most
State hospitals.
These data show that prior to the war we were not adequately caring for the
minimal civilian needs of the mentally ill in our institutions. We needed at least
130.0 0 additional beds. Th tnrdlcal sttffs of our State hospitals were only 42
percent and the nursing stpff 7 vercenr of required strength. Many regions
of the country Incked petirely such personnel as social workers and psychologists.
"Since the war. conditions In our State hospitals have deteriorated markedly.
Dr. F. F. Tallman describes present conditions in mental hospitals as follows:
"Poor physical facilities have resulted in a denial of timely efficient treatment
to many and the herding of people tneether in an inhuman manner."
The professional and nursing staffs are too few and badly trained. It is not
uncommon to visit a hospital staffed with several doctors, only one or two of
whom have had any real training in psychiatry. Special and important programs
such as recreational and occupational therapy are almost unknown. Mere em2 Given before the Nebraska Public Health Nursing Association, Omaha, October 19, 1945.
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ployment in a hospital does not entail experience nor guarantee necessary teaching of employees. Changing the name from asylum to mental hospital is not
sufficient to put such institutions on a hospital basis. Specialists in other
branches of medicine are used either not at all or only as an extraordinary
service under exceptional circumstances. Thus, State hospital physicians are
put in the position of being Jack .of all trades. They are expected to know all
specialties as well as their own. Indeed, a superintendent of a State hospital
is traditionally in need of being a good engineer, a good farmer, and too often
unhappily a good politician.
ADDED WAR FACTORS

The high percentage of mental casualties during and after World War I forced
recognition of psychiatric medicine, and efforts were begun to improve teachingmethods in this specialty within first-grade medical schools. Up to now, medical,
hospital, and pension expenses paid for neuropsychiatric casualties of that war
have ost taxpayers over $1.C03.0O0,000. The large percentage of beds in the
Veterans' Administration hospitals are still occupied by these casualties and
$700,0C0 is paid out each month in pensions. At a recent date 130,00U from
World War II had been-pensioned for neuropsychiatric disability.
In drafting our Army of 10,000.000 men, 1,750,000 were rejected because of
neuropsychiatric handicaps, or about 12 percent were found to be unfit. This
does not mean, however, that all these rejectees were misfits in civilian life.
Most of them had made good civilian adjustments, but were simply found to be
individuals unsuited to military life. Another 524,000 men were discharged for
neuropsychiatric disability, making up 43 percent of all casualties. The rate
of these discharges ran over 10,000 per month before V-days. All of these men
will be eligible for permanent disability pensions unless they receive psychiatric
treatment and rehabilitation. The future cost will be tremendous. How much
wiser to spend money for rehabilitation first before pensioning these ptients.
Just as there are not now existing hospital beds to care for but a fraction of
the need, likewise there are not trained psychiatrists to administer treatment.
Less than 4,000 physicians in the entire United States have had any psychiatric
training at all. A third of these have been in the armed forces, while all the
others have worked overtime with civilian patients. An estimated 10,000 psychiatrists are needed right now for civilian and postwar needs alone; and 1.000
psychiatric clinics, along with thousands of psychiatrically trained nurses, social
workers, and psychologists.
The facts are that both civilian and military mental casualties are being deprived of adequate therapy. Psychiatric treatment of any kind at the present
time is available only to those wealthy enough to defray costs of private truatment or to those severely ill or without funds who have to be committed to public
institutions, where personnel is inadequate to give proper treatment.
THE VETERANS' NEEDS

State, Federal, community, and private agencies must be coordinated to give
proper psychiatric aid to the disabled veteran.
The GI bill of rights provides aid in education, reemployment, vocational
training, unemployment insurance, and financial assistance in social and econenic rehabilitation.
Medical rehabilitation-Themilitary services are now making a concerted effort through rehabilitation centers to relieve a veteran's mental illness before
his discharge from service. Not all can derive mnximum benefit prior to discharge. They must then rely upon facilities of the Veterans' Administration
or upon private physicians or State or community rehabilitation programs. Since
local agencies are not properly caring for civilian needs, they cannot offer veterans much help. The veterans' facilities are very inadequate for such care. Unfortunately, the trend is to pension the veteran and neglect proper psychiatric
treatment.
In Nebraska we have no veterans' psychiatric hospital and no program has
been set up for the care of the returning veteran so far as psychiatry is concerned. This despite the fact that in every State a vocational rehabilitation
bureau has been established under the direction of the Vocational Rehabilitation
Bureau of the Federal Security Agency. The Federal Government pays all administrative costs and half the cost of vocational retraining, medical and psychiatric services, and industrial placement. Our State department of vocational
rehabilitation for both civilian and veterans has made no provision for psychiatric service to augment physical rehabilitation. We need a governor's medical
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advisory committee to plan and. oordinate all agencies which deal with neuropsychiatric problems. All we can do at present is to commit the psychotic veteran to a veterans hospital. Absolutely no facilities in our State are available
for the care of the minor emotional illnesses.
Just as we In Nebraska have done nothing toward aiding the returned veteran
who needs psychiatric guidance, neither have we done anything with the psychiatric problems arising out of the dislocation of industry and relocation of war
workers which have assumed increasing importance. There is need for community efforts to establish psychiatric consultation services to which employees
may go voluntarily or by reference of management.
JUVENILE DELINQUENCY

There has been a substantial rise in juvenile delinquency since the onset of
war, with marked increase in juvenile crimes and sexual promiscuity. The root
of much delinquency lies in the home. The disruptive element of war in family life is undoubtedly a most important factor. While mothers were working away from home and fathers were away, many children had little or no
supervision. In England three-quarters of the increased delinquency among
juveniles occurred in homes where either the father was drafted or the
mother was working.
Other problems in the home, such as increased
taxes and cost of living, food rationing, etc., have threatened its security and
encouraged dissatisfaction. War marriages on short acquaintance are resulting
in a high number of divorces. It is more important than ever for parents to supervise and guide their children's careers when youth is bewildered, a generation
is frustrated and many are denied college education because of compulsory military duties.
One of the greatest mental hygiene needs. in Nebraska is a child guidance clinic
to function for the'entire State. Efforts to establish such a clinic have failed so
far, largely because selfish individual groups have prevented drafting a unified
program for the National Committee of Mental Hygiene to consider. After several
surveys the National Committee is at present not interested in aiding us. It will
take an unselfish united program designed for the best interests of all groups in
our entire State, to get any further help along this line. Such a clinic will pay
very high dividends by preventing much of our juvenile delinquency and by preventing many of our adult neurotic and psychotic disabilities, if the general
public becomes educated as to how to use such a clinic. Necessarily it would
have to operate closely with juvenile courts, reformatories, institutions for
correction, and our State hospital system. This cooperation requires public education and understanding of social and psychiatric problems.
STATE HOSPITAL PROBLEMS

Our statute governing the care of mentally ill is long obsolete. No person can
be admitted to State or county psychopathic hospitals unless he has been declared
insane by a county lunacy commission and by this judiciary body legally committed as insane to a State hospital for treatment. As a result, many early cases
are not treated when they are still in recoverable stages. We have not yet
divorced our mental cases from criminal cases nor our mental hospitals frQp
jails-a legacy of the Middle Ages. We are 1 of 14 States still clinging to this
method, with no provision for voluntary, nonjudicial admission.
We need to modernize, change our State laws, treat mental illness the same as
physical illness and abolish the idea of mental illness being a disgrace. Any
family should be able, through a qualified physician's application, to get a patient
into a mental hospital the same as into a general hospital; or any patient upon
voluntary application should,be able to enter any mental hospital for needed
treatment.
The lag between psychiatric advancement and the law is very apparent in the
slow progress of lawmaking bodies to accord relief to the mentally ill. Our legislators must be educated to the idea that mental hospitals should be as open for
admission as general hospitals; that the term "insanity" is not a medical diagnostic term and must be removed. Due regard for the protection of the individual's personal rights and property and for society's protection can be attained
without making the benefits of institutional care so inaccessible.
In 1980 the committee on legal measures and laws of the International Congress
on Mental Hygiene recommended: (1) That admission to mental hospitals should
be made easy; (2) that jury trials on the issue of insanity and commitment be
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abolished; (3) that voluntary admission of patients seeking treatment should be
encouraged; and (4) that counties and States without such laws be urged to
adopt them.
In our States, as noted previously, patiefits can only be admitted by the
judicial method. A charge of insanity is filed in the clerk of the district court's
office and the patient committed after an examination 'by the commission on
lunacy. This procedure applies also to alcoholics and drug addicts. The cost to
taxpayers Is many thousands yearly, an uneconomical expenditure. The money
could be, more profitably expended for full-time personnel in county and State
hospitals.
The State mental hospital of the future must be much more than a custodial
depository for chronic incurable mental invalids. According'to Col. William C.
Menninger, chief of neuropsychiatry in the Surgeon General's Office, "Every
psychiatric hospital has a moral obligation to act as a teaching center in the
sense that its attendants, nurses, social workers, and physicians must be permanent students of psychiatry and must present and promote it as a scientific
branch of medicine. It is their responsibility to their own specialty groups,
physicians in other specialties, to relatives of patients and most of all to the
community in which they live."
Our State hospital system has not even begun to function in this manner.
There will be a huge demand from now on for greatly increased training facilities
for psychiatric physicians, as it is estimated we now need at least 10,000 psychiatrists. New training centers will be required. State mental hospitals with
their large population of clinical material must provide accredited residences to
help train these physicians. At present only one of our three State hospitals
has an accredited residency and in the whole State there is only one other such
center-that within a general hospital in Omaha.
All three of our State hospitals could each provide at least two such residences
and these should be affiliated with our university college of medicine in order to
meet the American Board of Neurology and Psychiatry requirements for specialty
training. General hospitals not having psychiatric services should affiliate with
State hospitals accredited for training in psychiatry so' that interns will receive
some training in psychiatric medicine before starting general practice. This is
now being done by some general hospitals, so far as the nursing profession is
concerned. When our State hospitals become qualified for affiliate psychiatric
training according to the standards'of the committee on psychiatric nursing of
the American Psychiatric Association, many more hospitals will send nurses for
training. Up to date only one of our State hospitals has had any such arrangement and only one general hospital, the one in Omaha, gives such affiliate
training.
Each of our State hospitals, in order to become an effective community agent
in mental hygiene for the needs of the State, must not only provide efficient
psychiatric medical and nursing personnel, but add other workers such as clinical
psychologists, psychiatric social workers, physiotherapists, and qualified occupational and recreational therapists. Each State hospital must develop an educational program to inform the general public concerning the operation of the
hospital, cures of mental patients, and otherwise help overcome the tremendous
prejudice that exists within the lay mind against sending patients for needed
treatment.
Out-patient clinics should be maintained at all of our State hospitals. In addition the hospital staff should hold clinics at times over the State or such clinics
should emanate from our State medical college. These clinics would attract
early cases of mental illness at a time when effective early treatment could be
started. They would help in following up discharged patients and aid in their
readjustment.
Out-patient clinics would also function as child-guidance clinics in preventive
psychiatry. The numerous behavior problems in our boys' and girls' reformatories could be brought to these clinics for treatment. Every adolescent committed to Kearney or Geneva should have a psychiatric examination, since
practically all these delinquents represent psychiatric problems. Many could
thus be saved from permanent social maladjustment; yet absolutely nothing
of this sort is being done in our State. It is probable that a full-time consulting
psychiatrist could be very profitably used by our State board of control for all
of our nonpsychiatric institutions within the State. In the State child welfare
division of the crippled children service, there is constant need for psychiatric
consultation and treatment services.
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Another field of preventive psychiatry for out-patient clinics is the proper
treatment of early neurosyphilis. Patients suffering from general paresis i4
our State hospitals have been on the decline, yet they represent a large economic
loss to the State since all these cases are preventable. If early effective treatment of combined chemotherapy and fever therapy were provided in the
asymptomatic stages, we could practically eliminate all these late cases.
One of the greatest problems in State hospitals and one increasingly more
important because of growing longevity is the care of the senile patient. About
one-third of our State Hospital patients at present suffer from organic dementia
of the arteriosclerotic or senile type. These patients practically all live in
institutions until they die, thus preventing admission of acutely ill patients
who might be cured. Because of overcrowding by these hopeless cases, each of
our hospitals has a waiting list of 20 to 40 patients, both men and women, at
all times, and many emergency cases have to be housed in county jails until
a vacancy occurs-sometimes a delay of several months.
What is the answer to this overcrowding, especially with senile cases? Personally, I feel a separate State hospital should be established just for the care
of the aged or geriatrict patient. Any aged person who is physically or mentally
disabled and not financially able to provide private care should be admitted by
voluntary application or by family request, and not as now committed as insane.
Perhaps a separate building or wing in one of our present institutions might
suffice. The incidence of these cases will greatly increase because we are
lengthening the span of life by conquering infectious and metabolic diseases
without as yet treating sufficiently tle diseases of, old age. Something will
have to be done about this problem within the near future.
At present all committed patients are transferred to State hospitals by the
county sheriff; expenses are paid on a mileage basis out of tax money. This
medieval procedure of taking a patient like a criminal, often in handcuffs, by
persons entirely lacking any psychiatric knowledge stigmatizes the patient
A State ambulance with trained nursing or attendant personnel should be available to transport these patients from any part of the State to the designated
hospital and would be a saving to taxpayers.
Our State board of control has plans for enlarging all of our State hospitals
because of the great demand for more beds. Is this policy a wise one? All
of our State hospitals at present have too many patients for adequate supervision with the limited medical and nursing personnel. Wartime aepieiuu
of the staffs has caused further great deterioration In service. It is practically impossible now to give anything like individual care. Patients are
Increasing the bed capacity
- taken care of in a routine, impersonal manner.
of present institutions will only make this problem worse.
We must spend more money for trained personnel. Heads of our institutions
must be qualified psychiatrists and should be paid not less than $5,000 a year.
Accredited senior psychiatric assistants should receive at least $3.000. Otherwise we cannot expect to attract competent physicians. It is a very shortsighted policy costly to the State to hire men, as now, capable of giving only
a custodial type of service to patients.'
The question arises as to whether or not it would be better to build another
hospital. What we need most in our State to help the entire State hospital
and mental hygiene program is a psychiatric hospital on the campus of the
Nebraska University College of Medicine in Omaha. This is an absolute necessity for the proper training of medical students and for a research center.
Such a hospital would function much as those at the universities of Colorado
and Iowa. Coordinated with the State hospitals, it would serve as a training
center for physicians for the State hospitals and a center where difficult diagnostic
problems would be sent. Such transfer of patients would greatly facilitate
treatment results. This hospital would generally serve as an educational center
( to further the entire mental hygiene program of the State. Our university
board of regents should meet with the State board of control and work out a
program that would be helpful to both the medical college and our State
institutions.
MENTAL HYGIENE NEEDS

As already pointed out, we have so many urgent needs in mental hygiene
in our State, it is hard to state which are the most urgent. I believe as a first
step we need a mental hygiene committee appointed by the Governor, made up
of representatives of the various professions and social agencies, to formulate
a comprehensive program for the future. Such a committee, by considering
the over-all picture, could make valuable recommendations to the legislature,
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board of regents of the university and State board of control. Within a few
years Nebraska could lead, not follow, other States in improving the .mental
health of our citizens. A number of'years ago the State board of control hired
an expert to make a survey of our State hospitals, but his lengthy report was
carefully filed away and practically none of his recommendations were ever
carried out.
Such a committee would have a big job and might well organize a State
society for mental hygiene, made up of pur leading citizens. Some of its
functions would be: (1). Public education concerning matters pertaining to
mental health; (2) coordination of various forces in the State to insure the
development of a comprehensive mental hygiene program (coordinating activities of mental hospitals, mental hygiene clinics, medical profession and schools,
churches, social agencies, industries, and colleges); (3) obtaining first-band
knowledge of the mental health needs of the entire State-with appointment
of committees to deal with specific projects; (4) planning to raise standards
of treatment; (5) planning to practice prevention, e. g., child guidance clinics
and outpatient Clinics and mental hygiene education in public schools and colleges; and (6) securing of factual data to aid legislators and other controlling
bodies to administer State institutions more efficiently and pass necessary
legislation.
Part of the needed mental hygiene program for our State is an improvement in
the medical curricula of our medical colleges. Psychiatric medicine never has
been emphasized as its importance deserves. Until we give more adequate
teaching of the diagnosis and management of mental illness, our medical students
upon graduation will continue to be unable to treat mental illness properly. The
establishment of a psychiatric unit at the college of medicine with full-time personnel to operate it will give students the opportunities for bedside clinical study
of mental patients. It is no wonder that now the average medical student avoids
psychiatry as much as possible because he has had very little first-hand experience.
After he overcomes his prejudice and becomes thoroughly familiar with psychiatric technics invariably he becomes interested, just as do the nurses.
I have tried to outline some of the ideals and principles for the management of
the mentally ill and to point out how very inadequate are our State facilities.- The
entire mental health needs of our citizens have not been covered. I have not
touched upon the private practice of psychiatry.
In our State institution for the care of mental detectives, we do not have either
the facilities nor personnel for proper care. About 80 children are now on a
waiting list to be admitted, some have waited a year or more, working great
hardships upon families because they cannot be removed.
We need to develop a plan that will get mental cases in at the very onset of
illness for prompt, effective treatment. To accomplish this, present attitudes
must be radically changed through the process of public education, change of
statute and encouragement of voluntary admission of patients. The professional
personnel in our institutions and colleges must be inspired to practice better
psychiatric medicine. Finally, we must launch an effective mental hygiene
program to prevent or modify conditions that develop mental ill health.
8UOGESTED BEADING

Mental Hygiene for Community Nursing, Eric Kent Clarke, M. A., University of
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AMEBICAN ASSOCIATION OF SOCIAL WORKERS,

Hon. JAMEs E. MUBAY,

Washington, D. C., April 80, 1946.

Chairman,Senate Committee on Education and Labor,
United States Senate, Washington 25, D. C.
DEAR SENATOR MURRAY: The Washington (D. C.) Chapter of the .lmeCn en
Association of Social Workers endorses the general purposes, principles, and
objectives of the National Health Act, S. 1600, and urges a favorable report on
the bill incorporating such amendments as will serve to extend and strengthen
the grant-in-aid and insurance benefits features of the bill. We are glad that
you are giving so much time and effort to studying the problem of health needs
of the people, and wish to commend your interest in developing health legislation
so that medical care is available to all who need it.
The American Association of Social Workers is an organization of professionally trained and experienced social-workers. Its 100 chapters throughout
the country have more than 10,000 active members. The District of Columbia
chapter has over 500 members.
As a group of professional people who in our work come into contact with
individuals or have intimate knowledge of their needs, we believe we are able
to speak on this question. We believe, as a result of our experience, that sufficient food, satisfactory housing, a high level of employment and improved living
and working conditions are an essential base to any attempt to improve the
health of a nation. However, even provision for these basic essentials through
better economic conditions and through social-security measures is not sufficient.
Three factors must be considered: First, the ability of a family to meet the cost
of medical care; secondly, the availability of services; and, thirdly, individual
readiness to utilize services.
Families can budget for rent, food, and clothing with reasonable accuracy, but
illness and medical costs are unpredictable. Many families fail to seek care
early enough to control disease and/or prevent disability. The services of
professional personnel and. medical facilities are unevenly distributed.
The
attempts of people, in rural communities particularly, to obtain the best care
science has made possible create tremendous problems for the individual, in the
expense involved and in securing transportation. Preventive health services
are inadequate in many communities and absent from others. Services for
minority groups are even more inadequately and unevenly distributed. Special
services such as psychiatric and dental care, facilities for the care of the chronically ill and the convalescent patient, are extremely undeveloped. We believe
also that social services needed by many people so that they can be helped to
benefit from medical care are not sufficient to meet the need. We are well aware
that social factors, family responsibilities, fears, and anxieties complicate medical conditions, and that the patient must be seen as an individual and help
given him in order that he may use care. Personnel, adequately trained to
give all these services, are limited in number, and specialized 'training is expensive and is difficult to secure.
On the basis of our experience, we believe that a comprehensive health and
medical-care program, including public health services, medical and surgical
services, and specialized services, with well-qualified professional persons should
be provided. It is our opinion further that various types of facilities for acute,
convalescent, and chronic patients, including itinerant clinics, should be constructed and maintained, that drugs, medical supplies,- and prosthetic devices
should be provided, and that complete and continuous care-preventive, diagnostic and therapeutic, according to the patient's needs-is essential. In addition, there should be a close working relationship between health and welfare
in a community, with the health agency utilizing social services directed toward
helping the individual maintain himself and his family during his illness and
recovery. Provision should be made for developing and maintaining quality of
professional personnel by aid in education and training programs, and research
should be encouraged and supported.
We believe further that there should be coordination of all health activities
on all levels of Government in a single responsible health agency, and that there
should be defined responsibility for each administrative unit. The Government
S agencies should cooperate fully together and should encourage cooperation with
voluntary and welfare agencies. Professional services should be under the
supervision of appropriate professional personnel. Since we believe any program
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must consider individual need, qualified social-work personnel should be employed
to meet this need.
We would appreciate having this statement incorporated in the record of the
hearings.
Sincerely yours,
Mrs. FRANCES SIMsARBAN, Chairman.

Senator JAMEs E. MumRaY,

THE AMERICAN COLLEGE OF RADIOLOGY,
Chicago 6, Ill., March 21, 1946.

Chairman,Committee on Education and Labor,

Senate Office Building, Washington, D. C.
DEAR SENATOR MURRAY: Recently we addressed a letter to Senator Claude
Pepper, requesting the privilege of appointing a representative of the American
College of Radfology to present our views concerning certain provisions of
S. 1606, the proposed National Health Act, when hearings are held on the bill.
We have since been advised by Senator Pepper that the hearings will be
conducted by your entire committee instead of by the Subcommittee on Health
and Education, and that your committee will begin consideration of the bill on
April 17.
The American College of Radiology is the national association of medical specialists in X-ray diagnosis and therapy. Our members, like most other doctors,
are intensely interested in the provisions relating to medical care in title II of
Senate bill 1606.
This bill offers peculiar significance to the mddical speciality of radiology.
Paragraph G of section 214 of the bill is vague and somewhat ambiguous as to
exactly how and by whom X-ray services shall be rendered beneficiaries of the
act. Apparently the bill would provide adequate benefits for X-ray diagnosis
and therapy to be rendered by specialists in this field in the case of ambulatory
patients. On the other hand, in the case of hospitalized patients; it appears
that the cost of these special medical procedures must be borne by hospitals from
the per diem they receive for hospitalization.
Obviously, there would be a
tendency to adulterate the quality and the quantity of radiological services rendered hospitalized patients, if hospitals were compelled to absorb these costs
from the per diem allowance for hospital care. It should be pointed out, too, that
the practice of X-ray diagnosis and therapy is a medical procedure and the wisdom of paying hospital corporations to furnish these services is open to question.
The interests of beneficiaries under the act would be much better served if
services rendered by radiologists in hospitals were treated exactly as other
medical services and paid for separately on a fee basis.
While the American College of Radiology approves the objectives of title II
of S. 1606, it is opposed to the theory and Intent of the bill, in the sincere belief
that it would fail to accomplish the aims contemplated. Especially, however, we
believe the provisions pertaining to X-ray diagnosis and therapy are extremely
unwise and'that the interests of beneficiaries, hospitals, and doctors demands a
revision of these provisions in the proposed act.
May we have the privilege of appointing a representative of the American
College of Radiology to discuss the provisions of the bill relating to radiological
diagnosis and therapy before your committee?
Respectfully yours,
MAC F. CABAL
The American Federation of State, County, and Municipal Employees wishes to
go on record in full support of the national health bill, S. 1606. The deficiencies
of our present system of medical care have long been recognized as serious by
medical experts and public-minded citizens. Evidence uncovered by a Senate
investigating committee showed that poor people have more sickness than well-todo people but receive only from one-fifth to one-third of the medical care wellto-do people receive. Careful investigations have shown a woeful inadequacy
of medical personnel and facilities as well as an unfavorable distribution of such
resources. There are too few physicians, nurses, hospitals, and other health
agencies available in the country, and such resources as exist are often concentrated in the wealthier parts of the country.
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The need for a Nation-wide program of adequate health protection has been
strikingly demonstrated to us by an incident which happened a few months
ago in a midwestern city. According to the report in the paper, a man was run
over by a car and brought to the local hospital. He was bleeding profusely.
The administration office, after inquiring into name, address, and other personal
data about the man, tried feverishly to contact the county board to find out
whether the county would take care of hospital expenses. A clerk was also
attempted at the local bank to verify the person's statement as to his savings.
None of these inquiries was successful in view of the fact that the accident hap.
pened on a Saturday afternoon. After a few hours the unfortunate man died
without having received any treatment.
Stories like this have come to our knowledge repeatedly, and while it might
be possible in one case or another to show that no immediate connection between
the death of a patient and the delay in treatment existed, and while some of
those stories may occasionally be exaggerated, it cannot be doubted that there
is a substantial amount of truth in many of these incidents. Self-preservation
almost compels doctors, hospitals, clinics, or health institutes to pay special
attention to the question of how the expenses involved in the treatment will
be taken care of. No stronger condemnation of our present system of health
care is possible than the picture of a person in dire need of immediate treatment and unable to get it because of delay involved in inquiries about his financial
status.
A serious illness is a calamity, especially to persons depending on a wage or
salary income. Illness often strikes without advance notice. It cannot be foreseen or budgeted. A family may go for years without any expensive illness while
another family may have several members stricken in a single year. The
greater proportion of the wage-earning class is unable to make adequate provision for medical expenses. This is especially true for employees of State and
local government whose incomes have never been above the break-even point.
There is no margin left for the purchase of medical care unless at the expense
of other essentials such as food, clothing, and shelter, which in turn would
unfavorably influence the recovery of the patient.
One of the outstanding characteristics of our present system of medical care
is the fear of illness so commonly to be found among.people. It may by itself
be the cause of serious disturbances. Furthermore, the uncertainty of how to
meet the cost of medical care seriously retards recovery. We have had many
proofs of the ill-effects caused by worry about cost of medical care from members of our organization who worked during the past emergency as-volunteer
nurses' aides in various hospitals and who had an opportunity to make observations from close range.
Being unable to "save" from their meager earnings for needed medical care,
most families in the low-income groups are forced to seek loans if illness strikes.
Twenty-eight percent of all personal loans made in the United States are for
the purpose of paying medical bills, according to Dr. Kingsley Roberts, director
of the Bureau of Cooperative Medicine. Most of these loans draw very high
interest and are paid many times before they are liquidated.
This federation does not believe that voluntary prepayment plans for health
insurance are an adequate substitute for the national health bill now under
consideration. Sufficient statistics are available to show that such plans as
are in existence cover only a very small percentage of the population, and that
their services are usually limited. In fact. most of these plans are confined
to hospital care. Hardly any plan includes the payment of doctors' bills. We
have had an opportunity to convince ourselves of the serious.deficiency of voluntary health insurance plans. The child of one of our employees has been
suffering from an orthopedic disorder. The disorder was of an organic nature
and not due to an accident. Although the treatment was taken care of In a
hospital, no active hospitalization was necessary. Our employee has been a
member of the Blue Cross for a number of years, In spite of this he himself has
had to pay all the cost for the casts, periodical X-rays, and continued consultation of doctors for a period of about 2% years without getting any refund
whatsoever'from the Blue Cross.
This federation has no objection to the compulsory feature of the national
health bill. We are satisfied that the provisions of the health bill are the only
method of securing adequate and ready access to necessary medical services
for our population and to furnish protection against the cost of these services.
We are also satisfied that the health bill will give a sick person ample freedom
a physician or practitioner of his own choosing.
to consult
a
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The care for the health of this Nation should and must be as much a public
concern as is the safety and the education of our people. It seems intolerable that we should continue to provide sick people not with the best medical
attention science can give but the attention for which they can afford to pay.
We recall with pain the last depression when many famous physicians were
idle and sometimes unable to pay their rents while millions of people were
without needed medical care because of their Inability to pay for it.
This federation sincerely believes that the adoption of the national health
bill, 8. 1486, will bring adequate health measures and modern medical care to
all people in all sections of this country. We, therefore, most earnestly request
and urge the adoption of this bil.
STATEMENT BY ALFRED J. ASGIS, D. D. S., PH. D. F. A. P. H. A., CHAIRMAN,
HEALTH COUNCIL OF THE AMERICAN LABOR PARTY, TRADE UNIONS, AND THE
AMERICAN ASSOCIATION OF HEALTH WOBEERS, TO THE SENATE COMMITTEE ON

EDUCATION AND LABOR, HEARINGS ON THE NATIONAL HEALTH ACT OF 1945,
APrnI 30, 1946, WASHINGTON, D. C.
LABOB

HEALTH

SECURITY

AND

THE

WAGNEB-MURRAY-DING.LL

NATIONAL

HEALTH

BILLS (8. 1606 AND H. L 4730)
Heath security essential to higher living standards
Our national security depends upon a high level of the people's health. We
recognize the role played by all-embracing health care of our armed forces in the
defeat of Germany and Japan. Health security in a democracy means that
facilities and services are available to everyone. Health protection Is a right
of every citizen regardless of race, color, creed, national origin, and ability
to pay. National welfare requires services of all kinds to keep the healthy well
and aid the sick so that they may become healthy and useful members of society. The range of health needs is. wide and varied, and includes the inte-

grated services of physicians, dentists, optometrists, pediatrists, nurses, nutri-

tionists, social workers, technicians, assistants, etc.
Progressive America must narrow the wide gap between the people's present
demand for health care and their greater need for health services. It is now
more generally recognized in liberal professional, social welfare, labor, and
educational circles that inability to buy health care is the most dominant of all
factors that prevents people from obtaining services needed. Give the people
an opportunity to buy health services and they will utilize all the care that

the science and skill the American health professions can provide. The main
problem is to provide the ways and means for the American people to obtain

these essential health services.
The labor approach to health problems Is one which conceives an expanding
social security system. We look for a solution in an improved method or
methods of distributing services, at the same time safeguarding quality through
the utilization of standards established by recognized institutions, including the
United States Public Health Service.
The health council advocates the passage of the Wagner-Murray-Dingell bills
and the national health program implemented under this proposed legislation.
Health and the wage earner's take-home'pay are inseparably intertwined.
Sickness deprives the worker of his earning capacity. Illness deprives him of
his source of income. Health protection is part of his aspiration for full employment security and a guaranteed annual wage. In the broad sense, health security
or protection against the hazards of illness covers healthful housing, proper
nutrition, effective industrial hygiene, and the provision of all needed health
care services of good quality and of every variety at the time of need. These
essentials constitute the four ingredients of labor health security.
Health security an economic right.-In his efforts to raise his standard of'
living, the worker (industrial, agricultural, office, and professional) today strives
as much for the improvement of his health as he does to protect his economic
rights for better wages and hours, working conditions and collective bargaining.
For over a decade, especially beginning with the establishment of our socialsecurity system in 1985, organized labor and progressive professional and civic
groups have supported efforts to broaden the base of the limited public-health
program in the Social Security Act. Labor sees in the National Health Act of
SLabor Health Security, Aims and Functions of the Health Council, Issued July 29, 1948.
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1945 (8. 1606, H. R. 4730), which liberalizes public-health services and introduces
a system of compulsory health insurance, another step forward on the road to
health security in America. Health care must be lifted from a limited service
of convenience or economic privilege to a service of universal public right. We
welcome this opportunity to express our endorsement and wholehearted support
of this proposed social legislation for the extension of health security to the
American people.'
We consider compulsory health insurance as one of the practical social methods
for attaining the goal of positive health for the large mass of American .people.
Health insurance is one of the means for spreading the costs of services, thus
providing for the wider distribution of health-cadre services to those unable to
obtain them under prevailing pay-for-service methods. Healthy workers contribute more fully to effective production and industrial efficiency. Above all,
sou id health is conducive to happiness and good morale. Here society puts a
pre nium on human values through health. This all-inclusive interpretation of
he. Ith security for workers stresses the welfare of labor within the framework
of American democratic society and expresses the basic concept of labor health
security.'
Objectives of labor health security.-Labor health security may this be considered as a method of.social action in the interest of workers. Health security
is a phase of social security which emphasizes specific standards of health services
and facilities, and chooses the most practical methods for attaining desired
health aims. It embraces disease prevention and health conservation through
the integration of clinical experience, education, and research.
Workers, therefore, appreciate the full significance to their welfare and living
standards of President Truman's proposed health program as'formulated in his
message to Congress, on November 19, 1945. They are painfully aware of the
facts noted by the President that:
"In the past, the benefits of modern medical science have not been enjoyed by
our citizens wit \ any degree of equality. Nor are they today. Nor will they be
i. the future ur less Government is bold enough to do something about it.
"People with low or moderate incomes do not get the same medical attention
as those with high incomes. The poor have more sickness, but they get less
medical care. People who live in rural areas do not get the same amount or
quality of medical attention as those who live in our cities.
"Our new economic bill of rights should mean health security for all, regardless
of residence, station, or race-everywhere in the United States.
"We should resolve now that the health of this Nation is a national concern;
that financial barriers in the way of attaining health shall be removed; that the
health of all its citizens deserves the help of all the Nation." '
The general public, especially organized labor, has a great stake in seeing that
the President's national health program is put into effect for it is they who stand
to benefit most from a compulsory system. It is for this reason that the health
council of the American Labor Party, trade-unions, and health workers endorses
the objectives and the method of a Nation-wide system of compulsory insurance
proposed in the Wagner-Murray-Dingell bills.
ALP compulsory health insurance plan.-Ten years ago, in 1936, the American
Labor Party included among its major planks of the party platform recommendations for comprehensive social security with health protection:
"The threat of unemployment, incapacitation, and old age hangs over the
American worker, farmer, and professional man. It menaces the small businessman as well. Our Nation is rich enough to afford protection to all its population
against this threat. The American Labor Party is pledged to a fundamental and
all-embracing program of unemployment insurance, old-age pensions, and other
types of insurance against social insecurity.
"The American Labor Party will work for the enactment of laws guaranteeing
the greatest degree of physical protection to the worker at his task. It pledges
itself further to the principle of complete coverage for all the consequences of
industrial hazards."B
Alfred J., Labor Health Security in Postwar America, tic, May 1944.
d Asgis, Alfred J.. Health Security in Postwar America, report of second wartime conterence on labor health security New York: Health Council Institute, 1945.
6 Truman, Harry S National Health Proeran. me~ago of the President of the tUnited
2 Aegis,

States. November 19, 1945, 79th Cone., 1st sess. Doe. No. 880.
* Program of the American Labor Party, October 1986.

NATIONAL HEALTH PROGRAM

2875

On December 29, 1938, the American Labor Party announced the proposal for
compulsory health insurance as part of its legislative program (-New York Times,
December 30, 1938) and recommended the following plank on "Health":
(a) A compulsory health insurance plan to provide health security to
wage earners, with contributions by the employee, the employer, and the
State to cover the cost.
(b) A State-wide system of medical assistance for the indigent and lowincome groups of- the population, the cost to .be borne by the State of the
A. L. P., the health security council.0
In March 1940 the health council of the American Labor Party declared its
position with respect to compulsory health insurance as an assurance to workers
of their fight to health security. Plans were under way between the A. L. P.
and organized medicine for the wider distribution of health-care services to the
low-income groups.
On October 17, 1943, at the wartime conference on labor health security the
A. L. P. position on the national health question was reaffirmed. It proposed a
contributory tax-maintained system of health .insurance recognizing health
security as an essential to national defense. Despite all Government health
agencies on all political levels and despite the efforts of private health-care
practice, the distribution of health-care services and facilities to the American
people is completely inadequate. The recognition that health security for all,
like education, is the concern and direct responsibility of government makes it
imperative that appropriate legislative action translates this aim into a daily
practice. Professor Emory S. Bogardus, of the University of Southern California,
noted American sociologist, appropriately remarked that"Human society will know no security until the persons who comprise society
have a reasonable measure of both personal freedom and personal security. Only
then can anyone talk soundly about world peace.
"* * * The handwriting on the wall is plain. No one can have security for
long unless the great majority have it too."'
This equally applies to health security.
Labor health policy and unmet health needs
A system of continuous health protection for workers, regardless of the method
of financing employed and the extent of the costs of the benefits furnished, must
meet basic requirements of an American pattern to be considered adequate. Thus,
a desirable health plan for the low-income groups, to which workers primarily
belong, should embody the following features:
First, it should safeguard the quality of health services through high scientific
and educational standards. Second, it should protect and maintain a high
standard of living, on the American and professional levels, of practitioners,
teachers, and assisting personnel in the health-service field. In the operation
of any health plan, private or public, on the national, State, or local levels, tradeunion standards should be observed, and should be specifically provided for by
legislation. Third, it must provide integrated basic health services and facilities
to all workers, employed and unemployed, and their families through a Nationwide contributory tax-maintained health insurance system financed by employer
assessments, and where feasible by workers' contributions."
Health-care pattern.-Observance of these essentials of "labor-health policy"
is imperative in order to set up now a desirable health-care pattern to meet
American standards. A pattern once established is not so readily changed, as
experience has shown, especially if it becomes a functioning part of a system.
Traditional conservatism and vested interests which resist change come into
play in the health area as in other areas of social conflict. We are deciding now
to what extent each and every one of us will receive complete health protection
of high quality and facilities of high order, and not merely a partial, limited, and
Inadequate service.'
SLaborites to ask State wage law, New York Times December 80, 1988 also, What

Price Postponement? Health Security Review, ALP (February-March) -1946.
' Boxardus. Emory S., Security and the Annual Wage, Sociology and Social Research,
30 :4, 808-808 (March-April) 1946.
* A People's Health Security Program, Health Council Digest, May 1944.
SKobrin, Nathan, Fortifying National Health Through Compulsory Insurance, Journal
Dental Society of New York, February 1946.
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The proposed national-health program deserves not only our support but also
study and careful consideration in the light of its underlying philosophy, basic
concepts, fundamental principles, and the specific provisions and details of operation. The purpose of such critical evaluation is to suggest improvements that
are now possitile. It is not intended to hold back its immediate enactment or
its delay. The effectiveness of the program will depend on structure and
function provided for, as well as upon the intelligent use people will make of it.
Democratic philosophy of National Health Act.-The underlying philosophy
of the program as a whole, covered in titles I and II of the Wagner-MurrayDingell bills, is democratic in conception and in the best American tradition.
Title I provides for the expansion of public-health services through grants-in-aid
to the States. This section of the bill has the endorsement of the American
Medical Association, the American Dental Association, and other professional
and lay groups. Excepting for details, the proposals for public health expansion
in three areas are given support even by those who are strongly opposed to
title II, which introduces personal prepaid health care. (See footnote.)1"
Privatepractice under voluntary health insurance
The conventional form of so-called private practice is now in operation under
voluntary plans of health insurance such as are being operated by the Blue Cross,
trade-union health plans, medical society plans, and by other groups that come
within this same category." The Health Insurance Plant of Greater New York
(initiated by former Mayor LaGuardia, of New York City) is of the voluntary
type. About 20,000,000 people are now covered by voluntary prepayment plans.
S. 16C6, which provides for compulsory health insurance benefits under title II,
does not exclude the continued operation of voluntary prepayment plans alongside the compulsory system. Voluntary health insurance will not meet the real
health needs of the American people. This was pointed out by Dr. N. Kobrin in
the Health Council Digest:
"There is no disagreement on the proposition that the health quotient of the
American people must be raised. But there is confusion on what a nationalhealth program should ebfrace.
"About one-quarter of the population has some protection against hospital and
medical costs. Fifteen million are subscribers to Blue Cross hospital plans;
4 to 5 millions are covered by voluntary prepayment limited medical care plans
established by industry, medical societies, community, labor unions, etc.; private
commercial insurance, fraternal groups, and others afford some protection to
15 million others. But comprehensive protection is enjoyed by only a small
fraction of the 35 million insured.
"Hospital insurance, prepayment medical plans, industrial programs, accident
and health policies, fraternal sickness benefits are items of a medical-service
program; they do not even collectively make up a national-health system directed
to meet all the needs of all the people."
Voluntary plans do not meet the requirements of "labor health policy."
(NOTrE-The bill provides for a national health program, including: (I) Extension of community-wide health services and (II) Nation-wide system of conpulsory health insurance. Title 1 covers Federal grants-in-aid to States for
(1) expanded public health services (2) expanded maternal and child health
services, and (3) medical care of needy persons. Federal Government will pay
between 50 and 75 percent of what a State spends for such programs, with
poorest States getting the largest percentage of Federal aid. Administration
of these programs will be coordinated with the insurance program.)
Criterion 1 (workers not covered satisfactorily by voluntary plans): Voluntary plans do not provide adequate protection of quality of services and facilities
since they have no means of directly coordinating standards of service with
standards in education, research, and clinical practice. The techniques of contracting, used by voluntary "nonprofit" or commercial insurance companies to
engage individual practitioners or groups of practitioners and hospitals to render
health care to the insured, may in themselves not be objectionable as administrative and bargaining devices. They do not, however, serve as means or stimuli
10

Wagner, Robert F., Murray, James E., and Dincell, John D, joint statement, National
Health Act of 1945, Senate Committee Print No. 1, 1946.

11 Clnrk, Dean A.. and Brand, Morris A.. the Health Insurance Plan of Greater New
York. New York Medical, 1 : 24 (Dec. 20) 1946.
n Kobrin, N., Changing Social Concepts in the Health Field, Health Council Digest (May),
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for raising standards of quality. The National Health Act of 1945, has this
opportunity for improving quality and does provide for the financing of education and research, and professional supervision of national qualitative (professional) standards (sec. 213, 205 i. J.).
Criterion 2: Neither practitioners nor assisting health personnel partake in
policy making or in the actual administration of voluntary plans. There is no
opportunity for practitioners and other health personnel to protect levels of
compensation or to'improve their economic status. Opportunities for economic
protection of health workers are provided for in 8. 1606 (see, 205).
Criterion 3: Voluntary health insurance is self-limiting in several major
respects. Coverage in voluntary plans is limited." Costs of premiums are high
and prohibitive to large numbers of wage earners. Because of their low wage
levels, some workers are altogether excluded from health insurance. The scope
of services is limited. It does not provide a comprehensive health service.
There are also a variety of restrictions that apply to age, occupation, and certain
ailments in certain classifications. In a considerable number of instances beneficiaries are required to make additional payments to obtain the necessary
benefits.
The history of old-age pensions has demonstrated the chaotic nature of the socalled private, charitable, and voluntary approach to a national problem. Limitation in coverage and in benefits has made it necessary (after a half century
of so-called private pension experiment) to adopt insurance system legislation
on a Nation-wide basis. Social security, to be effective, must operate on the
Federal level and not a State basis. Some European countries that have started
out with voluntary systems have had to turn to government aid. Even those
countries that supposedly have voluntary insurance schemes cannot function
properly with out Government assistance. In reality, they operate compulsory
health insurance plans."
True preventive health care services are the greatest need of workers. Such
protection is impractical under voluntary health insurance. Limitation of services, whether due to economy, reduction in costs of services or other causes, is
not conducive to health conservation. Where benefits are provided only to
those who are able to pay-otherwise they are not covered-such service can
hardly be called preventive medicine. Under a set-up of compulsory health
insurance, as recommended by the health council and as made possible only
under social insurance, payments are adjusted to "ability to pay." " No one is
deprived of needed health-care services."
Illness, health care, and low income.-An overview of the extent of illness
throughout the Nation will clearly indicate the immensity of the problem which
can hardly be handled through the piecemeal approach of voluntary health protection without the aid of social insurance."
About 500,000,000 man-days ari lost annually due to illness and accidents.
In any 24-hour period 7,000,000 Americans are incapacitated by sickness or
other disability, half of them for 6 months or more.
More than 28,000,000 people in the country have some chronic disease or physical
impairment.
Over 40 percent of the Nation's selectees were found unfit for military duty.
Of these at least one-sixth had remediable defects. Many more of the defects
were preventable.
In 1944, 15,000 children were on waiting lists awaiting unavailable crippled
children's care from State agencies.
Families on relief reported nearly three times as many days of disability per
person as were reported for persons in families with incomes of $3,000 or more.
Wage earners in nonrelief families with annual incomes of less than $1,000 were
found to have, on the average, nearly twice as many days of disability during a
year as those in families with $3,000 or more.
SLkem Margaret C., Prepayment Medical Care Organizations, Social Security Board,
Bureau of Research and Statistics, Memorandum No. 55, Washington, D. C., 1945.
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Random House 1938, pp. 548, 444.
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Data on unmet health needs are now available in sufficient quantity to call for
no further debate." The problem is one that relates to the choice of the best
social method of meeting that need."
Voluntary health insurance is an unsatisfactory social cooperative medium to
effectuate universal comprehensive health care to the American people. It guarantees neither quality nor full coverage of services and facilities. It does not
enable the people to buy private insurance policies offering comprehensive health
benefits. It comprehends neither direct professional participation in the formulation of administrative policies nor in the establishment or control of standards
of services and facilities.
Practically considered, voluntary health insurance is merely a smoke screen to
delay and in a way obstruct the enactment of a socially workable health insurance system through legislation. Only a Nation-wide program, assuring the
continuity of the functioning of the health system when once established, will
meet the people's needs so essential to the public welfare.
Need for a Nation-wide system of health security
The issue before the American people is chiefly one that concerns the adoption
of the kind of system that supplies the greatest possible health protection through
the insurance method. Today there is no longer any, opposition to the principle
of health insurance per se. Few in America today challenge the philosophy- of
health insurance protection. In practice, health insurance is recognized as sound,
democratic, and American, although it was vigorously opposed not so long ago
by the same forces that now repudiate S. 1606. The attack is now launched on
the so-called compulsory system which spreads the costs of the health program
on a Nation-wide scale and operates on a social-insurance basis.
American experience in the field points to the need for the compulsory type of
health program. Experience abroad has also shown the effectiveness of comDr. Charles Hill, secretary of the British Medical
pulsory health insurance.
Association, discussing "The Status of the English Doctor," declared that compulsory health insurance "is a good scheme and works well." n
Three ways of financing compulsory health insurance.-Compulsoryhealth insurance may be financed by employers' assessments, workers' contributions, rind
implemented by general taxation. Health benefits under this arrangement of
fUkning are geared to the total amount of the contributions derived from all
income sources. This procedure is generally followed in England, France, and
in other insurance countries. It is in operation in over 42 countries and has
functioned for over a half century and is commonly known as "compulsory health
insurance" (The term "compulsory" is unfortunate and somewhat misleading).
This system is proposed in title II of the National Health Act of 1945. It is
in reality a socially required contributory prepayment plan as far as the financial
aspect is concerned. With respect to the professional phases of services under
this system, these are rendered by licensed and qualified personnel in private
practice, with free choice of'doctor and patient maintained and prevailing methods
of compensation chosen by the practitioners themselves. S. 1606 is not "government medicine" nor "political medicine" in any sense."
.On the other hand, when a health system is financed by general taxation and
by employer assessments to assure its uninterrupted functioning, and by contributions from workers (only when feasible), we have a contributory taxmaintained health-insurance plan.
This t a slfglit variation 'from plan 1. In this instance, only workers whose
incomes are above the subsistence level make contributions to the insurance
fund. Unemployed, and those workers whose wages or salaries are below the
established subsistence level in a given community, are exempt from making
,contributions. Employer assessments, it should be noted, strengthens the financial structure of the health plan in the interest of management and high production. General taxation is the social base of the plan. This is the people's
health-security plan proposed by the health council of the American Labor Party,
Setc. It is based on the philosophy of labor-health security.
Under this insurance plan, too, private practice may continue, prevailing
ieNeed for Medical Care Insurance. Senate Committee Print No. 4, Washington, D. C.:
U. S. Government Printing Office, 1946.
o Asgis.
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Methods of compensation may be chosen democratically by practitioners in the
system, and free choice of doctor and patient is assured. Doctors and patients
are more fully assured of their rights to social protection. Neither is this program Government practice of "political medicine and dentistry." "
A third way of financing health protection is through a completely tax-supported system which provides free health-care services to the entire population.
Services are furnished by a State-salaried, full-time personnel, working in health
centers, clinics, and hospitals. This is known as State medicine or socialized
medicine, and is in operation in the Soviet Union. Here medical and dental
practice are under direct Government control and there is virtually no private
practice. The Government is in full charge of consumption, production, and
distribution of services, facilities, and personnel." No such system is contemplated or proposed in 8. 1606.
Antisocial propaganda.-Itis most unfortunate that there is widespread misinformation or lack of information about "compulsory health insurance," which
is identified in the public mind with socialized medicine and State medicine.
This has resulted in .confualpn which has not been minimized by the official
medical and dental press." On'the contrary, recent medical and dental literature
have been publicifitag the Wagner-Murray-Dingell bills as political medicine,
Government. medicine, socialistic, communistic, and what not. All this in spite
of the President's emphatic statement that"*
* The American people are the most insurance-minded people in the
world. They will not be frightened off from health insurance because some
people have misnamed it 'socialized medicine'.
"I repeat-What I am recommending is not socialized medicine.
"Socialized medicine means that all doctors work as employees of the Government. The American people want no such system. No such system is here
proposed." "
Principles of a people's health security program
Prof. Paul H. Douglas, of the University of Chicago, reported on the historical
side of the opposition to insurance. He indicated four reasons why health insurance was not included in the Social Security Act of 1935:
"No proposal was advanced by the Committee (on Economic Security) for
health insurance. This was the result of four sets of factors. In the first
place it. wawthetlht this would overload the program: SeciblIfy, the 1ftfl details of a proper plan had not been generally worked out. Public sentiment
moreover had not yet been deeply aroused in favor of it. Finally the opposition
of the leaders of the American Medical Association and of most State associations was intense, bitter, and persistent. Grants for public-health work were
proposed, however, as a forward step.*'"
The past decade has demonstrated that the people overcame most of the obstacles to health insurance. Attention is now being directed toward essentials
of a social health plan that will protect consumers and the rank and tile of
health workers. In our haste to put into effect social legislation or to overcome
the opposition, we often overlook the importance of incorporating satisfactory and
adequate safeguards in the law. Wherever possible, specific provisions should be
made for the participation of labor and health workers' organizations in the
administration of health insurance plan.V
The following principles governing-a national health program were adoptedd by
the Health Council:
The principles that should govern a satisfactory national health plan, adopted
by the Health Council, are here used as a guide to an evaluation of the National
Health Act of 1945. Although the basic provision in S. 1606 are approved on
fundamental grounds, certain modifications are here proposed in the interest
"Lowdown on Political Medicine and Dentistry, National Physicians Committee, distributed, April 5, 1946.
* Sigerist, Henry E., Socialized Medicine in the Soviet Union, New York : W. W. Norton
Co. 1937, p. 878.
a Fishbein, Morris, editorials, Senate hearings on the national health program, also, the
New Zealand Experiment JAMA, 130: 15, 1016-1017 (April 13), 1946.
2 Truman, Harry S., National Health Program. message of the President of the United
States, November 19. 1945. 79th Cong., 1st sess.. H. Doe. No. 380.
. Douglas, Paul H., Social Security in the United States, New York: Whittlesey House,
1939. p. 68.
" Kobrin, Nathan, Labor Looks at Medicine, Dental Items of Interest (April), 1944.
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of labor health. These recommendations are entirely plausible and feasible In
the light of Senator Wagner's remarks, introducing the health bill:
"* * * The extent of a general governmental contribution out of general
revenues to such. a plan depends upon the comprehensiveness of the groups
covered and the services provided. All in all, these problems are best decided
after a decision has been reached on all the details of the medical care plan itself.
Moreover, the financial details relating to the raising of the revenue for the plan
raises many special problems which have a bearing on existing income taxes and
pay-roll contributions and should be considered in relation to these laws.
"The bill does not, therefore, specify any particular method by which the sums
authorized to be appropriated under section 212 of title II would be raised.
"It is both necessary and desirable that first and foremost consideration should
be given to the benefits. If the Congress thinks that it is sound to provide prepaid medical care to the American people, the method of financing such a plan
can be worked out jointly by the appropriate committees of the Congress which
have jurisdiction over these matters." "
The exclusion of cash benefits from the health benefits in S. 1606 is another
progressive step in the direction of attaining the preventive aims in labor health.
Health protection and income protection are two forms of insurance and should
not be combined. Workers should be protected against the hazards of unemployment whether caused by illness or any other cause."
Principle 1. A national contributory, tax-maintained system of health security
which will safeguard the quality of integrated health services, through adequate scientific and educational standards, and emphase preventative measures
as well as cunative care:
The proposed bill provides for a health system that is national in scope. This
meets the needs of workers who would not otherwise be protected by diversified
State systems of health insurance with uneven benefits. Consumers and practitioners are beneifted more equitably by a national set-up.
The provisions for financial aid to medical education and research, etc., (sec.
213) are essential to assure high quality of services. However, a broader base
is needed for these grants-in-aid to cover not only medical education but related
areas of professional education and research (sec. below, "Special labor problems"). Professional education should embrace dentistry, optometry, nursing,
podiatry, nutrition, etc. This would be more in the spirit of the intent of
the act which aims to encourage and aid the advancement and dissemination of
knowledge and skill in providing personal health service benefits, etc.
Coordination of services provided in titles I and II contributes to the practice
of preventive medicine, preventive dentistry, industrial hygiene,* and the extension of rural health care (sec. 314). The utilization of existing facilities,
and the establishment of new facilities where needed is a policy in a progressive
direction (sec. 203). (Commercial insurance companies are not barred from participating in the system.)
Means for establishing qualitative standards are indicated in general terms
(sec. 204). A mechanism is needed to "integration" various health services in
the office, home, health center, teaching clinic, and hospital. The annual health
examination, to include medical, dental, eye, and other needed services, should
be made an obligatory requirement for all insured persons in the system. This
would be a practical step in promoting labor health.
There is a strong need for adopting the health concept, in place of the hitherto
limiting medical concept, to broaden the health base of the security program
and to frame a progressive compulsory health insurance pattern. This should
apply also to sections 131, 132, and 133 providing health care for needy persons.
(See Special labor problems, No. 1.)
Principle 2. Adequate personnel, services, and facilities to meet the health
needs of everyone regardless of race, color, creed, or ability to pay:
Approximately 15,000,000 Americans, living in 40 percent of the counties, do
not have any recognized general hospital. In 40 percent of the counties in the
United States, there is no full-time public-health officer to look after preventive
health services. That there is a lack of public health facilities and public health
personnel is not recognized.
Varying estimates have shown that the American people spent over
$3,500,000,000 annually (1940) for health services furnished by over 1,500,000
s Wagner, Robert F., Murray, James E., and Dingell, John D., joint statement, National

Health Act of 1945, Senate Committee Print No. 1 1946.
* P lPk, I. S., Security Against Sickness, New York : Doubleday, Doran & Co.. 1986, pp.
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persons engaged in private and institutional practice. This amount was spent
as follows: 77 percent from personal payments for health care services, 18
percent from tax funds for public-health and health-care services, and 5 percent
from industrial and philanthropic sources. Thus we fnd that a majority of practitioners derive their income from private fees in office practice. Private. practitioners cater, naturally, to the upper-income groups. Results show that
physicians get about as much income from 10 percent of the upper class of the
population as from 50 percent in the lower-income brackets. Dependence for a
livelihood upon the well-to-do is more marked among dentists. Dentists' incomes,
in large measure, come from 10 percent of the people in the upper-income groups."
Unequal distribution of physicians, dentists, and other health personnel is a
problem that can be solved with less difficulty when viewed as a national
question, with a long-range perspective. The need for putting into effect as
soon as possible title I and section 205 of title II cannot be overemphasized.
Principle 3. Subsidies for education, including teacher training, research, and
students in the health fields to implement existing institutions:
Federal assistance to professional schools, teaching hospitals, and other
educational institutions, as provided for in S. 1606 (sec. 213), will enable them
to initiate scientific research, implement projects in progress, and to improve
professional education by equitably adjusting prevailing salary schedules of
teachers and research workers in professional schools for health service.
Teacher training for the health fields, a function almost nonexistent in universities until recently, and the professionalization of teachers in medicine, dentistry, nursing, etc., are vital factors in the improvement of the product of these
institutions, as well as of the quality of health care. Labor, therefore, seeks a
greater share of participation in university functions in the education and
training of health personnel.
Subsidies to qualified students, who wish to enter the health-service professions, will also serve as a means for increasing the much-needed medical, dental,
and other personnel. Well-qualified and able young men and women, from the
low-income families and workers' families, would thus not be barred from
entering the professions on account of financial barriers. Section 213 might be
liberalized accordingly.
The doors to the health professions-must be made wide open so that the ranks
in the health field may be filled from all sections of American society, not only
from the upper-income groups. The medical and dental curricula, in undergraduate, graduate, and continuation courses of study must stress in content and
teaching the democratic ideal and cultivate greater appreciation of social values
in private and community practice. A start might be made in organizing the
continuation courses for practitioners, provided in section 205, around such
educational objectives.
Principle 4. High standards of living for practitioners, assistants, and teachers
in health fields commensurate with professional status in respective communities:
Compensation of practitioners, irrespective of the method of remuneration
employed, should be adequate." A minimum annual net income should be set up'
as a yardstick to adjust low incomes of doctors in various communities. Standards, according to the cost of living, professional status, qualifications, years in
practice, and other local factors should be formulated. The choice of the method
of remuneration left to doctors themselves (sec. 205) does not, in itself, provide
adequate economic protection of a practical nature. Whichever method of payment is adopted, under any organizational form of practice (fee-per-service,
capitation, or salary) the practitioner should be reasonably assured a decent
livelihood, in terms of an assured annual income (sec. 205).
To stimulate professional interest and enthusiasm for service, it is imperative
to extend social-security benefits to all health personnel; practitioners, teachers,
technicians, and assistants. This will serve as a protection of the rank and file
of health workers against the hazards of illness, disability, old age, and death.
The health practitioner in an insurance system is after all a semipublic servant
and society should provide the means and opportunities for his economic protection.
During the transition period from the present system of financing of health
services in private practice to the proposed social health-insurance system,
provision should be made to gradually absorb into a national service practitioners
6'Thlvia, Michael M., America Organizes Medicine, New York: Harper
& Bros., 1941,
l
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between the ages of 45 and 65 and over, to afford them economic security and
appropriate pensions. (See Special Labor Problems No. 5.)
Principle 5. Extension of opportunities for experimentation with newer organizational patterns of community and industrial practice, coordination of
.private, group, cooperative, and public services and LIstitutions:
S-No restrictions are placed in . 1606'as to the form eftr~airzatiot
for rendering health services. The system of practice is thus made flexible enough to cover
all existing modes of private practice, group qnd cooperative types of practice
(sec. 205). Opportunity for participation by physicians, dentists, and nurses in
the syste mis expressly stated (sec. 205)."
The Health Council favors group practice in health care for scientific and
economic reasons, and in the interest of quality. Group practice has been employed in several organizational patterns with distinct objectives in view. Group
practice with the scientific aim is highly desirable, for it comprises a number of
general practitioners in medicine, dentistry, optometry, nursing, technicians,
assistants, and medical specialists. Group practice improves quality. Each
member of the group performs the services in his general or special field, integrating knowledge, and skill for the benefit of the patient.
The Health Council favors group practice also in dentistry which integrates
services of general practitioners, dental specialists, dental hygienists, dental
laboratory technicians, and dental assistants. But we are opposed to "assembly
line fractionation dentistry," which permits persons without a D. D. S. qualification to engage in dental practice, creates subdentists, and lowers the quality of
dental, care for labor. Since the belt-line pattern for dental benefits is embodied
in the Hyser-McCall amendments to S. 1099, the Health Council is also opposed
to making these amendments part of S. 1606, for reasons presented before this
committee on June 28, 1945."
Principle 6. Adequate representation of and participation in by labor and
health workers' organizations in the administration of the system on the Federal,
State, and local levels:
The national policy-forming advisory body, proposed in S. 1606 (National
Medical Policy Advisory Board), is a necessary means for desirable improvements and expansion of services in the public-health service area and the personal
health-care area. The main six health-service distribution agencies, namely,
private practice, public-health service, school-health service, teaching clinic
service, industrial health service, hospital and clinic services, will undoubtedly
benefit from title I if carried out on the Federal, State, and local community
levels.
The economic interests of practitioners, teachers, technicians, and assistants
should and can be protected best through their own representatives who are
concerned with the improvement of living and professional standards, professional advancement, continuation education, remuneration, working conditions,
promotions, etc. Official professional societies like the American Medical Association (A'MA), American Dental Association (ADA),- American Nursing Association (ANA), etc., are primarily concerned with scientific and technical questions of health service. The background and activities of AMA, ADA, etc., do
not warrant the hope that under a compulsory system of health insurance their
concern for the welfare of the rank and file of practitioners, teachers, technicians,
and assistants will increase materially.
The law should provide specifically for the democratic representation' of organized labor and health workers' groups (outside of existing official professional
organizations in medicine, dentistry, nursing, etc., referred to above) on the
advisory boards, professional and technical boards, committees, and subcommittees of various levels. (See Special Labor Problems, No. 5.)
Satisfactory results from a health plan may be achieved by active local
participation. Self-government of a community in administering a plan is'conducive to efficiency and effectiveness. Decentralization, the basis for which is
provided for in S. 1606, serves to harmonize the purposes of national standards
with local administrative policy and community practice.
On the other hand, some practices in professional health service cannot be
regulated by legislation, nor can they be specified in the law. For these reasons
It is most desirable to provide for adequate representation by all the recognized
-m Goldman, Franz, Public Medical Care, New York: Columbia University Press, 1945,
pp. 178-178.
" Asgis. Alfred J.. Senate hearings on 8. 190 and S. 1099, June 28, 1945, pp. 85-10,.
127, 128-185, and 205.
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health professions on all the advisory councils, committees, etc., established on
National, State, and community levels. (See Special Labor Problems) No. 2.)
The success of such a policy of local autonomy depends upon an enlightened
citizenry. The community is best qualified to determine local needs of services,
personnel, facilities, and funds. The law must provide the necessary machinery
,forithis.cooperatlon between -the-people,-the health .professions, and local.government, which is so necessary for the successful operation of any health program,
no matter how perfect the plans look on the blueprint
A coordinated program of health education in all health areas is essential
for intelligent public cooperation in the program. (Attention is directed to the
Health Council position, see No. 4.) Its aims should be to eliminate duplication of effort and reduce waste to a minimum. Health education should be
carried out by qualified personnel and guided by national standards, flexible and
adaptable to local community needs. (See Special Labor Problems, No. 4.)
Principle 7. Establishment and enforcement of trade-union standards in the
operation of the health system and assurance of civil service status for all
health personnel in the system:
No principle is as essential to a national program for the protection of labor
health as the one that insists upon union standards. Specific provisions should
bd made in S. 1606 so that: (1) all persons, other than policy-making employees
and nonsalaried health professionals, shall be on a civil-service basis and entitled to all such rights and privileges; (2) no institution, public, semipublic, or
private, shall receive compensation from the health-insurance system unless it
conforms in all respects to trade-union standards of wages and hours, working
conditions, collective bargaining, and no discriminating practices of any kind;
(3) no officer or representative of the health-insurance system or any of its
agencies or branches, shall enter into contractual relations with any institution
that does not comply with the above requirements and standards.
The above recommendations, briefly outlined, should be made part of the proposed legislation for a national health program. Failure to include some of these
provisions in $. 1606 is a serious omission in this branch of social legislation
. that so vitally affects labor health and welfare.
Special labor problems in S. 1606
1. Universal use of term "health" in place of "medical care."-The American
people consider the National Health Act of 1945 as a measure designed to establish a Nation-wide health program. S. 1606 proposes to provide the insured
population not only with "medical" services and "hospital" facilities, but with
a comprehensive health service. This is what the people expect from the fivepoint health plan, recommended by President Truman, of which S. 1606 is the
legislative expression.
From the standpoint of labor health security, the needs of workers should determine the kind and the quantity of services (of satisfactory quality, of course)
that should be furnished under a contributory health-insurance system.- A true
preventive program, that will not only check disease but will build positive health,
must be planned to meet the personal needs of the people by adjusting services,
institutions, and facilities to satisfy these needs. The process now in vogue is
to accommodate the individual's need to the prevailing conventional practices
of service delivery by institutions and private practice. This practice in planning must, therefore, be reversed. This approach will seek programs that will
furnish not only traditional care, but also nutrition and dietetic care, mental
hygiene, and psychiatric services. These services will thus receive greater attention than they do now."
It Is suggested that S. 1606 should be modified so that the "health" concept
rather than the "medical" concept underlie the philosophy and the language of
the whole program. Health benefits, in titles I and II, should be designated
by the term "health care," replacing the term "medical." The term "medical"
should be used only when It indicates a "physician's service," as distinct from
the services rendered by other health personnel.
The acceptance of the "health concept" in place of the "medical concept" acquires special significance with respect to establishment and functioning of
"centers" under health insurance. Attention was directed to the problems of
health centers as institutions providing facilities for integrated services ,Jy
practitioners, other than physicians.
"Deutsch, Albert, the Mentally IU in America, New York: Columbia University Press,
1946, p. 496.
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In a coordinated set-up of health centers and health insurance in which each
will obviously involve not only freely chosen physicians (sec. 205) but also freely
chosen dentists, optometrists, podiatrists, nurses, nutritionists, social workers,
and other personnel. Most of these professional health workers have not had
extensive experience in group practice. If we adopt group practice as one of
the organizational forms of service delivery, some kind of pattern for a functional type of integrated group practice should be devised. The basic structural
essentials should at least be outlined and indicated.
Compared with the emphasis generally placed on the economics of group practice, very little attention seems to be paid to the qualitative aspects of health
care. This applies especially to the problem of community or industrial integrated
group-health practice."
2. Recognition of autonomous status of health professions.-Senator Wagner
pointed out that the professional phases of health service will be safeguarded
through supervision by professional groups." This implies that the rights,
privileges, and status won by the various autonomous or independent health
professions would not be jeopardized by the establishment of a national system
of health insurance. Under the proposed professional set-up in the National
Health Act of 1945, some of these professions are affected adversely. This is
illustrated in the case of optometry. Professional optometrists are now consulted
directly by patients. This independent practice is curtailed under S. 1606,
although this may not be the intent of the bill (sec. 210).
Accepting "health" as a term designating the underlying concept of the bill,
sections 203 and 204 should be rephrased to read "National Advisory Health
Policy Council," instead of "National Advisory Medical Policy Council." Leaders of organized medicine, who have been and still are the most outstanding
opponents t6 a compulsory "medical" insurance program, have not hitherto
exercised administrative control over dentistry, optometry, podiatry, and the
autonomous professions. The American people should not now be deprived of
the services rendered by the established independent health professions. By
placing in the hands of organized medicine such controls over the autonomous
professions under health insurance would result in a change of the system of
practice (whether such a change is desirable or not is not the issue under
consideration). It should be here emphasized again that"Health insurance is not a system of medical practice. It is a system of paying
the costs of sickness through budgeting and prepayment. It is always and
everywhere consistent with the private practice of medicine." "
This section should also be revised so that each of the autonomous health professions, as now constituted and officially accredited, is represented democratically
and proportionately. The proposed number of 16 to serve on the board might
be increased to 20 or more in order to provide for adequate representation by the
various health professions.
3. Dental care and autonomous health services.-Section 215 provides for
comprehensive care by the dentist This much needed health service by workers
is curtailed in section 210 where restricted dental care is provided. The Health
Council proposed a minimum basic dental program to consist of: (1) Full mouthexamination services (history, X-rays, study models, and diagnostic aids);
(2) prophylaxis (at least one annual treatment; (3) fillings, plastics and alloys;
(4) removal of teeth (extraction to eliminate infection and eradicate disease;
(5) mouth replacements. Section 210 omits "mouth replacements" of the basic
minimum. S. 1606 should be amended to include "replacements" as an indispensable minimum for the workers' health and welfare.
The dentist alone is qualified to diagnose and treat surgical and nonsurgical
conditions of the mouth (oral medicine and oral surgery). He is qualified in
oral diagnosis and treatment in connection with diseases, deformities, and
anomalies of the mouth and jaws. 38 Section 210 reads "extraction of teeth considered by the dentist and an attending physician * * *." This should be
amended to exclude the term "physician" from this functional area of healthcare services. Sectioh 210 should also be amended to exclude the statement,
"The restriction on content may be made to apply only above a specified age."
No age limitation should be imposed on services in dentistry.
n A gis, Alfred J., Broader Health Care Urged. New York Times, February 28, 1945.

as Wagner. Robert F., Murray, James E., and Dingell, John D., joint statement, National
Health Act of 1945. Senate Committee Print No 1. 1946.

" Falk, I. S., Security Aeainst Rickness-A Study of Health Insurance, New York:

Doubleday, Doran & Co., 1936, p. 259.

" Asgis. Alfred J., Professional Dentistry in American Society, New York: Clinical Pres

1943, pp. 149, 225, 111.
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The American Dental Association sponsored the dental-care bill S. 1099, which
was endorsed by the Health Council and other organizations. Some or all provisions in S. 1099 may be incorporated in S. 1606, under the sections related to
"dental benefits." Consistent with the Health Council policy stressing the need
for protecting the quality of all health services, it recommends that the "HyserMcCall amendments to S. 1099" should not be made part of either of the proposed bills, S. 1606 or S. 1099, whichever is enacted first. This recommendation
is consistent with the Health Council testimony, on S. 190 and S. 1099, presented
before this committee on June 28, 1946. Our statement pointed out that"Separation of 'prosthetic dentistry' and 'operative dentistry' from general
dentistry in some European countries has resulted in the sharp deterioration of
the general qualitative level of dental-health care, and confused the public concerning dental standards of education and practice. Changing patterns of distribution of dental health services in the United States must safeguard the integrity of the profession for the protection of the public health. The Health
Council has pursued a policy of promoting cooperation between the health professions and labor, and in its judgment nothing should be put in the way to
impede the progress of the science, art, and the practice of dentistry as a health
service." "
As a profession independent of medicine, it is most impractical for the "National Advisory Medical Policy Council" to decide on dental matters. Professional problems in dentistry should be decided upon by representatives of dental
professional groups."
Appropriate modifications should also be made in S. 1606 to protect the status
of the autonomous and accredited health professions such as optometry, podiatry,
nursing, and related fields concerned with health services, in the interest of the
public. The medical 'practitioner or physician is not qualified either by education or training in all,phases of health service to satisfactorily represent the
interests of the respective professional groups. Even though these groups do
not render specialists services in medical practice, they are offering the public
specialized health services. An Injustice would be done these practitioners by
depriving them of representation through their independent professional organizations.
The various accredited autonomous-health professions should be designated in
the law by the respective professional titles, wherever health benefits are indicated, by the term "health practitioner" or by some appropriate designation.
4. Labor health security education.-Specfice provision should be made for instruction in social and health security in education'programs on the high-school
and college levels. It has Been our experience, at the Health Council Institute
for Labor Education and Research, that students generally, and trade-union
welfare workers particularly, are inadequately informed about our Social Security System, its functions and its significance to our democracy. The content
of instruction, as outlined in our courses at the institute, has proved of educational value. Such a program may be used for the purpose of public enlightenment by making it an integral part of adult education programs. We submit
the report of the institute " (appendix 2).
Universities and colleges have failed to offer adequate social-security instruction. This is reflected in the limited understanding of the social implications
of medicine and dentistry by practitioners and teachers in the health professions. Dr. Ray Lyman Wilbur recently called attention to the inadequacies
in social comprehension by medical education."
Sections 205 and 213 should be amended so as to provide for closing the gap
in this neglected area of professional education. Provision for health education should be liberally interpreted so that labor-management committees, welfare committees of trade-unions, and other groups may derive the full benefit
for their own initiated education projects.
5. Improved economic status of health workers.-The empirical, haphazard
manner of remunerating health workers, whether on a fee or salary basis, should
be replaced by scientifically determined methods of compensation. No system
of health care can function properly and effectively, no matter how sognd structurally, unless the personnel rendering the services are paid well and assured
0 Asis., Alfred J., Senate hearings on 8. 190 and & 1099, June 28, 1945, pp. 85-105, 127,
128-135. and 205.
SKobrin, Nathan, Dentistry Faces Political Action, Journal, New Jersey State' Dental
Sociology, 17 :2, 21-25 (January) 1946.
" As'is, Alfred J.. Labor Health Security Education-A Community Program, School

and Society (April 13), 1946.
* Wilbur, Ray Lyman, Development of High Educational Standards by the Medical
fession, Journal of the American Medical Association, 180-16, 1057 (April 20), 1946. Pro-
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a satisfactory annual income. Research in this area is long overdue and
should be-undertaken as rapidly as possible. The establishment of such a system or systems of remuneration will be more equitable to both practitioner
and patient. It will also serve as a stimulus to cultured and able young men
and women to enter the health professions.,
Such socioeconomic research should include the needs for annual income, vacation periods, minimum and maximum salary and fee scales, hours of work,
criteria, and. methods for promotion, postgraduate. work, transition from one
area of service to another, facilities for specialization and related problems.
The investigation should carry the all-over approach embracing all professions
in the following fields: Medicine, dentistry, optometry, podiatry, nursing, pharmacy, medical social work, medical technology, dental technology, public health,
health education, trade-union welfare work, and others.
6. Popular health security literature.-Popularliterature related to social
legislation and health and welfare is very meager. Some of it is unreliable
and unauthoritative. S. 1606 should provide directly for popular literature in
the field in the interest of public information.
The promotion of an all-embracing program of health services is motivated
by a desire to provide social security for everybody." It is a wish that can be
materialized today. Its goal was pointed out by Senator Wagner in regard to
the future of social security in the United States:
"The American people are united in their determination to complete the structure of social security. They are united in seeking their objective through the
orderly methods of democracy. So long as that spirit of unity prevails, the
future of social security is bright, and bright is the future of America." '
Summary and recommendation
For over a decade the forces of reaction were successful in blocking the inclusion'of health insurance in our social security system.. The time factor-and experience between two wars and social and industrial growth of democratic
America has changed the course of social legislation. Greater numbers favor
its extension. Social security expresses the wish of the American people and
is embodied in the framework of S. 1050 and S. 1606 and related social legislation. Social health insurance must exclude commercial insurance from participation in the system. Even though the basic structural pattern of compulsory
health insurance may vary in some details in various countries, experience abroad
has demonstrated that compulsory health insurance per se does not evolve into
a system of state medicine or socialized medicine.
Labor does not consider the issue of S. 1606 to be a matter of choice between
voluntary or compulsory systems. It has decided on the latter because in the
nature of things in our industrial society workers, as a group, can benefit only
from social insurance.
The real issue before labor now is: Which of the methods of financing compulsory health insurance will most benefit workers? Our answer is that only a
contributory tax-maintained will best meet labor's aspirations for ultimate real
health security. It is also clear that a health system under social security must
be structurally flexible enough to permit expansion and improvement without
the need for new legislation. No obstacles should be placed to the progress of
the health program in function.
Unfortunately health-care distribution today is geared to the principle of
scarcity, both in the areas of manpower resources and facilities. Another shortcoming is the failure to adopt the health concept instead of the limiting "medical" concept in health-security planning. Thus we are satisfied with "medical"
and "hospital" services and fail to utilize fully an array of services rendered by
dentistry, nursing, psychiatry, optometry, podiatry, and other indispensable
health care.
On the other hand, the health professions through various instrumentalities
have placed a ceiling upon the number of students accepted into the medical,
dental, and other professional schools. These ceilings have been directed against
various minority groups in our Nation and thus tended to limit the total number of graduates, restricting available practitioners far below the level of need.
This induces an artificial lack of health workers. This shortage is now felt in
planning to meet the potentially increased public need. Instead of removing
a Aegis, Alfred J., Health Security: With Labor We Plan for the Future, Dental Outloek.
81 2, 62-70 (February) 1944.
SUnited States Medicine, in Transition, Fortune (December) 1944.
u Senator Robert F. Wagner, the. Future of Social Security, American Forum of the Air,
WOR broadcast January 15, 1939.
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the barriers, the shortage of personnel is used as an argument against the more

democratic methods of distribution of health care, particularly in the medical and
dental areas.
Scarcity in facilities obtains at present because of the pinch-penny attitude
of our lawmakers regarding the problem of national health. The time has now
come when the health professions must return to the noble ideals of their Hippocratic oath; they must dedicate their talents and abilities to the high social
purpose for.wich.thel have been trained*; they must become respopnsve to social
needs; they must become in effect, as well' as by-profession, servants of the health
of the American people.
These sentiments have been expressed by leaders in public life and organized
labor. President William Green of the American Federation of Labor which
sponsors S. 1606, thus reflects labor's position on the Nation's health problem:
"* * * Workers of America are supporting the Wagner-Murray-Dingell
bill because they are convinced that its enactment would be a long step forward in
making health a reality for millions of people now denied it by making available
medical and hospital care to them and their families.
"The health of the Nation is of transcendent importance. A healthy nation
is a strong nation. The universal appreciation of this fact will influence the
people of the Nation to accord a full measure of support to the enactment of
health-insurance legislation." 4
President Phillip Murray, of theCongress of Industrial Organizations, seeking
the enactment of the Wagner-Murray-Dingell bills on social security and a national health program, declared on March 15, 1946, with his executive board:
"The CIO has long been on record in support of an over-all improvement in our
social-security system as represented by the Wagner-Murray-Dingell social-security bill. Only a many-sided social-security program, operating side by side with
ia fullepl$yent econoniy can secure to the 'Aperican people protection,against,
the hazards of old age, sickness, disability,' unemployment and poverty." ' T
Prof. C. E. A. Winslow, of the Yale University School of Medicine, speaking
at a meeting in Boston, on December 6, 1944, marking the seventy-fifth anniversary of the founding of the Massachusetts Board of Health, December 6, 1869,
crystallized the philosophy of health security that may well be followed by all
who look to democratized health services as a daily American practice. Dr.
Winslow closed his remarks with appeal:
"* * * To the health administration of a eity, a state, or a nation, its citizens turn for leadership. So far as health is concerned, it is to you that the returning soldier will look for a world in which he can live a life worthy of his
sacrifice. It is to you that the mother will look for a world in which her children
can grow up to the fullness of being. You stand on the watchtower as their
trusted guardian. If your eyes are open you realize that the conditions of such
a world include more than a safe water supply and a tuberculosis sanatorium
and a chila-welfare clinic and a diphtheria-immunization program. They involve
also a decent standard of living for all the people in the community. They include
a minimum wage, food, housing, medical care, social security." 48
For all these reasons, the Health Council endorses the Wagner-Murray-Dingell
bills and urgently supports its enactment in the firm conviction that its passage
will improve the health, security, and happiness of the American people.
(Appendix to Health Council Report, April 30. 1946; reprinted from School and Society,
April 18, 1946, vol. 63, No. 1638, pp. 252-255]
LABOR-HEALTH-SECURITY EDUCATION: A COMMUNITY PROGRAM

By Alfred J. Asgis, director, Health Council Institute for Labor Education and
Research
American idealism, if I correctly interpet a recent statement by the editor of
School and Society, is neither a restricted pattern for national behavior nor a
SGreen, William, Should Congress Provide Health and Old Age Insurance

for all?
Bulletin America's Town Meeting of the Air, 11: 127-128 (July 19), 1945.
*4 Health and Security. CIO News, 9 : 13, 12 (March 25), 1946.
Winslow, C. E. A., Chan li n g Challenges of Public Health, American Journal of Public
Health. 85 : 8, 198 (March) 1945.
I William C. Bagley, Franklin D. Roosevelt's Contributions to American Idealism, School
and Society. 61: 1588, 248-244, April 21, 1945.

circumscribed or special category among philosophical systems. The content and
meaning of this essential or American idealism is exemplified and personalized
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in our national leaders whose aspirations, strength, achievements, and character
"have served and wiM continue to serve in the education of each succeeding
generation as * * * [ani inspiring, * * * pervasive tradition." The
preservation and extension of this tradition, i. e., the American way of life embodied in this idealism, is, according to the editor, the "primary function of
American education."
An institution that is daily making richer the social content of American
idealism (the importance of which only the farsighted can visualize) is one of
the significant yet rarely mentioned outstanding achievements of recent years.
I refer to our system of social security with its essential ingredient * of health
security, inaugurated in 1935 with the enthuslatic support of President Roosevelt.
In his two messages delivered 7 years apart, dealing with health protection for
the people, we see vividly portrayed his deep concern for health security. On
February 1, 1932, he addressed a message to the people of the State of New York
in a public-health report. As Governor he said:
"The success or failure of any government in the final analysis must be measured by the well-being of its citizens. Nothing can be more important to a state
than its public health; the state's paramount concern should be the health of its
people." '
On January 23, 1939, in his message to Congress on health security, President
Roosevelt referred to the problem of health security as follows:
"The health of the people is a public concern, ill health is a major cause of
suffering, economic loss, and dependency; good health is essential to the security
and progress of the Nation."
The failure to give adequate recognition to Mr. Roosevelt's contribution to
health security finds its explanation in part in the neglect of adequate instruction in this subject. It is well to point out that in his Presidential address on
economic-security legislation, on January 17, 1935, he indicated that he was not
at the time recommending the adoption of so-called health insurance, although
"groups representing the medical profession are cooperating with the Federal
Government in the further stpdy of the subject, and definite progress is being
made." On August 2, 1945, we celebrated the first decade in American experience
with a system of social security. It was characterized by A. J. Altmeyer, head of
the Social Security Board, as an outstanding legislative achievement not ennnled
by any other similar period in which so much has been done "to establish a
ground work of economic security for the families of the United States."
With respect to the anticipated progress made during the past decade, the
record shows that the opposition by the medical and dental professions and other
groups to compulsory health insurance as proposed in the 1945 Wagner-MurrayDingell bill (S. 1050) is as bitter today as it ever was. A survey made in 1940
showed that liberal-arts colleges throughout the country did not offer adequate
instruction in social medicine." My 1943 survey of medical and dental schools
also showed that instruction in the social and economic relations of ealth care
is not considered important.' Professional men and women and the general
public are thus exposed to propaganda, direct and indirect, about health security.
It is high time that universities and institutions of higher learning extend their
educational leadership to the health-security phase of contemporary sociology.'
Health-security education has met a better fate at the hands of the labor
movement in recent years. To meet the needs of systematic instruction in laborhealth security, the Health Council Institute has been established. In this brief
report I shall outline the nature of the institute's pioneering project in adult
education in this social-studies field. A considerable volume of subject matter
has already been accumulated in the theory and practice in this area. A selected
bibliography on related subjects issued in 1945 by the Bureau of Research and
1Franklin D.

Roosevelt,

Message

of the President Recommending

Legislation on

Economic Spcuritv, January 17. 1935. 74th Cong., H. Doe. 81.
' Rranklin D. Roosevelt, Puhlc Health in New York State. Foreword by the Governor
to the report of the New York State Health Commission, February 1, 1932.
4Franklin D. Roosevelt, Health Security, message from the President, January 13,
1939, 76th Cong., Doe. 120.
* A. J. Altmeyer, the First Decade In Social Security, Social Security Bulletin, 8: 8, 11,
August 1945.
SJ. Hirsh and E. G. Pritchard, Teaching Social Medicine in Liberal Arts Colleges and
Universities, Public Health Reports. 55: 45, 2041-2060, November 8, 1940.
I Alfred J. Aegis. Teachin" Dentistry and Social Medicine in Medical Schools, Diplomate

15: 7. 237-289. September 1948.
* Ravmond B. Allen. Universities and the People's Health, address before Congress on
medical education and licensure, Journal, Association of American Medical Colleges.
September 1941.
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Statistics of the Social Security Board lists 412 titles of books, monographs, and
articles.' Four courses of instruction have been organized to meet the needs of
professional health workers in medicinedentistry, nursing and allied practices,
and trade unions; of public-health workers, and of other persons directly concerned with health-security problems, especially those affecting labor welfare."
Labor-health security is still a virgin field for exploration. The purpose of
this discussion is twofold. First, to point out that labor-health security as a
subject of study and research has already a substantial body of knowledge and
literature to warrant consideration by sociologists and educators. Second, to
indicate that the educational ground work has been laid for teaching this subject
in adult-education programs.
Labor-health security as content.-Labor-health security may be viewed as a
namethod of social action in the interest of workers. Health securphilosophy n
ity, as a phase of social security, is directly related to our standard of living,
with emphasis on specific standards of health and the most practical methods of
attaining the established or desired scientific health standards. Health protection for workers means assurance of continuous protection against the hazards
of illness. Illness deprives the worker of his working capacity, his income.
Health-service assurance to the worker means his job or income protection. In.
the broad sense, health security or health protection embraces healthful housing,
proper nutrition, effective industrial hygiene, and the provision of adequate
health-care services of every needed category. Health insurance is one of the
social methods of attaining that goal, being one of the means for the wider
distribution of health-care services. This interpretation of health security, conceived within a framework that stresses the welfare of workers-professional
office, agricultural, and industrial-set up as a criterion of effectiveness in attaining positive health for the individual and the community, lies at the root ,f the
concept of labor-health security."
With this philosophy of labor-health security as a basis we may briefly discuss
the methodology and some principles of health-insurance practice. We recognize
three approaches presenting three distinct methods or systems through which we
seek to attain social-health protection not only for workers but for every citizen.
The financing of the system is here madeas the point of primary emphasis. First,
a tax-supported system of free health care for the entire population by a statesalaried full-time personnel, commonly known as state medicine (In operation in
the Soviet Union). Second, a socially required contributory system of health
care in which employer assessments, worker's contributions, and where needed,
government tax moneys are pooled Into a common fund to finance a system of
payment for private doctor's care and clinic services. This system is in operation in over 42 countries and is known as compulsory health Insurance (In operation in England, France, and other insurance countries). Third, a contributory
tax-maintained system of health care for the entire population, also financed
from the three sources as in the latter system. Here, however, workers whose
incomes are below the subsistence level are exempt from making contributions to
the fund in order to be eligible to receive the services needed. The continuous,
uninterrupted functioning of the system is guaranteed by the government. Only
in. this respect is it similar to our Public Health Service. It is recommended by
the health council, comprising the American Association of Health Workers,
trade unions, and the American Labor Party." Method 1 is basically different
from methods 2 and 3 and in no way compares to the functional characteristics
of the latter. The prevailing confusion about compulsory health insurance with
socialized medicine even among the college graduates may be attributed for the
most part to the failure of our educational system to offer basic elementary instruction in social and health security. Improvements are needed in the education for community participation and leadership."
With respect to an evaluation of the underlying principles of health-security
systems, we adopted the generally known labor-health policy as an educational
approach. This policy means that a satisfactory health plan for labor must safeguard the quality of health services through scientific and educational standards,
* Helen Hollingworth and Margaret C. Klem, Selected Bibliography on Medical Economics,
Bureau of Research and Statistics, Social Security Board, Memorandum No. 60, 1945.
1o Nathan Kobrin, Labor Looks at Medicine, mental Items of Interest, 66:4, 338-344,
April 1944.
u Alfred J. Aseis. Labor Health Security in Postwar America, TIC. May 1944.
nA People's Health Security Program, Health Council Digest, 2:2. 8, May 1945.
" Maurice Matloff, the Role of the College in Postwar Adult Education and Community
Leadership, School and Society, 62: 1607, 225-227, October 13, 1945.
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it lust maintain high living standards for health personnel, and it must provide

all needed integrated services and facilities for workers and their families."
Labor-health security as method.-I designated our project as one that lies in
the area of adult education because that is exactly what it is and was intended to
be. In the fllst place, the purpose of this educational venture is primarily social
Professor Lindeman showed how adult education serves the cause of democracy
by being an instrument of social movements and a method of learning. He
pointed out that the "success of democracy depends also upon the capacity of the
people to generate social movements expressive of their needs." " For example,
the unmet health needs of the American people, especially workers in the lowincome groups, present a national health problem which is by no means simple
of solution. This is now recognized also in riohlabor'circles." Here we observe
the steady growth of movement in health security that emerges faom the social
ferment in the awareness of the people themselves.
It should be noted that, prior to 1935, organized labor was opposed to so-called
compulsory health insurance, for reasons in no essential different from the
present opposition by the American Medical Association and the American
Dental Association." Since 1936, events have brought about a change in laboi
attitudes, for in that year the AFL recognized the need for this type of health
protection on a national scale. Labor has gradually come forward so that from
1938 it has continued to champion labor-health security.
Health security is no longer a problem limited to "medical care"; it embraces
all health-care services. Nor is it a problem for the "medical" profession alone
to solve. All sections of society must participate in its solution. Labor and other
progressive groups have sponsored the Wagner-Murray-Dingell social-security
amendments of 1943 and 1915, thereby strengthening the health-security
movement."
In the second place, the people must understand not only the problems involved
but also their backgrounds, in order to steer the movement in the proper direction
and give that course its desirable emphasis. Patterns, programs, and plans
must be evaluated."
Historically, 1915 may be considered the year in which the social-security
movement was initiated in the United States with the drafting of the "model
bill" for compulsory health insurance. From 1935 to 1945, health-insurance
bills have been introduced in 20 State legislatures with almost no positive results.
The exception is Rhode Island, which passed a bill in 1942. The year 1945 stands
out as the one in which the demand for legislation has been the greatest, considering that over 30 bills were introduced in 12 State legislatures. This does not
include legislation proposed for surveys and studies in the field. The WagnerMurray-Dingell bill, S. 1050 (an improvement over the 1943 bill), is of course
the outstanding piece of legislation characterized as a "charter for peacetime
America."" This legislative ferment of the past three decades (1915-45) may
be considered a reflection of a growing social movement engendered by the people
themselves to evolve the most desirable method for the attainment of health
security.
Labor-a factor in social action.-Since the national health conference, called
by President Roosevelt in 1938, labor has taken a positive approach toward
security planning and legislation. It has gone through a period of orientation
with respect to immediate and long-range values of health programs in the
interest of workers. Labor has had to decide on the many diverse programs and
plans, some limited in scope and confined to medical care, others covering more
comprehensive health services. Unfortunately, the dbsire to give leadership
and assistance to health-security efforts has not been fully understood or appreciated by groups opposed to compulsory health insurance. It has been claimed,
for example, that this type of legislation to expand further the health program of
the Social Security Act has been the result of propaganda by labor with the
4Alfred '. Aegis et al, Health Security In Postwar America, proceedings, Second War-

time5 Conference on Labor Health Security. Health Council Institute, 1945.
Eduard C. Lindeman, the Sociology of Adult Education, Journal Educational Sociology,
19: 1, 4. October 1945.
A Carl W. Strow and Gerhard Hirschfeld, Health Insurance, Journal American Medical
Association, 128 :12 870, July 21, 1945.
' Abraham Epstein, Insecurity: A challenge to America, New York: Random House,
*
.
1936.
i Leo J. Linder and Morris A. Walnger, Draft Report on the Wagner-Murray-Dingel
Social Security Bill of 1945. Dated October 1, 1945. Unpublished report.
OCharles J. Treacy, the College and Labor-Management Problems,lBehool and Society,
61 : 76. 156-158, March 10, 1945.
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motive of serving its own ends rather than a desire to serve the health needs of
the people. It is further claimed by opponents of social security that, where
organized groups are absent, there is no demand for legislation of this kind,
though the need may be greater for a health program than in places where organized labor makes definite efforts. The steady growth of membership in the
ranks of organized labor with the correspondingly increased demands for social
legislation is uniquely interpreted as labor's means to swell its ranks by stirring
the people to community action.
It is now realized more generally that, to the extent that the means available
to extend social security to the people are used, to that degree we shall decrease
the cultural lag. Labor-healtb-security education not only gives labor a means
to evaluate methods and procedures in terms of broad social objectives, but it
also provides a medium to the health professions and to consideration by the
general- public of labor's needs and problems in health security. We have here a
historical precedent that has led to the belief that labor can-make a substantial
contribution as it did a century ago when it stepped into the struggle for free,
tax-supported education in America.
Teaching labor-health security.-The title of the fourth lecture-discussion
course is "Labor Participation in Health Security," and is divided into two sections. Part I, "Labor Theory of Health Security," deals with the following
topics: How the worker protects his health; history of labor-health security; industrial hygiene and workmen's compensation; unemployment, disability, and
old-age insurance. Part II, entitled "Labor Action in Health Security," deals
with the following subjects: Compulsory health insurance; veterans' rights to
health care; Wagner-Murray-Dingell bill, S. 1050; a people's health-security program.
The instructional aids include the writer's especially prepared workbook,
Problems of Labor Health Security, which covers the field as a whole." Each
of the eight units in the course is outlined for the student. Each unit outline
contains a statement of specific objectives, a review of topics with some leading
questions as guides to classroom discussions, and a bibliography for reference
reading. "Packet Libraries," each containing about 10 to 15 reprints of articles
and pamphlets, are lent to the student.free of charge. The reading assignments
cover generally available reference books, as well as current periodical literature.
New York State has established the first school for training men and women
to deal with labor problems as part of the social scheme. Regarding the promise
of that adventure in adult education, which is bound to include labor-health
security as part of its under graduate and graduate curricula, Dean Ives says:
"One of the most important ways of improving industrial labor relations is to
bring together, in a common training program, representatives of labor and
industry. What is important here is not merely attendance at the same institution or in the same school; but rather mutual and cooperative analysis of
problems common to both groups." '
Instruction in labor-health security has its place in the liberal-arts college,
in professional institutions, and in the graduate school. Its teaching will help
to focus public attention on problems of health security in the light of the benefits
to be derived by labor, the health professions, management, and the public
generally. Public education, as an instrument of democracy, is here to stay.
Health security as a public service is one of labor's means to insure the stability
of our democratic institutions. It is bound to find its rightful place in American
society.
AMERICAN LABOR PARTY,
NEW YORK COUNTY COMMITTEE,

SHC
The HEALTH COUNCIL,

New York 17, N. Y., May 12, 1946.

New York, N. Y.
DEAR DB. AsoIs: The effort of the Health Council for the improvement of our
national health, especially to promote labor health security, has been a great
stimulus to the members of the American Labor Party, in their striving for the
realization of the ideal of progressive democracy.
InAlfred1944.
. Asgis, Problems of Labor Health Security, New York: Health Council
Institute.
11Irving 3. Ives. the New York State Rehool for Industrial and
Labor Relations. Journal
of Educational Sociology. 19 : 1. 41 -42. October 1945.
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I am especially delighted to note the emphasis on checking discrimination in
the health field in your report to the Committee on Education and Labor. This
question of discrimination in professional education will be aired at a public
hearing of the City Council of New York City on May 17.
The American Labor Party has fought for compulsory health insurance and
has been supporting the Wagner-Murray-Dingell bill since 1943. We join with
you in supporting your recommendations to the Senate committee, with the hope *
for a speedy enactment of S. 1606 into the law of the land.
Sincerely yours,
EUGENE P. CONNOLLY, Counilman.
AMERICAN LABOR PARTY,
STATE COMMrTE,

New York 18, N. Y., May 27, 1946.
Dr. A.FRED J. ASGIS,
Health Council, New York, N. Y.
DEAR DR. Asois: The American Labor Party, as you accurately point out in
your report to the Committee on Education and Labor regarding the provisions
of the Wagner-Murray-Dingell bill, S. 1606, has advocated a system of compulsory
health insurance as a means of improving the health and welfare of the American
people.
We welcome this occasion to again emphasize the need for such progressive
legislation. We wholeheartedly support your recommendations.
I would like to express a wish that your report to Senator Murray's committee
on the hearings on the bill will bring closer the day when the American people
will derive the full value from the scientific advances of the medical professions.
Yours very truly,
HYMAN BLUMBERO,

State Secretary.

AMEBRICAN MEDICAL AssOCIATION,
Chicago 10, August 7, 1946.
Hon. JAMES E. MURRAY,
United States Penate, Washington, D. C.
DEAR SENATOR MURRAY: At the recent annual meeting of the house of delegates
of the American Medical Association in San Francisco, the following resolutions
were introduced by a delegate from Wisconsin:
"Whereas in the hearings on S. 1606 it becomes increasingly evident that a
concerted effort is being made by its proponents to create the impression that the
medical profession of the country is seriously divided on the issues involved
through the use of individual physicians and small groups of physicians admitted
to appear in favor of the bill; be it
"Resolved, That this house of delegates of the American Medical Association,
in regular session at San Francisco, July 1 to 5, 1946, and representing 126,000
physicians of America, record its considered judgment that proposed legislation
such as that of S. 1606, if ever enacted, would seriously jeopardize the proper
%
and adequate care of sick people in America; and be it further
"Resolved, That a copy of these resolutions, together with a true record of the
aye and nay votes, be forwarded to Hon. James E. Murray with a request that
it be incorporated in the current record of hearings of the Committee on Education and Labor and that additional copies be sent to each member of that committee.
These resolutions were referred to the reference committee on legislation and
public relations, which reported back with the recommendation that they be
adopted, which was done. At the time of the adoption, there were 158 delegates
in the House who voted unanimously, by a standing vote, as being in favor of the
sentiment expressed in the resolutions.
Very sincerely yours,
GEORGE F. LULL

NATIONAL HEALTH PROGRAM

2893

AMERICAN MEDICAL ASSOCIATION,
Chicago 10, Auguat 2S, 1946.
Hon. JAMES E. MUarAY,
Chairman, Committee on Education and Labor,
United States Senate, Washington, D. G.
DEAR SENATOR MUBBAY: With reference to your letter of August 19 relative
to the aye and nay votes on the resolution quoted in my letter to you of August
7, the following is submitted:
The resolution was submitted by Dr. W. Y. Stovall, delegate, Wisconsin, and
was referred by the speaker of the house of delegates to the reference committee
on legislation and public relations. This committee reported back to the House
recommending the adoption of this resolution. At the time the reference-committe report was received, there were 158 delegates reported seated in the House,
and all of those present voted "aye" by a standing vote. There were none who
voted "nay."
Very sincerely yours,
GEORGE F. LmU.
AMERICAN NATUROPATHIC ASSOCIATION,
Washington 6, D. C., June 24, 1946.
The SENATE COMMITTEE ON EDUCATION AND LABOR,
United States Senate, Washington, D. C.
HONOwABLE SiRS: In response to the telegram sent us by Senator James E.
Murray, chairman of your committee, directing us to file our statement relative
to our position with reference to S. 1606, we wish respectfully to submit the following for the committee's consideration:
The American Naturopathic Association, Inc., which our committee represents,
was originally founded in 1896; in 1919 it was incorporated under the laws of the
District of Columbia as a nonstock, nonprofit corporation. It is the original, and
still is the leading, national naturopathic association and represents the interests
of the practitioners of the naturopathic liealing art, of whom there are some 5,000
to 10,000 throughout the United States.
The best available, but inadequate, dictionary definition of naturopathy is the
one to be found in Gould's Medical Dictionary: "A school of healing which employs air, water, light, vibration, heat, electricity, psychotherapy, dietetics, and
massage. It excludes the use of drugs, surgery, X-ray, or radium." Besides
the foregoing modalities naturopathy makes use of exercise, manipulations, baths,
in alations, irrigations, herbs, mineral, vitamines, external application, and
numerous other nonmedical or nonsurgical methods of healing.
The practice of naturopathy in the District of Columbia was provided for
in the act of Congress entitled "An act to regulate the practice of the healing art;
to protect the public health of the District of Columbia," approved February 27,
1929. Under this act it was left to the District Commissioners to set the metes
and bounds of the practice of naturopathy, and when it defined naturopathy too
narrowly, the House of Representatives in 1981 passed a resolution giving
naturopathy its full scope of practice, to which the District Commissioners
acceded. In addition to the acts of Congress relative to the practice of naturopathy in the District of Columbia, the legislatures in 27 States and Territories
have already enacted laws regulating the practice of naturopathy or its methods
in their respective jurisdictions. Bills for the same purpose are annually or
biannually before the legislatures of most of the remaining States. We also
wish to point out that at the present time four college teaching naturopathy
in this country have been approved by the Veterans' Administration for the
education and training of veterans under Public Law 846, Seventy-eighth
Congress.
We'wish to say that the members of our profession are quite generally in
favor of the aims and purposes of 8. 1606 to provide more adequate health
service for larger masses of the people than can now afford to have it under
the present system of health care. However, as 8. 1606 is now written, many
of the people which this bill seeks to benefit would be unable to have the
naturopathic and other forms of nonmedical healing upon which they have come
to depend to help keep themselves well and fit for their daily work. It is the
intent of the bill that the insured thereunder shall have freedom of choice in
the selection of the physical they want, but in section 214 of title II, where the
definitions of the various benefits are given, it is quite clear that his choice
85907--46-pt. 5----25
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will be limited to such services as may be furnished by a legally qualified
physician "engaged in the general or family practice of medicine." Inasmuch
as naturopathy and other drugless methods are not taught in medical schools
or used by medical doctors, the insured under this bill will be deprived of those
health benefits which only drugless practitioners know how to give and to which
they are entitled in return for the deductions made from their earnings.
We believe, however, that the real intention under this bill is that the insured
shall be entitled to all forms of health benefits available to them in their locality
by legally qualified practitioners of all schools of healing licensed by the State
they live in; we believe that the apparent discrimination against naturopathic
and other druglesb physicians pointed out above is due rather to confusion in
terminology, and a slight change in the text of the bill would rectify it.
May we respectfully submit that this difficulty in S. 1606, and the same difficulty in all other legislation on health, could be avoided if the term "healing art"
were used to replace the term "medicine"? In the early years when the use
of medicine was the principal form of healing in this country and medical
doctors were the only kind of physicians licensed to practice, the use of the
term "medicine" was quite correct; however, since the 1890's, when other
methods of healing came into vogue and their practitioners were licensed
under separate acts of the State legislatures, the use of the term "medicine"
to mean healing in general has become not only inappropriate but misleading. Therefore, to correct this situation the term "healing art" has been
adopted for use in the legal terminology of many States where laws regulating
mdre than one branch had to be made. In the State of Connecticut, for
example, which was one of the first States to deal with this problem, an act
passed in 1925 to provide regulations affecting all licensed branches of healing
arts in that State contained the following definition: "For the purposes of this
act the practice of the healing arts shall mean the practice of medicine, surgery,
osteopathy, chiropractic, or naturopathy." The practitioners of all these professions treat, and the principles and methods of practice of each extend and
apply .to, all parts and conditions of the human body; therefore, they are all
coordinate professions of the healing art and differ only in the methods they use.
Therefore, we ask, in behalf of the members of our profession, and in behalf
of the public we serve and the insured under this bill who may prefer our form
of treatment, that S. 1606 be amended to indicate or its- phraseology be changed
to read, "healing art" wherever "medicine" in the general sense now appears.
We also ask that one other change in the wording of the bill be made. The
administration of many of the provisions of S. 1606, especially those affecting
the appointment or approval of the panels of physicians to whom the insured
are to be referred for services, is in the hands of the Surgeon General and
other officials of the Public Health Service or their appointees in the various
local areas. Inasmuch as this personnel is usually either medically trained or
medically biased in its views on healing, and since for years the school of medicine has been opposed to, and has tried in every way possible to block, the activities and progress of the nonmedical schools of healing, and therefore they are
in opposition to each other, we respectfully request that S. 1606 either be so
amended or rewritten in all respects so that in its administration the rights and
privileges of naturopathic physicians and all other nonmedical practitioners
and the rights and privileges of the insured thereunder who seek their services
and desire their particular forms of healing'shall not be denied or discriminated
against in any way but fully safeguarded and protected.
Respectfully yours,
T. M. SCHIPPELL, N. D. D. O. D. C.
Chairman,Subcommittee on Federal Legislation,
American Naturopathic Association, Inc.

TESTIMONY ON NATIONAL HEALTH ACT (S. 1606), SENATE COMMITTEE ON EDUCATION
AND LABOR, BY ELIZABETH WICKENDEN, WASHINGTON REPRESENTATIVE, AMEICAN
PUBLIC WELFARE AssoCIATION

My name is Elizabeth Wickenden and I am Washington Representative of the
American Public Welfare Association, organization of State and local publicwelfare departments and of public-welfare administrators, officials, board members, and workers. Affiliated with the association are the Council of State
Public Assistance and Welfare Administrators and the Council of Local Public
Welfare Administrators.
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I have been sent to this committee primarly to present the views of publicwelfare administrators regarding that part of the measure under consideration
which they would be caled on to administer, namely part C of title I, grants to
States for medical care of needy persons. It is principally in this area that our
group has technical competence and on which the association is formally committed by resoLution of its executive board.
On the other hand we are very much interested in the other provisions of the
bill as a means of preventing the need for assistance. Welfare administrators
look upon their own job as chiefly residual and supplementary to other measures
such as social insurance designed to serve the needs of the total population,
Recently, for example, at hearings before the House Ways and Means Committee we urged extension and liberalization of the old-age and survivors insurance
program both as to coverage and benefits in order that the aged, the disabled
and widows with small children would be assured adequate protection through
insurance benefits and would only have to depend on assistance in unusual cases.
In the same way we feel that, while medical care for the needy is an essential
part of any over-all health or welfare program to meet the health needs of persons not otherwise provided for, it can in no way take the place of measures
designed to assure medical care to the population as a whole. The association's
committee on medical care at its. recent meeting on April 11 and 12 therefore
authorized me to express general support for the purposes of the other sections
of the bill devoted to meeting the health needs of the country through grants
to the States for public-health services, for maternal and child health services,
and through an insurance system. I am not authorized to discuss the details
of these provisions as they have not officially been the subject of study by any
committee or arm of the association as have the provisions, of part C, title I,
dealing with medical care for the needy.
Welfare administrators are interested in'the problem of medical care from
two points of view: First, because illness and disability are major factors in
causing the dependency which forces individuals and families onto the assistance
rolls and, second, because some provision must be made for meeting the medical
needs of those already financially dependent on assistance. Welfare people
are in a better position than any othersto know the tremendous social, personal,
and financial cost of medical neglect. They have had considerable experience
in attempting to provide some minimum of medical care, often under most unsatisfactory conditions, to recipients of assistance and, in some States, to other
needy persons. They have very definite ideas.as to the desirable role of medical
care in a total welfare program and the part the Federal Government should
take in making this possible. I will, therefore, speak briefly on each of these
points.
It is an obvious fact that a substantial proportion of the people now receiving
assistance would never have become needy in the first place had they received full
benefit of the preventive aspects of modern medical science or had they received
adequate medical care at the time they first needed it. The total social cost of this
neglect is beyond calculation, involving as it does personal suffering, loss of productive work, and the long-time effect on children who suffer from serious or protracted
illness themselves or live in its shadow from some other member of their family.
But the financial cost to the public in terms of dependency deserves special
mention as it has an important bearing on the relative economy of any expenditures from public funds for medical care or on any plan to assure such care
through contributory insurance. We know, for example, that 75 to 100 million
dollars is expended annually in behalf of children in need because of the death
or incapacity of the father. Premature death and the disabling incapacity of
many of these fathers could certainly have been prevented had adequate medical
care been promptly available to them. Almost $27,000,000 was spent last year
on aid to the blind. Two-fifths of persons receiving such assistance are blind as
a result of infections, injuries, poisoning, or general diseases. Again prompt and
adequate medical service might have prevented many of these personal tragedies
and the heavy cost in dependency which blindness entails. Approximately
$726,422,836 was spent last year on old-age assistance for persons 65 years of
age and over. Of course there are those who say that old age is a natural condition and a high proportion of dependency inevitable in a period of life which
is economically unproductive. Yet gerontologists are increasingly vocal about
the ability of medical science to prolong life on a healthful basis and about the
value to the individual, as well as society, of a protracted period of moderate
but productive labor. Who can say how marly persons have been prematurely
aged by long neglected chronic illness and have been obliged to retire from em-
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ployment and become a charge on public funds before it would otherwise have
been necessary. Last year general assistance cost the public $87,000,000. In
this period of full employment it may safely be assumed that a large proportion
of this money went to persons who were unemployable, and, therefore, in need
because of illness or disability.
Workers in the field of public welfare see the cost of medical neglect not only
in terms of dependency per se but also in terms of the growing charge on public
funds of care for the chronically ill. It is true that medical science has not yet
found the means to prevent all of the debilitating forms of chronic illness but
it is also true that we do not begin to take advantage of what is known in terms
of prevention through early diagnosis and treatment in such diseases as tuberculosis, cancer, heart disease, and arthritis in which the ultimate cost of neglect is
so heavy. The advancing age of our population and the fact that it is in the
aged group that we pay our heaviest price in chronic illness for earlier neglect
means that care for this group will become an increasingly heavy burden on our
tax base if drastic steps are not taken to make medical care available in advance
of a "chronic" condition.
There is no problem more frequently discussed among welfare administrators
today than this problem of chronic illness. Many States and counties are converting old poorhouses into nursing homes for these victims of medical neglect.
Few welfare officials, having fought to close the almshouses when the public-assistance program came into existence, are happy to see a reversal of the trend
away from custodial care and even while they strive to achieve a high level of
professional service they recognize that long-time hospitalization is not an ideal
way of life. But people who are chronically ill require a type of nursing and medical service which can only be provided in institutions. The only way to reverse
the trend is to prevent chronic illness before it develops by prompt medical service
when it is first needed. It costs the public anywhere from $3 to $7 a day to maintain a person who is chronically ill in a suitable nursing home. Even though
inadequate figures are available some experts estimate today that we need a minimum of two beds in such institutions for each 1,000 persons in our total population.
This, you understand, is exclusive of hospital beds for acute cases or mental
cases and does not take into account the substantial number of chronic cases
who receive care outside of institutions but are supported by public funds. The
total cost, and it is bound to be an increasing one, of chronic illness to our economy staggers the imagination.
Public welfare administrators, therefore, advocate every possible measure to
assure adequate medical service to all people, as soon as they need it, not only as
a social measure but as a sound economy in the prevention of future costs to the
public in terms of dependency and chronic illness. But even after all such measures have been taken there will undoubtedly remain certain situations in which
adequate medical care will not be available unless a comprehensive residual
responsibility rests on some public agency to provide whatever is needed on an
individual basis. This need for a supplementary system grows out of three
unavoidable limitations of an insurance system. Any insurance plan which is
financed by deductions from earnings inevitably excludes those who are outside
the labor market. Moreover it involves a transitional period of maturation in
which coverage is incomplete. And in the third place if it undertakes to operate
on a wholly or partially self-supporting basis there will lirobably be limits to the
service it supplies. It is to supplement these deficiencies that S. 1606 provides
for grants to the State welfare departments for medical care for the needy in
part C of title I.
There are those who argue that medical care which is supplementary to an
insurance system should be furnished on a tax-supported basis without a means
test. It is true that in certain areas, where a danger to public health or safety is
involved such as mental Illness and tuberculosis, this principle is already established but it is questionable whether, with the possible exception of children's
health services, the American people are prepared to pay the bill in this way for
all medical care. Moreover, to do so would destroy the principle of contributory
insurance. If medical care is to be furnished to all regardless of equity in a
health-insurance fund it seems unlikely that workers would long accept a pay-roll
tax method of financing. In such a plan of universal coverage income-tax financing would obviously be more equitable and the segregated insurance fund would
soon be abandoned. Any advantages that might accrue to our total fiscal policy
would be offset by the loss of stability which goes with a system in which every
worker feels he has an equity as a result of his personal contribution.
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For this reason it seems that the residual, supplementary program of medical
care must be Irovided on an individual basis. The bill provides that this may
be done in a variety of ways. The individual needing medical care which is not
otherwise available to him may be given cash with which to purchase it himself.
Or coverage under the health-insurance system provided in title II may be purchased on his behalf by the welfare department. A wide variety of contractual
arrangements are possible under the bill so that the welfare department might
contract with the health department, or a hospital, or the county medical society,
or a cooperative to furnish needed medical care. This flexibility seems to us
highly desirable in a system which is intended to be supplementary, to meet the
unusual situation which does not entirely conform to the pattern of the broader
systems.
There is one respect in which we feel the provisions of part C title I, are insufficiently flexible and should be liberated. This is the prohibition in section
133 (a) lines 5 ff., p. 29, that precludes payment for medical .care "for any
individual who has attained the age of 18 years and at the time of such expenditure is living in a public institution." While it is recognized that exception
should be made for some types of public institutions, such as those for persons
suffering from mental illness or tuberculosis, it is felt that the prohibition as
worded might prevent persons from receiving needed medical and nursing care
in public hospitals, nursing homes, institutions for the chronically ill, convalescent
homes, and similar public institutions furnishing medical care. This would not
only defeat the purpose of the bill to provide needed medical care not otherwise
available on a flexible basis but would tend to throw a disproportionate burden
on private health institutions and might lead to makeshife arrangements not in
the best interest of those requiring this kind of care.
One question which may arise in connection with this program is that of the
respective responsibilities of the State welfare and State health departments
in a program of medical care for the needy. We feel that this is a question which
needs to be worked out on a State-by-State basis through cooperative agreement
and not by imposition of a standard pattern from Washington. I note that the
Taft bill (S. 2143) requires administration of a program of medical care for the
needy through the State health department and thereby points up the question
which I would like to discuss briefly.
In the first place I would like to state categorically and emphatically that there
is no jurisdictional rivalry between the health and welfare departments in the
field of medical care. Historically medical care for the needy has been a welfare
responsibility.
Current trends are clearly moving toward a broader concept
of public health which includes medical care as well as protection of the public
through sanitation and preventive medicine. Welfare officials are doing everything they can to advance this historical evolution. But so long as medical service
is furnished at public expense only on the basis of individual economic need there
is necessarily an overlapping area of function and professional competence which
requires adjustment between the two departments on a State-by-State basis.
People in need have many requirements of which medical care is one. If public
medical care of any particular sort is generally available it becomes a "resource"
and the function of the welfare department is purely one of referral. On the
other hand when a particular individual is without resources and needs medical
care which is not available unless someone pays for It, then it would appear that
the welfare function of determining need and applying public funds to meeting
that need is primarily involved. But, of course, the purchase of medical care is
not a simple matter like including a rent item in a welfare budget. It involves
questions of professional standards and relationships which cannot be avoided
by any public agency. This has led to an increasing measure of cooperation between welfare and health departments. It was reflected in the statement of
principles developed by our committee on medical care in 1939, a copy of which
I attach to this statement. It has led also to a substantial number of cooperative programs whereby welfare departments actually purchase service for their
own clients through the health departments. The situation is highly develop.
mental and we hope that it will be allowed to develop freely in the best American
tradition of experimental and diverse pragmatism.
Medical care seems to be developing in this country along three main channels
of governmental Interest: First there are the publicly supported services of the
health departments and public hospitals which seem to be gaining public support
for a broader range of medical service actually rendered under public auspices;
second, there is the economic proposal to finance medical care for all through
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a pooling of contributions on an insurance basis; and third, there is the financing,
on a needs basis, of medical care under welfare auspices. The latter is no substitute for either of the first two and we do not advocate it as such. Just as we
oppose the idea of welfare rent subsidies as a substitute for a broad program to
expand the available supply of housing we would oppose a program of financing
medical care for the needy as a substitute either for adequate public health
services or for an insurance plan of assuring adequate medical care through an
equitable plan of advance financing. On the other hand we feel welfare departments must discharge their historic responsibility to see that no one falls below
a minimum level of subsistence by providing medical care to those who need it
and have no other way to secure it. We feel that government, in a modern
progressive-minded country like our own, owes this measure of security to all
its people and that any public funds invested in medical care pay high dividends
to the total Nation in maintaining useful productive citizens and in preventing
dependency, wasted resources, and costly future illness.
-

(By committee on medical care of the American Public Welfare Association,
Chicago, Ill.; approved by the board of directors of the American Public Welfare Association, December 1939; reissued 1944)
ORGANIZATION AND

ADMINISTRATION

OF TAX-SUPPORTED MEDICAL CARE

A TENTATIVE STATEMENT OF ESSENTIALS

AND PRINCIPLES

Introduction
The expenditures of local and state governments for medical care are increasing in this country, and further extensions through Federal aid are proposed
The provision of good medical care for persons who cannot provide for it
through their own resources is the common goal of public officials concerned with
health and welfare, of the medical professions, of hospitals, and of other
medical and social agencies. The achievement of this common purpose requires
the joint effort and sincere cooperation of all concerned. We recognize that the
essentials of medical service are rendered through skilled professional personnel.
We also recognize that it is imperative to establish sound principles of organization and efficient administrative methods in order that the professional personnel
may discharge their responsibilities most effectively and economically.
After ascertaining that relatively little information was already available
concerning the administration of tax-supported medical care throughout the
country, in 1937 the American Public Welfare Association undertook to obtain
by questionnaire a bird's-eye view of the present situation. The results of this
inquiry, and of study of this problem during field trips into many states, were
presented in the report of the committee on medical care to the American Public
Welfare Association's annual meeting in 1938.1
Briefly, the situation is as follows:
As an outgrowth of their responsibility for relief, many welfare departments have'accepted wide responsibilities for administering medical care and
some have made excellent progress in organizing medical service for the
needy.
At the present time welfare departments are exercising more responsibility
in this field than are health departments.
There is a great deal of division, overlapping, and duplication of governmental authority for similar functions, which result in confusion, inefficiency,
and waste.
There are many gaps in tax-supported programs, resulting in failure to
provide essential services.
Continuous care of the patient is frequently hampered by division of
administrative authority, for example, in the many localities where one
governmental agency is responsible for medical care in the home, while
another is responsible for hospital care. Such division of authority frequently results in serious delay in furnishing essential service and in unnecessary expense.
* Report of the Committee on Medical Care, annual meeting, Seattle, Wash., June 1,
1938. Copy available from APWA. Price 40 cents.
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Somedepartments of welfare administer medical programs without obtaining the advice of the medical professions or providing for professional
supervision.
On the other hand, some welfare officials have released all control of the
administration of medical care and have turned over the entire responsibility
for the expenditure of public funds to medical societies.
It is abundantly clear that improvement in the organization and administration of medical care is urgently needed. Because this problem is so fundamental
and so important to welfare administrators, the Committee on Medical Care of
the APWA has undertaken, after informal discussion with other Federal and
National agencies concerned, to formulate for the guidance of welfare officians,
the following statement 2 of the essentials of tax-supported medical service and
principles of organization and administration.
We believe that the development of unified or coordinated responsibility for
medical care should proceed with recognition of the existing responsibilities and
the qualifications of those governmental departments and agencies which now
administer one or more types of medical service; and that the immediate and
important problem is not who should administer tax-supported medical care,
but how it should be administered.
The committee by no means regards the present statement as final, but, in
view of the current interest in the subject and the demand for some such formulation, is issuing it with the expectation of making subsequent revisions after
further information has been secured through field studies and in the light of
criticism received.
Essentials of taa-supportcd medical service

Definite criteria by which the adequacy of individual programs may be measured
are desirable, but without further study only general statements can be made.
The essentials of satisfactory public medical service include the following:
1. Scope and amount of care sufficient to include all necessary preventive and
curative service required by persons unable to procure it for themselves.
2. Good quality bf service and of personal attention.
3. Reasonable accessibility and promptness of service.
4. Continuous care of the patient, including(a) Continuity of diagnosis and treatment by different types of service--home,
ambulatory, and hospital;
(b) Continuity of preventive and curative service;
(c) Integration of medical and social treatment.
5. Reasonable payment to all participating medical practitioners and agencies.
6. Participation of medical professions' and agencies.
in planning service, and as wide a participation in furnishing service as is compatible with quality, scope, and economy.
7. Economy of expenditure, consistent with adequate scope, amount, and quality
of service.
8. Provision of service under conditions which will encourage its full use; avoidance of conditions which will deter the needy from securing necessary medical
care or discourage well-qualified practitioners or agencies from participating in
the service.
9. Adequate records of professional service and expenditure.
Principles of organization and administration

1. It is essential that the administration of all preventive and curative service
provided directly by tax funds, as well as the administration of all payments
from tax' funds to nongovernmental medical agencies and practitioners, be closely
related and functionally coordinated.
Although it is recognized that in many jurisdictions it is impracticable, at the
present time, to consolidate the administration of all tax-supported preventive and *
curative medical service in a single governmental department, it is essential that
coordination and integration of the medical care administered by different departments be obtained through one or more of the following or other measures:
(a) The development of a cooperative relationship whereby the welfare or
other department charged by law with providing medical care obtains service or
SThe original draft of this statement was prepared by the Committee on Medical Care
of the APWA. discussed with many representatives of the medical and allied professions
and was considered at the APWA foundd Table Conference in December 1938. A later
revision was widely circulated for comment and criticism through the cooperation of
national medical and welfare agencies. In preparing the present statement, the comment
received from some hundred representative individuals has been considered.
' Physicians, dentists, nurses, medical social workers, and pharmacists.
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technical supervision through the department of health and pays for such service accordingly.
(b) The official use of the State or local health officer, by ex officio appointment
or otherwise, in an advisory capacity to the welfare or other department carrying
the major responsibility for tax-supported medical care.
(c) The organization of representatives of the governmental agencies concerned with medical care and welfare into an interdepartmental committee, the
joint planning of official programs and conference with nongovernmental agencies
and the medical professions.
Membership in interdepartmental committees should include governmental
agencies responsible for providing preventive or curative service in general
or special hospitals, clinics or in the home; and those responsible for furnishing medical care to special groups such as children and the blind.
(d) The utilization of a medical officer on the staff of the welfare department
or other governmental agency primarily concerned with the administration of
medical care, in a liaison capacity with other governmental departments as well
as with the nongovernmental agencies and the medical and allied professions
concerned.
2. The function of the Federal authority should be to assist with financial
and technical aid and with the maintenance of standards, rather than to administer service. The State authority should either be responsible for enough
assistance to and supervision of local administration to insure sufficient service
and good standards or for administration on a State-wide basis. Local administrative units should be large enough to permit effective and economical administration; this will require organization on a county-wide basis, or of a group of
counties on a regional basis established by State authority or by cooperative
agreement.
3. In planning for and administering service, the governmental authority should
consult with representatives of the medical and allied professions (physicians,
dentists, nurses, medical social workers, and pharmacists) of both governmental
and nongovernmental health and welfare agencies and organizations, including
hospital and health councils and councils of social agencies, and of the groups
to be served.
4. The governmental authority should have responsibility for policy, organization, and administration; appropriate advice with regard to the purely professional
aspects of service should be sought from representatives of the medical professions.
(a) Advice should be sought from each professional group in its own field, for
the formulation of professional policies and standards and of minimum qualifications for the practitioners and agencies who provide service.
(b) The governmental authority should be responsible for the adoption of
acceptable standards and qualifications; and for their maintenance by means of
professional supervision.
5. Medical programs should be under the direction of qualified salaried medical
officers of the governmental authority, who should be appointed on the basis of
merit.
All professional service should be under the immediate supervision of qualified
members of the profession concerned, who should be appointed and remunerated
by the governmental authority.
6. To be effective medical care must be part of an adequate program of assistance. Public medical care must, therefore, be planned in relation to, and closely
integrated with a general assistance program providing adequate food, shelter,
clothing, and other essentials of life. For the individual patient medical and
social treatment should be closely correlated.
7. Existing facilities and agencies should be utilized as fully as is consistent
with good quality of service and economy;' new facilities should be developed only
where needed,
8. Reasonable methods and rates of payment should be determined by the
governmental authority after consultation with representatives of the professions
and agencies concerned.'
S This principle, as it relates to hospital care is discussed in some detail in a statement entitled "Hospital Care for the Needy." which was prepared by a joint committee
of the American Hospital Association and the APWA and has been officially adopted by
the boards of both associations. A copy of this document may be secured from the office
of either association.
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9. Payment to nongovernmental agencies, such as hospitals and nursing asso.ciations, should be based on the amount of authorized service rendered to individuals."
10. The governmental authority which pays for service should be responsible
for authorization of care at public expense.'
Persons already accepted for maintenance at public expense should be accepted,
without further investigation, for medical care at public expense.
The determination of medical need should be a medical responsibility and should
precede the determination of financial eligibility.
Determination of eligibility should not delay necessary treatment.
Policies concerning determination of eligibility should be made by the public
authority after consultation with the agencies and professions concerned; and
should include agreement between agencies to avoid duplication of investigation.
11. The governmental authority should require records of professional service
and expenditure from the organizations, individuals, and agencies concerned in
providing service, these records to be utilized for purposes of professional and
administrative control, for the correlation of medical and social treatment, for
future planning and, with suitable safeguards concerning confidential matters,
as a basis for public information.
STATEMENT OF THE AMERICAN SOCIETY FOB RESEARCH IN PSYCHOSOMATIC PROBLEMS

ON NATIONAL HEALTH ACT OF 1945 (S. 1606, H. R. 5730)
This is a scientific society for the study of the relations between emotions and
bodily illness. It is composed of physicians skilled in internal medicine, psychiatry, pediatrics, and numerous other medical specialties, as well as of economists, sociologists, social workers, and others qualified in the social sciences.
As a scientific and educational organization, it is not concerned with advocating
or opposing the passage of legislation. It, therefore, expresses no opinion concerning the desirability of enacting the present bill. It is, however, deeply concerned with public health and the nature of medical practice, and therefore
wishes to take this opportunity of placing on the record some of the considerations
which it believes should receive attention if this bill should become a law.
The psychosomatic approach to medical problems is not a new medical specialty, but a recognition that when a person becomes sick, he must be understood
and treated as an organic, unit and not as if the only problem were a particular
symptom which may affect the heart, the stomach, or some other part of the
body. It may be just as necessary in preventing or curing ill health to devote
attention to the individual's emotional processes as to administer drugs or other
kinds of standard medical treatment. Psychosomatic medicine therefore concentrates attention on the interrelationships of the various functions of the
body and mind, and takes care to diagnose the personality as well as the particular
symptoms. It excludes no recognized scientific medical discovery or method,
but seeks to bring them all into proper relationship with one another. In the
course of doing this, it must naturally take account of the important role played
by environmental factors, including early training, education, and adult experience.
By way of illustration, it has become widely known that emotional factors ate
prominent in gastric ulcers, asthma and hay fever, high blood pressure and
many types of heart trouble, gastro intestinal disorders and allergies. Medical
authorities in the armed services have estimated that a high percentage of the
illnesses of soldiers fell in the categories where emotional factors are significant
in diagnosis and treatment-commonly called the psychoneurotic and psychosomatic illnesses. This conclusion is of great importance for the future care of
veterans, whether or not their disabilities arise from war service. In regard
to the latter point, when the emotions enter into illness, insurance becomes a
double-edged sword, sometimes helping to perpetuate illness, as demonstrated
in the "pensionitis" problems that complicate the medical care of veterans. The
remedy is not, of course, to withhold treatment, but rather to see that it is such
a sort that the will to get well replaces the Immature desire to be dependent.
New interrelationships between physical symptoms and emotional disorders
are continually being discovered. The psychosomatic approach will probably
be proved of general value for public health. It has a distinct bearing on preventive medicine and child training, as well as upon the treatment of those who
have already become sick.
SIbid.
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It has been established by research in thisfield that the incidence of illness in
adult life is closely correlated with the type of personality of the patient-the sort
of problems that are important to him, and the means which he takes to deal with
them. Personality structure in turn is closely connected with the experiences of
infancy and childhood, and particularly the influences exerted by parents, other
members of the family, and nurses. Although medicine has long recognized the
role of the physical aspects of environment in causing or preventing disease,
such as the sanitary precautions and nutrition, it is just as important that attention be paid to the human environment of the child and the emotional stimuli
which it gives to his plastic personality.
For this reason, this society is particularly interested in those sections of title
I of the bill whith are designed to promote physical and mental health of mothers
and children through maternal and child health services, which are to be administered by the States and approved by the Chief of the Children's Bureau.
The society notes that the Children's Bureau is directed to make and aid the
financing of studies, investigation, and research to promote the efficient operation of these services. It sincerely hopes that this clause, if the bill becomes
law, will be broadly interpreted so that studies may be made of the most desirable means of assisting mothers to provide the best possible emotional environment for their children in order to safeguard their future mental and physical
health. The implications of preventive medicine in this field are extremely
broad, and have scarcely been touched bypublic health measures and preventive
medicine, although they have received recognition in educational circles. No
adequate program exists, and the formulation of such a program would require
extensive study and careful consideration.
Other aspects of the public health program as well are important from the
psychosomatic point of view. We have in mind particularly the training of
personnel and health education.
Although this society takes no position on whether or not health insurance should
be established, in accordance with the provisions of title II of the bill, it must
of course recognize the important influence which would be exerted on medical
practice by the manner of administration of health insurance, if it were enacted.
Good administration would leave the door open for improved methods of medical
practice, for research, and for advances in medical education. It is not sufficient merely to assure everyone of medical service of whatever kind happens
to be available. It is necessary also to improve the quality of medical service,
as the science and art of medicine advance. The bill appears to offer scope for
flexible and progressive administration, for competent professional advice, and
for extension of research and training. If it is enacted, we hope that full advantage will be taken of this opportunity.
We have particularly in mind the fact that there are only a relatively few
diseases for which specific cures are known. Application of improved techniques
for treating these diseases has greatly reduced their importance as causes of
disability and death. The bulk of illness, as well as of the expense for medical
care, now results from the so-called chronic diseases, concerning which medicine
knows far less. It is in the study and treatment of these very diseases that the
psychosomatic approach offers its greatest promise. Why is it, for example,
that one individual with high blood pressure is totally incapacitated while another with an equal degree of high blood pressure is a useful citizen? Often
the difference is in the personality make-up and depends on factors that may
be adversely affected by paying the man for remaining sick, or sending him to
an unskilled practitioner who makes him worse by suggesting that his condition
is grave, rather than by dealing with the emotional roots of his incapacitation.
The Chief of the Division of Public Health Methods of the United States
Public Health Service stated in 1945 that chronic diseases caused nearly a
million deaths and a billion days of disability every year. About 750,000 hospital beds are occupied by sufferers from these diseases, who receive the equivalent of full-time services from at least one-third of the Nation's physicians.
More than 25,000,000 persons in the United States have some chronic ailment.
It is not true, as is generally supposed, that the chronic diseases are chiefly a
problem of old age. While the morbidity rate is high in later years, more than
half of all the persons with known chronic diseases are less than 46 years old
and 16 percent of the them are under 25.1
The relative importance of the chronic diseases is indicated by the fact that
while in 1900 they were responsible for 30 percent of the deaths in the death
0
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registration area, in 1940 they were repsonsible for 64 percent of all the deaths
in the United States.
These facts not only indicate the serious nature of the diseases which cannot
be controlled by specific remedies, public healtlI measures of the usual type, or
medicine as it is generally practiced today. They also show the enormous expense to the community of chronic disease, an expense which will under any
health insurance plan necessarily be borne largely by the insurance fund.
While the extension of benefits of health insurance and hospitalization to
sufferers from these diseases may be thought advisable for numerous reasons,
this step would offer no final solution of a health problem which must in the
end be attacked by scientific research and improved methods of medical practice. Any plan for health insurance which resulted in freezing the method of
treatment of chronic diseases at the present level might even make the situation
worse, both from the point of view of the patient and from the point of view of
the burden on the community.
We must be careful not to repeat in civil medicine the mistake we made in
the pension problems arising from World War I when we failed to evaluate
the emotional factor in determining disability and as a consequence doomed
thousands of unfortunate men to long hospitalization when, with early and
adequate treatment of the right sort, they might have been returned to society
as producers, rather than remaining a burden to the community and themselves.
For these weighty .easons, this society notes with special interest section
211 (B) of title II of Hie bill, which makes the Surgeon General and the Social
Security Board jointly responsible for studying and for making reports and
legislative recommendations, not less than 3 years after the bill is enacted,
as to needed services and facilities for the care of the chronic sick and of
individuals afflicted with nervous or mental disease, and of needed provisions
for the prevention of chronic physical diseases and of mental and nervous diseases.
While recent advances in this field offer great promise for the future, it is a
lamentable fact that much remains to be done before medicine will have dependable techniques for dealing with major chronic illness. It is a still more lamentable fact that those who have the training requisite either for research or for
practice in this field-a training which should include psychiatry as well as
general medicine-are far too few in number. We therefore wish to emphasize
the importance also of section 213 of the bill, which authorizes the Surgeon
General to make grants-in-aid for research and professional education. If the
bill becomes a law, we hope that this activity will be carried on with due regard

for the importance of the major chronic diseases and for the relevancy of the
phychosomatic approach in seeking greater knowledge and better methods.

AMERICAN VErRANS' COMMITrEE,

THOMAS JEFFERSON OHAPTE,
New York, April 17, 1946.
SENATE LABB AND EDUCATION COMMITTEE,

Senate Office Building, Washington, D. C.
GENTLEMEN: The Thomas Jefferson Chapter of AVC believes that the vast
majority of the people in the United States are not able to afford the benefits
of medical service as evinced by the high proportion of draft rejectees. We
believe that in a country as advanced as we are in medical science, the average
citizen should not fear illness and hospitalization' as a financial burden, which
may throw him into debt for years. We are all entitled to a chance at good
health; death does discriminate between the rich and poor.
The Wagner-Murray-Dingell bill is a good step forward in the betterment
of public health. It allows a majority of the public, by small pay roll deduction,
to be able to afford medical treatment of practically all physical affliction. We
do not believe that any professional association, such as the American Medical
Association, has either the moral or the ethical right to prevent the propagation
of the benefits of its science.
The provisions of the bill are not new to the world. Other countries have
proven the bill to be necessary to the welfare of the people.
We believe, therefore, that the Wagner-Murray-Dingell bill deserves the support
of the people, and the Thomas Jefferson Chapter of American Veterans' Committee
will support the bill.
BILL KAPELMAN,

Chairman.
MONROE KAUFMAN,

Corresponding Secretary.
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THE ARIZONA STATE MEDICAL ASSOCIATION,

Phoent , Arti., May 6, 1946.
Senator JAMEs E. MURRAY,
Chairman, Committee on Education and Labor,
The Senate, Washington, D. C.
DEAR SENATOR MURRAY: The Arizona State Medical Association. wishes to
file this letter as its brief opposing S. 1606 in its provisions to furnish medical
care to the people of these United States.
The Arizona State Medical Association has just adopted a medical service
plan for the people of this State. Under this service employed people with
incomes not to exceed $4,000 per year will be entitled to receive the surgical and
obstetrical benefits provided. The medical service, tentatively known as the
Arizona Physicians' Service, Inc., will be in effect in the State by September 1
under present plans.
The inauguration of this service, coupled with the fact that hospitalization is
provided the people of Arizona under the Blue Cross Hospital Service-in successful operation here since November 1944-assures our employed groups the
health protection they desire.
Very sincerely yours,
FRANK J. MIILOY, M. D.,
Secretary.
ARMY AND NAVY UNION, U. S. A.,
New York 16, N. Y., May 20, 1946.
Senator JAMES E. MURRAY,
United States Senate, Washington, D. 0.
DEAR SENATOR MURRAY: After talking with Miron Silberstein, M. D., national
surgeon of the Army and Navy Union, I find that he heartily endorses the
Wagner-Murray-Dingell bill and hopes that Congress and the Senate will vote
it into effect at once.
Dr. Silberstein, who has practiced medicine in many countries throughout
the world, feels that this plan could be of great benefit to the doctor, the patient,
and the pharmacist-as well as an advancement in the progress of medical
science. It would help to improve the general health conditions of the entire
country, benefiting most of the people who neglect their health because of the
high cost of medical care. It would also help make a place for the young men
of today who want to study medicine and show promise of becoming excellent
doctors-if given the opportunity.
This plan does not and should not iq any way interfere with physicians, as
there is nothing contained in the bill that would prove detrimental to private
practice of medicine.
If the Wagner-Murray-Dingell bill were in operation it would go a long way
toward eliminating some of the conditions that cause doctors and pharmacists,
particularly in large cities, to go unpaid.
The Army and Navy Union, United States of America, heartily approves Dr.
Silberstein's view on the Wagner-Murray-Dingell bill, S. 1606.
Respectfully yours,
. FLOYD I. SILK,

Employment and Welfare Chairman,
New York County Counoil.
CENTRAL LABOR COUNCIL OF PORTSMOUrH AND VICINITY,

Portsmouth, Oho, April 17,1946.
Hon. JAMES E. MURRAY,
Chairman on Education and Labor,
United States Senate, Washington, D. C.
DEAR SENATOR MURRAY: Relative to your communication of March 26, 1946,
with respect to S. 1606, am submitting the following statement from the membership of the American Federation of Labor in district covered by Portsmouth
Central Labor Council.
We are in full accord with the position taken by the American Federation of
Labor with respect to the Murray-Wagner-Dingell bill.
As an example of the necessity for such legislation I hereby set forth the
experience of two of our members in the past 17 years. Both were married in
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the spring of 1929 and of course in the following year were faced with the
problem of maintaining a home on reduced wages caused by the depression.
This would have been a problem in itself and of course was one that million
of other people had to face, but like many other thousands, additional expense
had to be met because of excessive medical and hospital bills. In order to be
as brief as possible will set forth only the major items involved.
The first worker during the first 7 years of married life had to enter his wife
in the hospital on three occasions to undergo major operations and was in the
hospital once himself for a major operation, and a year ago had to enter the
hospital again.
The second worker has had his wife in the hospital six different times, five'
of these for major operations and has one child who has been operated on three
different times and was hospitalized himself with a broken leg. You may well
imagine the problem posed by such experiences and the necessary expenses over
and above that spent for surgeons and hospitals. You may be inclined to think
that these are exceptions to the rule, but our experience is that there are thousands who have experienced reverses worse than this and that multiplied thousands who should have been hospitalized but' were not because they felt that
it was financially impossible for them to meet these added expenses.
What with the cost of scientific medicine and surgery being increased at all
times and inasmuch as most sections. of the country are not served by hospitals
and surgeons competent enough to give people the care and treatment they
should be entitled to and with the income of the average individual being inadequate to meet such needs, it is our opinion that if proper hospital and medical
care is to the given to all our citizens, it can only be done through a Federal act
as set forth in S. 1606.
We therefore urge your favorable consideration for the above legislation.
Very truly yours,
POrTMOUTH CaNTR&L LAoB

COUNonI,

JOHN A. BROOKEB, President.

CENTRAL LABOR COUNCIL OF SANTA CLARA COUNTY
San Jose, Calif., April 15, 1946 JAMEs E. MURnaY,

Chairman,Education and Labor Committee,
United States Senate, Senate Building, Washington, D. 0.
DaAR Ms.MURAY: We have prepared this statement, which we believe is thefacts and the thoughts of the working people, and which it is hoped you will
present to the Committee on Education and Labor when the national health
bill (8. 1606) comes up for hearing.
1 That workers know from their own experiences and that of their friends
and neighbors, that many people do not get the medical care that they need,
because they lack the' funds at the time it is needed, and other families are
forced into debt for years, or must cut down on their children's education, and
even food and clothing.
2. Present methods of paying are unsatisfactory, and workers do not want to
have to accept "charity care," they want to have the proper medical care without
having to ask the doctor to wait for his fee.
3. Workers are willing to pay reasonable and regular amounts out of their
earnings, which the comprehensive health service benefits of S. 1606 will do. Small
regular payments are less of a burden than the same total amounts paid irregularly and at unpredictable times.
4. Workers want to pay for their medical care, but they also think employers
and the Government should contribute, and the worker knows he will have greater
freedom in choosing a family physician, when not limited to physicians who will
accept the financial arrangements he can make individually at the time of illness.
5. The worker knows he will get more adequate medical care when the condition of his pocketbook no longer determines whether his doctor can order referra
to specialists, laboratory examinations, and treatments when needed.

Respectfully yours,

LRoY Prrrn, Seoretary.
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STATEMENT OF THE CIO MARITIME COMMrTEE TO THE SENATE LABOR AND EDUCATION

COMMi'Trr

ON 8. 1606, THE NATIONAL HEALTH ACT, JULY 15, 1946

(The CIO Maritime Committee is composed of the National Maritime Union,
the International Fishermen and Allied Workers of America, American Communications Association, Inlandboatmen's Union of the Pacific, Marine Engineers' Beneficial Association, National Union of Marine Cooks and Stewards,
and International Longshoremen's and Warehousemen's Union.)
On behalf of over 200,000 seamen, licensed officers, marine radio operators,
longshoremen, fishermen, and allied maritime workers we strongly urge a prompt
and favorable report on 8. 1606, the National Health Act.
We are not as well qualified to discuss the need for title I relating to grants
for various health services as many who have appeared before your committee
but it is obvious even to casual observers that there is a needlessly high incidence
of tuberculosis and venereal disease which could be prevented. Nor does one
have to be medically trained to seee that the existing services relating to maternal and child care are totally inadequate.
We want these improved services because a high rate of both venereal diseases
and tuberculosis is common to the maritime industry. Many of these cases can
be prevented. Most can be cured. Inadequate facilities for the prevention and
cure of these diseases is a social and economic loss to industry and a health
hazard to the community and all the people of the Nation.
In regard to title 2 relating to prepaid personal health-service benefits we can
talk with some authority, since American merchant seamen were probably the
first group in the world covered by prepaid medical insurance. On July 17, 1798.
Congress enacted a statute establishing the marine hospitals, the sole purpose of
which was to provide medical, surgical, and dental care for merchant seamen.
The marine hospitals were supported until 1884 by a tax on seamen's wages.
Between 1884 and 1905 the marine hospitals were maintained by a tonnage tax
and since 1905 they are supported by an annual appropriation from the Federal
Government.
At the present time merchant seamen are entitled to medical care and hospitalization without cost for illness and injuries which occur in the service of a vessel
or within 90 days from the date of discharge from a voyage. In addition, the
shipowner is charged by law with the care of a seaman who became ill or was
injured in the service of his ship. If the seaman is left abroad because of illness
the shipowner must provide medical care, as well as maintenance and wages
until the end of the voyage. In this country the shipowner's obligations in
regard to medical care are ended once the seaman is placed in a marine hospital
and to that extent this liability has been assumed by the Government.
It is easily understood why such advanced provisions for health have grown
up in the maritime industry. Briefly stated the reasons are:
1. Seafaring is a hazardous occupation. While modern ships have made the
work less arduous and less dangerous, it is still an occupation requiring heavy
physical exertion, outdoor work in all sorts of weather, -exposure to obnoxious
cargoes, risk taking such as are involved in working on riggings, and work day
in and day out without a day of rest. Out of a prewar labor force approximately
60,000 in 1938, it is estimated that 300 seamen were killed, 400 permanently injured, and 13,800 temporarily disabled.
2.. Some seamen are not regularly domiciled and most are only home for short
periods during the year. The nature of their work requires seamen separated
from their homes and families not only while at work but when seeking work.
3. Medical care aboard ship is still of the most elementary nature and the
delay in securing necessary attention aggravates what would normally be minor
*
illnesses.
Despite the fact that as a group, the seamen have more medical protection than
most groups in our population, they want and need the full protection which can
only be afforded by a national prepaid health-benefit program.
The seamen need S. 1606 for two reasons. First their personal protection
against illness is inadequate. Second there is no medical protection for their
dependents.
The seamen need S. 1606 because marine hospitals are seriously overcrowded
and inadequate to provide proper medical care. Since 1798 the marine hospitals
have been opened to a large number of beneficiaries, the most numerous of whom
are persons entitled to treatment under the United States Employees' Compensation Act, the personnel of the Ooast Guard, Coast and Geodetic Survey, the
Public Health Service and their dependents, and for purposes of medical ex-
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amination the employees in the Federal classified service. All 'too frequently
the seaman finds the marine hospital either unable to accomodate him or too
overcrowded to give proper care.
The seamen need S. 1606 because there are serious gaps in their present rights.
When working ashore as many seamen do periodically their rights cease. When
seamen retire they lose their marine hospital coverage. When seamen are
taken ill in areas distant from Public Health Service facilities it is frequently
mpossible to get the prior authorization required for treatment at other facilities.
But most important of all the seamen need S. 1606 for the protection of their
families. At the present time dependents of seamen have no provision for medical care. The seaman is away from home perhaps more than any other breadwinner. Frequently the wife must work to supplement the income leaving the
children with a minimum of attention.
The seaman is paid at the end of the voyage. While he can make monthly
allotments to his dependents they are limited in proportion to his earnings and
frequently the family must live on credit or borrowed funds until the pay-off.
As a result of these factors the dependents of seafarers are least able to meet
the blows of illness.
Only last month an international maritime conference was held in Seattle under
the auspices of the International Labor Organization. The conference drafted
10 conventions which when ratified by the required number of countries will have
the force of international treaties. These conventions are designed to establish
minimum world-wide standards for seafarers. While in regard to most conventions, such as those pertaining to wages, hours, crew accomodations and
food, American standards are far in advance of what is considered a reasonable
minimum, in regard to social security the United States is lagging shamefully
behind.
At Seattle it was recognized that the United States would not be able to ratify
the convention on social security for seafarers for some time because we do not
have general schemes on medical care, and sickness and invalidity insurance.
Great Britain, France, Belgium, Holland, Norway, Denmark, Sweden, and a
number of other countries will be able tp ratify soon giving notice to the world
they have reached what may be considered minimum standards in regard to
social security. Of all the major maritime nations only the United States is not
prepared to give effect to this convention rapidly. The passage of S. 1606 would
add another vital link in our social insurance scheme and brings us a step closer
to compliance with the minimums laid down at this International Labor Organization session.
The issues involved in S. 1606 have been thoroughly discussed. The concepts
are not new. They have been under consideration in this country for more than
a decade and in effect in many other countries for a number of decades. The
opposition can do no more than misrepresent the issues for their cause is selfish.
The national welfare demands immediate and favorable action on S. 1606.
On behalf of the American maritime workers and their families we urge your
committee to act now.
HEALTH BILL
PUBLIC HEARING ON WAGNER-MURRAY-DINGELL
(S. 1606, H. R. 4730, JUNE 21-22, 1946, EUCLID BAPTIST CHURCH,
CLEVELAND, OHIO
FRIDAY EVENING SESSION,'JUNE 21,

1946

(Minutes of a public hearing on the Wagner-Murray-Dingell health bill, sponsored by the Consumers' League of Ohio, and 13 cooperative organizationsAmerican Association of Social Workers, Cleveland chapter; American Veterans Committee, Cleveland chapter; Cleveland Federation of Settlements;
Cleveland Industrial Union Council; Jewish Young Adult Council; Lawyers
Guild; National Association for the Advancement of Colored People, Cleveland
branch; National Council of Jewish Women, Cleveland section; Progressive
Citizens Committee; Social Action Department of the Federated Churches;
American Federation of Teachers; town meetings of greater Cleveland Urban
League-convened in the Chapel of the Euclid Baptist Church, Cleveland, Ohio,
at 8 o'clock, Hon. Daniel E. Morgan, judge of the court of appeals, chairman,
presiding.)
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Chairman MORGAN. The meeting will now come to order. We are meeting
this evening for a hearing on the Wagner-Murray-Dingell health bill, which
has been pending for some time in committee.
We all know no subject is more important than health. I know that I am
here to learn something about this bill, upon which I must admit I am pitifully
unprepared.
The proponents and opponents of the bill were invited to appear here, as this
is not a pro or con meeting, all of one side or the other. So far, we have only
heard of two in opposition. One of them, I will call on this evening.
We have here what is called a hearing body. The hearing corresponds to a
congressional committee. They are the people who are going to listen; then,
when we call people to talk-witnesses to speak-they will have a right to
question them. Somebody may say, "You won't accomplish much." Well, I
think they will accomplish just about as much as the average congressional
committee. [Laughter.]
If the congressional committees are really going to accomplish anything, it is
because of meetings back home like this.
This hearing body is composed of the following: Senator Boyd, a member of
the State senate, and, I understand, candidate on the Democratic ticket for
Congressman-at-large. Representative Lody Huml-you all know Lody. Representative Hart, and, to my right, Representative Joseph Kovach. Then, Mr.
Jordan, who is a member of the faculty of Fenn College. Mr. Woodle, one of
the prominent lawyers of the city-he is also president of the Cuyahoga Bar
Association. Miss Mary Schauffler on my left. There are one or two others who
may come in later to be on the hearing committee.
Now we will proceed with this hearing. The first gentleman from whom we
would hear is Mr. Edwin Teple. Mr. Teple is the assistant regional attorney
of the Social Security Board. He has made -a special study of this subject,
and instead of discussing so much the terms of the bill, he will give us the background of the bill, the cause of the bill, and a little of the history of conditions
which make necessary legislation of this kind. Mr. Teple.
Mr. TEPLx. Mr. Chairman, members of the hearing panel, and ladies and
gentlemen, the Social Security Board is deeply interested in national health.
Under the Social Security Act, the Board is responsible, first, for administering
the Social Security programs already in effect; and second, for-and I quote"studying and making recommendations as to the most effective methods of
providing economic security through social insurance."
In 1939, President Roosevelt said: 'There is no greater public need from the
standpoint of the individual and social security, than a comprehensive program
to safeguard and improve the Nation's health." President Truman, in his
message to Congress last November, said: "We should resolve now that the
health of this Nation is a national concern; that financial barriers in the way of
attaining health shall be removed." Arthur Altmeyer, the Chairman of the
Social Security Board, has said: "The lack of adequate measures to cope with
sickness and with sickness costs, constitutes the most serious gap in provisions
for social security in this country today."
They were based upon
These statements were not drawn from thin air.
hard and unpleasant facts concerning the state of the Nation's health. Many
studies of existing conditions have been made by private organizations as well
as the Government, and the information obtained is not reassuring.
To be sure, we have much to be proud of when we consider the advances that
have been made in the war on disease. The average life expectancy at birth has
been increased from 50 years to 1900 to 65 years today. Our success resulted from
new scientific knowledge applied through organized programs of mass prevention
or treatment. Typhoid fever, diarrhea, malaria, and yellow fever were conquered
by environmental sanitation; diphtheria and smallpox by immunization; pellagra
by nutrition, and tuberculosis through programs for early discovery, isolation,
and treatment.
At the same time, there is still a great deal to be alarmed about. Our success
against tuberculosis, for instance, is by no means complete. Detection and
treatment of this disease at any early stage are extremely important. You may
be surprised by the figures obtained from a study of admissions to tuberculosis
sanitoriums. Only 13 percent of the patients with pulmonary tuberculosis were
in the early stage of the disease; 32 percent were moderately advanced; and
more than half---55 percent-were far advanced.
The death rate from cancer in 1943 was almost double that of 1900. More
than twice as many people died from diabetes in 1943 as died from this disease
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at the turn of the century. Twenty-three persons succumbed to heart disease
during 1948, for every 10 who died of that disease in 1900. Arthritis, rheumatic
fever, and pepdc ulcer continue to exact a heavy toll in disability or death. This
condition largely explains the fact that the remaining life expectancy of persons
who have reached age 40 has been extended merely 3 years since 1900. Rheumatic fever remains a major health hazard of the young. So do appendicitis,
pneumonia, and infantile paralysis.
We have the word of Dr. Mountin, Medical Director of the Public Health
Service, that it is only through the provision of adequate medical care on an
individual basis that it is possible to reduce the harmful effects of these diseases.

Adequate medical care for all people--old and young, rich and poor-must rest
at the very foundation of any program designed to meet the health needs of the
Nation.
Some of the figures reflecting upon our health as a Nation are shocking.
Despite the repeated lowering of physical standards, of 16,OQ0,000 men examined
by Selective Service, one-half--8,000,000-were actually unfit for military service;

5,000,000 of these were flatly rejected; the others were either inducted into
the armed forces and rehabilitated, or were subsequently discharged for mental
and physical defects not acquired in the service. A study of the charts and
tables prepared from the available data suggests that from one-half to twothirds of the defects-these defects-could have been prevented or corrected
with proper care. The inadequacies of medical care in particular areas and
among particular groups is reflected by a break-down of the figures obtained in
one special study of 18- and 19-year-olds. The over-all rejection rate for the
group was 25 out of 100, but the rate for white boys was 24 out of 100, while
that for Negroes was 46 per 100; 41 out of every 100 farm boys were rejectedin this same 18-19-year-old group-and among the unemployed the rate was 38
out of every 100.
According to Maj. Gen. Robert H. Mills, director of the Army's dental division,
it was found that the average dental requirements for every 100 Inductees were
60 to 80 extractions and a minimum of 240 fillings. By October of 1945, the Army
Dental Corps had made 71,500,000 fillings, 16500,000 million extractions, and
over 2,500,000 dentures for Army personneL
Studies of conditions among the civilian population are not less appalling.

It

has been reliably estimated that, on an average day, more than 7,000,000 persons
in this country are disabled by sickness.
Each year we lose more persons from preventable and premature death than
were lost in battle, or from war injuries, in World War II. Before the war,
6 other countries had lower infant mortality rates than ours; 18 other countries
had lower death rates for persons over 85 years of age. According to one
study, 37 percent of all illnesses reported by families with incomes of less than

$1,200 a year, had no medical attention.

In a study of conditions in California

in 1934, it was found that less than 60 percent of'the people in need of medical
care were receiving such care. The inadequacy of care was found to be most
acute among those in rural areas, where almost one-half of those with ailments
remained unattended. A study in Arkansas revealed that in the lowest income
group, 85 percent of the reported illnesses were unattended by a physician.
Among the highest income group studied-in this same Arkansas study-61 percent failed to receive a doctor's care.
The relative inadequacy of care in rural areas is illustrated by census figures
for the year 1948. In cities with a population of 10000 and over, only 2 percent
of the live births were unattended by a physician, while in rural areas, including
towns under 2,500, 13 percent were unattended. The mortality rate among
mothers was 20 percent greater in rural areas than in cities of 25,000 or more
population. Infant mortality was 41 per 1,000 in rural communities as compared
with 86 per 1,000 in cities of 100,000 or more.

The maldistribution of doctors is most pronounced among specialists.

In 1941,

71 percent of the certified pediatricians--child specialists-were located in large
cities, yet 76 percent of the children under 5 years of age were in rural areas
and small cities. More than two-thirds of the counties in this country had no
certified pediatricians in 1941 Vermont had only five certified surgeons, and
Mississippi had four. Arkansas and New Mexico had only three certified
obstetricians, Mississippi only one, and there were none in Idaho, New Hampshire,
Nevada, or South Dakota.
More people borrow money to pay doctor and hospital bills than for any other
single item in the budget. In a poll in 1944, 23 percent of the people questioned
reported that they borrowed money in order to pay doctor and hospital bills.
85907-46--pt. 5---26
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Studies made by banks and small loan organizations show that 3 out of every 10
persons who borrow money give the payment of medical bills as the purpose for
which the money is to be spent. Consider, on top of this, that not all families
are able or willing to borrow. Studies before the war showed that, on the
average, doctors fail to collect from a fifth to a third,of the value of their bills each
year. Not only that, but public opinion polls have shown that from 30 to 40
percent of the people in this country have put off going to a doctor because of
the cost Studies of the case loads of relief and public assistance organizations,
dating-back to 1890, indicate that on the average fully 30 percent-and often as
high as 50 percent--of dependency is caused by medical expenses and loss of
earnings resulting from sickness of the wage earner.
President Truman, in his message of last November 19, revealed the fact that
every year, four or five hundred million working days are lost from productive
employment because of illness and accident-about 40 times the number of days
lost because of strikes. About nine-tenths of this enormous loss is due to illness
and accident not covered by workmen's-compensation laws.
Voluntary insurance has accomplished a great deal in this country, but up to
this point, certainly, it has failed to meet the greater part of the country's need,
and has been of little or no value to the low-income groups whose need of medical
assistance is greatest of all. Despite a history that dates back to the nineteenth
century, insurance for anything approaching general medical and hospital
services today covers less than 3 percent of our national population.
The most successful application of the insurance principle has been in the
field of hospitalization. From its beginning 17 or 18 years ago, the most extensive
group-hospitalization movement has grown to a membership of approximately
20,000,000. Membership in hospital plans, however, is largely concentrated in a
few industrial States, and 85 percent of our population remains without this
protection. Moreover, hospitalization insurance covers hardly more than 15
percent of the total medical-care bill of the average American family.
During the past 10 years, there has also been a rapid growth in industrial
group insurance, under which employees are reimbursed in cash for all or a
portion of their hospital and medical fees. By the end of 1944, aproximately
seven to eight million people were eligible for hospitalization indemnity payments, and of this number, about 6,000,000 were also eligible for surgical indemnities.
As it now exists, however, voluntary health insurance is hardly more than a
step in the right direction. Membership is limited and services are incomplete.
The plans themselves are unevenly distributed throughout the country, and with
the exception of the Blue Cross hospitalization plans, there is little or no coordination between them. These and other considerations have led the Public Health
Service and the Social Security Board to the conclusion that only a Nation-wide
program of medical care, under official auspices, holds the promise of assuring
adequate medical care for all the people.
In conclusion, I would like to quote a significant passage from the Tenth Annual
Report of the Social Security Board-and I quote: "The object of social insurance
against medical costs is to remove a financial barrier which keeps people from
getting service promptly when they need it, from getting adequate service, and
sometimes from getting any service at all. Such insurance is not socialized
medicine, but a method of payment. The board believes that patients should be
free to choose their own doctor from among all who elect to participate in the
system, and to change doctors if they wish, and that doctors should be free to
reject patients.
"There need be and should be no fear of regimentation of patients, doctors, or
hospitals. Rather, with assurance that the bills will be paid from the common
fund, patients will be free to seek the care they need, and hospitals and medical
practitioners will be freer to make use of the best that modern science has to
offer and will have both incentive and opportunity to improve standards of
medical service. Both institutions and individual practitioners would have far
greater assurance than at present of steady and adequate incomes. This assurance will tend to make for better distribution of medical-care resources, as well as
greater and better use of existing resources, though additional measures are
needed to provide adequate hospital facilities in low-income areas which now
lack them. The Board believes that establishment of a comprehensive system
of medical-care insurance need not and should not supplant many existing group
arrangements for medical care for persons who may wish and be able to take
advantage of additional services such arrangements can offer." This is the background of national health insurance. [Applause.]
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Chairman MORGAN. Thank you, Mr. Teple. Well, it paints a rather dark
picture of existing conditions. We are not going to submit Mr. Teple to questioning here; he is here from the Social Security Board. However, I guess he
probably indicated individually that he is not a representative of the Social
Security Board. He is probably for the bill-that would be my guess.
We are going to continue with the speakers, and from now on, this hearing
body will be given the chance and the encouragement to ask questions.
The next is a very popular and well-known attorney, Mr. William K. Thomas.
He is going to tell us now just what is in this bill. Mr. Thomas.
Mr. THOMAS. Mr. Chairman, members of the panel, and ladies and gentlemen,
Contrary to the fears expressed in some quarters, I find that a reading of this bill
does not indicate that it is a "blunderbuss bill". I do think, though, it is only
fair to say that it is an "omnibus" bill. It does contain three sections, or three
parts.
The first part is the one in which the Federal Government grants money
to the various States for maternal health, for crippled-children's aid, for public
health services, and for medical care of the needy. This is accomplished under
the now famous plan whereby the Government turns money over to the State
in return for the State adopting a plan of administration that meets certain
minimum standards that are approved and conform to the standard set up by
the particular administrators.
The bill does introduce several new factors into this grant-to-the-State program. First of all, it provides a plan whereby needy people throughout the
country are to be given medical care. This is a new departure in our publichealth services and in our public-health statutes. Secondly, it provides the
extremely important provision whereby the Federal Government does not entirely
finance the various programs. In fact, it provides very specifically for a matching program. States are to contribute according to their per capita income,
and the Federal Government contributes anywhere from 50 to 75 percent of the
cost. That is with respect to these four types of programs: Maternal health
care, crippled-children's care, public-health services, and medical aid for the
needy.
The second part of the bill deals with the provision that the Federal Government shall provide funds for projects dealing with medical research and for
the training of medical personnel throughout the country. These funds are to
be turned over to nonprofit institutions, universities and the like, and shall only
be turned over with the approval and advice of the National Medical Council,
which is set up under the second part of the bill that I am now coming to.
That, then, brings us to the extremely important center section of the bill
and the one, of course, that is the controversial part of the bill. That, of
course, is the section that provides for the establishment of a national personal
health-insurance system. First of all, how is this to be administered? Well,
it is to be administered by the Surgeon Geoneral of the Public Health Service,
who will act only with the advice of a council that is to be set up, called the
National Advisory Medical Policy Council. That Advisory Council is to consist
of competent physicians and competent layment, selected across the breadth of
the whole country, who will advise with the Surgeon General in all matters of
policy and in all matters of administration under this bill-or under this act.
Now then, how is it going to work? The Surgeon General will come into a
county like Cuyahoga, only with the advice of this council and with the approval
of the Federal Security administrators. He will come in here and he will say
to the doctors of Cuyahoga County: "Those doctors who are interested in participating in this system will raise their hands and say, 'Aye.' Now, you don't
have to come in if you don't want to; that is up to you doctors, but if you want
to come in, here is the way it is going to work: We are going to work out an
agreement with you--either as individual doctors, as members of a group of
doctors, as members of a medical clinic, or as members of any kind of medical
organization that you can think of-and under those contracts, which are freely
entered int by you and by me, we will set up a plan to provide medical care in

Cuyahoga Wunty."

Now then, the doctors are naturally going to ask, "How are we going to get
paid?" And this is the way that is going to be worked out. There are three
methods of payment provided by the bill. First, according to set-fee schedules;
second, on a per capita basis, and, third, on a salary basis. Carrying out the
democratic principle to the nth degree, doctors of a given area will be allowed
to vote on just what kind of medical payment they want to receive. It is quite
possible, under the bill, that maybe 55 percent of the doctors may say, "We
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want to be paid on a salary basis." All right, the other 45 percent can say,
"No, no, we don't want to be paid that way." So the Surgeon General can enter
into an agreement with them, providing for some alternative method of payment. Surely, I think, within that framework, every doctor is going to be satisied as to the method of payment. Likewise, with specialists-the Surgeon
General enters into a spectal-eontraet with the specialists, o4e again providing
for a specific type of payment.
Now we have our plan set up; we have come into Cuyahoga County, and we
have found the doctors who want to go along with it. What, then, is the next
step? The Surgeon General will make up lists in Cuyahoga County of all the
doctors who have agreed to participate and who agree to serve the people who
are insured under this plan.
Then, let us suppose that you folks here are all insured under the plan. Now
what do you do? Well, you go down that list and you say, "I like Doctor Brown.
I find that he has agreed to go along with this." So you go to Doctor Brown
and say, "Doctor, I'd like you to be my doctor," and he says, "0. K." All right,
but suppose that Doctor Brown, for some reason, doesn't want you as a patient
He can say, "Thumbs down, go some place else." Suppose also, that you have
selected a doctor, and after a while, you find that the doctor isn't so good, or
maybe you don't like the time he arrives in the morning, or something equally
as purposeless. All right, you have a perfect right to shift doctors, and that
doctor, or any other doctor, has a perfect right to reject you as a patient. In
other words, the bill scrupulously maintains the present personal relationship
which the doctors have properly insisted on as being necessary to the proper
doctor-patient relationship.
Now then, let's see. We have got our plan set up, and we have selected our
doctors. The next question you might want to ask is, "Who is going to be insured
under this plan?" "What part of the population are going to be entitled to it?"
I think I can cover that broadly. Everybody who is now insured under social
security will be insured under this plan-and some more, because there are no
exceptions made for agricultural or domestic labor, as there are in the Social
Security Act.
Very properly, some limitations might be in order from time to time, and the
bill provides for those. First of all, the bill provides that if the Surgeon General finds that a particular doctor has too many patients and for that reason,
medical standards, as he is carrying them out, are not being upheld-the bill
is not mandatory-but the Surgeon General may say to that doctor, "rm going
to put a limit on the number of patients that you can see." On the other hand,
suppose you have a patient who just insists on going back and back, every day,
every week, every month, and just becomes a malingerer and a drone on the
doctors' clientele and on his ability to serve the rest of his patients. The Surgeon General can step in and say, "0. K., we are going to put a stop to this.
From now on, you pay cold cash-you pay a fee until you cut out this monkey
business."
The bill also provides other types of restrictions. It provides that only certain types of benefits will be given "across the board." It provides for medical
benefits; it provides for hospital benefits or laboratory benefits, for homenursing benefits, for specialist care, for technical benefits and technical care.
However, to get to see a specialist, for example, your family doctor must tell
you that it is necessary, or you must go to the medical commissioner or Public
Health doctor in your community and say, "Doctor, I want to see a specialist."
Then, if he approves it, you may.
With respect to hospital insurance, 60-day minimum is provided under the act.
In other words, each year you will be entitled to 60-day hospitalization. The
bill provides that, as funds become adequate, that can go up to a total of 120 days.
What is there left to talk about in the bill? The Surgeon General can, during
the formative years of the plan, restrict the types of dental benefits that you get,
until he Is sure that there is enough money in the fund to take care of everything.
He can restrict the dental benefits and the types of home-nursing benefits that
are given under the provisions of the act.
We come, then, to one final point that is extremely important. Though this
bill provides that the money shall be paid out of a fund set up in the Treasury
which shall be roughly equal to 8 percent of the total wages of the countrywages, as in the Social Security Act, up to $3,600 a year of each person's wagesthough that is provided, there is nothing in the act that provides how we are
going to pay for that fund that is taken out of the Treasury. The authors of the
act have very frankly said that they feel the question of financing the bill should
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be handled in a separate measure, so that there is no pay-roll tax or its equivalent provided in this bill, as you find in the Social Security Act.
Just one more thing, and that is in connection with the grants-in-aid to nonprofit:private institutions. The bill recognizes the fact that we may need, in
the next few years, many more doctors than we have now, if we are going to
go into the depressed areas of the country and into some of the rural areas where
there are no doctors, or very few. It provides that money may be turned over
to institutions to train more doctors, and it also provides that money shall
be turned over for specific research in fields in which the Surgeon Generalacting and collaborating with the Advisory Council-has decided that research is
necessary and imperative.
That, Mr. Chairman, is a general outline of the bill. [Applause.]
Chairman MORGAN. Has the hearing committee any questions to ask of Mr.
Thomas?
Senator BOYD. Where is the bill right now?
Mr. THOMAS. Still in committee.
Senator BoYD. What is the chance of getting it out of the Senate committee?
Hasn't it been called for?
Mr. THOMAS. As far as I know, the bill will probably not get out of the committee this year. Mr. Boyd has asked me if I know the present status of the
bill, and as far as I know, the bill is still before the Committee on Education
and Labor. Is that right, Mrs. Magee?
Mrs. MAGEE. That is right.
Mr. THOMAS. And are there likely to be any hearings?
Mrs. MAGEa. Not until the middle of July.
Chairman MORGAN. Suppose this bill would pass. Could you put it into effect
until you had this other financial bill that would raise the money?
Mr. THOMAS. Well, actually, Judge Morgan, it does provide that money shall
be provided out of the Treasury.
Chairman MORGAN. But not by pay-roll tax? Well, there would be a limit,
wouldn't there, on the amount of money you can take out of the United States
Treasury?
4
Mr. THOMAS (jokingly). Is there a limit?
Chairman MORGAN. All right. Any other questions?
Mr. WILUAM J. HART. Mr. Thomas, isn't there a great danger, under this bill,
of fostering a great number of unscrupulous doctors?
Mr. THOMAS. Well, perhaps some doctor here could better answer that than I.
You are thinking, perhaps, that they would put in claims for services that weren't
rendered? Something of that sort?
Mr. HArr. Yes; encourage people to feign illness.
Chairman MORGAN. I suggest that Mr. Thomas is here as a specialist on the
bil. There will be others.that we can ask questions of that character. I suggest that we limit our questions to what is in the bilL
Mr. THOMAS. I can't answer that question out of the bill.
Mr. EDwIN F. WOODLE. In one of the analyses distributed by what is known
as the Committee for the Nation's Health, there appears the statement that, under
this act, payment would be related to the ability to pay. Is there any such
provision in the act, and is there anything that would call for a statement of this
kind, or a description of the plan?
Mr. THOMAS. Under the provision that sets i p a plan for medical care for the
needy, which is under the first section of the bill, there is some relation, I suppose,
between ability to pay your doctor and the right to receive benefits under that
portion of the bill.
Mr. WOODLE. Well, as I understand it, everyone gets free service under this
bill.
Mr. THOMAS. Everybody who is insured. In other words, everybody who is
gainfully employed for a certain specified portion of time and is not exempted
would be covered by the bill and in return get free service.
Mr. WOODLE. Then, as in the Social Security Act, it does not apply to selfemployed persons or professional people-either of those classes?
Mr. THOMAS. That is right-and ministers of the Gospel.
Senator BoYD. In other words, when you speak of "gainful employment" you
don't have in mind ministers or lawyers?
Chairman MORGAN. They are not usefully employed. [Laughter.]
Mr. HOWARD M. MEirENBAUM. Mr. Thomas, isn't a great deal of the emphasis
in the bill on preventive medicine-the fact that many people can go to doctors
before they get sick, rather than only taking care of those persons who are in
need of a doctor and really ill or have had an injury? Isn't that a fact?
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Mr. THOMAS. Well, Mr. Metzenbaum, there is nothing in the bill that would
indicate that, but I think it is true that the authors of the bill have in mind
meeting the problem that Mr. Teple has outlined by prompt medical care.
Chairman MORGAN. Next, a statement from Dr. Clausen, pastor of this church,
who was kind enough to allow us the use of this room.
Dr. BERNARD CLAUSEN. First, let me express my deep gratification that such
a hearing should be held here in this building, and my welcome to this and to
all such public discussions of new problems. Whenever you find this kind of
thing necessary for the enlightenment of Cleveland's public thought, feel free
to turn to this room, which I promise you will always be available.
I pause between meetings in the church, coming from one meeting and returning to another, without the slightest sense of inappropriateness, for here, I am
involved in as truly a religious gesture of deepest faith as I have been earlier
in the evening, or as I expect to be, in another room in this church, shortly
after. I am constantly dealing with the problem of human misery, involved in
human illness. I see what happens to people who, stricken ill, have no sense of
security, as they face that unpredictable catastrophe. I see, on the other hand,
what therapeutic qualities there are in security-when provision has been made
in advance.
I called yesterday on an old man in our church. He is involved in a serious
operation, but he is placid and ready for anything; he is involved in a healthinsurance plan. I call on others, torn and anxious through the hours of crisis;
nothing has provided them this sense of security.
Anything the country can do to provide this, generally is in the direction of
human welfare, and when we are thwarted by a remark that with all the good
will in the world, we can't afford it, I shall always remember Mr. Thomas'
confident assertion: as far as he knows, there isn't any reason to suppose you
can't get money out of the United States Treasury. If you can get money out
of the National Treasury to pay for a war, I tell you, good will can get enough
money to support a health program like this. [Applause.]
Chairman MORGAN. You are going to some meeting?
Dr. CLAUSEN. I am involved, yes, Judge Morgan.
Chairman MORGAN. Thank you for coming.
Is Mr. Bauer here? Now, Mr. Bauer has 15 minutes. I understand, Mr.
Bauer, you don't believe in this bill, and I am very glad to show that we are
going to hear both sides of this. Mr. Bauer.
Mr. H. HERERT BAUER. Judge Morgan, committee, and ladies and gentlemen, I
take no sides with the purpose of the bill. I take no sides on the question that
we really need a health bill. But, I am opposed to the wording of this.particular
bill. I certainly am opposed to the method of administration and the system
by which they are going to try to help the health of this Nation. It will create
a vast, new bureaucratic agency, and I believe some of you people know what
happens when you conie before one of those agencies, whereby the greatest proportion of the money that is paid for the bill will be wasted in overhead and not
in the benefits of health.
Nothing is stated on how much the people will receive, hut it does say they
will collect 3 percent. The lowest-income group is excluded; the bill reads that
if you earn less than $150 a month, there are exemptions for you to get benefits.
There are over 77 pages in this bill of restrictions stating when you will not
get any benefits-and one paragraph whereby you pay 3 percent.
Judge Morgan mentioned something about congressional committees. I think
it was one of those that wrote this bill. The States must qualify with the Federal
Government, and assuming that Ohio does not qualify, the bill does not say
anything to the effect that the Federal Government doesn't collect the 3 percent
from our people in Ohio. Just imagine if Ohio would not qualify, under this law.
The people of Ohio would still pay 3 percent of their pay. That is my understanding of what is written in the bill: the hill does not clarify any part of that.
The State must match funds with the Federal Government, but it does not
say how the States are going to get the money. Some assume there will hb
another 3 percent collected from your pay. When the bureaucrats get through
deciphering this law, how many will qualify It is my belief that. out of the
poor in this Nation, not 1 in 10 will qualify. I also believe it will take about
seven Philadelphia lawyers to tell you what these words really mean. Maybe
they are going to try to cnre the future unemployment by the amount of people

they nut on the pay roll for this bill.
least 12
All I ask you people to do. as I have done. Is read this hill over at
times and see whether you won't agree with me. I thank you. [Applause.]
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SChairman MOBGAN. The hearing committee will have to vote on this bill. Now,
any questions?
Senator BOYD. Mr. Bauer, if you agree with the purpose and object of the bill,
why don't you prepare a substitute or amendment to cure the ills that you don't
like?
Mr. BAuER. Mr. Boyd, I may get time to do that, but unfortunately, I work
during the day and I am not a legislator. I may still get time to do that, but I
would suggest that if they go to some of the leading insurance companies which
have medical and hospital care, they sure can learn a lot about how to give
benefits.
Chairman MOOAN. Any other questions?
Mr. HArT. What is your. occupation, Mr. Bauer?
Mr. BAUE. I am in the real-estate and insurance business, but I don't sell
hospitalization or health insurance.
Miss MARY SCHAUFFLEB. I'd like to ask-perhaps Mr. Thomas thought to talk
on this question---but in this question of matching funds, it seemed to me as I
understood the bill, that that was just for those special health services that are
now being provided under the social security, and is not for the insurance aspect
of it. Perhaps I am mistaken.
Mr. BAUER. Well, maybe I don't make myself very clear, but the main point
I want to bring out is, this bill does not make it clear either. It states in this
that the States must match funds, and takes several pages of qualifications for
the States.
Miss SCHAUFFLER Yes; but isn't that matching funds for just the first part
of the bill-for the expense of the services that are now already provided under
social security, and not for the new features in the second part which have to
do with insurance?
Mr. BAUER That may be true.
Mr. THOMAS. Yes; that is true.
Chairman MORGAN. Mr. Metzenbaum, we can add to this hearing committee.
Come up here and join us.
Mr. METZENBAUM. I think Mr. Bauer might have read the wrong bill 12 times.
I don't think this bill provides for 3-percent taxes, is that true?
Mr. BAUER. Senate bill 16?
Mr. THOMAS. No. 1606 is the last one, you have the old bill.
Mr. BAUER Well, there might be some corrections that I don't know about,
but this is the one that wds sent to me. They certainly needed some corrections.
Mr. METZENBAtM. I'd like to point out to Mr. Bauer that I don't think the
present bill has any 3-percent tax, nor is there any discriminating features against
those who earn less than $150 a month.
Mr. THOMAS. The only provision is that if you earn $150---during a year, you
are eligible.
Mr. Loi)Y HUML. I don't know whether this is absolutely fair, but the arguments that you delivered against this bill--whether you know that or notare the same arguments that insurance companies and medical associations used
against hospitalization insurance in the Congress years ago. Do you know that?
Mr. BAUER. That may be true, but I am not representing any group, and my
opinion is personal. I have had no advice from any companies or anything else.
That is my personal opinion.
Chairman MORGAN. Mr. Bauer, I want to say this: We appreciate your comine
here and we welcome you, because we want both sides of the case presented.
Thank you. But, in the meantime, the next time you read the hill-for the
thirteenth time-well, get the latest bill.
Now, then, is Mr. Stevenson here?
Mr. A. E. STEVENSON. Mr. Chairman, members of the hearing panel, ladies and
gentlemen, I have prepared a statement, because time is short and what I want
to Qay-a great deal-must be condensed.
The American people want better medical care, and believe they can get it
under S. 1606, the Wagner-Murray-Dingell bill to provide for a national-health
program. The 6,000,000 members of the CIO and their families have long known
from bitter personal experience the hazards of ill health. They know, too, that
nothing short of a national health-insurance program offers the needed protection. They believe that the risks of illness should be federally insured.
I appear on behalf of the Cleveland Industrial Union Council, the central body
of CIO unions in Cleveland, representing approximately 100,000 workers. We
urgently recommend passage of this legislation. We know, from our day-to-day
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experiences with our members, that existing medical services are not distributed
equitably. We know that many workers delay going to their family physician, it
they have them, because of inability to pay. We know that the effects of illness
could be decreased, that illness might indeed be prevented, and that some diseases,
which now maim and disfigure and kill, could be eliminated completely if the
medical services which we now have were available to all.
What do we know of the adequacies of medical care in Cleveland? Oddly
enough, no studies have been made on this subject. Throughout the country, our
citizens speak out in favor of a change. A survey made in 1944 by the University
of Denver showed that 8 out of every 10 of the general public were dissatisfied
with the present methods of paying for medical care, and two-thirds would be
willing to pay on an insurance basis for complete medical and hospital care for
themselves and their families.
A house-to-house survey made in Columbus by the Ohio State University in
1939 showed that two-thirds of those interviewed did not use private doctors for
medical care.
In the face of the demand for change, and in spite of the tremendous interest
in the problem, in spite of the need, we cannot turn to those physicians of Cleveland, who tell us that they will determine the nature of our medical care. We
cannot ask them how adequate is the care we get; how many can pay your
rates; how many do not visit you that should? But we can show from other
sources that thousands upon thousands cannot pay, and that other thousands
cannot get attention from the out-patient department of the hospitals which are
supposed to meet these needs, because of restrictive regulations and inadequate
facilities. Other witness at this hearing will testily to the fact that it is those
who can least afford to pay who need medical care the most.
The American Medical -Association, itself, admits that families with incomes
of less than $3,000 a year usually need assistance in paying for proper care for
serious illness. Thus, 75 percent of all American families needed financial assistance to pay for any serious illness in 1939, the year the study was made. Now
that prices have gone up, far out of proportion to wage increases, we wonder
how many thousands of dollars of income are needed to keep us out of debt when
illness strikes.
The year 1939 may be regarded as a normal year, so far as employment, wages,
and prices are concerned. What did we find in Cleveland as regards our ability
to pay for medical care? In that year, Cleveland school doctors referred 13,500
pupils for medical treatment. Some of those were' sent to the out-patient departments of our hospitals, some to private physicians. How was the decision
made as to whether these children would be sent to private physicians or free
clinics? Parents were interviewed as to total income; budgets were drawn up,
based on the standard used by the Family Welfare Association, to determine if
the family could afford to pay a private physician. In 1939, 54 percent of the
children who needed treatment were not sent to private physicians. Fifty-four
percent of the families whose children needed care could not afford to pay for it.
In the same year, 36,000 teeth were extracted on recommendation of school
dentists. Fifty-four percent of these extractions were performed at the outpatient department-the free clinics. Again, these referrals were made on a
budgetary basis; the parents of these children could not afford to pay a private
dentist. In the same year of 1989, 68,000 people needed 267,000 fillings. At that
time. there were no school dental clinics. Slightly over 10 percent of these 267,000
cavities were filled by private dentists. There is no estimate on how much illness
and pain resulted from the neglect of the 200,000 decayed teeth that were not
filled.
These facts are of more than passing importance. They make clear that the
majority of families in Cleveland, with children in school, could not afford to
pay for medical or dental care for their children. Bear in mind that this de,cision was made for each individual family after a detailed examination of the
total income and running expenses. That this ability to pay is directly geared
to income is amply shown, when we look at the figures for the school vear 1944-45,
when employment and income were at the peak. During that year, 6 out of every
10 pupils could be sent to private physicians, but note that during that peak year,
20 percent of our families still could not afford to pay for medical care for parents
or children. We know that during a so-called normal year a majority of our
families could not afford to pay for what surely is rightfully ours, if we dare to
assume that.health is the concern of all of us.
The flrst of this month, 53,000 workers were without jobs in Cnyahoga County.
Even if this number decreases-and we are not so sure that it will, substan-
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tially-what are the prospects for medical care for these unemployed, and for the
other thousands and thousands who cannot pay when they are employed?
The major solutions we are offered are the out-patient departments and extension of voluntary plans. Let us consider these "voluntary" plans. We do
not propose to slam the door'on voluntary insurance programs if S. 1606 is passed.
Many of our members-even though a minority-have, today, the partial protection of voluntary plans. But for those opponents of S. 1606 who would like to
persuade us to accept permanently the alternative of voluntary-insurance plans,
we have the following answers:
Coverage under the voluntary plans is today quite inadequate. Those persons who need protection most are outside. Most plans discourage many wouldbe subscribers by limitations which exclude patients on account of age, type of
disease, income limits, minimum of persons who must enroll in groups, et cetera.
Most plans are designed only for serious illness, many providing only hospital
care. Patients are discouraged from calling a doctor, by extra charges. Consumers of medical care rarely have a say'in administration. Most of the voluntary plans operate on a fee or service basis, thus they do not foster the same
amount of benefits to be derived from either the per capita or group pay systems-both provided as possible choices under 8. 1606.
It does not seem necessary for us to dwell here on the shortcomings of the
voluntary plan. Under the chairmanship of Senator Pepper, a subcommittee of
the Senate Education and Labor Committee has prepared a comprehensive report
on this subject which Senator Pepper has summarized in hearings of the full
committee. He shows that they tend to insure or indemnify the surgeons and
hospitals, but most of them give no adequate protection to the patient.
What happens to people who cannot pay? What happens to people who cannot
go to a private physician, to those whom the physician cannot logically treat
without payment, to those-in short-who must go to the hospital clinics? The
dispensary committee of the hospital council gives us a partial, but revealing,
answer. This statement is taken from the minutes of the committee. I quote:
"The dispensary committee is of the opinion that regulations are being followed
so closely that, to some extent, it may be working a hardship in certain cases,
particularly nonresidents."
This is very careful language, as you can see. It can be said that the committee must operate quite carefully, indeed. The meeting at which this resolution was passed was held January 11, 1944. There have been no subsequent
meetings of this committee to date--2% years later.
Recently, a graduate student at Western Reserve University completed a study
of the operations of the out-patient departments of four Cleveland hospitals.
There are four other clinics, including City Hospital, not included in the study.
In 1932 the Cleveland Academy of Medicine, concerned because patients unable
to pay their own physicians were flocking to the clinics, set up a plan whereby
all patients were to be referred back to their own doctors for free treatments, or
referred back to the clinic for treatment of long-time, chronic, or obscure diseases.
This 14-year-old policy still obstructs the operation of the clinics, as shown by
this study. In one hospital, applicants who have seen their doctors in the last
2 years must return to him for treatment or a referral slip. In another, the
period is 5 years. The results of this policy are that many who have no physicians
get no service whatsoever from the clinics. In the words of the study, I quote:
"Two admitting officers were unable to estimate the number of admitting
rejections, but the reason for rejections was because of failure to bring a referral
slip from a private physician."
The study concludes that with all the modern facilities available in the outpatient departments at the present time for medical diagnosis and treatment,
many medically needy persons are excluded from their use by the admission
policies now practiced in the out-patient departments in our hospitals.
Our workers do not want the charity of the out-patient departments, when they
can, through the national health bill, pay for their medical service and choose
their own doctors. Voluntary plans are clearly demonstrated to be inadequate
to deal with the tremendous problem. The need here in Cleveland cannot be
denied; a majority of our citizens cannot pay for medical and dental care.
There is an alternative to the indignities of the out-patient department, an
alternative to the voluntary plan. That is S. 1606, a national health bill.
We believe in a Federal system because, under it, our members and all working
people can obtain for themselves and their families complete medical and hospital care by small, regular contributions supplemented by employer contributions and, insofar as needed, by the Government. It will spread the risk, keep
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down the cost, and eliminate the financial barrier between the patient and
doctor or hospital.
We believe that such a plan-a comprehensive, Nationwide system-will encourage preventive medicine by correcting symptoms before they become serious.
We believe that this system will raise the quality of medical care. Our people
will have greater access to the services of laboratories and so forth. And,
without excessive charges, we believe that the medical profession will benefit.
They will be more financially secure and better distributed relative to population
needs for care.
We believe that the doctor-patient relationship will improve when people
have a right to medical care. Charity will tend to disappear, and so will fear
of doctor's bills.
With close personal knowledge of the health problem of our members, with
tull realization of the need for adequate service, and with grave concern for the
health of the people of this Nation, we urge the adoption of the Wagner-MurrayDincell health bill. [Applause.]
Chairman MORGAN. I was interested in that. He dealt very largely with our
local situation here in Cleveland. Now, we have a number of witnesses lo follow,
therefore I am going to confine this question period to three questions.
Dr. MILLARD JORDAN. I would just like to raise a question with Mr. Stevenson:
Whether he feels that this bill would have any effect upon the quality of the
young men going into the field of medicine-the ability of these young men.
Mr. STEVENSON. Well, it would certainly be a personal opinion

It would be

my opinion that the assurance of a full opportunity to give to the people of any
community in which they practice, full benefit of the knowledge they have gained
as a result of their studies should be an encouragement to better men to engage
in the field of medicine.
Chairman MORGAN. Any other questions? Thank you, Mr. Stevenson.
Dr. Ewing Crawfis, superintendent of the Cleveland State hospital.
Dr. CBAwFis. Judge Morgan, panel, and friends, when doctors sometimes give
rather bitter medicine, to get the .patient to take it, we give that medicine in
sugar coated pills. My talk tonight is going to be like a sugar-coated pill; I am
going to give you the coating first, and then the bitter medicine afterward. As I
read this bill, I believe that it can provide medical care more adequately than
at the present time. I think every doctor here in Cleveland will aree that there
are many times and many patients in which he would like to do more diagnostic
work, he would like to do more in the way of treatment, more in the way of care,
that he is unable to do, because the patient or the family cannot foot the bill.
I think that, as the provisions of this bill are set up, that is possible. I think
that it can provide medical care in areas where doctors are not now available,
particularly in some of the rural areas-in the places where population is scattered
and income is low. It can aid by these grants and aid in the construction of
hospitals in these same areas. One of the most important things that was mentioned is the expansion-and it is a much-needed expansion-of medical eilucation. At the present time, it is unfortunately true that the cost of a medical
education is almost prohibitive.
It seems to me that there are two great fields of medicine that should especially benefit by this type of bill, and that is in the field of research and in the field
of preventive medicine. These are the fields where we need a great deal of
help.
Now, there are some statements made that I don't agree with. One of them that
is very frequently made is that, with adequate income, there will be more doctors attracted to rural areas. I think that studies have shown that that is not
true. I'd like to explain that.
Acually, there are many, many more doctors with low incomes in the cities
than in the rural areas. Now, why do doctors choose to practice in the cities
when they could probably make more money in rural areas? The answer lies
in the hospital and laboratory facilities, and it goes back again then-we must,
in utilizing this bill, provide, first, hospitals, laboratory facilities, and equipment
in these rural areas or we will not attract doctors there.
There is a fallacy that I would like to discuss just a moment, and that is that
the adequacy of medical care will increase in proportion to the amount of money
we spend. One of the factors that has greatly raised the cost of medical care
in the United States is hospital care. The great increase in the cost of medical
care is almost directly due to hospital care.
In the private clinics, where our better-paid patients go, I regret to say that
there are very many tests performed that are entirely unnecessary, that raise
the cost of medical care all out of proportion to what it should be.
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Now, essentially, I come down to the bitter part of our medicine. Essentially,
what are we talking about tonight? We are developing the taking over of a lot of
functions--local functions-by government, aren's we? We- have seen it in other
fields, and we are seeing it in medicine. And you say, "Can government do a
better job than private individuals?" and the answer is, "Yes; they can-but, will
they?"
I point to my own field-the field of mental disease. Mental disease has been
government medicine or State medicine for centuries, and it is the lowest level
of medical care in the whole field of medicine.
Dr. SHARPE. Amen.

Dr. ChAWFIS. We are not even giving adequate housing or food or basic care, let
alone medical care. Why? And here, we come to this same application to this
bill. The reason lies in some of the basic factors of human behavior and human
thinking. You know, a man is a rather queer individual. I'd like to just touch
on one paradox in our behavior, to point up the paradoxes that I am going to
describe.
In the last 20 years, we have seen a considerable change in the attitude toward
women, haven't we? Women today wear pants, and they smoke. Do you think
for a minute that a man could go down the street dressed in skirts? Now, that
is a demonstration of our paradoxical thinking.
How does it apply here? Well, the first thing is, it's easy to spend the other
fellow's money. We are always eager to make plans to regulate other people's
lives, and when we are thinking of this business of medical care. we are thinking
of it for the other fellow-we are not thinking about it for ourselves. Now, the
paradox comes in after the program gets along. We are so eager to spend the
other fellow's money, but then we get to paying taxes, and we resent our tax
money being spent on the other fellow. That is the reason we don't have adequate
care in the State of Ohio for our mental patients, because the taxpayers resent
having money spent on mental patients.
I would like to say, in my own defense, that the best-intended administrator
in the world couldn't do any more than his budget, and it comes back to money.
Dr. SHARPE. Amen, again.
Dr. CRAWFIS. Now, I'd just like to point out another significant thing to you.
Unfortunately, the level of private practice follows the level of the Government
medical practice, and the reason is-competition. Most of our private mental
sanitariums don't give any better care than the State hospitals. They don't have
to. They don't have to meet competition. Some of you may not believe that,
but the few of you who may have had relatives or friends in private sanitariums
will bear me out
Another fallacy that I'd like to talk about is, I don't think this bill will eliminate quacks and cheap medicine. Someone asked about the unscrupulous doctor.
I don't see how it can. In regard to quacks, a very great number of people who
could afford to go to see a good doctor, spend their money on quacks. Why do
they? There is just one fundamental reason why they do. The average citizen
falls for advertising; he falls for showmanship.
To get back to the point I am trying to make, government medicine is attractive to us because it is a method whereby we shift our burden to someone else,
and we all like to do that.
Chairman MORGAN. Limit to three more minutes. I am sorry, because this is
intensely interesting.
Dr. CRARWIS. All right. There are two points I would like to discuss in a
short time. The first is that statistics always need interpretation. I'll take
just one-our friend from the Social Security Board, in his knowing discussion,
mentioned diabetics, and he told you that there are more people dying from
diabetes today than there were 40 years ago. Now, what does that mean? Well,
let me explain to you that up until 1925, and the development of insulin, almost
a hundred percent of patients with diabetes died. Today, with the use of
insulin. 90 percent of the patients live out a full, satisfactory life. Why should
there be so many more? Well, the answer is simply in diagnosis. There were
many, many patients with diabetes who weren't diagnosed as such 40 years ago.
The other thing that I want to bring to your attention that we must think
about-and the thing that pointed it up was the statistics on dental care and on
teeth-we must distinguish between medical and dental care, if you will, and
social and economic conditions. Almost 100 percent of dental care is the result
of inadequate diet-and this medical bill won't take care of that.
The final word I have to say is this: This bill can do the things that we want
it to do-if you remember these warnings. Thank you. [Applause.]
Chairman MORGAN. Any questions?
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Mr. HuML. Yes, I have. Dr. Crawfis, I think everyone in the room is particularly interested in the attitude of the medical profession toward this proposed
plan of national health insurance. You seem to be the only representative of
the profession here, so you are likely to be the victim of questions on that subject.
I'd like to preface my question on the assumption that there is a wide variety in
the ability of the members of your profession-as there is in most other professions-and that most of them charge, or attempt to charge, in some degree
according to their ability and experience.
Dr. CRAWFIs. That is correct.
Mr. HuML. What, in your opinion, would be the probable attitude of the greater
portion of the better physicians toward participation in a plan of this kind?
Dr. CRAWFIs. My impression, after talking with the members of my profession, and after reading the discussions in the various magazines, is that the
medical profession is opposed to the bill. It is opposed to the bill, not because
of fear toward the financial structure but it is opposed to the bill because it is
afraid that it will lose independence of thought and action. [Applause.]
Mr. HUML. May I supplement that with another question, then, Doctor? If
some physicians, who agreed to participate in this plan, find that their private
practice-for which, presumably, they will be paid more for their servicesinterferes with the patients that are coming to them as a result of the plan itself,
is it not likely that they will favor their private practice at the expense of the
patients who receive services under this bill and who, therefore, pay less money
for the services? Is that a fair question?
Dr. CRAWFIS. I think that is a fair question. I think that is an entirely likely
possibility.
Mr. BAUER. Doctor, if this bill were enforced, what percentage more of people
would have medical care than before? In your opinion?
Dr. CRAwns. Well, that, I think, is a difficult and unfair question. I have
little to base my judgment on. My feeling is that the patients-the great group
of people-would receive more medical care than they now do. The question is,
whether it would be adequate.
Chairman MORGAN. Do you think that medical care can be made adequate
without some bill of this kind?
Dr. CRWFis. I think that, fundamentally, there are two-or I should saythree pretty definite fields where government can aid in medical care. The
first, I think, is in preventive medicine. In spite of what was said tonight about
the average individual waiting too late to go to the doctor, I doubt very much
whether that is a very great factor. But, most of us do wait until we get a
toothache, or a bellyache, before we go to the doctor or dentist, and this is a
special flild where government really has a place.
The second thing is in research. We know pretty definitely from industry of
the advantages of research and what it can do. But, you see, in medicine we
can't demonstrate a dollars and cents value and, relatively, there is very, very
little research.
The third is in education.
Mrs. MICHAEL GERACI. Dr. Crawfls, what are the possibilities of political patronage entering into this, if the bill is passed?
Dr. CRAwFIs. Well, I think there are great possibilities. The question was,
How much do we have to fear from political patronage? I think that is one of
the great dangers that we must fear.
MEMBER OF THE AUDIENCE. How ?

Chairman MORGAN. All right, I'll ask it, "How?"
Dr. CRAwFIS. It arises, I think, from the very fundamental fact that in any
government, the individual with less than top ability is able to get by. I regret
to say that we see it in State medicine. In our State hospitals, we don't have
the top men-we get the dregs.
Dr. SHARPE. Isn't that because of low wages-low salaries?
Dr. CRAWFIs. Well, I think the fundamental answer is the financial one.
Chairman MORGAN. This is such an interesting subject and, Doctor, you are
the one doctor here this evening. I am going t-MEMBER OF THE AUDIENCE. I'd like to ask the doctor this: I think he has
magnificently stated the evils that can come about through the State, but I
would say, as a graduate nurse, that he has neglected to state some of the good
things that have come about. City hospitals are not evils, tuberculosis sanitariums are not. Are not the Ohio institutions for the insane magnificently run?
Dr. CRAWFIS. Well, that is an unfair question. [Laughter.]
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But I would like to say, the answer comes back to the point I was trying to
make. The per diem cost of patients at the city hospital is $7 a day; at the
State hospital, it is 94 cents a day.
MEMBER OF THE AUDIENCE. Isn't it true that the difficulty of the mental patients has been the difficulty of the people to recognize that there is such a
thing? We don't like to recognize such things, but it has to come about with
the recognition of the people to demand better care.
Chairman MORGAN. Do you wish to answer that?
Dr. CAwrs. No.
Chairman MORGAN. I am/very sorry, but we have a program and we must
proceed with it. Now, the social settlements are represented by Miss Gannett.
Please try to say what you have to say in 5 minutes.
Miss ALcE P. GANNMrr. I will undertake to say it in much less than 5 minutes, because some of the speakers who have spoken before me have said some
of the things I was going to say. I just want to say that I am representing
the National Federation of Settlements, which has members all over this
country, and also, the Cleveland Federation of Settlements, which has 11 settlements as members here in Cleveland.
The national federation has, of course, been very much interested in the
whole question of the health of the people, as well as their financial condition,
and has made several studies. I am going to abbreviate my remarks by just
telling you of the most recent one, which was on the way that the people's
money-vast sums of money that Mr. Stevenson mentioned-has been spent in
the. last war years. Everyone feels, "Oh, the people are making such enormous
sums, and they are spending them very unwisely." In the study that was made
in the cities of this country, we found a very large proportion of the earnings-the war earnings-of the people were being spent in paying up bills for medical
care. That is what I will leave for you. For that reason, among others, the
national federation and the Cleveland federation have come out very strongly
in favor of 8. 1606. [Applause.]
Chairman MORGAN. Thank you, Miss Gannett. The United Veterans' Association is represented here by Mr. Wilson Latkovic. The name "Wilson," does
that have some connection with Woodrow Wilson?
Mr. LATKOVic. Well, in a sense-my dad was very democratic. At the time
Wilson was elected, my father thought it was a good omen, and he named me
after him.
I don't wish to repeat what has been said by everyone else concerning the
problem of the ordinary people and the low-income group. I'd like to sort of
bring forth what concerns the veterans.
Every one of you knows that, at one time or another, many veterans have
come back from overseas with injuries-some serious ones, others minor onesand the problem that comes up is, "When is he to receive medical care?" We'll
say he is working every day and has a family to support His injuries bother
him and he has to take a day off to go to a veterans' installation, whe-re he
will probably lose more than 1 day.
I am just wondering, in the years to come-if a certain veteran has a family,
you can see the problem he has before him. If he keeps on losing days, especially if he has no compensation from the Government in regard to his injuries,
that will mean his children and his wife will meet bills which he will be unable
to pay.
In this way, if this bill is passed, I am sure our problem will be relieved in his
mind, knowing that while he is unable to work at times, but still, if something
happens to someone in his family he is sure of some sort of care, and I think
that is going to be a big factor in years to come.
I know, in my own case, since I have come back-I had what I thought was a
minor injury-I have lost a period of 2 weeks, due to the fact that I have to go
to a veterans' hospital for treatment and sometimes can't work. In years to
come I may have a problem.
I think this is in the interests of the veterans; and since, during the war,
nothing was too good for the veterans, I think the passage of this bill will be a
great help to them. [Applause.]
Chairman MORGAN. Thank you. Now, the National Association for the Advancement of Colored People-Mr. Lucas?
Mrs. MAnGAnEr EvANS. Mr. Lucas was unable to be with you, so I had this
statement prepared by the Cleveland Branch of the National Association for the
Advancement of Colored People:
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"The National Association for the Advancement of Colored People considers the
Wagner-Murray-Dingell health bill as one of the most significant measures before
the United States Congress today.
"This proposal, which would provide a national system of health insurance, is
designed to make complete medical care available to all of the people, regardless
of race, creed, color, national origin, or size of the family purse. Everyone who
works for a living will be covered, which would mean four out of five in the
entire country. Anyone who has studied the health needs of this Nation can
readily understand the deep feeling with which the working people look toward
this health bill. The miners have been pressing their claims, but they are only
one out of many such groups which must have insurance protecting them from
medical costs.
"This legislation would give all of the people what the miners are asking for
and give it more adequately. The health-insurance plan will improve the health
of the workers and increase productivity. It will cut down industrial accidents
and disease. The entire Nation will benefit from the increased stability, contentment, and prosperity of a health community.
"Practically every progressive nation in the world has some system of prepaid
medical care. The present system of social security in America is not complete
without the Wagner-Murray-Dingell national health-insurance plan.
"So far, in this country, the private voluntary insurance ventures have succeeded in giving full medical care to only 2 or 3 percent of the total population.
The cost of the voluntary plans is too high to attract people of moderate incomes-those who need it most. Under the national health insurance plan, medical purchasing power would be spread evenly all over the country, so that a
child would have an equal opportunity to grow into a healthy and useful citizen,
regardless of the position of his parents or in what section of the Nation he happens to be born, or without limitation because of race, creed, or color.
"Veterans will directly benefit'by such an insurance plan, for illness and injuries following their separation from the Army. Coverages for the health of
the veteran under the Veterans' Administration are not duplicated by the Wagner-Murray-Dingell national health bill, but the bill is, rather, a supplementation.
"The National Association for the Advancement of Colored People has approved the W gner-Murray-Dingell bill and is cooperating with the Committee
for National Health for the passage of this legislation. The Cleveland branch
has worked with local organizations in favor of the Wagner-Murray-Dingell bill.
Many letters, telegrams, and petitions have been gathered, and it has elected to
support the measure by reason of the foregoing, respectfully submitted."
Chairman MORGAN. Thank you, Mrs. Evans. Mr. Woodle wants to ask you
a question.
Mr. WOODLE. May I ask you: Is it your understanding that this bill would
cover medical service to children?
Mrs. EVA NS. Yes; I understood it would.

Mr. THOMAS. Every dependent of an individual who is currently insured.
Chairman MORGAN. Thank you. Next is the Cleveland Association of Psychiatric Workers. As Mr. Winters is not present, is there some representative here
of this Association of Psychiatric Workers? All right; they couldn't get here.
The White Collar Workers-Mrs. Ruth MacLennan:
Mrs. MAOLENNAN. Judge Morgan and members, I don't officially, of course,

represent the White Collar Workers of Cleveland; I don't know that anybody
could officially represent them. I am just a private citizen who would like to
say a word in behalf of the Wagner-Murray-Dingell health bill, because I feel
that itis essential to the welfare of all the groups in the country, and one of
tremendous benefit, especially to the children. I can speak both as a church
worker, as a teacher, and as a factory worker, so perhaps I could speak for almost any one of the groups. I think that previous testimony has given the national need and has given the statistical basis for the passage of this bill, so I
would like to make just a few remarks of a very personal and specific nature.
Sometimes the problem gets so big and complicated when we look at the
whole country and find the figures on the families that need help, that we don't
remember to look at the neighbor next door, or into our own family to see what
it would mean to us. In fact, a previous speaker said something to the effect
that we might object to paying for the bill, because we would see other families
benefiting when we wouldn't be benefiting ourselves. I doubt if there is a person
in the room, or family represented, that wouldn't benefit by the national health
bill.
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Just to get down to specific cases-I live in an apartment house, so it
isn't very easy to know my neighbors as intimately as some can who live in onefamily houses or more neighborly groups. So I ask my sister, who has had long
years of residence in Cleveland in a neighborhood of that kind, to just survey
her block and ask for information from some of her neighbors as to what .the
national health bill would mean to them, and did they want it, and what were the
figures for doctor's. care, and what had it meant in their personal lives.
In these few moments I can only give just a couple of examples. But right
next door, the family-this year-spent $2 for the doctor, $35 for the dentist,
$200 for a surgeon's bill, $40 for the hospital, and $50 for special nurses' carea total of $345-$305 above hospitalization. They were covered by hospitalization. Now, if this were just 1 year, it might not be so significant. But that
family has had bills like that for the past 4 years. There are three children in
the family, and it has meant that that family has just been kept down to a much
lower standard of living than they should have experienced if they could have been
covered by a health insurance bill. It probably meant the difference between
adequate clothes and recreation and, possibly, college education for those children. The cost of medical care may have kept them from having that which
would have meant a new perspective and a new opportunity in life.
That isn't by any means an unusual case. I didn't take any that were especially unusual, except that a young couple a little further down the street has
certainly had sickness that would be enough to discourage anybody-perhaps even
keep you from wanting to live. The wife has diabetes and has had sanitarium
treatment two or three times, and then the husband was discovered with cancer
and has spent the last several months in the hospital, finally undergoing an
operation with a total cost of nearly $1,800. Now, in that particular family, it just
happened-when it does happen, sometimes-that the father-in-law was able to
foot the bill. But if there hadn't been a father-in-law with reserve back of them,
that would have been an indigent case, because the young couple themselves could
never have paid the doctor bills or provided the care for themselves. There are
cases where there is no one in the family who can help out and where it means
the total wreckage of human life, because of the sudden onslaught of illness.
It is not easy to testify personally, but sometimes if these things are brought
very close to home, it can mean something in our estimate of the bill.. I think
if the national health bill had been passed 10 years ago, my father would probably be alive at the present time. Someone testified that people didn't put off
going to the doctor because they didn't have money. I have known dozens
of people to put off going to the doctor because they didn't see that they could
face the bill. In my family, the money was there, actually in my grandmother's hand-on my mother's side-and there were resources that could
have paid it; but father, with four children, just thought that he couldn't face
the doctor's bills, and he put it off and put it off until it was too late. Finally,
cancer had gotten too far, and the operation which he did have--and which
we thought was successful-gave him three more years of life which he wouldn't
have had.
The doctor and hospital bills amounted to $1,800, which was almost as much
income as he and my mother had at that time-with the family grown up-and
there were none of us that could stand it. Whether the strain of paying off
the doctor bills for the next 3 years brought back-or helped bring cancer
back-I don't know-I don't know whether the doctors know-but certainly
it didn't add any pleasure to know that it was hanging over mother's head if he
didn't live long enough to pay it off.
Perhaps I have taken time enough, but if you will look around in your
family or in your neighborhood-I don't think you will have to look more than
across the street or right next door to know that this bill will save human life,
it will help children to have a chance to grow up, and it will help these strong
people if they should need it. It will mean that more children will have a
chance at the decent life and education. It will mean happier, healthier
neighborhoods and people that can become better citizens of our country and
the world, because they are free from the constraint and fear of sickness that
they can't afford to pay for. [Applause.]
Chairman MORGAN. Because of the intensely personal nature of your talk,
I think we have no questions. We have all had, and we know people who have had,
experiences of that kind. Thank you.
Now, is Mr. Creighton, of the American Association of Social Workers, here?
We have a couple yet to follow you. I don't like to cut you down in length,
but-go ahead.
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Mr. RICHARD CRETOHTON. Ladies and gentlemen, I can't resist speaking first
as an individual, and not as a representative of the American Association of
Social Workers. There was a statement made here tonight that we don't
like to be taxed when it is going to help the other fellow. Less than a year
ago we were still in a war that has cost us over $240,000,000,000. Hardly
any of the boys were home before we hear a hue and cry to repeal the excessprofits tax. Whose pocket is that money coming out of? Whose pocket does
the money come out of every time a special privilege is granted to railroads,
for the clearance of rivers, for farm subsidies, and other special privileges
that Congress grants? We don't get up and get excited about that, and I am
certain that it comes out of the pockets of every one of us.
I am now going to speak as a representative of a group of professional people
who, in their work, come in daily contact with situations which point up the
great need for a standard program of public health, dental and medical care.
To save time. I will quote briefly from the statement presented to the delegate
to Congress at the recent National Conference of Social Workers:
"Good health, physical and mental, is a basic right of' all the people and
a responsibility of the community. To obtain and preserve good health, all of
our people must have public health services and good medical care, sufficient
and satisfactory food, shelter and clothing, useful and satisfying employment,
opportunity for education and adventure, all of which go into making an adequate concept of living.
"Second, a plan for assuring adequate public health services and medical
care to all must be a part of a broader program of social security for all.
"Third, the Federal Government must be the guarantor of adequate public
health services and medical care for all the people. Recognition of the close
relationship of medical care and public health services is essential in this
country."
I want just a few minutes to tell you of a case history when I was in the
field. Five years ago, a man and his wife came to our private social agency,
asking financial help. They were asking it because at the time they were receiving public assistance. But they were about to be sent back to Pennsylvania,
because they were nonresidents. The man had worked 18 consecutive months on
the WPA. We wondered about that and asked why he wasn't considered a
resident. It was told he had received free medical service-or some member of
his family-during the past 18 months. Receiving this free medical care, he
was denied the right of establishing residence in Cleveland.
The health angle entered in this way. In talking with the man, I discovered
that he had received an injury when he was a youth and that injury was blocking his employment in private industry. One of the examining physicians had
told him that if he could receive surgical care, that could probably be taken
care of and he would probably be able to secure private employment I tried
to get him into one of the private hospital clinics. They were interested, but
they were blocked because the man was a nonresident.
This points up two things. Free service secured during the time the man
had worked 18 consecutive months had robbed him of becoming a resident of
Cleveland. Because of that, the man was not able to rehabilitate and become a
self-supporting member of the community. The end result-the man stayed in
Cleveland, but he didn't get his medical care. He contributed to the winning
of the war by being-if not a legal resident of Cleveland, at least-one who
lived here and helped. [Applause.]
Chairman MORGAN. Thank you. Any questions to ask? It just seems very inconsistent to me-I am puzzled as to why he was denied that residence because
of this care. Could you explain that?
Mr. CREIGHTON. How do you mean?
Chairman MORGAN. Well, you made the statement that he was not considered
a legal resident because he had received free medical care.
Mr. CRIGHTON. Yes; I don't know how he was able to get that care that he had
first received, unless it was on an emergency basis or through the city hospital,
but the worker in the agency informed that he had received that, and because
of that, their agency had the rule that he was not a resident and had to be
returned to Pennsylvania.
Chairman MORGAN. That particular thing could be taken care of by changing
the laws. Now we have the Consumers' League of Ohio, as represented by Mr.
Marvin Harrison.
Mr. HARRISON. Judge Morgan and ladies and gentlemen, the hour is late, and I
shall try to be through in 3 or 4 minutes, but I want to say only a few words first
about our attitude.
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The members of the Consumers' League-of course-are for this bill. But
what I want to talk to you about just briefly tonight, is a question which some of
you have asked yourself. Why is it-if this is a good bill-why is it that the
medical profession, through its organized representatives, is so generally, so
unanimously, so poisonously against it?
Well, you know, before I say what I have to say on that, I want to preface
what I say by the observation and the obvious truism that all of us have enormous respect for the accomplishments, the great wisdom, the great learning, and
the great service performed by the medical profession as a whole-and by those
individual members for which we have the most profound affection and respect,
and on whom we have, everyone of us, relied in time of great distress and need.
That goes without saying.
But it is also true that, in their corporate-in their associational-forms, the
medical profession, as a whole, is against this bill, generally speaking. Why?
Well, that will take a good deal of time to explain. I suppose for the same reason
that the lawyers-a great many of them-were opposed to the workmen's compensation bill. Actually, they thought it was going to cost them some money. I
am sure that the great doctors, the successful doctors, the hnndred-thousanddollar-a-year doctors who dominate the Cleveland Academy of Medicine and the
Ohio association of the American Medical Association as a whole-those "big
shots"-they think that somehow they will lose something, or they would lose
something, if we had this measure.
That may be true. But, measured by the need, measured by the availability
of medical service to do the job, our present situation is nothing less than a
scandal. The fact remains, our medical profession provides enormously resourceful service for a few, but the great problem of public welfare and public
health and preventive medicine simply goes on beyond.
Now, if you talk with one of these great doctors on the problem of public
health and socialized medicine-to use that expression-most of them say, instinctively, "Yes; but standards of practice won't be as high as they are now."
I am not qualified to say whether that is true or not.
It is wholly irrelevant.
The problem isn't whether the peak of service will be as high as it is now; the
problem is, "Will those who are at the bottom, getting nothing now, get something then?"
In other words, taking the whole thing, will better service be available for the
little fellow than is now available? It could scarcely be worse. I say that,
knowing what a profound amount of research goes on-what great wisdom is
available for those who have plenty of money. The fact remains that medicine, as
it is practiced in Cleveland, in Ohio, in the United States of America, is nothing
less than a scandal, because the great progress that is made is not actually translated into dividends of public health.
That Is the thing we are entitled to have. We are entitled to have the great
wisdom, the great learning, the great knowledge of medicine made available
to everybody.
Now, I could easily prove-I think-that public-health medicine isn't so bad.
It was suggested in a question that we have the beginning of its right here in
Ohio in the industrial commission. Some employers are self-insured, and some
men who are injured, go to their own doctors. There is no evidence that I
know of that those whose doctors are picked for them by their employer fare
any worse than those who pick their own doctors. I expect they all get well
in about the same length of time.
But the fact remains-and this I use as only one illustration-when I was
in Boston, studying law, I had occasion in a debate one time, to look up the
figures, and I found that about 10 times as many babies per thousand died in
South Boston in the first year of their life as did in Brookline, which merely meant
that the dividends of what was then known in obstetrics wasn't available to the
poor people of South Boston. Whether that was a staggering comparison that
doesn't generally remain true, I don't know, but it still remains true that the
general .facts about medicine are not available, even now, for most of the people
here in Cleveland-and they never can be and never will be so long as medicine is
made a private enterprise. It can't be, so long as it is a private enterprise which,
with all of the preachings of disinterested witnesses on learning that you can
invest it with, still remains an inescapable enterprise for private profit. There
is something Inherently inconsistent with private profit, on the one hand, and
public health and public welfare, on the other. So, for my part, I want to see that
accomplished.
Now, may I say this word in closing: We of the Consumers' League believe this
thing canrbe demonstrated and proved by public debate. Two years ago, we got
85907-46-pt. 5--27
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Dr. Hugh Cabot-one of the leading surgeons of this country-to agree to come
to Cleveland to debate the question of health insurance with any person that
might be chosen by the Cleveland Academy of Medicine. They said, "No." We
then brought it to the Ohio State Medical Association. They said, "No." And
then we wrote to the American Medical Association and they also said, "No."
We quickly wrote to Dr. Cabot and called his attention to that. He replied,
and I have the letter before me-this, I say, from one of the great surgeons of
this country, one at the very top-he replied as follows:
"Thanks for your telegram. The answer from the Academy of Medicine is
no more than I should have expected of this reactionary group. It is no use
to apply to the American Medical Association, since Dr. Fishbein long since
ordered his satellites never to speak on the same platform with me."
We don't believe, ladies and gentlemen, that the way of progress is closing our
minds and refusing to appear on the same platform.
I have no blame for
doctors who think ill of "socialized medicine," but I do want to finish with this
sentence or two, because I said that I was going to say this, and I had better
say it now:
SThis attitude of refusing to meet and debate the matter seems to us grotesquely
out of character for a profession which boasts justly of its desire to learn new
truths and to seek continually for new remedies for old evils. We are puzzled
and disturbed by the pressure campaign which the medical profession puts
on any of its members who ure in disagreement with its official policy. It is an
open secret-indeed it is scarcely a secret at all-that if any physician or surgeon
of this city of Cleveland should publicly admit his faith in the principles of
health Insurance, he is ostracized in his profession and finds it extremely difficult
to get or keep any hospital affiliations.
These are not the methods of progress. The time was when the members of
the medical profession acquired their knowledge by reading books of venerable
age, but little practical use. For several hundred years, however, it has been
the glory of the profession that it has followed the Biblical injunction to "prove
all things and hold fast to that which is good."
We have no objection to the strenuous opposition of those men who think health
insurance wrong, but we do think that the profession dishonors itself and its
great record of research, when it refuses to discuss this proposed advance, and
blacklists those who refuse to follow its official opinion. [Applause.]
Chairman MORGAN. Your name?
Mr. HARWICK. My name is Harwick. Mr. Harrison, I am sure this is an
academic question to. this audience, but it concerns me, inasmuch as the cost of
financing any project is always a serious consideration. No legislation has been
provided for the financing of this program, and nobody seems to know how it is
to be financed. How are the proponents of this legislation so certain of its
benefits to the public?
Mr. HARRISON. Well, of course, that is assuming that we might get it started
and leave the bills hanging in open air, unpaid. We have so much confidence, I
was going to answer it facetiously, but the short answer is, if this measure works
well-with the obvious advantages it has-the necessity of paying for it will be
as obvious as the necessity of paying for a war. When the Japs hit Pearl Harbor,
we didn't have to consider whether we could buy shells when we started to make
war, and this is qute obviously a war on disease. Even though it doesn't hit the
healthy ones as much, it is just as important as the war against the Japs, and the
fact is, in the long run it is probably more important. Therefore, the need for
paying for it and the necessity that it be paid for, I think will take care of itself.
[Applause].
Chairman MORGAN. If Mr. Harrison would permit me to mention one point, I
want to make a little suggestion. He mentioned the workmen's compensation bill
of 1920--that is when we got workmen's compensation in Ohio. Now, we all know
that nobody should have attempted to impede the workmen's compensation bill.
Mr. HRRBISON. That is true because, despite this opposition, they have learned
it to be a good thing.
Chairman MORGAN. I was talking the other day to a man who was the secretary
of the Chamber of Commerce of Cleveland at that time. He told me that the
largest delegation that ever went to Columbus on a bill, went from the chamber
of commerce to oppose workmen's compensation in 1920.
Now, then, there is one other speaker. I don't have to introduce him to you
at all. Dr. Sharpe, we are glad to hear what you have to say.
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Dr. D. R. SHABPE Judge Morgan, members of the panel, and friends, this is a
difficult spot. I am thankful that Marvin Harrison is the son of a minister and,
therefore, there is little likelihood that he will get after the clergy.
I belong to that group which can take an objective view, because we are not
in social security. We can't get in this act, and I doubt if many of us-or some
of us, at least-the way we have been carrying on, will ever get into the Kingdom
of Heaven, and I don't know where the dickens we will go to.
Now, I should like-if I can, friends-just for a moment or two, to really
sum up a little bit. I can't say anything new, because it seems to me that this
matter has been presented with such fairness, intelligence, and clarity that there
is not much left.
I think that, outside of a world organization for peace, and outside of feeding the starving people of the universe, this bill is the most important thing
before America tonight. The health of all our people is of paramount concern.
Good roads we must have; good parks, good schools, good business, good lawyers,
et cetera, we must have; but, friends, if our people do not have good health, if
they are not sound in body and mind, what is the good of all the other goods
of life? So I am for this bill, because health is of paramount importance to our
people-to all our people.
Now, the only point that I disagree with in this bill is that I find a little segment, way down here at the bottom of humanity. I care not whether they have
jobs or not, so far as this health bill is concerned. A little segment, so far as
I can find in my study, is unprovided for, and I think it is our business as a
people to provide for all the people. The very arguments which have been
presented here hold particularly for those in the very lowest segment of life,
who are without incomes, without money and oftentimes without health, and
who, by some means or other, must have the care which a bill of this sort can
provide.
I am for this bill, friends, because I am for democracy. Now, that is what
you have all been saying tonight. The test of democracy is not what it does
for the privileged and those at the top of the scale; the test of democracy is
what it does for the neediest person, in the neediest place in democracy. We
will not need, I think, to be overanxious about these people who have hitherto
been able, by virtue of their privileges, to provide for health measures for
themselves and their loved ones. We do need, tonight in America, to be very
much concerned about that great segment of our life which today is deprived
of health, because they cannot afford to have the treatment of good medical
men, good hospitals, and good medicine.
God knows, that those of us who are closest to the poorest know something
of what I am trying to say. I have seen people die in the city of Cleveland,
because they were too poor to buy the medicine and medical care that might
have saved their lives. What Ruth MacLennan said tonight is absolutely true.
Over and over again, I have stood by those beds, and I have had to console,
to help, to comfort, to bring what benefit I could to their loved ones after they
have laid away someone who-perhaps in quite early life-died because they
did not have medicine and medical care.
I am for this bill because I am for democracy, and the people who are at
the top of democracy cannot go on picking the ripe fruit from the tree of democracy
unless they are willing to share in keeping the roots of democracy alive.
[Applause. ]
When you talk about somebody being grieved because they have got to help
pay this bill, I say to you. friends, those people are not good Americans. Good
Americans have always been willing to share with those who are in need. That
is why, tonight, the great lines of food and clothes move to the ends of the earth
to feed and clothe the starving and naked.
I am for this bill, first and last, friends, because-as a part of this democracythere is an American cultural life and tradition which I want to see kept alive.
That American cultural life and tradition cannot go on unless all our people
share in the riches of that cultural life.
We are afraid-as I said the other day at a little meeting-we are afraid
of communism and fascism and other "Isms" in this country. Well, friends,
we need not be, if we will get behind a measure of this sort, which will make
dynamic our own way of life-make it so dynamic that no other way of life will
be wanted by our people, so dynamic that no other way of life can possibly fasten
itself upon the life of our people.
The way for us to make democracy sumptuous tonight is for us to accept
whatever dangers this bill may imply-and there are dangers-accept whatever
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responsibility the passage of this bill may entail-and there are responsibilitiesaccept our share and pass this bill despite the fact that there are many against it,
.despite the fact that some people are crying "socialized medicine." Well, what
of it? In heaven's name, friends, if we cannot do anything better on something
that is not socialized than we have been doing, then it is having something
that is socialized that will get to our people-that will not only save their lives
but bring them up in the health and vigor needed as a part of our democratic
process.

I am for this bill because I believe that we, in this complex day, in this great
land of ours, with its one hundred and forty or fifty, million population, need
this bill. I'd like to put in here, parenthetically, that I disagree with my beloved
friend, Dr. Crawfis, on the history of such a bill in rural areas; I have seen
such a hill as this work in rural areas in another land, and I know what it does.
I want to see this bill passed in order that, in this complex life of ours, we may
give leadership to an agency which will be able to envision all the needs and
equalize the privileges for all the people.
Now. I do not mean that any local group, any State group, any association
of medical men-and I have the highest regard for medical men, as Mr. Harrison does-can possibly do it. Friends, we may as well make up our minds that
in this day-tomorrow and the next day-we have got to have some good Qovernuental controls, or else a lot of our people are not going to get what a good
God intended they should have, and what a good democracy should give. [Applause.]
Chairman MORGAN. I am afraid the hour is very late.
Mr. ROBERT LEAvITT. It seems to me this whole thing has been jumping off
the deep end. You haven't heard anything at all about the service people, who
Share going to give you this service you are talking about. My name is Leavitt.
I'd like to say something.
I spent a year in the Public Health Service-the same Public Health Service
that is going to administer this bill-and 4 years in the Army. I am sorry
I came a couple of minutes late and didn't get in at the beginning of this.
But, as I said, I spent a year with the Public Health Service, and it is administered by the same Surgeon General who is going to administer this bill
that you people are talking for. There is plenty of politics in there-I knowright from the top on down through to the bottom. You have got petty favors.
The whole thing is going to work in the same way. It has to-when there is
one man who is appointed by the President. He can't control this thing.
The Army had the same thing. We had a bunch of doctors and dentists
who were approved by their local societies, and they gave medical and dental
care that you have all read about. Some of it wasn't good. It was passable,
but it wasn't the kind of thing that you people would want yourself and your
children to get. There are unscrupulous men in medicine, just the same as
in any other business.
Chairman MOROAN. Isn't that a job for the doctors to clean up theirselves?
Well. thank you for your point of view, we are much obliged. I don't want you
to think that I meant to cut you off, either; I thank you for expressing yourself.
Undoubtedly, if anything like this is to succeed, the Government employees and
others will have to be of a very high type-there is no doubt about that.
Now, I just want to say, in conclusion, we thank all who have been here,
wno have appeared and spoken. We thank you, Mr. Bauer.
Mr. BAUER. I want to say a word. The latest bill is no different than the
one I got.
Chairman MORGAN. You at least have the courage to state your convictions.
Mr. BAUER. Yes; and I will have plenty with me, after the bill is enforced
10 yea rs.
Chairman MORGAN. All right. Now. I call your attention to the fact that
there is another meeting tomorrow morning-a Saturday-morning session-at
this place at 9: 15, and I trust that some of you will be able to attend tomorrow
morning's meeting.
I want to express our thanks to those who got up to speak, because after
all, we all ought to be informed about this most important question. We all
ought to have definite opinions about it. The only way we can learn about
bills that are pending in Congress is by a meeting of this category.
Tomorrow morning's meeting at 9:15 a. m. at this same place. Thank you.
The meeting is adjourned.
( Meeting adjourned at 10: 30 p. m.)
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MORNING SESSION, JUNE 22, 1946

The meeting convened at 9:15 o'clock, Hon. Julius M. Kovachy, Judge of the
court of common pleas, chairman presiding.
Chairman KOVACHY. The meeting may come to order at this time.
Ladies and gentlemen, we all know that this is a public hearing on the WagnerMurray-Dingell health bill. The nature of this hearing might be said ,to be
similar to a hearing in court, or a hearing before a congressional committee for
the purpose of creating a record-a record to be created by witnesses who are
to appear before this body and testify.
A country boy went to a city church once to hear a preacher and after the
service he was asked how he liked the sermon. "Well," he said, "a lot of things
were said and, on the whole, it was pretty good. But, you know, in the country,
we deliver our hay in bales." I am quite sure this subject will be presented to
you in bales, well bound together, and carefully thought through.
At this time, I should like to present to you, the members of the hearing body
who will hear the record, and who, alone, during the creation of the record. have
the right to ask questions of the various witnesses. Those of you who may have
some question that you would like to present to us, may do so at the close of
the record, which will be when the last witness has testified.
On my extreme right, I present to you Mrs. Mary Sotak, member of the State
legislature; Mr. John Fintz, Cleveland Board of Education; Dr. Charles Kepner,
of Cleveland College and the Schauffler Institute. To my extreme left is Mrs.
Clayborne George, wife of a well-known attorney in town and member of the
Civil Service Commission; and at my left is Mr. Frank Baldau, executive secretary of the Community Relations Board.
The first witness that will be called is Miss Mary Woods, regional director
of the Social Security Board. I might say to the hearing body that Miss
Woods will not answer questions at this hearing.
(At this point Miss Woods gave a repetition of the address previously given
by Mr. Edwin Teple at the Friday evening session. See p. -.
)
[Applause.]
Chairman KOVACHY. Thank you, Miss Woods,
statement. The next witness that we shall call
who will present his statement on the provisions
of 1945.
(At this point, Mr. Thomas gave a repetition of
by him at-the Friday evening session. See p. -. )
[Applause.]

for your very informative
is Mr. William K. Thomas,
of the National Health Act
the address previously given

Chairman KOVACHY. Thank you, Mr. Thomas, for your vety illuminating discussion of the bill itself. The next witness whom we shall call is Dr. A. H.
Wichert, from the Cleveland Dental Society. Dr. Wichert.
Dr. WICHERT. Mr. Chairman, members of the hearing panel, and Indies
and
gentlemen, I have a prepared statement here because, as a member
of
the
Cleveland Dental Society, I did not know we would be represented before this
hearing panel until about 48 hours ago. So, if you will excuse
me, I will
read something which I have very carefully thought out--a message
which I
have tried to place on this paper as the thought of my profession,
the thought
of the leaders of my profession. I appreciate the opportunity to present this to
this articular group, as part of the program of my profession in the
United
States.

Before we can discuss ways and means of remedying this situation,
it is
necessary that we have

a clear understanding of the entire problem. It has been
estimated that children between ages of 6 and 18 require 244.000000 fillings
to restore their mouths to healthy condition. Also, if all these fillings could
attended to, it would require over 33,000.000 additional fillings every year be
to
keep up with the new cavities which have been developed. Along
with this
stupendous task of caring for the 6- to 18-year-olds, the adult population
would
require 285,000,000 fillings, with 79,000.000 additional fillings annually as mnintenance. Besides this, 25,000,000 teeth will need to be extracted,
and 11.000.000
prosthetic appliances-dentures, bridges, et cetera-will have
to
be constructed
every year.
You see, we do not deny that a dental need exists, but this large problem
of
making dental care available, even on casual examination, will he
seen to he
composed of many small problems. Three of the most important of these problems
will be found in (1) dental needs, (2) dental costs, and (3) dental
manpower,
In terms of 140,000,000 people, the cost for such service is staggering.
One
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estimate has been made that it would cost $5,000,000,000 to remedy past neglectand an additional billion each year to keep up with new dental defects.
Does it seem economic to plan such expenditures without taking every necessary
step to see that mistakes and omissions do not make still greater amounts of
public funds to be dissipated?
The cost of a comprehensive dental program, however, should not be the
major factor in the richest country in the world. Any rational expenditure
that will produce a higher level of health is not only justified but also practical.
In dentistry, as in industry, expenditures must be repaid to production, and
here, we enter a problem of truly major proportions. Here, then, is our third
problem-dental manpower. There is a shortage of dental personnel in meeting
a problem of the proportions that now seem to exist. This shortage cannot be
corrected in 1 or 2, or even 3 or 4 years, nor can it be corrected by legislative
action.
With this superficial examination of these three aspects of the problem, it
should be evident that very careful scientific, economic, and practical planning
is needed. The American Dental Association, after many years of study, has
enunciated a three-point program upon which such planning is based. This
program asks for1. Intensified dental research, so that more facts can be revealed concerning
dental diseases, their prevention and control is an administration of programs
of dental health.
2. Intensified dental health education for both the public and the professionto make them more aware of their roles in solving this problem.
3. Programs of dental care, particularly for children, because in that age
group the most effective measures can be utilized.
It will be seen at once that these point directly to the three problems of dental
need, dental costs, and dental manpower.
Please, ladies and gentlemen, keep in mind that the function of my profession
is, has been, and always will be, service to the people, but allow my profession
to recommend the ways and means of carrying out that obligation. May I
say, in the words of a poet whose name I do not recall:
We say, "we think"
Ten times a day,
Or even fifteen or twenty;
Well, anyway,
We sure repeat it plenty.
Now, pause and ponder half a wink,
Let's start our brain cells clinking.
We say, "we think,"
But do we think?
Or only "think" we're thinking.
IApplause.]
Mr. FINTZ. I'd like to ask a question, Mr. Wichert. You indicate that there
is a need of a tremendous amount of work, amounting to about $5,000,000,000 for
taking care of past neglect, and that the medical societies and individuals are
glad to do what they can to serve the public. If this is the need, and they are
willing to do it, how can they raise the necessary money, unless we have some
public assistance?
Dr. WIVCHET. Oh, yes, but if I may, in answer to that, say this: at the present
time, we are sponsoring Senate bills 109 and 1099. S. 109 specifically asks for
money for prevention and research-because prevention is true economy. Senate
bill 1099 is asking the Government again for money, and trying to establish three
or four plans-and trying to learn through these three or four plans which one
is the best. So, I think we have answered that.
Mrs. SOTAK. I'd like to ask Mr. Thomas a question.
Chairman KOVACHY. Well, thank you, is there another question of Dr. Wichert?
Dr. KEPNER. May I ask another question? In connection with the lack of
personnel-if you have this tremendous opportunity for more dental work offered by this public program, wouldn't that be the way to recruit further personnel?
Dr. WICHERT. If I may elaborate on that question just a little bit. Remember,
ladies ar.d gentlemen, this whole idea of dental service is brought abcut by my
profession. All through the years we have established different programs along
the theoi y of prevention. We have tried to teach the public to maintain good
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dental health. The physicians have tried to teach the public to maintain good
physical health. So, now, we have suddenly had this problem confronting us all
at once; people are demanding better dental attention and more medical attention. When you say that this gives us the opportunity of recruiting more individuals in our profession, that is true, and we are helping that. Now, every yearand this was started by the Cleveland Dental Society 7 or 8 years ago-we have
set aside 1 day for the study of advancements in children's dentistry, along with
the theory of prevention. That particular idea is throughout the entire country
today-1 day has been set aside.
We have established "boy dentists" banquets. We had our first one last year.
Every member brings a boy and says, "Son, here is our profession of dentistry;
here is an opportunity for service; let us show you what we have to offer." Because of those programs, our dental colleges-I can't say this in an authoritative
way-I believe they are almost completely filled at the present time. We have
a demand and we don't want to disappoint the public. We have never let the
public down. We want to be sure that whatever is passed, whatever bill is put
in operation, that we are able to do that.
If a bill is passed which we cannot put in operation, where there is too much
work for us to do because of lack of dental manpower and because of costsMrs. GEORGE. I'd like to ask, what is your argument in favor of separating
dental research from medical research? Wouldn't there be an advantage under
this bill, in making it under one heading administratively-one expense? The
research of the two fields, aren't they definitely related? I mean, the dentist
sends you back to your physician sometimes for medical care, and the physician
sends you to the dentist for care, because the problems are interrelated. Why
wouldn't it be better economy and administration to have your research, as this
bill provides, under one administration?
Dr. WICHERT. It is provided under one administration, probably, for just the
reason that the money is granted that way. I do not hold a position to have the
knowledge to properly answer that question. I think that in a great many ways,
you can speak of the dental and medical schools in that manner; there is ccmplete cooperation between the various medical and dental schools on this problem
of dental research. I mean, at all times we have the privilege of having men
of the medical schools-histologists and bacteriologists-come in and present
their problems and show us what they are working on. I think we work together
very well on that problem of research.
Chairman KOVACHY. Well, thank you very much.
Dr. WICHErr. Thank you. It has been a privilege to be here.
Chairman KOVACHY. Did I hear you say you had a question?
Mrs. SOTAK. I am rather anxious to know whether the unnaturalized people
of this country benefit under the bill.
Mr. THOMAS. There are no citizenship requirements.
Chairman KOVAcHY. The next witness on the program is the representative
of the Urban League, Mr. Sidney Williams. Is he here now? We will ask
Mr. Williams to present his statement at this time. His witness is Mrs. Rebecca
Kerr.
Mr. WLLUAM. Judge Kovachy. members of the panel, and friends, our .tstimony, as it were, will be divided into two parts. First, I shall attemnt to give
some indication of the national need, or health picture; and then, we will try to
point that up by testimony from Mrs. Kerr, of the city.
I wish to say, with respect to the national picture, that the Negro people of
this country, because of their special economic and social position. nerhaps. stand
in greater need for some form of national health regulations than any other
segment of our population. This is reflected in some figures which I will give
at this point. For example, Negro pepole's life expectancy is, on an sverace,
12 years shorter than for white Americans. Second, Negro people have 30 to 40
percent higher death rate than do white people in America. Third, Negro pponle
have a higher illness rate than white people. ~ourth, the tuberculosis mortality
rate among us in the United States is reported to be three times as high as for
our white fellow citizens. Five, indications are that venereal disease is more
acute among us than among white people. Six, the maternal and infant mortality rates show a disproportionate rate of 2 to 1 for the Negro mother and
child.
The health problem of the Negro community, therefore. is a complex one of
medical care, lack of hosnltal facilities, and restricted admission to existing
facilities. poor hygiene and housing, low income, and a lack of h alth education.
The trend in American life today is for national remedies for problems to
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be as. broad as are the problems themselves. This is the current, or going,
application of a basic principle of social work that has been laid down for years
in the past; namely, as indicated before, that if a problem has certain magnitudes, then the remedy for it should be its equivalent. This philosophy is
reflected in the organization of the United States Employment Service, the
thought there being that, because of the distribution of industries and divisions
of labor within our national economy, workers should be free to move from one
section of the Nation to another, and should have a facility provided by the
Government to enable them to move intelligently.
Again, it is indicated in the growing disposition on the part of leading public
welfare authorities to establish uniform citizenship laws throughout all the
States and counties of the country, again to aid-you might say-in the fluidity of
population.
Behind us is the thought that so long as we have a dreadful health situation
in the South-and especially among the disadvantaged people of that areamore advantaged communities, such as Cleveland and points of a similar nature,
are going to be affected adversely by what happens in the South. In other
words, Cleveland's health facilities may be ever so fine, and consequently, the
level of public health in the city may be high, but with the coming advent of the
mechanical cotton picker, and other policies of mechanization in agriculture,
we are likely to have a mass exodus out of the South of, not only Negro people,
but also poor white people who have been subjected to the same kind of economic
situation that our Negro people have been subjected to.
When these people come to Cleveland, they are going to exert a tremendous
depressing effect on health standards in Cleveland. So, we cannot isolate ourselves in this health situation any more than we can in other departments
of life.
The need, then, for a measure like the Wagner-Murray-Dingell health bill
is quite evident. I don't think we need to say anything further about that
I wish to say, with regard to one criticism I have heard about it, namely, that
when it gets down to the local State administrative level-and particularly with
reference to the Southern States-there is some doubt about Negro people sharing
equally in the program on the local State level. Well, in days gone by, that
would have a justifiable fear, but my opinion is that today, with the insurgenceas it were-of democratic spirit in the South, as reflected in such personalities as
Governor Arnall of Georgia, and in the activities of the Negro people themselves,
particularly in Mississippi, Alabama, and South Carolina, I don't think we need
have any great fear about the bill being administered equitably on the local level.
If the trend now under way in that region goes forward, I think the people themselves, on the local scene, will be able to handle that end of it.
That is about all I have to say in general reference to the bill, Judge Kovachy,
members of the panel, and friends, I'll turn now to our victim-witness, shall I
say-and ask her to tell her story. We have here today Mrs. James Herbert Kerr,
a housewife here in Cleveland, who has been a housewife for a long time. If it is
agrePable to you, I'd like to put a few questions to Mrs. Kerr. Perhaps you had
better come over here to this chair, Mrs. Kerr. Is that the right courtroom
procedure, Judge?
Mrs. Kerr, have you ever delayed calling a doctor during .a period of illness
of some member of your family for the reason that you feared the expense involved or because you thought maybe the patient would respond to home
treatment?
Mrs. KERR. Well. yes: I have.
Mr. WII.LIAMS. Would you tell us a little something about the situation?
Mrs. KERR. Well, my son has an acute case of asthma, and whenever we call
a doctor, that is 12 or 15 dollars' expense. Sometimes I try to use a home
rempdv to save that doctor hill.
Mr. WT.rIAMS. But you haven't found it to be quite satisfactory at all times?
Mrs. KERR. No; not efficient.
Mr. WITIAMS. If you were In a better position, you would have the doctor
regulnrlr?
Mrs. KwRn. Yes: certainly.
Mr. WTr L MS. Please tell us about any long-standing illness you might have
in your family?
Mrs. KnRR. Well. in the case of this sime son. he has had this case of asthma
since ho was 3. He is 10 now, so that is 7 years' standing.
Mr. WIULAMs. Did this illness cause you to go into debt to pay doctors' bills?
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Mrs. KEBE. No; we have just sacrified home things in order to take care of him.
Mr. WILLIAMS. In other words, you had to reduce your standard of living to
meet this health problem? You have indicated that this has kept you from buying
things in the home that, perhaps, you would like to have, or would have had, had
you been able to cope with this problem yourself?
Mrs. KERR. That is right.
Mr. WILLIAMS. Do you believe prepaid medical service for your family would
be helpful, that is, if you could pay your medical bill in advance and not wait
until it comes down on you in one fell swoop-one big lump, as it were?
Mrs. KER. Well, yes; I certainly do; because if there was something there that
we could draw upon, or reserve, we could get along better, especially now, with
the food situation so high.
Mr. WILL.AMs. Well, do you think, even with the cost of living and food prices
being as high as they are, you could, even in your present wages, lay aside a little
sum to take care of your medical needs?
Mrs. KERaB Sure, we could.
Mr. WILLIAMS. Well, Judge, I think this is about the end of our story. We
thank you very kindly.
Chairman KovAcHY. I believe there is a question.
Mr. BALDAU. I'd like to ask one question of Mr. Williams, which perhaps ought
to be set a little straighter for the record, since it is being put on the record. I
think you gave the impression there that there are certain inherent characteristics of Negro people that make them less healthy. You don't mean to imply
that, do you?
Mr. WILLAMS. Oh, no; I thought I laid the basis for that statement when I
indicated that the several conditions that obtain among us are a result of our
economic situation in the country, which reflects itself in a number of different
ways. You might say it is a complex of economics, plus culture or race factors,
as it were, especially in the South where, for example, we simply can't get into
the hospitals because of the racially restrictive laws of the States and the regulations of the individual hospitals themselves.
Another factor there, that I did not bring out in my main presentation, but
which ought to be brought out here, is the fact that because of his complex
social-economic condition, we do not have many Negro doctors. Even the few
that we do have are not attracted back to the rural sections of the South because they cannot, on the one hand, earn enough to sustain themselves, and on
the other hand, because of the social factor.
But, under this bill, if a certain guaranteed sum annually were offered to
physicians in that region, then, I think, we would see a greater tendency on the
part of Negro physicians to remain in the South, or go back there.
Mr. FINqT. Is there any indication that there is a shortage of Negro physicians
in Cleveland?
Mr. WILLAMS. Well, I am not certain about that myself. Mrs. Williamson,
who is going to talk a little bit later, would be in a better position to answer that
question. But, on a national level, there is a great shortage, and it is again, tied
into the answer I gave before, plus one additional factor. Unfortunately, some
of our medical schools around the country have the quota system for the admission of Negro physicians, and this tends to put an artificial barrier, as It were,
upon the number of Negro men who would go into medicine, if the training facilities were available.
Mr. FINTz. Have you studied this bill well enough to be able to say that this
bill will correct some of these unfair practices and increase the number of Negro
doctors?
Mr. WITUAMS. Definitely; to the degree that we have increased facilities, not
only for the actual rendering or administration of medical care, but for the training of doctors, dentists, pharmacists, and nurses. I am certain it will go quite
a distance towards alleviating this.
Chairman KOvACHY. Mr. Williams, we want to thank you and Mrs. Kerr for a
very fair and clear presentation of the matter from your viewpoint. [Applause.]
The next person on the program, who will discuss "Inevitable Trends in Social
Insurance" is Dr. Maria Halberstadt, social-science research worker. Dr.
Halberstadt.
Dr. HALBERSTADT. I want to give a very few general observations which have
relation to the health bill. I am for the health bill, except that I think it is
not adequate.
I come from a country, where I spent most of my life, where health insurance
was a matter of fact, and I tell you, it was very inadequate. All the things
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which were said against it were there. But, compared with nothing, it was
absolutely excellent. So, I am for the bill, even with the inadequacies, which
can be remedied year by year.
Here, I realized, or experienced rather-when I came, I was not too well off
economically-that good medical care could be gotten by the generosity and charity
of. physicians, and I understand that the physicians, who have been so generous,
would like to continue so. But I, for the first time in my life, felt humiliated
because I was forced to take something which-up to then-I had considered
my right, to take something as a "hand-down"-a generous "hand-down." I
felt, also, for the first time in this country, a lack in democracy, where otherwise, I had thought that democracy was so much better than the systems in
the countries of Europe. I feel it is very undemocratic if you face your physician
and have to say, "Thank you," and take his generosity instead of being on the
same basis with him, and deal with him. I feel only on equal terms if I pay
for what I want.
Can patient-physician relations exist? I think these personal and professional
relations are particularly important, and they could create-rather than cutpersonal relationships by such a bill. Many, many persons, for the first time
in tl is country, will be able to form a relation with any physician-and you get
it when the State pays for it, because I know it from experience.
The Taft bill-parading for a substitute-of course, does not touch our problem at all. It deals only with the charity or relief part of the health bill-not
with the issue.
Nqw about the "inevitable trends" we face. In this country, when everything
is right, we say, "There should be a bill," and if a bill is not forthcoming, democratic action is taken. I was quite intrigued watching, during the last month,
the action of the American people. Regardless whether there will be a health
bill or not, they need it, so they take action, and of course, the stronger part of
those in disadvantage take it. The unions, from John L. Lewis to-the last one
I read was Reader's Digest employees-make provisions for funds. The employer pays these funds; it is part of a rich country's formula for health. Now,
I think we will see-every week, almost-talk among labor, discussions and
disagreements. This question of funds will be in the center, as it was with the
mine workers.
I have, here in my hand, two health-insurance plans which are not voluntary:
the Hosiery Union and the Upholsterers' International. They have a compulsory-health insurance for those employed. It is put into their contract. I have
an additional statement of the Auto Workers' Union. They had their contracts;
they have to wait. But all United Automobile Workers-CIO automotive-the
Union Casualty Co.'s social-security program is an extended group-insurance
plan for the entire auto-workers' membership.
So, that will be the fight in the future-the Union Casualty Insurance, a
private insurance, but obviously an insurance geared to the trend-to have contracts with unions and only with unions.
S rangely enough, I bought from the Committee for the Nation's Health, a
statement of the president of this insurance company, who testified June 18-a
hundred percent for the health bill-in Washington.
Now, what is this trend, and what will it prove? Rather than resignChairman KOVACHY. I am sorry to interrupt. We will give you another
minute.
Dr. HALPERSTADT. Yes.. The strongest part, the unions will make these contracts. The unions will build so-called "medical parks" in medical slums around
them. It will increase its attractiveness, but it will also increase the attractiveness of all the others, because they are not in strong favor, to ask for the
health bill.
Now, what is the democratic way? It is an inevitable trend. If we don't get
it, we make a turn-a detour-and the responsibility for the misery and death
falls upon the ill-advised lawmakers who don't see the trend and can't realize
that, in our civilization and the American state, health is not any more a
luxury, but a right, like education, shelter, and food. [Applause.]
Chairman KOVACHY. Thank you, Dr. Halberstadt, for presenting a new facet
on this important question. We will now ask Mr. Nathan Zahm, executive director
of the Progressive Citizens Committee, to present himself as a witness.
Mr. ZAHM. Mr. Kovachy, members of the panel, and ladies and gentlemen, I
was present last night at the hearing, and I have heard what has been going on
this morning, and I must say that practically every aspect of the subject has
already been discussed. I am taking only a few minutes to make a comment on
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it, and I would like to point out that the Progressive Citizens Committee of
Cleveland does, most definitely, fhvor the passage of this bill. It is a part of a
program of rare importance, because it is a step in the social program which we

seek.

The angle that I would like to point out today, because it has -not yet been
pohited out, is the social and economic unrest in the Nation recently, which can
be expected to increase in the future, which can be exampled by the recent series
of strikes which we have been undergoing. The hue and cry has been that some
answer must be forthcoming as a solution to the labor problem, that we cannot
continue to have these great national strikes, which affect the economy so
drastically.
Our organization, along with many others in the country, says that the solution
lies, not in drastic antilabor legislation, which is less democracy, but that the
answer instead lies in more democracy for any shortcomings that now may exist
in compensations. In other words, we say that a program looking forward to
a broad social progress, including such legislation as this national health bill,
full employment, FEPC, liberalization of unemployment compensation, and all
the other parts of the program, first fostered and led by the late President Roosevelt-saluted at least as the program of President Truman-is the answer to all
these broad problems which exist today in the social and economic life of the
country. We say that if our legislatures will adopt these programs which are
presented to them-and high on the list is this Wagner-Murray-Dingell billthen you would find less and less of this social* and economic unrest in the
country. There would be less need for it, and therefore, it would diminish.
I merely point that out, because I don't think it has been stressed heretofore
by the other witnesses at the hearing. I wish to make, also, one further comment,
that the opposition to this bill, you find, again, is only a small, special interest.
It is often pointed out that the profession itself-the medical profession-opposes
the passage of this bill. I would like to point out, on the other hand, that there
are thousands and thousands of doctors and physicians-men of the professionwho do not oppose the bill but, because of tJe circumstances of the organization
of the profession, they cannot come forward to the public and make their viewpoint known. Some steps have been taken in that direction. There is an orgalnization known as the Physicians' Forum, which is fast growing in numbers, and
the only reason it has not become a'powerful force is, as I have indicated, the
situation. The threat of ostracism in the profession prevents individuals from
coming forward to state their views.
Our organization feels that the answer lies in political action for the national
health bill. As for the other matters of social progress, our organization says,
"Find men-legislators--who advocate these bills, who will vote for them and
fight for them in the legislatures-both State and Nation-and therein, we feel,
lies the answer."
For years, the Wagner-Murray-Dingell bill has been discussed in Congress
with no results, no action, because of .the stupendous opposition in lobbies that
comes forward. We say that the people themselves, who stand most to gain
from such legislation, must come forward and make study of thb candidates for
public office, see to it that they are elected, and thereby the gains will be made.
The national health bill will become a reality, and all the other social programs
will go along with it-will become a reality. Thank you. [Applause.]
Chairman KOVACHY. Mr. Woodle would like to ask you a question.
Mr. WOODLE. Can you tell us-outside of the American Medical Associationwhat othei lobbies have appeared against this bill?
Mr. ZAHM. I would not be able to give you any facts and figures, so to speak,
but I think it is generally taken for granted-and can be shown-that
the
pharmaceutical corporations have spent thousands and thousands of dollars
to oppose this bill. In fact, it has been more or less authoritatively stated that
the funds for medical propaganda against this bill have been furnished by such
organizations.
Mr. WOODLE. You mean the patent medicines?
Mr. ZAHM. Yes; the patent medicines.
Chairman KoVACHY. Now we have the Cleveland Federation of Labor next
on the program. I am not sure whether a representative has arrived or not.
Is a representative of the Cleveland Federation of Labor here? If not, we will
ask Mrs. Jean Pllcher, of the Consumers' League, to present her story of
Facts and Figures on Health in Rural Ohio.
Mrs. PICHEB. The late George Norris was a Senator from Nebraska. It
fell to him to demonstrate the truth that, on questions of conservation of
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natural resources, there is no special interest. To organize flood control,
raise the productivity of th1 soil, and thereby the standard of living of the
people of any area, is to serve also the general interests of Nebraska, of the
whole Nation, and ultimately of other nations.
I introduce this because of its close analogy to the conservation of human
resources. My statement which follows, reiterates, supplements, and endorses
Mr. Williams' philosophy. What is good for the health of the most forgotten
man, woman, or little child in Mississippi is good for me, a city dweller, in
a northern State.
We, who live in the city, where health facilities are certainly available in
greater quantity than in the country, need to know of the poverty in this
respect which exists in the territory around us. We need to think in rural
as well as urban terms before we can judge of the value of the proposed legislation. We need to pause and consider with great care whether, if we should
be satisfied with present medical care provisions in the city, and therefore urge
support of the status quo upon our Congressmen, we are not condemning our
rural neighbors to conditions which are flagrantly wasteful of human life, and
make of liberty and the pursuit of happiness an idle dream.
Prof. A. R. Mangus, professor of rural sociology at Ohio State University,
has presented us with a most timely and significant contribution in his study,
Health and Human Resources in Rural Ohio, published in 1944. Because of
its singular bearing on the subject under discussion, I must ask the patience
of those of you who know it already, if I outline it in part, and quote from it
for the sake of those who have yet to learn of it.
Confronted with an obvious discrepancy between knowledge of the means of
conserving human health on the one hand, and the vast amount of physical and
mental ill-health on the other, Dr. Mangus' report aims at answering the six major
questions he poses, namely, "%hat is good health? What are the present health
conditions in rural Ohio, the basic population trends, the causes of death and
illness at different ages, the distribution of health services and facilities, and
finally, what social action is needed for the conservation of rural health?"
Good health is much more than the absence of sickness, both mental and
physical. It is, he considers-and I quote: "The positive ability of a person to
mobilize proper amounts of energy, and to direct his energies to socially useful
and personally satisfying ends."
I have time to present only some of the salient facts he assembles.
One of the most hopeful trends in human conservation has been the saving
of lives of infants under one year of age. But if the rural Ohio infant mortality rate, 41.4 per thousand babies born alive in 1940, could be reduced to
the low rate of 28.4-already attained in a city such as Chicago-more than
40 percent of all infant deaths in rural Ohio could be avoided.
There is a comparatively low incidence of death and acute illness among
youths, but the draft experience has uncovered a surprisingly large amount of
chronic or partially disabling defects among our young men.
41.1 percent of farm boys were rejected, as compared with an average rate
of 25.4 percent. Only emergency workers and unemployed approach the high
rejection rate among farm workers. White-collar workers had only half the
numbers rejected of the farm group.
The causes of rejection of the teen-age registrants are of major interest,
moreover, because of the high incidence of mental illness, which caused more
than one-tenth of all rejections. This does not mean persons lacking in intelligence, but personally and socially maladjusted. Dr. Mangus assumes that, being
thereby unfitted for Army life, they are also unfitted to meet adequately everyday issues of civilian life. To be healthy, he reminds us, is to be free of mental
conflict and emotional turmoil.
Lack of medical care and health facilities available to rural people, is a factor
of obvious Importance in health conservation. Health needs in 1940 were as
great, or greater, in rural areas than in urban, but resources in the form of
professional personnel and equipment of all kinds were generally distributed,
not according to actual needs, but according to effective demand for their utilization.
I have here copied one of his tables, which is the estimate of need for 100,000
population, based on the standards arrived at by the committee on the costs
of medical care. Their estimate wns that 100.000 people need, to take care of
them, 135 physicians, 140 dentists, 462 general hospital beds.
The data on the percent needed, as regards the available numbers-in rural
Ohio, by areas-are as follows:
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From the high of the urban industrial area, to the low of southern Ohio-in
regard to physicians and the percentof number needed-the high in urban industrial areas was 95.6 percent. In southern Ohio it was 44.2 percent.
The number of dentists needed-the available number in urban industrial areas
was 46.8; the low in southern Ohio was 21.9 percent.
The number of hospital beds-in the urban industrial area the number available was 76.6 percent and in southern Ohio 24.5 percent of hospital beds needed
were available.
Available and needed physicians, dentists, and general hospital beds, by areas-Ohio 19421

Area

Urban-Industrial -----------------.......-------------------------Western-Agricultural.-----------------------------------------------------------------------------.
Transitional....------......
Southeastern-.......----.----------------------.------------------.

PhysclansPercent of
number
needed

DentstsPercent
percent of
number
needed

95.6
69.9
48.0
44.2

46.8
28.3
25.4
21.9

Hospital
bedsPercent of
number
needed

76.7
32.2
34.2
24.6

' Adapted from Health and Human Resources in Rural Ohio, by A. R. Mangus, Columbus, Ohio, May
1944, p. 58.
NoTE.-Estimate of need per 100,000 population: 135 physicians, 140 dentists, 462 general hospital beds.

In his last paragraph, Dr. Mangus says:
"The goals of human conservation and health appear perfectly clear. The
task cannot be left to medicine alone, nor.to any other technical group alone.
Concerted action is needed along many lines involving cooperation among many
groups and agencies."
One of the prices exacted from us by the war has been the shelving of all social
security extension proposals by each successive Congress since 1939. With the
ending of the war, the reasonable excuse for the delay has been removed. It is
with great relief that we see Congress, at length, coming to grips with such
legislation.
I think the facts which Dr. Mangus' study uncovers offer a grave warning.
They explain, moreover, why to many of us the practical means for achieving
better health for the whole Nation by the National Health Act of 1945 stand out
as the "shadow of a great rock in a weary land." [Applause.]
Chairman KOVACHY. Thank you, Mrs. Pilcher. Is Mr. Leon Richman here?
Next witness is Mr. Leon Richman, director of the Jewish Children's Service
Bureau, who will present a statement on the Maternal and Child Health Provisions of Senate bill 1606.
Mr. RICHMAN. Mr. Chairman, members of the panel, and ladles and gentlemen,
I am glad that a bill that attempts to meet the health needs of all people provides
coverage for all maternal patients and for all children, whether they are insured
or not. The effectiveness of any provision for health can be gaged by its accomplishments and achievements for children's health.
My comments will be limited to part B of title I, that provides for maternal
and child health, and crippled children services aid from the State
Crippled children-I will give you a few facts about that. We do not have
all the information we should havq about crippled children unless we define
crippled children in a broader sense than what the Social Security Board has
provided so far. For instance, the cardiac children are not defined as crippled
children, but even a meager definition of the crippled child already shows us
that, at the present time, there are more than 20,000 crippled children on State
registers who are not receiving care needed. In other words, those children
qualified for care, but were not receiving it. The chief reason for that was
a lack of funds to meet the needs, particularly in rural areas. The provisions
of this bill we are discussing would enable such children to receive adequate
medical care.
As for maternal and child health needs, over 7,000 mothers die from child
bearing each year. Over 100,000 babies die in their first year of life in this.
country. If every State in the Union would have had as low a mortality rate as
the State with the best record in the country, the lives of 3,000 mothers would
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have been saved, and the lives of 31,000 babies-in 1 year. Not only do mothers
and babies have a better chance to survive in one part of the country than in
another, but they are better off if they are born in the white, rather than Negro,
families-as has been pointed out earlier.
The maternal death rate for Negro mothers in 1943 was 143 percent higher
than for white mothers. In the same year, the infant death rate for Negro
babies during the first year of life was 64 percent higher than for white babies.
Another way of judging health is the proportion of babies born in hospitals
and those born outside of hospitals, and what happens to these respective groups
of children. Seven-eighths of all urban babies were born in hospitals in 1943,
compared with only one-half of all rural babies.
It is apparent that when funds become available to pay for care, when State
and local health departments register the cases and plan with family physicians
and hospitals, the picture then changes. We are fortunate to have had an experience recently in this country, when Federal funds were made available to servicemen's wives for maternal care-and what did we find?
Let's take again the State of Mississippi. It had a less favorable proportion
of births at hospitals in 1944, when 69 percent of all births of the State were
at home. This is practically reversed for the servicemen's wives, when 73 percent of these births were in the hospitals.
I'd like to comment on the dental need. We have heard some testimony today
by a dentist, who admitted the need. I don't think we can quite appreciate
from his statement what the need is. It is admitted that at least 75 percent
of the American school children are in need of dental care and that less than
25 percent of all children under 19 years of age receive adequate dental service.
It is true, we do have dental programs in 47 States, but a very small fraction
of the children who require dental care actually receive it. We know that in
schools where we tell the parents the child needs dental care, there is no assurance that the child will get to the dentist.
What about mental health? We heard some testimony last night, condemning
or criticizing publichealth provisions because of the experience with hospitals.
I don't think the picture was a fair one as presented. The attitude toward
mental health has changed considerably. We used to think of mental hospitals
as a place to incarcerate, rather than to treat, people. The attitude has changed,
as the whole conception of psychiatry has changed. The whole medical profession formerly looked down on psychiatrists, but with a different attitudebecause of our experiences in this last war and the World War-I am sure the
country is ready for a widespread mental health program. As far as children
are concerned, past experience indicates that we can expect that 1 out of every 20
children born each year will spend some time in a mental hospital-but it does
not have to be so.
Many of the problems of this kind start in childhood, but their full significance
is not recognized. Merely providing money to pay doctors and hospitals will
not solve the problem I have referred to. There must be community, State, and
National planning which will assure that proper care is available whenever it is
needed.
Here, in this .bill that we are discussing, is a way to bring parent and professional worker together in the service of children. Title II, paragraph 2, treats
of cost of medical care; title I-the one I have discussed-makes State and local
governments responsible for seeing that the care is within the reach of all.
The United States Bureau of Vital Statistics estimates that each day we are
debating this bill we lose 8 more mothers and 85 more babies needlessly.
In conclusion, I am sure that every American would agree with President Truman who, in his message to Congress last November stated: "No American child
shall come to adult life with disease and defect which can be prevented or corrected at an early age."
The Nation's Committee on Children in War Time, whose members come from
a wide range of civic, labor, farm, women's, and professional organizations, made
the following recommendations for the postwar period: "The health of children,
no less than their education, is a public responsibility. If, during the coming
decade, children are to grow to maturity physically and mentally healthy, if they
are to be able to take advantage of the education and opportunities offered to
them, and if they are to assume their positions as responsible members of society when they are mature, they must be assured of healthy bodies and healthy
minds when they are young." Thank you. [Applause.]
Chairman KOVACHY. Mr. Richman, if you please-a few questions.
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Mrs. GEoBGE. I'd like to ask if this bill makes any provisions for training of
midwives. We know that in our southern areas, many more children are delivered
by midwives than by doctors. There is, in the South, a movement-already attempting to work, but without too much State help because of lack of funds-to
try and train midwives and license them.
Do you know whether this bill, in the face of the shortage of physicians in that
area, will make any provisions for training and supervision of midwives?
Mr. RICHMAN. I don't know this particular provision in the bill about midwives.
I do know this, that what the bill will enable is to have these mothers delivered
in hospitals. To me, it is not just whether a midwife is trained and can do as good
a job as a physician, but a circumstance under which children can be born meeting
hygienic requirements. This bill will make it possible for these mothers to receive
that care.
In this country, we should need to register midwives for a period of time. I
don't know if this bill would protect that, but at least it will enable these mothers
to have hospital care.
Mr. FINTZ. The matter has been referred to on several occasions that there is
going to be an increase in hospitalization. Are there any provisions in this bill
for building hospitals? As far as I know, there is a shortage of hospitals.
Mr. RICHMAN. This bill would enable the States-as I understand it-to provide hospital facilities. Now, I presume that would mean a part of the cost
of medical care. The cost of care-if a State provides medical care and has had
expenses just before the bill becomes a law-that would be taken into consideration in making the allocations to the various States. I wish someone here who
knows that particular point would comment on it. It is my understanding that
the provision of hospitals is a part of the medical program, therefore it seems
to me that it would make hospitals.
Mrs. MAGEE. Judge Kovachy, I understand that the hospital construction is
in a different bill, still pending in the House.
Chairman KovACHY. Thank you. The next witness is Miss Agnes Schroeder,
member of the Committee on the Nation's Health, and professor of medical
social work at Western Reserve University, who has a statement to make.
Miss SCHROEDER. Mr. Chairman, members of the panel, and ladies and gentlemen, I thought I would confine my 5 minutes to a mention of some unmet medical needs of which medical social workers become aware.
Medical social workers have-many of them-become convinced of the need
for a national health program as a byproduct of their daily work with patients
whose illness is complicated by social and economic ills and emotional distress.
We do come face to face with the people's unmet medical needs in our work in the
hospitals, services to children, maternal care, and public welfare agencies who
are concerned in developing ways of meeting the medical and health needs of the
recipients of assistance as a part of their general programs.
We are trying, in medical social work, to make very clear what some of the
unmet needs are, which we are competent to state and which we observe in our
work. Therefore, I will mention four or five of them very briefly.
Medical care is not financially available to everyone, everywhere. The ability
to pay governs the use of medical services. Thus, we often see the effects of serious
delay in seeking early diagnostic and treatment services. A major or prolonged
illness brings economic disaster to many families of all income groups except
the very wealthy. Denial of the basic needs of life, in the attempt to pay for
such illness of one member, endangers the health of other members of the
family. We had an illustration in Mr. Williams' witness, but we find many
specific examples of these in our practice.
Thus, illness creates poverty, and poverty, in turn, creates more illness.
People are often reluctant to apply for free medical care, because the circumstances under which it can he secured often imperils their dignity and selfrespect. Consequently, they do not receive care at a stag? when prevention of a
serious illness is possible. Situations like this occur in urban areas where there
a;re teaching centers and many, many hospitals, and of course, in other areas as
well.
The second point is the distribution of professional facilities and services in
such an uneven manner, and little emphasis is given to their social aspects. Not
only is there a lack or maldistribution of physicians and dentists, but also of
nurses, medical social workers, nutritionists, physical therapists, occupational
therapists, and other professional personnel in medical care. Personnel for
modern psychiatric services are limited in all areas. Services and facilities

2940

NATIONAL HEALTH PROGRAM

available for Negroes and other minority groups are even more inadequately
and unevenly distributed than are those to other groups in the population.
The quality of these services-those which are available to them-or the manner
in which they are made available, often discourages their utilization, and Mr.
Williams has elaborated on that.
The third point-event where medical facilities and services exist, many people
are unable to make effective use of them. In some instances, this is due to lack
of understanding and knowledge of resources. In others, degradations, fears,
and anxieties affect both the reaction to medical care and the degree and duration
of disability. Social services should be included as an integral part of medical
care to help patients gain insight into the social problems which complicate
illness, and to help them modify or correct those situations which interfere with
the maximum benefit from medical care.
The fourth point-services for the care of the chronically ill are especially
inadequate, both in quality and quantity. Persons with chronic disease usually
need protracted and expensive care. Lack of such care tends to increase the
amount of disability and to precipitate social and economic dependency and
insecurity among individuals and families. It also multiplies the ultimate cost
of care to the community, and it has led to overburdening of the facilities for
the acutely ill. Plans for the chronically ill must also provide for care in the
home, for example, medical service in the home. We could give countless illustrations of patients who are confined to their beds in their own homes, to whom
no medical service is available in this community.
Housekeeping service is needed-library and diversional therapy for shut-ins,
and home industry so they may be rehabilitated as far as possible. - In addition,
there need to be more adequate institutions where nursing care and custodial
care may be given.

In closing, I would like to point out that it seems to me, as a medical social
worker-in terms of the solutions for these needs and others that have been
brought out-that what we need is a single agency to administer these various
health services on the Federal, State, and local levels. It is certainly important
that the programs for general medical care in the categories Mr. Richman mentioned, the care of the tuberculosis and the mentally ill, the chronically ill, be
coordinated-that not only insurance premium funds be used, but also tax receipts on the Federal and State levels.
As a medical social workers, we see this is not a simple and quick problem to
solve, because of the importance of having eminently qualified personnel, and the
need to increase their number. It may be something that we-as a populationwill have to work out in intermediate steps. I'd like to recommend too, that we
do have something we can do, in terms of writing out Congress now, about the
Hill-Burton bill, which supplements the Wagner bill. [Applause.]
Mrs. GEORGE. I'd like to ask you if you have documented this statement. About
6 weeks ago, I read that the tuberculosis picture had been recently studied, and
they found out that there really are not very many more cases of tuberculosis
among Negroes than there are among whites, but there are many more' of them
who are more seriously ill, who are in more advanced stages which have therefore
resulted in mortality. That is, we have had many more deaths among Negroes,
because the facilities have not been available for early diagnosis and treatment.
SWe know, of course, that all over the country there is a great lack-percentage
lack-of facilities for housing, treating, and isolating them.
Now, I wonder if you can document that or not? When I read it in a review
of a medical journal, I didn't have this in mind, and I don't remember where it
was from. I think it is extremely serious at this time. Diagnosing delay is
one of the serious things that might be remedied by this bill.
I think, too often when we make contrasting figures on a racial or cultural basis,
we neglect to show that the reason is one that could be remedied by this bill,
because it is environmental.
Miss SCHROEDER. Well, the bill does include a provision for a public health
at the moment.
program in those public-health services. I can't document that
admitted
patients
the
of
percent
55
that
I think the statement was given earlier
are in the later stages.
Chairman KOVACHY. Thank you, Miss Schroeder.

We now call upon Mr.

Harry Blank, witness for the CIU.
(At this point, Mr. Blank gave a repetition of the address previously given by
Mr. Stevenson at the Friday evening session. See p. -. )
[Applause.]
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Chairman KovcaHY. We will now ask Mrs. Katherine Williamson to present
herself as a witness on Defects in Health Services.
Mrs. WI LAMsON. Mr. Chairman, members of the panel, and members of the
audience, I too would like to read my testimony.
For the last 15 years I have worked as a social worker in the central areas
of Cleveland and at present am secretary for central areas community council.
I would like to describe central areas briefly, so that the health problems in the
area will be better understood and also because these problems are similar to
those of underprivileged, low-income families in a big city.
Low income, poor housing, and poor health constitute a vicious circle in many
congested areas, and the central areas of Cleveland is one of these. Centralareas houses more than 100,000 people, and approximately 71 -percent of these
residents are Negro. Before World War II, employment for Negroes was limited and wages were inadequate. Income was not only low, but irregular. A
great majority of the people were employed in domestic service and as unskilled
workers. To emphasize the amount of unequal employment opportunities for
Negroes, I call your attention to the fact that in 1941, when relief rolls in Cleveland had decreased by approximately 50 percent over the preceding year, the
percentage of Negroes on the relief rolls in 1941 had increased from about 30
percent to between 50 to 55 percent.
Housing in central areas has been notoriously poor. Central areas has been
an area in which blight has been spreading for many, many years, as wave after
wave of immigration passed through central areas, leaving outworn homes and
an area which was used for speculation by landlords. Because of the high rents
and difficulty in getting housing elsewhere, it was necessary for families to take in
roomers. Therefore, there was extensive overcrowding and extensive conversion
of one- and two-family houses into kitchenettes or other small units. In 1941,
18.2 percent of the homes in central areas were without toilet or bath. It is not
unusual to find 20 people living in houses designed for 6 or 8 people.
It is inevitable, therefore, that health problems in central areas are serious,
and more serious than in areas where more adequate employment and more adequate housing is available to the residents. In central areas, statistics show
that there is five times more tuberculosis than in other areas of the city, there is
more venereal disease, more sickness; more visits are made by nurses from the
Visiting Nurse Association or by the Public Health nurses; more patients are
cared for through hospital out-patient departments; more patients require hospitalization. To make concrete this health picture in another way, may I point
out that in 1 year, out of the total number of Negro children referred to one
child-placing agency in Cleveland, 42 percent needed placement as a result of
illness in the family or the death of one or both parents.
The Wagner-Murray-Dingell bill cannot be assumed to make up for the Insufficient income nor for the bad housing in the area, but its passage would make
it more possible to alleviate health problems in the area. If disease is discovered
early enough and treatment can be secured, there would be a saving to the individual, to the family, and to the community. The community does pay for the
consequences of unattended health problems. Early attention to health problems
will prolong the possibility for fathers to support their families and for mothers
to care for their children. Placement of children, for example, is always hard
on them. We can avoid the necessity for that placement which comes as a result
of unattended health problems in the family. Present-day emphasis in medicine
is on preventive care, and if people know that they can pay for medical care
they can listen more realistically to the advice of physicians and health specialists who advise everyone to get a physical examination at least once a year.
The Wagner-Murray-Dingell bill contains the possibility of extending health
insurance to cover workers in domestic service as well as all employees in
industry and commerce. These are people who have been neglected up to this
point Workers in domestic service, for example, are not unionized, are not
covered by social security, and are liable to health hazards to which other people
are liable. Because this type of worker constitutes a considerable portion of
the people of central areas, passage of this bill will give them more protection.
People resent being objects of charity. Experience during the war years
showed that doctors in the area were both busy and overworked. This was due
not alone to the decrease in number of available physicians, but over and over
again, experience showed that persons who formerly had gone without medical
care, or had depended on free clinics, were using a private physician now that
they were able to pay their way. Other witnesses have told about the high cost
of medical care and how hard it is for people with low income to afford a doctor.
85907-46--pt. 5---28
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I would like to emphasize that people want and need and self-respect that comes
from ability to pay their way. A plan of national health insurance would permit greater self-respect. Then the individual could pay his own medical expense.
The Wagner-Murray-Dingell bill would make possible a start in the direction
of better care for residents of central areas and better health for central areas
will mean better health for Cleveland, because disease knows no boundaries.
[Applause.]
Chairman KovACHY. Thank you, Mrs. Williamson, for a very fine presentation. Is Mr. Donald Twitchell here? We will hear from Donald Twitchell,
chairman of the Cleveland Chapter of the American Veterans' Oommittee, a
veterans' spokesman.
Mr. TWITCHELL. Mr. Chairman, members of the panel, and friends, I am not
going to speak at all on the technical aspects of this bill. I want to make a
few comments, generally about some of the things that I have run into personally in this matter of group medicine, and also the American Veterans' Committee's attitude toward this particular bill.
I am always inclined to think, whenever this question of group medicine comes
*
up, about Thurman Arnold's statement in his book, Folk-Lore of Capitalismhow.the Jesuit missionaries discovered the use of quinine for the alleviation
of fever in South America, back in the middle of the last century. When they
came back to Paris and presented those facts to the medical association there
at that time the foremost medical authorities pooh-poohed the idea. They said
that it was absurd, that nothing but blood-letting would alleviate fever, so they
continued to let blood, and probably continued to kill more people than would
have been possible if they had been doing nothing to them.
The powers-that-be in the medical associations today, I think, are doing that
same thing, from an economic standpoint. There is no question but that they
have made great strides in the technical aspects of their field, but when it
comes to the economic aspects of their profession, they are just about as far
behind as they were in the middle of the last century.
I think it was 6 or 8 years ago that we had a speaker here-Dr. Kingsley
Roberts-who spoke on behalf of the consumer co-ops here, for a cooperative
health plan. At that time, the medical associations were still further away
than they are today. In other words, the associations step up a little bit fur'ther, but they are 'still so far behind, and I don't know whether they are ever
going to catch up or not.
Certainly, this seems to me as the one way-by providing the service through
this bill-of getting the service actually to the people. We have talked about
voluntary health plans and we got the opposition views. They are just the
same. It seems that through this particular facility of providing it through
central agencies-which will be done through a method of taxation and governmental help-is the only way that we can hope to get this situation out of the
"blood-letting" stage.
Now, as to the American Veterans' Committee's attitude about this. Charles
Bolte has appeared before the committee in Congress which has been considering
this bill, and I would like to point out just a few of the things that he has found
out. Over 96 percent of the American Veterans' Committee chapters have
reported themselves for this bill, and only three of our chapters have voted definitely against it. The others have either taken no action or done nothing at all
*on it, but over 90 percent is, I think, a sizable majority.
There are certain things that this bill will fulfill which many people are
inclined to think that the veteran is already provided. There are four things
which the Veterans' Administration cannot help the veteran on. The first of
these is for an illness or injury not directly attributed to military service. They
will treat him if he cares to make a pauper's oath, and if the facilities in the way
of vacant beds are available. Second, ambulatory or out-patient care is not
available for nonsprvice cases. Third, GI laws give no protection to the veteran's
family, such as he had while he was in the service. Fourth, neither the Veterans'
Administration nor voluntary insurance make provisions for preventive medicine.
Mr. Bolte stated that most veterans thought they got as good-or betterservice in the service as they had before. We had our bad and lazy doctors, but
certainly the statistics will show that the veterans were probably better taken
care of by the same doctors who were educated in civilian life, because the
facilities were furnished them regardless of cost.
Now, here is a significant thing. I don't know whether this has been pointed
out by any previous speakers, but during the war a survey was taken by AMA
itself among its physicians in the Army, and 58 percent of them said that they
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preferred to go back to some type of group medical practice. Now, they were
accustomed to medical group pay in the Army. A little over a year ago, I sat up
one night-talking in the wee small hours-talking to a physician in Miami
Beach, Fla., who was a radiologist and had been very successful in his field. He
admitted that he knew very little about the economics of this question, but he
stated it like this: "I know that there is some type of group medical practice
coming. I don't know whether it is State, cooperative, or some other plan."
But he said, "That is ultimately what we are going to get."
So, in conclusion, I will merely state that the American Veterans' Committee
chapters, including the Cleveland chapter, are definitely in favor of the enactment of this bill. Thank you. [Applause.]
Chairman KOvACHY. Thank you, Mr. Twitchell. May I ask that the remaining witnesses, as near as possible, adhere to the time allowed, because we do
want to get out in time for lunch. The next speaker, Mr. David Sindell, attorney and past president of the Cleveland Lawyers' Guild.
Mr. SINDELL. Your honor, fellow witnesses, and members of the "jury"; the
American Bar Association, the largest bar association in the country, has recently
gone on record as having declared the bill, in their opinion, as being unconstitutional, even if it ispassed by the Congress.
The National Lawyers' Guild, the second largest bar association in the country,
consisting of about 5,000 lawyers in all the major cities, including the city of
Cleveland-which Lawyers' Guild, by the way, will meet in Cleveland on July
5 here at the Hotel Hollenden-that's a plug, Mr. Chairman-the American National Lawyers' Guild has endorsed the bill heartily. Its national social legislation committee, of which I am a member, has written reports, has appeared at
the Senate hearing committee, and has stated very, very militantly that the bill
is a very constitutional one and very, very wonderful for the American people.
I am going to read just a very few conclusions of the report, and I have cut much
of it out, because this session has gone overlong.
"In essence, the argument of the opponents is that these provisions would bring
about a system of 'State medicine' or 'socialized medicine' and would destroy
the private practice of medicine in the United States."
We, as lawyers, are interested in whether or not the liberties of the physicians
are taken away under this plan, so this has to do with the liberties of the people.
"These contentfns, then, are without foundation. The opponents of the bill
who cry "State medicine' ignore the fact that 42 percent of expenditures for
hospitals and doctors in 1942 were either tax-supported or otherwise without
cost to the patient." 'Then the report brings out and gives all the other figures
to show that we have had people go to public-paid hospitals for a long time.
"The system of medical care provided by this bill has no resemblance whatever to State medicine. It is merely an insurance system by which, on insurance
principles, employed persons would, it is contemplated, contribute to a fund from
which payments are made for medical and hospital services. There is nothing
socialized about that. Indeed, the insurance system proposed is merely an
extension of the familiar and accepted principles of workmen's compensation,
which provides medical care and cash benefits in cases of industrial disability.
And the suggestion that workmen's compensation is a system of socialized medicine would be regarded as patently preposterous.
"The medical care provisions of the bill have been attacked on the ground
that they are foreign'to our system of government and -also are'incompatible
with the adequate protection of the liberties of the people. There is nothing
foreign to our system of government in the provision of medical care for the
people of our country by an insurance system. It is no more foreign to our
system of government than is the system of old-age security and unemployment
insurance. In fact, one of the very first health insurance programs introduced
in the modern world was established in the United States in 1798 when Congress
enacted the health insurance system for merchant seamen. With some variation,
this has existed for nearly 150 years.
"Providing its citizens with the right to medical care, with the opportunity
to enjoy health, with the ability to prevent suffering and destitution caused by
illness and the inability to obtain medical treatment is not an attack on the
rights.and liberties of the citizens of this country. On the contrary, it establishes
conditions of health and decency under which citizens of this country can enjoy
their rights and liberties."
I am going to skip woer the conclusion. As President Truman has so well said:
"We are a rich nation and can afford many things. But ill health which can
be prevented or cured is one thing we cannot afford. By preventing illness, by
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assuring access to needed community and personal health services, by promoting
medical research, and by protecting our people against the loss caused by sickness, we shall strengthen our national health, our national defense, and our
economic productivity. We shall increase the professional and economic opportunities of our physicians, dentists, and nurses. We shall increase the effectiveness of our hospitals and public health agencies. We shall bring new security
to our people."
The National Lawyers' Guild committee approves this bill and says:
"We find nothing in the bill which will diminish or impair the rights and
liberties of the citizens--doctors or patients. On the contrary, its enactment
would serve to make these rights and liberties real and effective. For the sick
are not free, and only a healthy America can exercise its rights and enjoy its
liberties."
Mrs. GEXdGE. I'd like to ask if these arguments that you list are not the very
same arguments, from the very same people, that we have had for 150 years in
the history of our country, against such things as public roads, water systems and
post offices, and workmen's compensation, and-even 10 years ago-against this
present social security bill, which we now find to be inadequate?
Mr. SINDELL. I am sorry to say that the American Bar Association has argued
that, in many of these cases. They even think the child labor amendment to the
Constitution would be unconstitutional. We don't take that view.
Chairman KOVACHY. I might say that Mr. Sindell, as a good-lawyer, has learned
to confine his argument to the time limited to him. We will now proceed, with
Miss Marcella Koerner, president of the Jewish Young Adult Bureau.
Miss KOERNE. I was sent today as a representative of the Jewish Youth Council, and I would like to tell you what the Jewish Youth Council is. It is a representative council of 24 organized Young Adult groups here in the community,
representing approximately 4,000 organized Jewish Young Adults. But when
I talk to you, I'd rather think that I am not talking for the Jewish Young Adults
but all the young adults here in the community.
One thing that we are very concerned about are the returned veterans. It was
a shock to hear some of the figures we heard of the percentage of young adults
who were physically unfit when the time came for them to be drafted, even
though there was a larger percentage that did get into the Army.
Now, those who did serve are come back, and what are we giving them? We
are simply giving them care for injuries or illness incurred through service.
It seems to me that those veterans have a lot more at stake than just that; they
have their families to worry about, and we, in turn, I think, have a responsibility to see that we can make them more and more secure individuals.
Another outgrowth of the war was a program that some of us here in the
audience are quite familiar with. It has quite a reputation here in the city,
namely, the emergency child care program. With that program, we found too
many of our young parents had not even thought about the possibilities and the
need of inoculations against diphtheria and vaccinations for the children, so that
we have had an opportunity to educate some of our young people. We hope, in
turn, that those youngsters who did take advantage of the program in their
day will see that their youngsters, in turn, are inoculated.
Many of the young adults are in industries that are not covered by social
security. They are interested in the advantages of the Wagner-Murray-Dingell
bill. Likewise, many of the young adults are not taking advantage of hospitalization plans that are in operation, and the reason for that probably is tat a $3,000-ayear income is quite a high income for young adults. It has been pointed out
that anyone earning $3,000 or under is not capable of participating in such a
plan or of providing for emergency illnesses.
There is another thing of interest to young adults, and that is training. It
is my understanding that through this bill there will be an opportunity for additional training of physicians, dentists, and nurses.
It is also my own private opinion-and I am sure that all of you share itthat with this extended research and extended training it will not be restricted
as it has been In private institutions.
The Wagner-Murray-Dingell bill will also provide for a more stable income for
our doctors and, we hope, as a result, provide better care for the patients. It
isn't right to just think of those living in a large community, but we have to be
concerned too with those young people-and the more grown-up folks-who are
living in the outlying areas and indirectly connected with this health bill as an
economic angle.
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It is my feeling that if we have healthy workers, both physically and mentally, we can maintain a steady employment which will result in good, Nationwide economics.
We know that there is much that we, here in the audience, can do-not only
today but as each day goes along. It is our hope that as a result of today's session, some very definite suggestions will be made, because we definitely have
something at stake in this bill. [Applause.]
Chairman KOVACHY. Thank you, Miss Koerner. The next witness I know
is experienced at this sort of thing, because I have appeared with him down
at Columbus before the legislative body: Mr. Joseph Landis, president of the
American Federation of Teachers.
Mr. LANDIS. Honorable chairman, members of the panel, and ladies and gentlemen, I think the time has arrived when the worst thing anyone could do,
if he wanted this bill passed, would be to speak at any length thereon.
The American Federation of Teachers, affiliated with the Americal Federation
of Labor, is in complete support of the Wagner-Murray-Dingell health bill and
is working and striving for its adoption.
We are primarily interested in it because we believe that it will increase the
security and defense of America, both in times of peace and in times of war. It
has been indicated that in military service over 37 percent of all applicants were
rejected. I submit to you that in the next world war any nation that tosses away
as casualties more than one-third of its available manpower before the battle
starts--that nation won't win the next one. God grant that we may never
again see humanity commit its most colossal blunder, but as thinking creatures,
knowing human history has a tendency to repeat, we find it difficult to be too
optimistic. We believe that this bill will add to the security of the Nation by
decreasing the number of rejections for remedial and corrective health defects.
We also believe and recommend the adoption of this bill because we believe It
will reduce the rejections for illiterates and because we believe that this bill
will improve the virility, the strength, and the health of the entire Nation. It
will make us a virile, strong people and reduce the number of man-hours lost
during peacetime. We shall greatly strengthen our country and our peacetime
economy, so we believe that it will contribute to the security and the greatness of
this Ration equally in times of peace and in times of war.
I think the strongest argument made for this bill was made by an opponent
last night, when Dr. Crawfis admitted that the following results, in his judgment, will obtain: First, that more people will receive medical care; second, that
preventive care will increase and improve; third, that more hospitals and laboratories will be built and made available, particularly in depressed areas; and
fourth, that it will increase research and medical education. I think those
four reasons are the perfect answer why we should support this bill, and the
American Federation of Teachers is proud to affiliate with its friends of organized
labor in support thereof. In the absence of any official representative of the
Cleveland Federation of Labor, may I say to you that since the introduction of
this bill the Cleveland Federation of Labor has been enthusiastic in its support;
and not only they, but the American Federation of Labor itself, are wholeheartedly
in support of the social progress that is envisioned in this bill. [Applause.]
Chairman KOVACHY. Thank you, Mr. Landis; we were glad to hear your message from the Federation of Labor. Now, we will ask the Reverend Wayne
Shuttee, of the First Unitarian Church, who is representing the social action
department of the Federated Churches, to present his statement.
Reverend SH rrTE. I am deeply moved, Mr. Chairman, by what Mr. Richman
had to say earlier this morning, when he spoke of the lives of mothers and
children that could be saved during the time that this bill was being debated
before the Houses of.Congress. If our prime interest is in human life, if we
believe wholeheartedly that human life is worth saving and developing, then no
amount of argument can account for the loss of life of mothers and children. If
we believe that man is made in the image of God, then we recognize our common
community responsibility to care for the welfare and health of its citizens, and
we realize that each man's health and welfare is not only his own concern but
the concern of everyone.
We are reminded of the story in the Old Testiment. You will remember that
Cain slew his brother Abel, and God appeared to Cain and said, "Where is thy
brother?" And Cain answered and said, "Am I my brother's keeper?" That is
the question that has sounded down through the centuries whenever an item
of social progress has come up. The answer is, of course, that "I am not my
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brother's keeper-I am his brother, and, as his brother, I have a responsibility
to help care for him and to see that he has a chance to develop the divine potentialities in him."
I am impressed by the many arguments that we have heard and by the four
items that the last speaker brought out. But, in a sense, those -things are not
really important. What is important is. the strength of our fight and our democratic heritage and our religious ideals. If we believe in them, then we must
take every step that makes possible the development of the human spirit. We
know the human spirit, in its welfare, depends upon the good health of the body,
so the health of our citizens-of each one in the world-is the concern of us
and, through us, our Government-which is our representative.
We must take common action on this bill, which I am sure has some defects.
I am not a legislative authority, I don't understand all these things, but I am
sure that it is a beginning step in recognizing the responsibility of *each one
of us for the welfare of our community, our Nation, and our world.
Sometimes the question.about the responsibility for our brother's keeping has
been answered in the negative. Here once more is a chance to answer it in
the positive, and I plead with the committee that we try to answer it that way;
not to sacrifice our bother's welfare because some people are concerned about
the bill, but to realize the greatest good for the greatest number of our people
and the people of the world as our prime concern.
Our belief in the fatherhood of God and the brotherhood of man, our loyalty
to the democratic- traditions and our religeous heritage, these things commit
us to every act of legislation that will help us to achieve their fulfillment. We
know that character can never be achieved by legislation, and that happiness
can never be achieved by that, but we realize that common action must be taken
on problems of common welfare, therefore we earnestly plead with you that
you give serious consideration to the passage of this measure which will affect
so favorably, we feel, the well-being and welfare of our people. [Applause.]
Chairman KOVACHY. Thank you, Reverend Shuttee. Your talk has certainly
completed a very comprehensive, very full, and beautifully coordinated program
this morning with reference to this very important bill. I want to thank the
Consumers' League and sponsoring organizations for presenting the program,
and I want to thank each one of you witnesses for appearing here and being such
very fine witnesses.
I think my advice in closing is that we should thank the Consumers' Leagueand particularly, Miss Magee and Mrs. Pilcher-for getting together this very
fine program and rendering the public service which I am sure that the record
that was obtained last night and today will serve in casting illumination, knowledge, and understanding on the meaning of this very important health bill.
Thank you all for coming. The meeting is adjourned.
(Meeting adjourned at 12 o'clock.)

STATEMENT BY REV. DONALD B. CLOWARD, EXECUTIVE SECRETARY OF THE COUNCIL
ON CHRISTIAN

SOCIAL PROGRESS OF THE NORTHERN BAPTIST CONVENTION,

APRIL

9, 1946
PRESENTED

TO THE

SENATE COMMITTEE ON EDUCATION AND LABOR
S. 1606 WITH SPECIAL REFERENCE TO S. 1318

HEARINGS

ON

The Northern Baptist Convention in official session has repeatedly expressed
concern for adequate child-welfare programs. Two years ago in annual session,
the convention created a special juvenile protection committee and gave it
several thousand dollars to promote child-welfare programs'through the churches.
The juvenile protection committee supports the council on Christian social
progress as it presents this statement in support of the general principles underlying S. 1318, the Maternal and Child Welfare Act.
The New York Times, in an editorial December 8, 1945, says that no matter
what the means eventually used, "we have an obligation to the 50,000,000 who in
normal times cannot afford to pay anything for medical care."
While not vouching for the accuracy of the New York Times' figures, it is our
conviction that several million mothers and children of America would be assured
better health protection through Federal provisions similar to those proposed in
this bill. Moreover, the improved health of mothers and children of the lowerincome group would vastly affect, in a few years, the present alarming trends in
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Juvenile delinquency. Inadequate health protection is a potent cause, if hidden,
of delinquency.
It is our earnest hope, therefore, that serious consideration may be given by
the Committee on Education and Labor to the child aspects of this proposed
legislation.
STATEMENT BY THE CROATIAN FRATENAL UNION OF AMERICA

Mr. Chairman, the right of the citizens of the United States of America to
petition for the redress of grievances was-and is-considered so precious and
necessary that it is guaranteed them specifically by the Constitution of this great
Nation.
The national health of the citizens of this great country is not so poor, nor
our standards so low, that anyone is petitioning directly for the redress of any
grievances pertaining to same. By the same token, neither is sufficiently high
enough to warrant complacency on the part of our citizenry.
The fact that varied bills and measures concerning national health are constantly being introduced attests to the needed room for improvement which
many citizens readily see. These bills and measures offer concrete proof that
the problem cannot be solved by permitting it to drift along on its own.
The fact that such bills and measures are being introduced does show, in
a very special way, that their sponsors and backers are indeed petitioning for
the. redress of specific national health grievances. They are not merely asking
that certain grievances be eliminated, but they are proposing just how that may
be done, as well. What is even more important, they show, at least, how a
worthy start may be made in that direction.
The Croatian Fraternal Union of America is the largest fraternal benefit association of those of Croatian or other Slav birth or descent in the world. From
its national headquarters at Pittsburgh, Pa., it conducts many activities among
100,000 adult and junior members enrolled in lodges and junior nests located in
hundreds of communities in the United States and Canada. This humanitarian
organization is now in its fifty-second year of service to its membership, as well
as to the democracy which houses it.
Throughout the greater portion of its incorporated history, this organization
has either directly or through its subordinate lodges paid sick, accident, operation, and disability benefits to thousands of members. It is, therefore, keenly
interested in any national health improvement undertaking.
Assembled in semiannual sessions March 28, 1946, the board of directors
of the Croatian Fraternal Union of America unanimously adopted a resolution
supporting the Murray-Wagner-Dingell bill, popularly known as the National
Health Act, and numbered S. 1606.
This resolution urges the members and friends of the Croatian Fraternal
Union of America to actively support this bill and to make known their support.
The board of directors further support this bill by sending the supreme president
of the organization, Mr. John D. Butkovich, to urge the approval of same by a
personal appearance before your honorable committee.
The very fact that a fraternal benefit organization which can and does actively
offer its members sick, accident, operation, and disability benefits, is supporting
this bill is of profound significance and import.
The Croatian Fraternal Union of America feels that the benefits outlined in
the National Health Act would be good for its membership. It is of the opinion
that these benefits would materially reduce the exacting cost of sickness, accidents, and disabilities among its members. As an alert and public-spirited organization working for the mutual good of the communities which comprise these
United States of America, it recognizes the fact that it should help and work
that all may have the cost of sickness, accident, and disability relieved, if not
removed in its entirety.
It does not fear that the bill will drive it out of its present sick, accident,
and disability activities, just as it did not fear that the Social Security Act
would drive it out of the payments of death benefits to the beneficiaries of its
deceased members.
If the National Health Act can bring security from worry over sickness, accidents;- and disabilities, the Croatian Fraternal Union of America supports. and
recommends the immediate adoption of the bill for the welfare and future growth
of a better mentally and physically equipped America.
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The history of this Nation shows that its citizens have never been satisfied
with the minimum in anything. As an example, the Social Security Act's
guaranty of a certain amount to a citizen's widow and his children did not
abolish the need of life insurance. On the contrary, the act sought to guarantee
a widow and her children even more than the benefits of life insurance. The
same is true of the National Health Act.
The benefits and paymentsas provided for by the National Health Act cannot
be every citizen's personal conception of the millennium, nor will Americans feel
that these are all they could desire or wish for. Few, if any, Americans will
consider these benefits satisfactory enough to warrant security.
The average citizen seeks additional security to augment the aid available to
him from benefits provided by just such organizations as the Croatian Fraternal
Union of America. Is an unemployed citizen of the great Commonwealth of
Pennsylvania satisfied with the $20 maximum compensation due him in time of
distress? Of course not. The financial let-down is too great and he must seek
to augment the income in order to make a living.
The Croatian Fraternal Union of America feels that the benefits provided for
by the National Health Act are necessary. On the other hand, it does not feel
that they preclude the necessity of, for instance, its members continuing to
carry the benefits as provided by the organization. It is confident that its members will want all the benefits they can possibly obtain in the eternal struggle
for security against the ravages of life. It is our duty as citizens to provide for
the security of every citizen.
Experience has taught us that Americans are ever wililng to spend more for
better service, better materials, better ability. The many provisions of the
National Health Act represent better service, better materials, better ability.
Our citizens are willing to invest in these now.
The Croatian Fraternal Union of America feels that its members are willing
and anxious to secure these provisions and still continue to pay for the sick,
accident, and disability benefits it affords them. The members of this organization stand solidly behind President Truman's comprehensive public-health program and urge their fellow fraternalists to join with them in seeking its
immediate enactment.
The Murray-Wagner-Dingell bill is the voice of the people. It should be heeded
for the common good of the people.

CHICAGO FEDERATION OF LABOR,

Chicago 11, Ill., March 27, 1946.
Hon. JAMES E. MURRAY,

Chairman,Education and Labor Committee,
United States Senate, Washington, D. C.
DEAR SENATOR MURRAY: We wired you on March 6 that on behalf of our
400,000 members and their families, we are vitally interested in the National
Health Act of 1945, Senate bill 1606, and therefore requested that a representative of this federation be permitted to testify at the hearings on S. 1606. Your
reply of recent date informed us that since the time during which the hearings on
S. 1606 will be held must necessarily be limited because of the pressure of other
legislation before the committee, it will not be possible to hear all the many
people who wish to testify, etc., and therefore, you suggested that we send you
a written statement to be included in the record of the hearings.
In pursuance of this suggestion, we are writing to express our viewpoint regarding the importance to our members and their families, as well as all workingclass people, of the health insurance provisions of the bill known as WagnerMurray-Dingell bill, S. 1606.
The American Federation of Labor has taken official action at its annual conventions for the past 4 or 5 years t 9 support this legislation, as an expression
of the desire of the people to have it passed.
Those of us who have spent our lives in the trade-union movement of this
country, fighting for higher wages and improved working conditions to make
it possible for workmen to rear their families on a decent standard of living,
know too well what happens when sickness strikes a family. Regardless of
how steadily a man works at fair wages, it is impossible for him to have enough
money laid by to finance serious illness in his family. The high cost of medical
care, surgery, hospitalization, and other necessary items not only eats up every
cent the family may have in savings, but ofttimes places it in debt for many
years.
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Serious illness comes as a tragedy to all who experience it ,'but to the people
wo do not have the means to provide necessary medical and other care it comes
as a nightmare.
Here in Chicago, we have a large county hospital, we have free clinics and other
benevolent services for the sick and poor, but only the indigent are cared for
in these institutions and many of them often wait for long periods to obtain
these services, because of the overcrowded conditions and lack of adequate
facilities.
When it comes to wage earners and their families, who do not seek charity,
many of them are in worse condition than the indigent, when they try to meet
the expenses incident to a long illness.
Their only hope lies in the passage of the National Health Act of 1945, which
embodies the provisions for the payment of medical care in a self-respecting
manner.
We urge your committee to recommend the passage, without delay, of S. 1606.
Respectfully submitted.
CHICAGO FEDERATION OF LABOR,

JOHN

FITZPATRILK,

President,

JOSEPH D. KEENAN, Secretary.
ILLINOIS MANUFACTURERS' ASSOCIATION,
Chicago 3, May 14, 1946.
Federal proposal for compulsory medical and health benefits (S. 1606).
Hon. JAMES E. MURRAY,
Chairman, Senate Committee on Edwuation and Labor,
Senate Offlce Building, Washington, D. C.
DazR SENATOR MURRAY: Pursuant to the action of the board of directors of
the Illinois Manufacturers' Association, I wish to indicate to you the views of
the board on the above legislation now pending consideration before the Senate
Committee on Education and Labor of which you are the chairman. I will
be grateful if you will incorporate the views expressed herein in the record of
the hearings upon this legislation.
We direct our comments to the following provisions of this legislation:
(1) The provision that would broaden Federal grants to States for publichealth service.
(2) The provision that would give the Surgeon General of the United States
practically unlimited powers over the health services of the Nation, including
general administrative control over the medical, dental, nursing, consulting
health facilities, and hospitals, leaving only a fringe of private medical service
to serve the people who prefer their own private physicians.
(3) The provisions that would provide for the issuance of regulations setting
out restrictions upon the amount of care and medical services that would be
required by the public.
(4) The provisions that provide that a fund, equal to 3 percent of the wages
paid in employment in the United States, will be set up to finance a compulsory
health and medical benefits program.
The board of directors of the Illinois Manufacturers' Association, pursuant
to the recommendations of the social-security committee of the association,
submits:
(a) That medical, dental, nursing, and hospital facilities are now organized
to meet the needs and demands of the community. These facilities can be expanded as the economic and social factors in the community make such expansion desirable.
(b) That State and local bodies are fully capable of meeting the health needs
of their respective areas.
(c) That the Federal Government, through the office of the Surgeon General,
would, under this legislation, undertake to exercise controls over medical and
health problems which are essentially local in character and which cannot
be capably discharged through a Federal agency. That the Federal Government
would, under this legislation, undertake to dominate the administration of the
medical and health services of the local communities.
(d) That this proposal would represent an invasion by the Federal Government in the field of private enterprise.
(e) That the program would eventually involve financial burdens upon the
employer and the employee which would not be in proportion to the benefits
available to the worker, the employer, and to the public under the program.
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(f) That the administration of the measure would inevitably be influenced
by political considerations and result in impairing instead of improving the
extension of medical and health services to the community.
We accordingly submit that this legislation is undesirable from the standpoint of the general public, from the standpoint of the employer, and from the
standpoint of the employee, and should accordingly be rejected by your
committee.
assurance of our appreciation of your consideration of our views upon
-With
this important legislation, I am,
Very truly yours,
T. ALBERT PTrrm, President.
THE ILLINOIS MEDICAL SOCIETY,

Monmouth, Ill., April 26, 1946.
In re Senate 1606; Wagner-Murray-Dingell bill.
HON. JAMES E. MURRAY,

Chairman,Committee on Education and Labor,
United States Senate, Senate Office Building, Washington, D. C.
DEAR SENATOR MURRAY: On behalf of the Illinois State Medical Society, allow
me to advise that the officers and members of the society regret very much that
it will not be possible for representatives of the society to testify orally before
the Committee on Education and Labor, in opposition to S. 1606. Since time
for receiving oral testimony is not to be allotted, I request that this letter be
included in the record of the committee as the expression of the Illinois State
Medical Society in opposition to the Wagner-Murray-Dingell bill.
The abuse and slander which have been heaped upon the American doctor
by the'self-styled liberals Who.:advocate national -compulsory health-insurance,
have been used by those advocates as a smoke screen to mask the sinister implications of the program proposed.
Most of the proponents of S. 1606 content themselves with denouncing the
American physician for his bitter and determined opposition to compulsory
health insurance. They conveniently forget, or at least avoid, the fact that
the doctors of this country, through their representative organizations, have enthusiastically endorsed and supported numerous sound and progressive proposals
for Federal participation in problems relating to medicine and health. The
profession's support of the Hill-Burton hospital survey and construction bill
and of proposals for the establishment of a National Science Foundation are
but two of many examples of this fact.
The medical profession agrees that utilization of the insurance principle to
distribute more evenly the cost of medical care is both effective and desirable.
What it does not and will not admit, is that application of the insurance principle
can best or only be had through the agency of Government and on the basis of
compulsion. Private and voluntary agencies for the prepayment of medical and
other health services have been growing and acquiring increased public accept* ance at a rapid rate. Physicians believe that the American people have the
energy, the will, and a sense of personal responsibility which render Government
compulsion in this field entirely unnecessary.
The continued assurances of those who endorse S. 1606 that no program of
socialized medicine is proposed find scant acceptance among Illinois physicians.
In his message to the Congress on the subject of compulsory health insurance.
the President of the United States expressed the opinion that the proposed system
would not constitute socialized medicine because under it. doctors would be
free to participate or not, as they might see fit, and would thus not be obliged to
work for the Government. Using the President's own test, it is obvious that
the bill would give us socialized medicine; for an overwhelming number of the
doctors would be compelled-not by law but by economic pressure-to "work for
the Government." That such would be the case is evident from the fact that
it is proposed that medical service be paid for under the compulsory Government system, on behalf of 110.000,000 or more of the American people. With
medical service paid for under the compulsory system for such a large segment
of our population, there would simply be no important source of potential private
practice left. Persons not covered would he, for the most part, unemployed
and unemployables, financially incapable of sustaining the practices of nonparticipating physicians. Thus we would have exactly the situation which the pro-
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ponents say constitutes socialized medicine. It is of little importance that the
force giving rise to the situation would be economic rather than legal.
If there were not to be some such force at work to compel large numbers of
physicians to participate in the program, enactment of this portion of the bill
would be a meaningless gesture. Very few physicians in the United States
believe in the wisdom or soundness of government medicine, and few indeed
would participate voluntarily in such a system.
Marly other argnments advanced in favor of the 'bill are siinllafly true in
theory and false in fact. So it is with the contention that the quality of medical service and education will improve; that freedom of choice will broaden;
that a better distribution of health service will ensue; and that the interjection
of Government employees between physicians and their patients will somehow
improve the relationship between them.
If national compulsory health insurance were something new; if it had ever
attained conspicuous success anywhere in the world; and if it had ever succeeded in producing the wonders which its American advocates promise, opposition to it would have little cogency. But if we have the wisdom to evaluate,
rather than ignore, the experience of countries which have had such systems
in operation for up to 60 years, we cannot fail to be impressed by the glaring
faults and shortcomings inherent in the very nature of such schemes. These
foreign experiments have demonstrated time and again that Government medicine becomes progressively more expensive and less efficient as time goes on,
and that the patient, not the physician, is the principal loser.
It is not necessary for American doctors to speculate or rely entirely upon
the experience of other countries in evaluating the merits of Government medicine. For many years we have had numerous public projects in the field of
medicine and health, at various levels of Government. These, even though
infinitely -smaller and less complex than -the 'national system -proposed, have
amply demonstrated that good medical care and politics blend badly or not at all.
These domestic programs have likewise been characterized by excessive costs
and relatively inferior medical service.
In opposing national compulsory health insurance and advocating-the development of private and voluntary medical prepayment insurance plans, the American
physician is proposing only that we continue to adhere to traditional Americanism. Your committee has already before it the data indicating the phenomenal growth, during the past 15 years, of voluntary prepaid hospital insurance through Blue Cross plans, commercial insurance carriers, and other group
and cooperative private agencies. There is no valid reason why growth in this
field should not continue rapidly, if hospital insurance is not taken over by
government monopoly. The same is true in the field of private, voluntary prepaid medical insurance.
By their progress in voluntary hospital Insurance, the American people have
been demonstrating that they are unique among the peoples of the world, in
that they -have the resourcefulness and the will to solve their health problems
themselves rather than turning to a paternalistic government for the solution.
Their progress thus far certainly has been such as to warrant their being afforded
the opportunity to continue their efforts.
Socialized medicine has in many countries been the forerunner to a full-scale
socialism. If the American people want state socialism for the United States
they will of course have it. But the Congress should be certain that such is
their desire before passing S. 1606, and thereby taking the longest single step
to the left in the history of our Nation.
Very truly yours,
HABOLD M. CAMP,
Secretary, Illinois State Medical Society.

INDUSTRIAL UNION OF MARINE AND SHIPBUILDING WORKERS OF AMERICA,
Camden, N. J., April 5, 1946.
STATEMENT BY JOHN GREZN ON S. 1606 (NATIONAL HEALTH) APRIL 2, 1946

On behalf of my organization, the Industrial Union of Marine and Shipbuild.
Ing Workers, I wish to wholeheartedly endorse bill S. 1606, the bill to provide
for a national health program. We have come beyond the day when the health
of an Individual was the concern of that individual alone. Nations are weakened
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because its citizens have not the means to keep themselves in good physical
and spiritual health.
There are in our modern civilization social diseases which no individual can
ward off and no individual working by himself can prevent, but united with other
individuals through his Government he can eliminate and avoid. The health
of the individual compounded becomes the health of the people, and an ill individ.
ual in a communinty can well cause the spread of a disease in the entire community. The sick worker is an unproducing worker and our Nation's wealth and
strength depend on the production of its workers in mines, farms, shipyards,
factories, stores, and offices.
If, because of the pressed economic situation, the individual cannot maintain
for himself and his family adequate care, his illness, or the illness of his family,
will become a community problem by causing even more illness by letting contngious diseases go unchecked, therefore weakening the economic and social fabric
of our Nation.
We have learned through practical experience that collectively we are our
brother's keeper. We have learned through experience that upheavals, like unemployment, have to be met by the State unless the Nation be so weakened that
it cannot maintain its wealth. Surely unemployment caused by wide-spread
illness is also a concern of the State. Private institutions can no longer even
make the pretense of adequately meeting the need. The only way the problem can
be faced is collectively through the combined efforts of our wills and the Gove nment.
RESOLUTION ADOPTED BY HOUSE OF DELEGATES, OF THE INTERNATIONAL COLLEGE OF

SURGEONS, UNITED STATES CHAPTER, DECEMBER 6, 1945, WASHINGTON, D.C.
RESOLUTION

Whereas
surance at
Whereas
Whereas

the
this
this
the

United States Government has seen fit to introduce health intime;
health insurance is compulsory;
taxpayer is already burdened beyond his capacity to pay;

Whereas the above bill may begin in a very subtle manner, it will grow and

develop vicious tendencies such as the E. M. F. C. (Pepper bill) is already doing;
Whereas with no other check than that of the Federal Security Administrator,
the Surgeon General of the Public Health Service will control the disbursement
of over $3,000,000,000 per year;
Whereas by virtue of the provisions of the bill and through rules and regulations
which he is empowered to promulgate, the Surgeon General would control the
practitioners of medicine and allied professions, and the practice of medicine;
Whereas the proponents of the bill claim it assures freedom from political

influence and that is neither socialized medicine nor state medicine, it is impossible to reconcile such claims with the fact that the bill does provide for the
creation of a national compulsory sickness insurance system, centralized in
our National Government, and that payments are to be made from our National
Treasury for medical and hospital care rendered to employed persons;
Whereas the bill definitely establishes bureaucracy when it controls this vital
service involving the health of the people;
Whereas the proponents contend that every patient will be allowed to choose
his own physician, yet the bill provides that the patient may only choose a general
or family practitioner (what is a practitioner?) from among those who have
agreed to participate in the system and who have not been chosen by too many
other people in the opinion of the Surgeon General;
Whereas the patient does not have free choice of the physician who, he believes,
is most competent to treat the medical condition as it affects the person in need
of treatment;
Whereas free choice of physician would be further inhibited by the regulations
and restrictions imposed by the system when placed in practical operation;
Whereas in countries having such systems, the standards of medical education, the standards of medical care, and the caliber of men entering the profession
have deteriorated;
Whereas the high standards of medical care and health of our people have been
attained through the continued effort of the medical profession to improve medical
education, and the application of the principles of free enterprise with its
encouragement of the initiative of the individual physician as a member of a
free society and of an independent medical profession;
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Whereas organized medicine recognizes certain defects in our present methods
of distributing medical care and our studies have clearly indicated to us the
complexity of the problem, it is futile to expect improvement in the health of
the individual or the Nation by the rendering of good medical care unless this
is paralleled by improvement of such essential health factors as proper housing,
proper sanitary environments, proper nutrition, education and recreation; and
Whereas the experience of the voluntary hospital insurance plans, which in a
comparatively short period of time have enrolled 17,000,000 people throughout
the country for protection against the cost of hospital services, has encouraged
organized medicine in this country to sponsor a similar nonprofit program on a
voluntary-insurance basis to provide for payment of physicians' services and
such programs have already been placed in operation by organized medicine in
more than 22 States and the launching of similar plans is imminent in other
States: Therefore be it
Resolved, That it is our confirmed belief that any plan or program for the
improvement of medical care distribution payable by tax money should be on a
State and community level and designed for the benefit of the indigent and
medically indigent members of our population. Sound plans to meet this objective are, in our opinion, the greatest need.
(This resolution was presented and voted upon for adoption unanimously by
the house of delegates of the United States chapter, International College of
Surgeons, at its session held at the Mayflower Hotel, Washington, D. C., December 6, 1945.)
STATEMENT

OF INTERNATIONAL

LONGSHOREMEN'S

CIO, PRESENTED TO THE SENATE COMMITTEE
OF THE NATIONAL HEALTH BILL, S. 1606

AND

WAREHOUSEMEN'S

UNION,

ON EDUCATION AND LABOR IN BEHALF

INTRODUCTION

The International Longshoremen's and Warehousemen's Union, on behalf of
its 85,000 members employed in continental United States, Hawaii, Alaska, and
Puerto Rico, primarily engaged in warehousing, longshore, and sugar industries,
joins the Congress of Industrial Organizations, to which it is affiliated, in urging
passage of the Wagner-Murray-Dingell health bill (S. 1606).
A mountain of evidence has already been presented to this committee demonstrating the dire need in our country for a comprehensive health program, based
squarely upon the foundation of Nation-wide social insurance. The committee
has been acquainted with the vast unmet health needs of all Americans outside
the relatively small upper income group whose members can individually afford
the high costs of modern medical care. The details of doctor shortages, inadequate hospital facilities, and insufficient public-health services have all been
shown.
Most important of all, the case has been presented clearly and repeatedly that
the most crucial factor in the poor health care of so many of our people Is
individual inability to afford the costly services of present-day medicine. The
conclusion has been inevitably drawn: The solution lies not in more charity (as
some have suggested) but in a universal insurance system based on periodic prepayments scaled to income--made minimumly small by the maximum sharing of
costs.
This we are offered by the legislation under consideration-together with the
necessary expansion of public-health and welfare services. The ILWU is, therefore, strong in its support of the national health bill.
In presenting this statement of support, we realize both the undesirability of
repeating previous evidence and our own inability to speak with authority on any
details of the problem except those with which we are intimately familiar. Accordingly, we propose to outline the particular health hazards of our work and
the specific need for provisions such as those offered by 8. 1606 to assure to our
union members the health protection they so sorely lack.
There is a staggering amount of sickness and disability generally among the
industrial workers of the country--despite the rather strained attempts of the
American Medical Association to paint a rosy picture of America's glowing health.
The United States Public Health Service has revealed through surveys that on
an average day of the year about 7,000,000 persons are disabled by sickness or
injury. About half of these 7.000.000 are "in the labor force"-that is. when
they are well they are either working or looking for work. It has been estimated
by the Industrial Hygiene Section of the United States Public Health Service
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that approximately 500,000,000 man-days of work are lost each year through disabilities resulting from nonindustrial illness; and the Bureau of Labor Statistics
has figured that another 218,000,000 days lost during 1945 are chargeable to accidents. At this very time, more casualties in the labor force are occurring annually
than were suffered by American soldiers during any year of the recent war. We
are certain that every Congressman now knows that during the war industrial
illnesses and injuries resulted in 50 times more man-days lost to production than
did the losses due to a few highly publicized strikes.
There is already ample evidence to reveal the broad correlation between income and the amount of medical care received. Recognizing the often prohibitive cost of good, scientific services-involving all the laboratory, X-ray, consultant, and hospital care that modern doctors feel to be essential to fine quality
medicine-the American Medical Association itself has declared that, in order
to pay for all the medical needs of any given year, the average American family
must have an annual income of at least $3,000. The annual income of some 70
to 80 percent of our families is below $3,000.
The average annual income of the members of our union is substantially below
this level. Obviously, the present pay-as-you-go system leaves the great majority of American workers and their families without full adequate medical
attention or sends them to the hated, and usually poor quality, charity services.
Senator Taft's recent bill insults every one of us by offering as a substitute
for the Wagner-Murray-Dingell bill's dignified system of insurance the humiliating sop of emergency relief medicine-and this would necessarily extend to
the 70 percent of America which the American Medical Association says cannot
afford the whole cost of its medical care.
The need is clear for a program of national health insurance which will enable every worker to finance his own share of a comprehensive system of prepaid personal health services.
Furthermore, it is a commonly known and accepted dictum among all students
of medical care that although low-income families have more than an average
amount of illness and greater and more frequent need for care, they receive far
less medical service than the well-to-do. And it is these same low-income families
which, though spending less in dollar amounts for medical care than the wealthy
and more well-to-do, nevertheless spend a greater proportion 6f their income on
the costs of sickness. By scaling payments but not services to income, the Wagner-Murray-Dingell bill provides full medical care on the basis of need rather
than purchasing power.
We would like at this point to describe what we know to be the special working
conditions and special hazards of longshore work which makes unquestionable
the needs of these workers for the protections guaranteed by the national health
bill of 1915.
THE WORK

Longshore work consists of loading and unloading ships cargo; and in the
moving of the cargo to and from the docks.
It is generally not a continuing operation but is usually carried on under high
pressure once the operation has started.
Stevedoring contractors hire the longshoremen whenever a vessel puts into
port to take on or discharge a cargo. A worker's employer changes as vessels
move on. The high cost of maintaining a docked cargo vessel puts a hugh premium upon keeping her in active service between ports. Quick turn-around is
a matter of great importance. A vessel is not earning money when it is.tied to a
dock and being used as a warehouse.
But to keep at a minimum the idle time of a vessel in port requires that loading
and unloading operations shall be maintained steadily. This means working at
great speed for long stretches, through every kind of weather. Longshoremen
work on open docks and open decks in every kind of weather with no protection
from sun, wind, rain, or snow. Exposure to inclement weather has always been
a prime characteristic of this industry.
Our members are constantly under pressure to speed up the job, to drive themselves steadily. Theirs is work in which, in spite of mechanization and new
machinery, strong men and physical exertions of exhausting proportions are
still demanded.
Perhaps the clearest way to show the many diseases, illnesses, and injuries
which beset longshoremen would be to follow the movement of freight from the
interior of a railroad car to the hold of a ship.
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Though hand trucks and lift boards are pretty commonly used today in moving
cargo, much piling and unpiling both in the cars and in the hold of a ship must
take place. This is done by hand. And these workers are, therefore, constantly
exposed to the hazards of strains from improper and heavy lifting, crushed extremities from dropped or mishandled material, cuts and abrasions from sharp,
rough, or broken material, falls, blows, etc.
Especially when working in the interior of a railroad car or the hold of a
vessel the longshoreman is frequently exposed to extremely high dust concentrations from such cargoes as cement and flour. The handling of these and certain
obnoxious commodities repeatedly lay these workers open to respiratory infections which are a long time in making their appearance.
The fact that lasting injurious defects not readily traceable to longshore occupation frequently develop from handling obnoxious commodities is proved by the
fact that so many of these commodities have so-called penalty rates attached to
them; longshoremen who are working on such cargoes are paid a higher rate
while so employed. Among such commodities are bulk sulfur, soda ash, and
crude untreated potash, caustic soda, lime, dyes, etc.
Attached to this statement is the schedule of penalty wage payments now
existing on the Pacific coast. The industry, in paying these penalty wages, has
long recognized that handling such commodities may be dangerous to health.
However, and this is important, there is no provision for medical care for longshoremen whose health may be permanently impaired by handling such commodities.
Like the longshoreman, the checker and clerk who works by his side checking
the cargo in and out is equally subject to the same respiratory diseases.
In fact, our own records indicate that the checkers and clerks have even a
greater incidence of respiratory infection than the longshoremen.
The known dangers and hazards of handling heavy materials, of being struck
by materials in transit beset all workmen on the docks. Dangers common to many
other industries become intensified and acute in longshore work because of the
constant pressure for speed and the long periods of work.
COMPENSATION

We have gone into some detail in describing the occupations and the hazards
incident thereto because of the special character of the compensation laws which
relate to longshoremen. It is commonly believed that occupational disabilities
are covered by workmen's compensation laws, but the nature of longshore work
results in serious deficiencies of coverage.
Injuries on the dockside are covered by the respective State compensation laws,
while injuries on board ship are covered by the federally operated Longshoremen's and Harbor Workers' Compensation Act.
Unless an illness or an accident can be traced to a specific incident which took
place while in the employ of a specific employer, it is' almost impossible for a
worker to have a compensation claim approved.
When a worker has nothing to which to attribute a strain injury, for example,
but a long period of manual labor on the job, when the responsibility for the
injury cannot be attributed to any one employer or any one job, the cost of
medical care for such an illness or injury must be borne by the worker.
As is clear, our workers are subject to a heavy incidence of medical diseases
which are usually noncompensable. Chronic strains and herniae are common.
Tuberculosis, pneumonia, and all other results of exposure and overwork beset
the longshoremen. Anemia and generally lowered resistance to disease too often
reflect the inadequacies of diet and of sleep and of preventive medical care.
Some other noncompensable illnesses which occur as a result of longshore work
are skin diseases or infections resulting from contact with such products as
creosote, chemically treated lumber and green hides; allergies which may develop
in the handling of these items; eye strain resulting from conditions of work and
eye infections from contact with such items as sulfur, soda ash, and crude untreated potash; colds, types of infitenza, and other illnesses resulting from rapid
changes of temperatures which affect men working refrigerated cargo and in
refrigerator boxes in periods of hot weather. These also affect men engaged in
handling lumber products out of water.
We have record of case after case of these sorts-and for this reason alone our
workers need the protection of the National Health Act. They are in the unfortunate position of being susceptible to all the illnesses that plague the eco-
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nomically insecure, with the added burdens that accompany longshore work.
The heavy incidence of hernia and strain injuries and respiratory diseases
which become aggravated unless recognized early and treated correctly makes
periodic physically check-ups of longshoremen almost mandatory. But which
of our workers can afford the luxury of periodic physical examinations at his
own cost? He usually gets to see a physician only when his physical ailment
has already become a hindrance to his keeping on the job. And frequently by that
time a minor illness or injury has become expensive, serious, and difficult to heal.
PREVENTIVE ASPECTS OF S. 1606

Here, again, our studies have convinced us of the advantages in S. 1606 which
relates to its preventive and early diagnostic features. By removing the financial barrier to periodic health examinations and to early medical consultation, the
health-insurance program would make it possible for the longshore disabilities to
be discovered and corrected before they progress to complicated and irreversible
stages.
Even if longshore work were made as safe and healthy as is possible, and if
all injuries sustained in this occupation were made compensable by law, the
worker would still have to face the problem of providing adequate medical care
for his family and for his own nonindustrial disabilities. In this sense the
longshoremen stand with all other Americans with middle or low incomes who
suffer today because of their financial inability to purchase all the health services they need. Even without the additional impetus of their unprotected industrial health situation, the thousands of ILWU members require-and demand-the security that health insurance brings to the whole family. America
today is spending an estimated 4 to 5 percent of its national income for medical
care. For an amount no greater than this-shared by workers and employers, and
supplemented by general revenues-the national can assure every needed type
of medical care to every citizen. No employed worker would have to pay more
than the 1% to 2 percent of his wages as estimated in the parent social security
bill, S. 1050.
In the light of the claim, forwarded by those opposed to the national health
bill, that the health needs of the country can be met through programs of
voluntary prepayment, it is important to mention that longshoremen are often
ineligible for membership even in those few plans that are within the financial
reach of the typical worker. This is because the private plans usually demand
group enrollments in full shops in order to achieve some sort of actuarial balance,
and because the pay-roll deduction system of payment is desired to simplify
administration.
Significantly few of the voluntary plans have thus been able to offer coverage,
in States where plans are well known, like California and New Jersey, because
the Blue Cross and medical society sponsored plans are far too expensive in
relation to the quite limited scope of benefits offered. Voluntary prepayment
is no more of an acceptable substitute for national health insurance than is
the American Medical Association program of charity medicine.
As self-respecting union members, anticipating the day of real social and
economic security for all Americans, we are convinced that the Wagner-MurrayDingell bill is the guaranty of the health protection we need. Its title II hits
directly at the heart of the problem-the lack of medical purchasing power at
the very time when illness curtails or shuts off income. Together with the HillBurton hospital construction bill (which we favor with the suggested Murray
amendments), title I of this bill would concurrently provide the material facilities
needed in so many parts of the country. We urge that so necessary a measure
as this national health bill is enacted into law as soon as possible.
A secure and prosperous America must be a healthy America. S. 1606 is a
milestone along the road to this goal.

SENATE BLm 1606

The Kentucky State Medical Association is on record as opposing the provisions
of Senate bill 1606, with particular reference to the compulsory features for medical care, and desires to submith the following for the record:
1. The bill is definitely paternalistic of artful parentage with socialistic
conception.
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2. It is undemocratic in that it federalizes the control of its administration
and, if it becomes a law, will lead progressively to the regimentation of the professions practicing the healing art, and, to a corresponding extent, the people it
is intended to benefit. Pay-roll deductions are compulsory. The fixing of fees
for service in the final analysis will be determined on the Federal level. Methods
of payment with regulations as to types of practice to be covered will be confusing and will become odious and reporting forms as needed for cost for service
statements will follow the usual exhaustive procedures. These and many other
regulatory controls all contribute to regimentation of the servant and the
beneficiary.
3. Bureaus within Federal agencies, subservices within bureaus, with their
tendency (as now prevailing) to expanding employment of professional, technical, inspectional, semiskilled and unskilled personnel, will be constantly creating
needs for new policies, new regulations and new procedures in order to justify
their existence, and confusion will be among us continually. It is our judgment
that for sheer federalization nothing like this has ever been conceived in and proposed by the Congress of the United States.
4. If the Government assumes the paternal care of the health of all the people,,
it will have to extend its compelling influence into the fields of food supplies for
total good nutrition, into the field of clothing supplies to make sure total protection for health and comfort, into the field of housing for total comfort and conveniences to the sick and the well, into the field of court procedures and law
enforcement to insure equal opportunity for justice to the poor as well as the more
fortunate so far as rights affecting health and comfort are concerned.
5. Experience has taught us that merely having money earmarked for preventive and curative medical services does not assure the availability of such. Distribution of medical care will continue to be a problem influenced by educational
and cultural advantages, transportation facilities, consultation resources, diagnostic and treatment facilities together with the tendency to specialization and
the very great expansion of governmental demands for Federal institutional personnel. Therefore, who will say to Dr. Jones, "A physician is needed at Podunk,
and you are marked for the place"?
6. We believe that the people of this country ought not become subservient to
a national system but be permitted to safeguard themselves voluntarily, which is
the true democratic concept.
We believe that Government owes it to the unfortunates that require help to
provide grants-in-aid to secure them against want, sickness, and lack of the necessities, and that such grants be administered under State and local jurisdiction, for
Federal taxes come out of these sources.

STATEMENT BY THE LEAGUE OF WOMEN

SHOPPERS, INC., NEW JERSEY CHAPTER

The New Jersey League of Women Shoppers is of the opinion that any legislative matter concerning the health and welfare of the American people is of vital
importance.
Examinations made by -Selective Service exposed the disastrous effects of
poverty and disease on four and a half millions of our young men. The American
people were shocked by the high percentage of our youth found suffering from
ailments which might have been checked in childhood had their families been
able to bear the expense.
We are proud of the tremendous advances made in the field of medical science,
but we cannot be proud of the fact that the benefits are denied to large numbers of
our population who cannot afford to pay for adequate medical care. Minor ailments become chronic, serious diseases, such as cancer, tuberculosis, and diabetes,
go unchecked until it is too late.
It is a well-known fact that far too high a percentage of the American people
cannot afford adequate medical care. It is estimated by the American Medical
Association that families with incomes of under $3,000 need help to pay their
medical bills. In other words, nearly three fourths of our population would have
to go into debt or accept charity in order to provide themselves with adequate
medical care. When we add those who, while able to provide the ordinary care,
let important diagnosis and curative treatments go until too late, because they
cannot afford the services of specialists, the picture is an even sorrier one.
Compulsory health insurance, as provided for in Senate bill 1606, the WagnerMurray-Dingell bill, would insure medical dAre for all. A small percentage of income while well would insure payment for treatment in future illness.
85907-46--pt. 5--

29

2958

NATIONAL HEALTH PROGRAM

Rural areas and the deep South lack a sufficient number of doctors and hospitals. For bread and butter reasons doctors locate in urban localities where
there is a large population, where a large number of people are working and
earning money. Forty percent of the counties in the United States have no
registered hospitals. Forty percent of our counties have no full-time public
health service. We need better distribution of doctors throughout the country.
We need more hospitals and increased public health service. We therefore believe
that the section of the bill providing Federal grants-in-aid to the States for expanding health facilities is an important feature.
We believe the passage of the Wagner-Murray-Dingell bill would be the greatest
step forward our country has ever taken in safeguarding and improving the
national health. The New Jersey League of Women Shoppers sincerely urges
its adoption.
MARIAN HISLOP, President.
THE MASSAOHUSETTr

MEDICAL SOCIETY,

Boston 15, Mass., April 18, 1946.
'Hon. JAMEs E. MURRAY,
United States Senate, Washington, D. C.

DEAR SENATOR MURRAY: We have been informed by the American Medical
Association that it will be impossible for State medical societies to testify at
hearings on S. 1606, but that you have agreed to introduce into the printed record
of the hearings any written statements on this important matter that you may
receive from such groups. Accordingly, we desire to submit the following statement on behalf of the Massachusetts Medical Society.
The Massachusetts Medical Society has studied, carefully,, S. 1606: Our interest is largely centered in titles I and II of this bill.
TITLE IA

Title I, part A, authorizes
services. In regard to this
physicians of Massachusetts
health enterprises.
We approve in general title

grants-in-aid to States to extend the public health
title we cite the progressive leadership that the
have always shown in the development of publicI, part A, but we have four criticisms:

1. Responsibility for the training of personnel should be the duty of the
individual States and not that of the Federal Government, as designated

in section 314 (a).
2. Provision should be made to insure more definite representation of
professional organizations on the advisory council than is provided in section
314 (f) (2) (F).
3. Responsible private agencies such as the Blue Cross and Blue Shield
should be included among those with whom the State health agency may
make working agreements rather than limiting such agreements to public
agencies as specified in section 314 (f) (2) (IT).
4. The State administrative health agency should be required to consult
with professional advisory committees before issuing regulations, which in
turn should be issued only after due notice. Such a method is preferable
to that provided in section 314 (f) (2) (I),.
TITLE IB

Title I, part B, deals with grants to States for maternal and child health
services. In our opinion the objectives of this part of the act is covered more
clearly in S. 1318. We have objected to this latter bill for several reasons.

1. It makes medical services and facilities available to everyone regardless of their economic status; this is a policy which we believe is unwise.
2. The fee-for-service method of payment is restricted to consultatiton
or emergency visits and is not ordinarily available to practitioners or
specialists. We believe in the fee-for-service principle and that it should be
unrestricted.
3. The bill does not prohibit professional personnel, groups, or institutions
rendering service from accepting supplemental payment from or on behalf of

patients.
4. It does not provide for payment to groups of physicians, clinics, or
hospitals providing professional services.
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5. It does not emphasize the desirability of full utilization and further
development of existing services and facilities.
6. It does not emphasize the necessity of restricting the development and
expansion of a State program to the capacity of that State's available
administrative and professional resources.
7. It does not provide professional groups with a continuing authoritative
voice in the formation of policies and plans.
8. It does not provide facilities whereby the opinions of both the Federal
and State advisory committees are made available to the public.
9. Designation of the Children's Bureau as the administrative agency does
not adequately insure proper integration of the maternal and child health
activities of the Federal Government.
TITLE IC

Title I, part C, is concerned with grants to States for medical care of needy
persons. We approve of Federal grants to aid the several States in meeting their
responsibility to provide medical care for those unable to meet its costs. We
believe, however, that such grants-in-aid should be made through the United States
Public Health Service to State departments of health and not--as we interpret
part ---through the Social Security Board on the Federal level, and the department of welfare on a State level. Furthermore, since we believe in the principle
of payment to physicians for the medical care they render rather than payment
to patients of cash benefits for this purpose, we disapprove of that portion of
the bill which advocates this procedure.
TITLE II

Title II deals with prepaid personal health service benefits. We disapprove of
this part of the bill for the following reasons:
1. We believe that the cost of carrying out the provisions of this section
of the bill would be extremely high and weind nothing to intimate how much
of an extra burden in taxation might be entailed.
2. We believe that the payment of most phases of medical care by those
able to pay for them directly or on a prepayment basis is the responsibility
of the individual. Voluntary or other plans particularly adapted to meet
the medical needs of certain areas of the country are now developing rapidly
and thus many of the basic aims of title II are already in the process of
accomplishment.
3. Finally, we believe that'the methods of supplying health service benefits,
as outlined in title II, offer too great a departure from our traditional way
of supplying such benefits. We believe that every known essential preventive, diagnostic and curative medical service of high quality should be
available to all of our citizens-regardless of race, color, creed, financial
status or place of residence. This is our definition of the objective of
adequate medical care. Its attainment must necessarily be an evolutionary
process which will require the cooperation of all concerned over a period of
years. It cannot be attained quickly.
4. We believe that title II offers proposals which are too revolutionary as
to be assuredly sound.
Since, after study of S. 1606, the Massachusetts Medical Society finds so much
in different parts of the bill of which it cannot approve, the Society desires to be
recorded as opposed to the enactment of the bill as a whole.
Respectfully submitted.
ELMER S. BAGNAoL,
REGINALD Frz,
JAMEs C. MCCANN,
DWIGHT O'HARA,
MICHAEL A. TIGH,
DAVID L. BELDINO,

Chairman,Committee on Legislation.
The Michigan Citizens Committee firmly believes that legislation such as the
national health bill is a must for the continuing growth of our democratic way
of life. It is a bill which would give the average man some of the economic
freedom which he lacks and tender him a measure of greater security from the
fear that illness entails, while at the same time bringing up our health standards
to where they should be in our prosperous land.
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The bill has proven sound for the protection of professional freedom by having
implemented in it chances such as the following; that doctors have the choice
of participation, that they can vote on their own way of payment, which will
depend on regional conditions, that unsuitable patients can be rejected by them
and that specialists or consultant service is only available at the advice of the
general practitioner. As for the average man, he would have home nursing
and hospital benefits, his choice of hospital, doctor or dentist while at the same
time enjoying the security given him by his Government. During the war a
great many men were trained to be doctors and these would welcome participation in a program such as this rather than laboriosly starting their own practice.
Local councils would be set up to study the hospital needs of each particular
community and Federal grants would be made on its*recommendations, so it is
self-evident that hospitals stand to gain rather than lose by the passage of this
bill. Of interest to servicemen should be the clause giving grants for research
and the training of personnel, which for the next 5 years gives preference to men
who have been in the service. This not only helps them but is, simultaneously,
of finest value to the community.
The appeal boards set up by the surgeon general and made up of representatives
of both physicians and the general public would make for a truly democratic
method of settling the disputes and grievances which inevitably arise in a
project of this magnitude. Provisions are also made to keep the country informed
or, the activities and expenditures of this project by having the Surgeon General
make a full report to Congress at the beginning of each session. In this report
he includes his own function and record of consultations with the advisory
council, so that any interested person will have all this data available to him.
The passage of this bill would promote better organized service, higher
quality of care and a fuller saving of the cost of keeping our nation a strong
and healthy one.
STATEMENT ON THE WAGNER-MURRAY-DINGELL

BILL (S.

1606) BY THE MICHIGAN

STATE MEDICAL SOCIETY, MAY 22, 1946
We believe that high quality medical care should be placed within the reach
of all people. It is our opinion that the National Health Act of 1945 as presently
constituted, if passed, would hinder the medical profession in supplying such
care. Further we believe that this propsed legislation introduces such additional
evils both to the people's welfare and to the medical profession as to warrant
the determined opposition of all thinking American citizens.
1. This act calls for a system of Nation-wide participation but there is no
need for it in Michigan. Over 1,300,000 people in Michigan are now protected
with prepaid health care under the voluntary service plans provided for by State
legislation and endorsed by the hospitals and the medical profession. Another
million people are protected by various other voluntary plans which offer economical prepaid health care. These plans are growing and it is now possible for
any person in Michigan to obtain voluntary health insurance at a cost less than
the amount it would cost him tinder S. 1606 in taxes.
A similar situation exists in other States. There is no reason why such voluntary plans cannot succeed in every State with proper encouragement. That
encouragement is being given by State legislatures, by the American Medical
Association, the State medical associations, county and local medical societies.
as well as other groups representing the people, business and professional life.
If people are willing and able to obtain health insurane or health service under
voluntary plans at minimum cost, why is it necessary to force them to accept
a national plan at higher cost? In Michigan the hospitals are filled and each
doctor is working to capacity. More hospitals are being built as rapidly as the
availability of material and labor permits. How then is new legislation goin?
to provide either additional space or additional service for the people? We can
see no need for title II of S. 1606.
II. If passed, title II of S. 1606 would hinder the medical profession in supplying high-quality medical care.
1. It would cause the loss of the physician-patient relationship as it refers
to the patient. The physician will be working for the Government and not the
patient. It cannot fail to put the patient's private life on paper which in turn
cannot be kept in public files from public scrutiny. This point is particularly important to female patients.
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2. It will regiment the patient for, without paying additional fees, he can
consult only participating physicians and then only if that physician has not
reached his maximum number of patients or treatments as determined by the
Surgeon General. Thus, while a doctor might be quite willing to treat a patient
needing his help, and the patient, if it were not for this new tax, might be quite
able to pay the doctor, yet the treatment cannot be rendered because the doctor
is not a government employee-as a free citizen he has a right to choose otherwise-and the patient has lost to taxes his money with which to pay.
Under the medical code of ethics, if the situation so demanded, the doctor
would undoubtedly treat the patient free-but should any legislation place any
individual in a position where by a moral code, he must work without pay?
3. S. 1606 grants all inclusive and dictatorial powers over the medical profession
to the Surgeon General of the United States Public Health Service-a political
appointee and not of necessity a doctor of medicine who may accept the advice
of a committee of his own appointees, and is to work with the Chief of the Children's Bureau who has yet to merit our confidence. Thus all members of our
profession be definitely regimented. While the bill purports to guarantee each
doctor of medicine full freedom as to participation or nonparticipation, in practice, it will operate as an economic sanction since any patient receiving care
from a nonparticipating physician will have to pay in addition to his doctor's
fee a tax to the Federal Government, a specific sum which may run as high as
$108 annually.
4. It will discourage much new and high-quality talent from entering the field
of medicine. While there is now a choice to the young doctor of entering government or private service, no such choice will be possible if S. 1606 becomes law,
and, consequently, those who have no desire to work for the Government, and
sacrifice private enterprise and personal initiative, will not enter the medical
field.
III. Additional evils of an irrevocable nature will result under such proposed
legislation.
1. It will place enormous cost on the taxpayer--especially the people in the
average income brackets (up to $3,600) which takes in 90 percent of the workers. Eventually the laborer must absorb the entire cost since he pays his tax
direct and also pays indirectly the employer's tax through additional cost of consumer goods.
2. It would fill hospitals to overflowing with the chronically sick and there
may be difficulty obtaining beds for acutely ill patients. Proper medical and
hospital treatment is not something you can wait in line for. There are not
enough hospitals and doctors now available to make the plan workable. Yet its
inevitable failure would reflect upon and make the public lose confidence in the
medical profession-which confidence is necessary for successful treatment.
3. It is a long step toward socialism-an ideal not yet cherished in America.
It follows the same pattern used by Hitler and at present by the Socialist government in England. Any patient who must rely on a benevolent administration
or the consent of a political appointee to obtain proper medical care for which he
has paid (in taxes) is not enjoying freedoms guaranteed him by the bill of
rights. Any doctor who receives his pay from the Government is not practicing
free enterprise in spite of arguments to the contrary.
4. There would be tremendous unnecessary cost in the administering of medical
care under title II of S. 1606. While overhead administration costs for voluntary
plans do not exceed 12 percent, administration cost of such a Government-operated
plan has been estimated by Government experts at not less than 18 percent and
when you're dealing with billions of dollars annually a 6 percent increase represents a great deal of money. Further by the regimentation of drug stores, drug
companies, surgical supply houses, sick and accident insurance companies etc.,
it cannot help but eliminate tax revenue now obtained from these companies and
thus place a greater burden on the remaining "little" tax payers.
For the reasons above the Michigan State Medical Society is unanimously and
unalterably apposed to title II of Senate bill No. 1606 under consideration and to
a bill (H. R. 4730) introduced into the House of Representatives.
MICHIGAN

STATE MEDICAL SOCIETY,

By L. FERNALD FOSTER, Secretary.
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STATEMENT OF MARY MCLEOD BETHUNE, FOUNDER-PRESIDENT,

NATIONAL COUNCIL

OF NEGRO WOMEN, BEFORE THE SENATE COMMITTEE ON EDUCATION AND LABOR

The National Council of Negro Women interested in the passage of all forms
of legislation which will increase the well-being of all the people, respectfully urge
support to and passage of the Murray-Wagner-Dingell bill (S. 1606) for the
following reasons.
SLow-income groups.-We are deeply concerned over the lack of adequate health
insurance for the people of America, whose earnings are too meager to allow
for periodic health examinatiton which would detect in time any serious disposttion toward disease. Too often are these citizens forced to delay the seeking
of medical advice because they consider the expense prohibitive. A national
health plan Would allow for such needed services without too much strain on
the earnings of these citizens.
American way.-The national health plan is truly an American plan-consistent with our philosophy of using Government funds secured by taxation
to aid the people who pay these funds. Voluntary insurance reaches the needs
of but a few of our citizens-the masses cannot participate in these benefits.
Lack of physical faoilities.-Secondly, deficiencies are apparent in regard to
physical facilities such as hospitals, health centers, qualified physicians and
nurses. In many cities, and more particularly in the rural areas, there is no
organized public health service and scientific research laboratories are unheard
of.
Federal aid needed to end discrimination-Thirdly,we believe that State
action would not guarantee the necessary coverage for all the people and we
are convinced that in many of the Southern States a disparity would be evident
in the matter of providing for our Negro citizens since discrimination is rampant
due to the ideology of the South. For example, we are told by the Children's
Bureau that facilities for children requiring prolonged institutional or convalescent care are generally inadequate or entirely lacking,, and that facilities
for the care of Negro children are far inferior in many States to those for white
children. In 1942, in the country as a whole, 26 women died in childbirth for
every 10,000 babies born alive. The rate for Negro mothers is more than twice
that for white mothers. Other disturbing figures could be cited.
In the matter of mental health services, ourt country lags in provision for
guidance clinics to treat children and adults who because of frustrations and
maladjustments have become misfits in society. Here again a disproportionate
number of Negro children and adults are victimized. Likewise, startling figures of disease rampant among enlisted men in the Army showed a preponderance
of cases among Negro troops. These facts deserve serious consideration.
Freedom of choice.-Moreover, since this bill guarantees the principle of free
choice in the naming, of physicians and hospitals, we feel that objections by
medical groups are invalid.
In summary, the program of health insurance is supported by our President
and all progressive groups as to details of policy and procedure. We shall not
attempt to discuss procedures, but we heartily support the recommendations
of the bill for Federal aid through the States, for we are convinced that the
mortality rate would be reduced and that the income of the average physician
would be improved despite arguments to the contrary.
Benefits versus expenses.-The benefits to the American people under this
plan would far outweigh the cost of administration in that prevention measures
would offset the need for prolonged care of the hopelessly indigent, the expense
of which care is known to us all.
We are sure that the thinking citizens of our Nation are aware of the great
benefits to be derived and that the cry of "socialized medicine" is only a smoke
screen being used by selfish interests.
On these bases, the National Council of Negro Women strongly plead your
most serious consideration of this bill ('S. 1606) because of the great need of
health insurance of the great masses of American citizens and urge prompt
action by our Congress.
TARNOPOL & FLAMM,

,

Chicago 2, Ill., March 27, 19 6.

Hon. JAMES E. MURRAY,

United States Senate, Washington, D. C.
DEAR SIR: As chairman of the social legislation committee of the National
Lawyers Guild, Chicago Chapter, I take this opportunity to advise you that our
chapter strongly endorses the pending National Health Act and would like to see
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it passed at the earliest opportunity. The enclosed report, though prepared for
the original health bill, reflects the sentiment of our group. If it is permissible,
we would like to have you introduce it into the record in support of the present
bill.
We will be glad to have our representative testify before your committee if
you will advise us as to the exact date when he can be heard.
Sincerely,
Chairman, Social Legislation Committee.
JOHN LIGTENBEBG,

President, National Lawyers Guild,
Chicago Chapter.
[Reprinted from the Lawyers Guild Monthly (January 1945)]
GUILD URGES EXTENSION OF SOCIAL SXOURITY AND MEDICAL AID
REPORT

The original Social Security Act, passed by Congress in 1935, will probably be
regarded by future historians as one of the important steps in our national history. But, like most first steps, this one, in a new field of social legislation, was
timid and cautious. It insured less than half of our employables against the
ravages of unemployment. The provisions for old-age pensions and permanent
disability were inadequate. Temporary disability due to illness or maternity
was not covered. And no machinery was set up to reduce the social cost of unemployment by finding jobs for the unemployed. Despite these shortcomings the
1935 act was an important advance-a milestone. In 1939 the act was amended
to overcome some of its glaring weaknesses. And now the Wagner-DingellMurray bill pending before Congress is designed to widen the soope of the
original act and to extend coverage to nearly all our inhabitants against all three
of the greatest hazards of life-illness, old agerand unemployment. Briefly, the
principal aims sought to be achieved by the bill are as follows:
(a) To unify the present fifty-odd State and Territorial social insurance systems into a single Federal system and to broaden coverage so as to include millions of people employed in agriculture, domestic service, and nonprofit enterprises
who are not now covered. Coupled with this is a provision for a system of Federal
employment offices to minimize the waste of unemployment, and especially to help
place demobilized servicemen in appropriate jobs and to provide for them until
the jobs are available.
(b) To liberalize the present old age insurance system and to extend coverage
to those permanently disabled and their dependents; also to expand the system
of Federal grants-in-aid for public assistance by the States.
(c) To establish a national system of health insurance to protect those who
are temporarily disabled by sickness or maternity. Such public health insurance
is to be made available also to the self-employed, including lawyers and other
professional men.
Social security is here to stay
There are, of course, many people who are out of sympathy with the entire
philosophy behind the original Social Security Act. For the most part these
belong to the "rugged individualists" school, a small minority, who still believe
that the unemployed are in some way themselves at fault; that they are either
extravagant, lazy, or lack ambition or aggressiveness; that these are the unfit
in a society in which only the fit should survive. Fortunately, most of our citizens
have come to realize that the unemployed during a depression are victims of
economic forces beyond their control for which they are in no way responsible.
They have come to accept the general philosophy behind the Social Security Act
and it can now be said that the social-security laws are here to stay.
Among the overwhelming majority of our people, the aims sought to be achieved
by the Wagner-Murray-Dingell bill are, on the whole, acceptable. Those amendments, as one public official pointed out, are a logical extension, through evolutionary process, of our existing social-security laws, intended to correct shortcomings which have come to light with experience. The amendments were prepared by a bipartisan body after considerable study. We believe that the bill
should, therefore, be supported by Congress on the basis of social need, without
regard to party affiliations.
One part of the proposed bill has stirred up opposition by an unusually active
pressure group, whose organized campaign against the bill tends to confuse the
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real issues and therefore makes it imperative that those issues be clarified and
publicized. We refer to the section which provides for a system of public medical
and hospitalization insurance including maternity benefits. A number of organized medical groups are opposed to this part of the bill on the alleged ground
that it will interfere with the private practice of medicine; that the personal
relationship between the doctor and his patient will be affected and that the
freedom of the patient in his choice of a doctor will be limited. Some of these
medical organizations have joined reactionary interests in attacking the bill as
subversive to "the American system of free enterprise."
Actually, the proposed bill involves a minimum of interference with private
medical practice. Doctors may, but need not, qualify or register under the act.
If they do voluntarily join under the act, they must, of course, comply with the
provisions for medical fees. But the schedule of fees will be fixed by the
Surgeon General after consultation with an advisory board composed of representative medical men. Moreover, even if the doctor registers under the act,
he may also practice privately without hindrance for those patients who wish to
employ his services. His patient will be in no worse position than those citizens
who, despite their tax contributions for public schools, choose to send their
children to private schools. The health of our people is no less a matter of public
concern than their education. In any case, no doctor need qualify under the act
and even patients insured under the act will have a choice of doctors from a
slate of those registered in his community. If this can be said to constitute an
interference with the practice of medicine, it is a minimum of interference and
perhaps no more than other businesses and professions are subjected to in
subordination to the public welfare.
Doctors, too, will benefit
On the whole, the medical profession will gain, not lose, by the measure; for
at the present time only the patients at the top of the economic ladder can afford
adequate medical service. Those at the bottom have been securing such service
free as charity patients. But the overwhelming majority of people between
these two economic layers have not been able to afford adequate medical service.
This is borne out by the various reports issued in recent years, including a report
by the American Medical Association. In consequence, the health of the Nation
has been neglected, as is evidenced by the shockingly large number of rejections
for the armed services due to physical disabilities. A small percentage of the
doctors, those now earning abnormally large fees, may perhaps suffer a decline
in income because of this measure. But most physicians will gain by this insurance system. This is pointed out by forward-looking physicans who analyzed
the measure from the standpoint of the profession as a whole.
In any case, the provision for medical and maternity benefits will serve to promote the public health and welfare, and that must be the paramount consideration. Such measures are already in effect In England, Sweden, Russia, and other
countries, and we can't afford to lag behind. England's social security laws have
been in effect since 1911. Its inhabitants have long been protected "against sickness and loss of wages arising therefrom. And yet, a noted conservative like
Winston Churchill, recognizing the need for further expanding the British health
program, recently said:
"Our policy is to create a national health service which will ensure that everybody in this country, irrespective of their means, age, sex, or occupation, shall
have equal opportunities to benefit from the best and most up-to-date medical
and allied services available. The new discoveries of healing science, fanned
by the fierce wings of war, must in the future be the inheritance of all. Disease
must be attacked, whether it occurs in the poorest or richest man or woman,
simply because it is the enemy."
Supported by business leaders

It is significant that many of our leading businessmen have also come to accept
the principle of public responsibility for the health of our people. Thus, the
National Planning Association, which is sponsored by eminent American business
leaders, stated in a recent report:
"It is urgently necessary to take immediate steps to enhance the health and
vigor of the people of the Nation * * * Medical care, Including facilities
for hospitalization and rehabilitation, must be made available to all the people
* * *. A practical method of overcoming the financial limitation to the purchase of adequate medical care and one which would be in keeping with the
desire of our people to pay their own way as far as possible would be to make
this provision through social insurance."
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While this committee is wholeheartedly in favor of extending the social security benefits proposed by the Wagner-Murray-Dingell bill, we do believe that
the bill can be improved in some respects. Our principal suggestion in this
regard concerns the financial cost of the program. We believe that this should
be revised to come closer to the British system under which one-half of the cost
is divided between employer and employee and the other half is borne by the
Government through general taxes. Since the Government's share would be
financed by taxes levied mainly on the basis of ability to pay, this would tend
to reduce disparities by leaving more purchasing power among the lower-income
groups. A wider distribution of purchasing power is sorely needed to stabilize
our economy.
There are other minor respects in which the social security program will still
be incomplete after the passage of the Wagner-Murray-Dingell bill. However,
we believe it unwise to emphasize these at the present time for fear that too
much controversy over details will imperil the entire bill, which, we believe, is
essentally sound. In the course of time as experience dictates the need for them,
further amendments can be considered. In the meanwhile we recommend passage of the bill either with or without the suggested amendment of the financing
provision.
(Compiled by Dr. Stanley Milroes, a county doctor, of Long Branch, N. J., Chairman of the Public Health Committee, Medical Society of New Jersey)
(Reprinted from the November 1945 issue of the Journal of the Medical Society of New
Jersey, vol. 42, p. 349]

A MEDICAL CARE CREDO OF THE MEDICAL PROFESSION-TEN BELIEFS OF
MEDICINE AS TO MEDICAL CARE

ORQANTZED

MEDICAL RESPONSIBILITIES

The medic2il re responsibility of organized medicine.-1. We believe that,
in the same manner that a physician is doctor of his individual patients and feels
a definite responsibility for their good health and medical care every county
medical society, collectively and figuratively speaking, is the doctor of the people
of its county; every State medical society is the doctor of the people of the State;
and the American Medical Association is the doctor of the people of the Nationand all feel a definite responsibility for the health and the quality, quantity, availability, and distribution of medical care for the American people.
SOLUTION OF THE MEDICAL CARE PROBLEM

The solution of good medical care for the American people.-2. We believe that
in order to see that good quality medical care is provided for the American people, as well as a continued improvement in the quantity, availability, and distribution thereof, it is essential that a real teamwork medical care conference in
the public interest, organized on a complete basis of equality, good faith, and goodwill, is promptly created by the medical profession or the Government (or preferably by joint action), instead of the present murky atmosphere of mutual
suspicion and distrust which now exists.
THE PARTICIPATION OF ORGANIZED MEDICINE

The quality of medical care in governmental public medical care programs.3. We believe that the quality of medical care in any governmentally administered health service program involving the public and the medical profession
is now and will be in direct proportion to the voluntary participation of the
medical profession in both the formulation and administration of such programs.
THE PUBLIC AND MEDICAL CARE

The American people and good medical care.-4. We believe that the American
people want good quality medical care. They also want it made more available
to everyone.
1 HE MEDICAL PROFESSION AND MEDICAL CARE

The medical profession and good medical care.-5. We believe that the medical
profession is insistent on rendering good quality medical care. They also are
working to make it more available.to everyone.
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Social engineers and medical care-quantityversus quality-6. We believe that
the nonmedical and medical social engineers who proposed governmental medical
care and (1) the social agencies, (2) labor organizations, and (3) governmental
agencies who have espoused and promoted governmental medical care to be paid
for by the compulsory taxation of every citizen of the United States, are chiefly
and primarily concerned with the quantity, availability, and distribution of
medical care. They are also secondarily interested in the quality of medical care.
FACTORS TN MEDICAL CARE QUALITY

Determining factors in quality of medical care.-7. We believe that, except
in the patriotic rendering of medical services in time of war and a few other
scattered instances, there are certain definite factors which usually produce
definite deterioration in the quality of medical care under Government auspices.
These definite and inescapable factors are(1) The great difficulty of securing able (class A) physician personnel.
(2) Too many patients per hour.
(3) Unsatisfactory physician-patient relationship (lack of that timeconsuming and all important psychological and psychiatric factor which
allows physicians to relieve mental tensions and anxiety in their patients).
(4) Low rates of compensation.
(5) Multiplicity of governmental rules, regulations, and reports (socalled governmental red tape), which hamper the rendering of good medical
service.
We believe these are the five factors that caused the recent difficulties as to the
quality of medical care rendered veterans by the Veterans' Administration
facilities as testifed to by Government officials. We believe that these are the
five factors which do and will make any program of governmental medical care
result in mediocre quality unless the organized medical profession is immediately
given a permanent and equal share in the formulation, revision, and administration of all governmental medical programs, which affect the general public. We
believe that such an equality of cooperative effort on behalf of the best possible
quality, quantity, availability, and distribution of medical care for our American
people by medical and governmental agencies is in correct and full accord with
the principles of American democracy and should be instituted forthwith.
THE WAGNER-MURRAY-DINGELL AND PEPPER BILLS AND THEIR EFFECT--NONPARTICIPATION OF MOBT GOOD PHYSICIANS

Mediocre quality of medical care under Wagner-Murray-Dingell and Pepper
bills not acceptable to most good physicians.-8. We believe that, because the
medical profession (organized medicine) has not officially participated in the
formulation of the.Wagner-Murray-Dingell and the Pepper bills, and because these
bills give the medical profession no share in the administration thereof, the
majority of most able physicians will not participate In these proposed programs
of governmental medical care because the average quality of medical care would
be mediocre or low grade.
THE WAGNER-MURRAY-DINGELL AND PEPPER BILLS' UNHAPPY EFFECT ON PHYSICIANS'
TYPES OF PRACTICE--THE WISE CHOICE OF THE PUBLIC

Wagner-Murray-Dingell and Pepper bills would create unhappy result of two
kinds of doctors-Preference of public for individual personal private medical
serrice.-9. We believe that the passage of these or similar bills, by the efforts
of social work or labor groups in this country, which do not provide for the participation of the organized medical profession in the formulation and administration thereof, would inevitably and unfortunately for the public result in the creation of two kinds of physicians in this country-private doctors and Government
doctors. We believe the great majority of able physicians will stick to private
medical care because they have in the past, and will in the future, insist on conditions which permit the rendering of good quality medical service to the public.
In this connection, we believe that the American public today largely knows the
difference between good quality medical service and mediocre quality medical
care as evidenced by the marked wartime increased demand for individual private
medical service and greatly decreased attendance at most types of clinics.
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THE MEDICAL PROFESSION'S PRESCRIPTION FOR IMPROVEMENT IN MEDICAL CARE

The medical profession's prescriptionfor remedial action as to improvement.10. We believe that the best possible quality, quantity, availability, and distribution of medical care for our American people can only be secured by the creation
of a permanent, working medical care conference composed of (1) the medical
and allied health professions concerned with medical service and (2) governmental agencies concerned with medical services.
JOINT PLANNING

FOB

MEDICAL CARE

In the quality, quantity, availability, and distribution of medical care a joint
democratic working conference in the public interest.-We believe that such a
joint cooperative conference effort on the part of medical and governmental
agencies could improve the quality, quantity, availability, and distribution of
medical care for all of the American people by jointly planning care for (1) the
medical indigent and low-wage groups-by the supplemental aid of general tax
funds; (2) by caring for those of moderate income-by voluntary health insurances covering hospital, medical, surgical, obstetrical, and all other medical care
expenses; and (3) by caring for those of ample income-as at present.
A PERMANENT DEMOCRATIC MEDICAL CARE CONFERENCE OF MEDICAL AND
GOVERNMENTAL AGENCIES

We believe and recommend, that such permanent working conference on
medical care should be forthwith immediately created either by (1) the American Medical Association, (2) the Congress of the United States, or (3) the President of the United States (preferably by joint action of these three), to be
composed of an equal number of official representatives of (1) the American
Medical Association and (2) the governmental agencies concerned with health
services: and that the members of such conference be given equal powers of
action, to the end that the American people nay be provided in our time with
the best possible quality, quantity, availability, and distribution of medical care
by concerted American democratic action, with resultant peaceful solution of the
medical-care problems which concern us all.
(Adopted by the public health and welfare committees of the Medical Society
of New Jersey on October 7, 1945. Approved by the board of trustees of the
Medical Society of New Jersey, October 21, 1945. For presentation to the house
of delegates, American Medical Association, December 3 to 6, 1945.)

STATEMENT

BY

CHARLOTTE

CARR,

REPRESENTING

NATIONAL

CITIZENS

AcION COMMITTEE, ON S. 1606, THE WAGNEB-MURRAY-DINGELL

POLITICAL

BILL, SENATE

COMMITTEE ON EDUCATION AND LABOR

The national health bill (S. 1606) has the complete support of National
Citizens Political Action Committee. We are strongly in favor of expansion
of the present social security program so that its benefits are Increased and
they reach more people. Moreover, we firmly believe that the program should
include comprehensive medical and hospital services paid for through a national
contributory insurance system.
It is our feeling that there has been sufficient evidence presented in the extensive hearings on S. 1606 to prove the need for this program. We know that
one-half the maternal deaths each year could be prevented. We know that a
third of the infant deaths each year could be prevented. We know that in many
rural areas there is only 1 doctor for as many as 3,000 people. These figures
represent people. They represent unnecessary human waste. They Indicate
the need for legislation without further delay.
Three-quarters of the American people have no insuranc- at all against medical
or hospital costs. This great majority of our population cannot wait another
25 years while half-hearted experiments further prove their failure to do the
whole job.
Senators Taft, Smith, and Ball introduced a bill which they called a national
health bill. They call it a substitute for the Wagner-Murray-Dingell bill. It
would replace a program conceived in the true spirit of American social security
and the right of all our people to security in unemployment, old age, and sickness, with an inadequate, restrictive "charity" measure which offers the people
an insult as a substitute for a real health program.
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The Taft bill, moreover, offers an insult which would prove very expensive.
Senator Taft, who is so afraid of bureaucracy and overloaded Government
administrative offices, should be the first to recognize the high cost of establishing
means tests. Such tests require extensive and costly administrative machinery.
They require investigation, checking, and rechecking. Finally, there are marginal
cases to be investigated and reinvestigated, checked and rechecked. And while
they are being investigated, the sick people grow sicker and wait for certification
as they can call the dcctor.

This is not a theoretical statement on my part. It is an observation based
upon my experience as administrator of the emergency relief program of New
York City between 1934 and 1937, when there were more people in New York
City on relief than resident in the city of Buffalo.
I have seen opposition to the various forms of social security over the years.
I can remember testifying for old-age pensions when the opposition spoke of the
tragedy of taking away from the rich their opportunity to care for the poor. I
have seen the fight for workmen's compensation when the claims were made
that workers would deliberately put their hands in machinery for the satisfaction of getting two-thirds of their pay for a limited number of weeks. I have
seen the fight for unemployment compensation with its claims that laziness
would be encouraged and workers would deliberately leave their jobs and live on
limited compensation payments. I find today's arguments against health insurance on about the same level.
The public is no longer fooled by such arguments. Health insurance is the
great gap in the social security program. It is a gap that must be closed. We,
of National Citizens Political Action Committee, believe that this bill must be
passed. The people understand it, they want it, and they will make their Congressmen responsible for failure to pass it I urge you to report this bill favorably and request its adoption by Congress.

NEW JERSEY WELFARE COUNCIL,

Newark 2, N. J., June 18, 1946.
Senator JAMES E. MURRAY,
Committee on Education and Labor,
Senate Office Building, Washington, D. C.

MY DEAR SENATOR MURRAY: The board of directors of the New Jersey Welfare
Council, an organization of approximately 1,000 professional and lay persons
active in health and welfare work in New Jersey, urges that you take favorable
action on compulsory health insurance as proposed in S. 1606, now before your
committee for consideration.
At our last annual conference held in November 1945 the membership of the
council adopted the following resolution:
"Whereas the New Jersey Council in 1944 endorsed the principle of compulsory
health insurance; be it
"Resolved, That the members of the council, in town meeting assembled, reaffirm
their belief in these principles, as expressed in the President's message to Congress,
and that the board of directors be requested to communicate to members of the
Senate and the House their firm conviction that this essential principle should be
adequately implemented."
As New Jersey is one of the States in which the medical society has established
a voluntary medical-surgical plan, we would like to point out to you some facts
and comments made by our health committee which has studied this question and
which finds that the voluntary plan does not meet the needs of the State. The plan
is too limited in scope and enrollment far too slow. In operation over 4 years it
now serves only about 11/ percent of our people. It does not encourage either
preventive care nor good group practice. Coverage is restricted in many ways
for it covers care only while in a hospital; children up to 3 months are not
included; only limited benefits are available in families with an income of $2,500
and above; it encourages deferment of surgical care for tonsillectomy for 9
months. It is not open to all people who want it; for instance in a plant of less
than 25 persons, 100 percent enrollment is required so that 1 person might veto
the plan for the other 23. Rural areas are neglected. Administered by a board
of 10 doctors and 1 actuarial expert of a large insurance company, the plan has
no representatives of insured persons or the general public.
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to the
We need a strong unified plan for the whole country and we look forwardwill
be
time when all people, regardless of economic status or place of residence,
able to secure adequate medical care.
Sincerely yours,
Miss JEAN M. LUCAs, President.

MEDICAL SOCIETY OF THE STATE OF NEW YORK,

New York 17, N. Y., June 3, 1946.

Hon. JAMES E. MURRAY,

Chairman, Committee on Education and Labor,
United States Senate, Washington, D. C.
MY DEAR SENATOR MURRAY: I have been requested by the officers of the Medical
Society of the State of New York to express to your committee our attitude toward
compulsory health insurance.
We believe1. That while many inadequacies exist in the present system of medical
care, there is much good in that system; and no proposed change should
jeopardize that good.
2. That any change should proceed as an evolutionary process based on
experience, and should not be a revolutionary experiment based on ideologies
foreign to the American way of life.
3. That It should proceed from the recognition of local needs and not be
imposed all at once upon the country as a whole through a general over-all
plan, necessarily inadequate to meet many special exigencies.
4. That the problem involves so many other social, economic, and medical
factors that the solution should not be approached mainly from the standpoint of cost.
5. That the public has an equal interest with the physician in the extension
of medical care, but that the medical profession is best able to judge the
character and quality of the service rendered.
6. That the quality of medical care is more important than quantity. It
is unwise to extend quantity at the expense of its quality.
7. That the Government has a right and a responsibility to concern itself
in the health of the people, but should provide funds only where the local
organization is unable to do it.
We are opposed to national compulsory sickness insurance for the following
reasons:
1. That in a vast country like ours, with innumerable variations in local
conditions, a uniform, over-all, national plan would be Impossible to administer without great inequities and inequalities, which, we believe, would
wreck the achievement of the desired end, which is.good medical care.
2. That the immediate placing in operation of such a stupendous experiment would be an administrative task destined to lead to waste, extravagance
and ultimate failure.
3. The enormous funds available, estimated to be between three and six
billions annually, would subject it to all the temptations Incident to the
expenditure of public moneys: which temptations would be shared by the
administrators, the participating physicians, and the beneficiaries.
4. That such mass practice as would be involved in such a plan, Inadequately controlled as we feel it would be, would have a demoralizing effect on
the practice of medicine and the personnel of'the medical profession.
What alternative plan have we to offer?
1. More and better medical care for all.-Let the Government provide good,
well-distributed hospitals and medical centers, and the quality of medical care
will soar upward. It will also tend to help the better distribution of physicians.
Good medical care is more economical both in money and health than a greater
amount of poor medical care. One of our labor leaders, during a discussion of
this phase, is reputed to have said. "Never mind the quality, give us more medical
care now, and we will take care of the quality later."
Good medical care takes years to develop. Poor medical care tends to deteriorate into poorer medical care.
2. GChoup medicine.-The increasingly complex character of modern medical
practice has made it desirable for physicians of diverse training and experience to
pool their knowledge and share their common technical facilities by organizing
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into group practice units. This makes possible the furnishing of higher standards
of medical service under automatic constant supervision. It is usually the best
kind of medical service, but owing to the difficulty of organization, administration, and initial expense involved, there are comparatively few such groups in
the country. It is here that the Government could help by furnishing direction,
and in some cases, the initial outlay. Once organized, they would take care of
themselves. The people could obtain these services by voluntary insurance.
3. Voluntary Insurance.-The most expensive part of medical care, hospitalization, and the cost of the various complicated tests and treatments are being successfully taken care of by the National Blue Cross. Both the medical profession
and the public are awake to the necessity of solving the problems of the high
cost of illness. The medical profession is experimenting with and developing
various forms of sickness insurance. Give it a chance. The whole idea that the
health of the individual is a Government concern is comparatively new, and we
have already accomplished a great deal. Let us have patience. If we do find it
necessary to have the Government step in, let us begin by having the States try
out various forms of insurance to find the one most suitable for its own population.
4. Let the Government pay the insurance cost of the poor and needy.
Respectfully yours,
HARRY ARANOW, M. D., F. A. C. S.,
Chairman of Committee on Legislation,
Medical Society of the State of New York.

NEW YORK WOMEN'S TRADE UNION LEAGUE,

New York 16, April 19, 1946.
Senator JAMES E. MURRAY,

Chairman, Senate Committee on Education and Labor,
Senate Offlce Building, Washington 25, D. C.
DEAR SENATOR MURRAY: The New York Women's Trade Union League respectfully asks to be recorded in support of the Murray-Wagner-Dingell bill, S. 1606,
now being considered by your committee. It is our profound conviction that the
proposed health bill, if enacted into law, will be the foundation stone to the better
and happier America we are striving to attain. In fact it seems almost incredible
that at this date in the development of science and the social responsibilities of
our civilization, that we should be debating the desirability or the efficacy of such
a proposal. Indeed, sir, the Murray-Wagner health bill should have been the law
of this land many years ago, and our energies and thoughts today should be
devoted to how best to expand the modest beginning.
Good health, and the opportunities to maintain good health, is a major responsibility of good government. No one for a moment would doubt or question the
right of our National Government to enact any and all legislation necessary to
maintain and facilitate the flow of commerce. We recognize that as an important
Government responsibility. Similarly, the maintenance of good health throughout the Nation (upon which the entire structure of this country rests) must be
accepted as an equally important obligation of our Government.
The social evil and the disastrous consequences that result from the present
method by which the ordinary men and women in the United States provide
medical care for themselves has long been exposed. It is sufficient to recall the
number of men rejected by Selective Service because of defective or other impaired
conditions of health. The percentage was appalling, especially since it was a
reflection of the health condition of the hardiest group in our population.
There is no disagreement that the situation is fraught with great danger to the
Nation as a whole and that something must be done. Tpe Murray-WagnerDingell bill has many limitations. It is not the panacea for all the ills in the
present health issue. It is, however, a feasible and adequate method to start
with, and its immediate enactment is imperative.
Very truly yours,
BLANCH FREEDMAN, Secretary.
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THE MEDICAL SoairY OF THE STATE OF PENNSYLVANIA,

April 17, 1946.
Re statement in evidence.
The Honorable JAMEs E. MURRAY,
Chairman, Committee on Education and Labor,
United States Senate, Washington, D. C.
DEAR Sin: The six doctors of medicine proposed by the Medical Society of the
State of Pennsylvania (9,500 members) as witnesses to appear before your committee during the current hearings on S. 1606 unite in submitting for your committee's consideration the following comments and observations based on years
of study and practical experience in the distribution of medical care and the
equitable division of its costs.
We consider title I of S. 1606 superfluous since S. 191, as it has recently passed
the Senate, provides admirably for the building of hospitals and public health
centers where needed. It has the approval of the American Medical Association
and the American Hospital Association.
The provisions of other needed facilities and of personnel may readily be
accomplished when the Congress is ready to appropriate sufficient funds to expand
the public-health work under existing title VI of the Social Security Act. The
same is to be said of the maternal and child-health and crippled-children's services
under title V of the Social Security Act. An amendment to the original Social
Security Act providing for grants-in-aid to States for their public-assistance
recipients, when proven necessary, would provide for this section of title I of
S. 1606.
Adequate Federal subsidization of medical education will be provided for in
the pending Magnuson bill creating a National Science Foundation, which bill
has the support of the organized medical profession and the American Association for the Advancement of Science.
Title II of S. 1606 provides for prepaid personal health services. Inasmuch
as title I is not necessary, the section providing for cooperation with the Children's Bureau in title II becomes unnecessary.. (See sec. 203 (d) of S. 1606.)
On behalf of the 9,500 members of the Medical Society of the State of Pennsylvania, a constituent of the American Medical Association, we write herewith
in opposition to compulsory health insurance, whether it be knoivn as federalized
medicine, socialized medicine, political medicine, regimented medical service, or
any other term which is popularly used in reference to governmental control over
the delivery of individualized medical services, as proposed in title II of S. 1606.
We oppose it for the following specific reasons:
1. In the provisions of S. 1603, there is no guaranty that the patient will have
absolute free choice of physician under all conditions. While there are some
alluring statements in the bill regarding free choice of physician, yet these statements are definitely limited by other statements in the bill. (See sec. 205 (e) (k).)
2. In spite of all the statements in the bill regarding attempted means to
improve medical services, the ultimate result will be a deterioration in the quality
of medical services rendered. This has followed the introduction of such governmental plans throughout the world.
3. The centralized control of individualized medical service as provided for in
this bill will irresistibly develop its great part in the totalitarian trend which,
unless halted soon, will eventually and inevitably destroy our democratic form
of government.
4. There is no specific mention in the hill of the cost of the program or of the
raising of the revenue to provide for these services. Yet, if enacted, its heavy
cost must be met-doubtless by a pay-roll deduction plan supplemented by direct
taxation. It seems rather strange to propose such all-lnclusive and comprehensive
services without indicating how they will be underwritten or proffering an
estimate of its total cost.
Those of us who have had experience in the administration of voluntary prepaid
medical care plans know that the amount indicated in S. 1050--8 percent of the
Nation's pay rolls-will not be sufficient, and we publicly express the opinion
that it will cost the people of the United States anywhere from $10,000,000,000
to $14,000,000,000 annually to attempt delivery of the proposals of this bill.
Wherever introduced, utilization of the service, much of it wasteful due to
malingering, has rapidly increased administrative and professional costs to three
or four times that originally anticipated.
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5. From the statements in S. 1606 (see sec. 210 (a), (e)) that the patient may
be charged a fee for the first services in any spell of sickness or course of treat.
ment, or that the service may be limited, it is evident that the originators'
knowledge as to the costs of this colossal program is very limited.
It has been the experience in Pennsylvania and many other States that unless
the blueprints made in Washington, D. C., for the maternal and child health,
crippled children's and public-health services as provided for in the original So.
cial Security Act are adhered to in minute detail by the local State agency, the
promised Federal funds are withheld. This same procedure will apply in the
program authorized by title II of S. 1606.
The Surgeon General will make the blueprints as to fees, rules, regulations,
and interpretation of the laws, pass them down through the State bureaus and
community committees, and enforce his decisions by withholding the funds.
"Whoever pays the fiddler calls the tune" will again prove a truism, should
8. 1606 be enacted.
7. In Pqnnsylvania we have had for 7 years one of the best tax-supported
medical-care programs in the United States for the medical care of the indigent.
This program is administered by the Pennsylvania department of public assistance and by an active State healing-arts advisory committee, which represents
the State organizations of medicine, dentistry, nursing, pharmacy, and the hospitals. There are similar advisory committees in each county.
In Pennsylvania the medical society is cooperating with the Farm Security
Administration in a program of procedure with farm groups for rural health
activities, and more recently with the Veterans' Administration and the State
rehabilitation service for those unemployed because of physical disability. For
the low- and average-income groups we have a voluntary insured medical-care
program, the Medical Service Association of Pennsylvania. All of these activities can be expanded, and under the Pennsylvania law creating the medical
service association, we can provide, on a voluntary and democratic basis, any
type of service that is proposed by the Wagner-Murray-Dingell bill.
In conclusion, we point with pride to the part played by our profession in the
reduction throughout the years in human morbidity, and promise progress
through further scientific experimentation and voluntary cooperation between
(1) those who practice the healing arts, (2) governmental agencies, and (3) the
people both serve. If not interfered with by centralized governmental bureaucratic control with its red tape and all other objectionable features, we will be
able, by democratic processes. to supply all that is necessary for the people in
the way of health service, hospital service, and medical care.
Respectfully submitted.
WILLIAM BATES, M. D.,

Philadelphia,Pa.
LEWIS T. BUOKMAN, M. D.,
Wilkes-Barre, Pa.
WALTER F.

DONALDSON, M . D.,

Pittsburgh, Pa.
ELMER HESS, M. D.,

Erie, Pa.
RICHARD A. KERN, M. D.,
Philadelphia, Pa.
C. L. PALMER, M. D.,
Pittsburgh, Pa.
PHILADELPHIA CITIZENS PoLITIoAL AcTIow COMMITTEE

Philadelphia 2, Pa., April 5, 1946.
Senator JAMES E. MURRAY,

Senate Office Building, Washington, D. C.
DEAR SENATOR MURRAY: The Philadelphia Citizens Political Action Committee

is writing to you in support of the Wagner-Murray-Dingell bill, which we support
wholeheartedly as a major step toward the ultimate goal of full medical care
for the American people.
Anyone who knows the full story of medical care in the United States knows
that despite the claims of organized medicine, millions of citizens receive only
medical care which is "too little and too late." Many communities are so
scattered and so poor they cannot support the needed physicians and hospitals.
Even in cities, low-income groups receive only the barest medical care, and that
often of the poorest quality. People are just unable to save for medical care out
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of $20, $30, and $40 weekly pay checks. So they wait until it becomes impossible
to wait longer, and then often cannot pay their medical bills. This applies also
to the very poor, who like the very rich, are commonly supposed to obtain good
medical care. Relief visitors report unanimously that most relief recipients are
so bullied and pauperized there that only in desperation will they avail themselves of so-called free clinics.
The obvious solution is a national health insurance act such as the WagnerMurray-Dingell bill. This bill establishes a national compulsory heath insurance
system giving virtually complete hospital and medical service, together with limited dental and nursing care, to all Americans who work for a living, and to their
dependents. The bill also provides for Federal grants in States for control of
tuberculosis and venereal diseases; extension of maternal and child health services through Federal aid; Federal grants to States to provide medical care for the
needy; and Federal funds to aid medical education and research.
But the health insurance provisions of the bill have been the main target of the
opposition, which is spearheaded by a stooge of the American Medical Association
called the National Physicians Committee for the Extension of Medical Service
(NPC). The NPC has tried to defeat the bill by misleading statements and distorted interpretations, such as the following:
Referring to President Truman's estimate that the broad health-insurance
program would be financed by about 4 percent of annual earnings up to $3,600
a year, the NPC implies that the total burden of cost would be placed on the workers. The fact is that the bill's sponsors have repeatedly made it clear that payroll taxes would be shared equally by workers and their employers. The NPC
furthermore implies that the bill would make all doctors work as empoyees of
the Government. In fact, the bill preserves the doctor's status as a free agent,
contracting for his medical services under any one of three broad methods of
payment. No doctor is compelled to join, he can stay out if he chooses. The
NPC claims that the bill would add $4,000,000,000 additional cost to the national
medical bill. Actually, the cost would be closer to $3,C00,000,000. As it is the
present American medical bill totals nearly $4,000,000,000 for generally inadequate service, so that we would receive more for our money rather than less.
We therefore pledge you our solid support in the crucial battle for this longneeded, sound, and progressive legislation.
Very truly yours,
C. BRADFORD FRALEY. Jr.,

Chairman, Legislative Committee.

SOUTHERN CALIFORNI

GROUP OF PSYCHIATRIC SOCIAL WORKERS,

Los Angeles 7, Calif., April 11, 1946.
The Honorable JAMES E. MummAY,
Chairman, Committee on Labor and Education,
United States Senate, Washington, D. C.
DEA SENA'mR MURRAY: The Southern California Group of Psychiatric Social
Workers wish to urge the approval of the National Health Act by your committee.
As specialists in a field primarily concerned with people's needs in general, we
are keenly aware of the inadequate community resources for meeting the health
needs of the people. Everyday contact with these inadequacies has firmly convinced us that only a national system of health insurance can guarantee a sound
healthy population. In a city the size of Los Angeles, the community psychiatric
facilities are so overtaxed that patients wait as long as 4 or 5 months from the
time of application to be seen by a psychiatrist in a clinic. Despite the influx
of new psychiatrists into the community, the costs of private psychiatric care
are prohibitive for all but the economically privileged. Yet experience has demonstrated how greatly the community is enriched when relatively short-term
treatment is given and sick, dependent people become independent and able to
make a contribution to community life.
The membership of the Southern California Group of Psychiatric Social Workers
has therefore unanimously endorsed the National Health Act and feel it is the
responsibility of each legislator who has any concern for the people whom be
represents to work for the passage of this bill.
Respectfully yours,
GERTRUDE SACKHEIM,

Legislative Representative.
85907-46--pt. 5-----30
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STATEMENT OF THE PHYSICIANS FORUM, INO., OF NEW YomK 22, N. Y.

The Chicago chapter of the Physicians Forum, Inc., wishes to make known to
the Senate Committee on Education and Labor that it enthusiastically endorses
the general principles of President Truman's national health program as these
are embodied in S. 1606. The Physicians Forum, Inc., is an organization of
physicians, all of whom are members of the American Medical Association or
the National Medical Association and who have devoted themselves to the study
of problems of medical care.
Doctors are being criticized because the cost of their services is beyond the
reach of a large portion of the public. As physicians we recognize that modern,
scientific medical care is necessarily expensive. It involves a long and costly
training period for the development of good doctors; it involves the use of expensive drugs and sera and costly equipment, the auxiliary services of nurses,
dietitians, and physiotherapists, and it involves the use of hospitals. The preventive and therapeutic benefits of the best American medicine can be brought
within the reach of the majority of our population only if we recognize the principle that the Nation's health is a subject for national concern and a national
program.
It is undisputed that the distribution of medical care has become seriously
defective. But even in a city like Chicago, where the ratio of doctors to the
population is high and hospital facilities are relatively available, a majority of
the people do not find it possible to purchase the highest quality of medical
care. At the same time, physicians are thwarted in their endeavor to provide
the best work of which they are capable.
The American Medical Association has estimated that families with an income of less than $3,000 need help in meeting their medical expenses. This
means that at least 75 percent of the people need such help. A voluntary cash
indemnity insurance plan, such as is soon to be offered in the Chicago area under
the sponsorship of the Illinois Medical Society, may help its subscribers to meet
the cost of surgical and obstetrical care. It cannot meet the problems of early
diagnosis and chronic care for the major illnesses of today-heart disease, cancer,
kidney disease, arthritis. Only through Government sponsorship of a health
insurance program can sufficiently wide coverage be attained to improve in any
substantial way the medical care of Chicago's people. While the local Chicago
government could sponsor such a program, a Federal program would be preferable because of the mobility of Chicago's people.
In addition to the advantages to Chicagoans of personal prepaid health insurance, the first section of S. 1606 would make possible much needed improvements
in the tuberculosis program of this city, such as provision of adequate mobile
units for mass X-raying and discovery of early cases of tuberculosis. It would
make available to Illinois funds for full-time, trained public health personnel
for the Illinois counties still lacking full-time health departments. Needed expansion of the Chicago facilities for crippled children could be carried out under
the second section of S. 1696.
Chicago's medical schools and hospitals include some of the finest research
centers in the world. Research directors here, as elsewhere in this country, are
compelled to devote much time and effort to fund-raising and are generally
unable to plan long-range investigative programs because of the uncertainty of
adequate funds. Low salaries result in a large turn-over of research personnel
which constitutes an impediment to continuous work. For these reasons, the
third section of S. 1606 providing Federal funds for medical research is most
welcome.
Since no national health program can have any success without a supply of
well-trained doctors, we endorse the inclusion of Federal support of medical
education in this measure. It is our opinion that a shortage of doctors will
occur if national health insurance is made available and that an expansion in our
medical schools will be required to meet the need for additional physicians.
It is already recognized that the present supply of dentists and nursing personnel would be inadequate to meet the increased demand developing from a program of prepaid personal health service.
As physicians, we recognize that the interests of physicians are not antagonistic to those of the public. The American physician desires to serve his community
to the best of his ability and at the same time to maintain his family in comfort
and security, and to educate his children. The difficult years at the beginning and
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end of the physician's active career would be eased and the loss of income during
a period of recession cushioned through a health insurance program. The majority of American physicians cannot hope to achieve security and advance their own
interests except through such measures as will make more and better medical care
available to increasing sections of our American people.

STATEMENT OF THE WAB, HEALTH, AND RELATED ACTIVITIES COMMITTEE OF THE
PODIATRY SOCIETY OF THE STATE OF NEW YORK

The War, Health, and Related Activities Committee of the Podiatry Society
of the State of New York wishes to go on record as being in favor of bill S. 1606.
The passage of this legislation will provide medical care for the millions of
people who are now unable to afford medical treatment-prophylactic and
therapeutic. Rather than stifle medical research and initiative, it is our opinion
that passage of this bill will encourage research and initiative to an even
greater degree, inasmuch as lack of time and financial strain will no longer
be impediments to such activity. We are well aware of the splendid progress
that medicine has made in the past and feel that with this bill, even greater
strides will be made by medicine and its allied professions.
We strongly feel that the proposed legilsation should include the ancillary
professions to medicine, such as chiropody. Surveys show that 7 out of 10 people
are afflicted with some form of foot ailment. Since chiropody is that branch
of medicine which deals with the foot in health and disease, chiropody must not
be omitted from S. 1606.

REPORT OF MARVIN STEINBERG, POD. G. CHAIRMAN, SCIENTIFIC COMMITTEE, PODIATRY
SorETY, COUNTY N. Y., CHAIRMAN, COMMITTEE ON POSTGRADUATE EDUCATION,
PODIATRY, SOCIETY OF THE STATE OF NEW YORK
FATIGUE AND ITS RELATION TO FOOT DISABILITIES

It has been clearly indicated that the winning of the present war depends as
much upon the performance of the industrial worker at home as upon the actual
combatants. It, therefore, becomes more important than ever before for all
scientific groups both medical and nonmedical to collaborate and apply the
results of their findings toward helping the war effort. Any contribution toward
efficiency whether it come forth from the engineer or the physiologist should be
welcomed.
War efficiency depends upon many important factors. One of the most important of these factors is the health and well-being of the industrial worker.
At the University of Cambridge in England extensive studies have been made of
industrial fatigue, the symptoms of which have been classified by them as
"bodily and mental weariness, disturbances in digestion, irritability, depression,
and a slowing up of bodily motions and interference with memory."
MIore
basically we might define fatigue as a state of lassitude or weariness or tiredness
following exertion. How frequently those suffering with foot troubles complain
of weariness and tiredness. Possibly the most striking and revealing complaint
from the foot sufferer is, "Doctor, I feel tired all over." I am sure this expression strikes up very familiar memories in the minds of the podiatrists assembled

here today.

Aside from the actual fatigue produced, painful feet also distract the sufferer
and thereby interfere with his ability to concentrate and perform intricate
operations.
Altogether too frequently are foot complaints dismissed lightly. Many times
the first sign of peripheral vascular diseases or even neurological disease manifests itself by merely pain in a toe. The purpose of specifically recognizing the
particular foot ailment is very important. This would prevent such mistakes as
having a worker with a peripheral or occlusive arterial disease from doing such
work as operating a foot treadle. Such a worker might very well perform equally
at important work requiring the use of the hands.
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Some very simple, but nevertheless, illuminating experiments tend to support
completely these statements and stress the important bearing that diseases of
the lower extremities may have upon efficiency in industry.
In an average, normal person ankle flexion tests indicate that 30 flexion
excursions of approximately 45*, each completed in 30 seconds, vary in strength
from eight excursions at 20 pounds each, in the beginning, down gradually to
1 excursion at 2 pounds with complete fatigue of the muscles involved. In
patients with peripheral arteriosclerosis the average excursions against less than
one-half the weight went down to 9 in 15 seconds. The efficiency factor was
decreased by at least 75 percent. Despite the fact that many of these patients
had no palpable pulses in their feet, their radial pulses were of excellent quality.
This again indicates very clearly that the feet should be very carefully examined
before and during employment. Any constricting factors such as garters or
tight high shoes may seriously impair the venous return in those who stand
constantly.
Any simple foot condition produces some disability whereas the same condition located on the arm or back would not. A simple warty or verrucous growth
located on the bottom of the foot makes walking or standing unbearable. The
shifting of weight from the painful area causes muscular strain and imbalance
with consequent pain in the leg, thighs, and back. This is no mere hypothesis.
It is true. Every podiatrist here has heard many patients with a simple painful
corn complain of general weakness, tiredness, and irritability from the constant
pain and annoyance of such a painful corn. Just a few days ago I saw a large
warm and painful mass on the bottom of the foot diagnosed as an abscess in one
of our hospitals. It so happened that this mass was a lipoma. This lipoma would
not have appeared the same way or been diagnosed as an abscess in any other
part of the body. On the foot, because of weight bearing, the lipoma had been
irritated and become partly fibrosed, hyperemic, and very painful.
These facts indicate that the care of the foot is in reality a specialty, requiring
the finest diagnostic and therapeutic skill. The podiatrist is the logical practitioner to care for the feet. His educational standards are on a par with dentistry.
His ethical standards have even exceeded medicine in the State of New York.
Well, what can be done about reducing to a minimum fatigue and disability
arising from foot troubles? Frankly, I believe that this question will be properly
answered when responsible individual health agencies accept the resources offered
by the podiatrist. His specialized training and skill makes it possible for him to
treat and relieve most foot conditions quickly and efficiently. His art of padding
for the relief of weight bearing from painful areas on the foot is truly remarkable. His ability to evaluate and prescribe for foot troubles does not stop here
by any means. Podiatrists have developed methods for treating one of the
most disabling conditions of the foot, arthritis with attenuated proximal nerve
blocks. I have personally seen many an industrial worker disabled by a traumatic or atrophic arthritis, relieved of his pains and sent back to work with a:
minimum of time lost.
The podiatrist keeps abreast of the latest in scientific medicine. Nothing
could show this more clearly than the'fact that podiatrists experimented with
and adopted the local implantation of sulpha drugs in mixed infections, long
before the Mayo clinic did. Podiatrists have received acclaim from some of the
world's greatest medical authorities among whom are Joslin, Wood, Hausworth,
Pack, and others. The American Heart Association considers podiatrists as
essential in peripheral vascular clinic.
Of further interest to podiatrists is the fact that foot injuries alone involved
130,00:1 workers and amounted to 13 percent of all compensable and noncompensable cases in 1941 according to the National Safety Council. Toe injuries
alone accounted for 35,000 permanent partial disabilities. Injuries of the foot
coupled with other disabling conditions of the foot, partial or complete, would
obviously assume formidable proportions.
Since the American Heart Association and the American Medical Association
have accepted podiatry, since hospitals everywhere are appointing podiatrists
to their staffs and since public health institutions and authorities in medicine are
acclaiming podiatry, it is incumbent upon those responsible in industry, to
recognize and apply the skills of the podiatrist. In this way the duration of
disability will be shortened, minor but distracting conditions eliminated, thereby
minimizing fatigue from these sources, and increasing the efficiency of the defense
or war industry worker.
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REPORT OF IBVING N. SOLOWAY, POD. G., PROGRAM DIRECTOR, REGIONAL CONFERENCE,
PODIAIRY SOCIrTY OF THE STATE OF NEw YORK, NATIONAL ASSOCIATION OF
CHIROPODISTS
FOOT HEALTH AND THE PRODUCTION FOR VICTORY PROGRAM

The most important task before the American people today is our all-out effort
in the present war. This means a steady climb in the rate of production of all
essential war materials on the home front. Our men and women in the armed
forces, engaged in combat with the enemy, must have an increasing supply of
the necessary wherewithal, in order to be able to raise the flag of victory on the
fields of battle.
Our heroic allies-Great Britain, the Soviet Union, China, and the other members of the United Nations-as well as the peoples in conquered countries carrying on the fight against the Axis hordes, are depending upon the United States,
the arsenal of democracy, to provide them with war supplies coming from our
fields and factories.
It is axiomatic in war, that the country which can provide its fighting forces
with the best and most effective equipment will emerge the victor in the conflict. It is also axiomatic, that the highest morale of the entire population,
soldiers and civilians, contributes to that victory.
One of the most important single factors in maintaining and heightening the
morale of the people, is the care of their health. How is their health geared to
the all-out efforts of the production program? We know, of course, that the
health of the workers in industry is exceedingly important, especially at the
present time, when we are actually racing against time to outproduce Hitler and
Hirohito. Now more than ever, while engaged in war with a deadly enemy, we
can no longer afford idle contemplation. Now, when thoughts must be fused with
the required actual deeds and needs inherent in the situation, the health of the
people becomes one of the cardinal responsibilities of government, industry, labor,
and the professions. That responsibility is one of joint cooperation and participation of all these agencies, including the allied medical professions, to assure
unified, all inclusive, adequate health standards and a program to meet with the
needs of the entire population. This responsibility had already been recognized
by the aforementioned groups even before the war. The President's Interdepartmental Committee on Health Activities and its report on the health of the
Nation was and is of vital significance. It points the way to the continuation
and further establishment of this concept of responsibility, not only during the
war period, but to the postwar period as well.
The ever present need of maintaining efficiency, of increasing productivity, in
the factory and in the field, makes it imperative for all of us to consider seriously
the vital problem of foot health in relation to production standards; and in relation to all existent health and industrial:health programs that have overlooked
this important part of the human anatomy-the foot. With men taking their
places in the armed forces, an ever increasing number of women are participating
in the war effort, in all phases of industrial and civilian-defense activity. They
bring with them their special foot problems that require serious attention in
order to render them fully effective for their work.
Any factor that interferes with the intensification of the war production
program only succeeds in preventing the full utilization of all our resources, thus
affecting production, qualitatively and quantitatively. Morale too can thus be
seriously impaired.
Government, industry, labor, and the medical sciences are greatly concerned
with the health standards of the Nation in industry. Podiatrists-chiropodists
are similarly concerned. We know that the country cannot afford the luxury of
hundreds of millions of work days lost resulting from impaired health. Neither
can we afford the luxury, of any,percentage, however small, of defective materials
and rejects resulting from the neglect to provide properly for the care of a vital
part of the human organism-the foot.
The United States Public Health Service figures reveal that more than 90
percent of the Nation suffer from some form of foot disorder. This is a peacetime figure of only a few years ago. A recent report of Selective Service Director
of Health, L. G. Rowntree, indicates that nearly 10,000 men out of every 100,000
inducted have some form of foot disorder. Another 10,000 are rejected for military service. In an army of 5,000,000 men, there will be 500,000 who will require
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specialized foot care, in order to remain on active duty. The types of foot
disorders which inducted men are afflicted with are treated daily in the offices of
the podiatrists-chiropodists throughout the Nation.
With only these figures as a base, although more are available for discussion,
it is logical to assume that foot disability is a serious factor affecting the efficiency
and productivity of men and women engaged in all types of defense work.
It costs the Army hundreds of thousands of dollars annually for man-days lost
on account of foot disorders. It must follow that it costs industry, labor, and
government millions of dollars annually in man-days lost as a result of foot disability and impaired function.
Podiatry-chiropody wants to ascertain the number of man-days lost through
foot disability, resulting from lack of adequate foot care. What is the percentage
of rejected and defective materials coming off the assembly lines, directly due to
the increasing amount of foot fatigue, discomfort, and pain, that seriously hampers
the worker as the workday and workweek increases? What percentage of accidents are due to the lowered efficiency and alertness resulting from foot disabilities? Does not the general body resistance deteriorate if any part of the
body is subjected to continuous and sustained abuse, strain, and increased
tension ?
In every chiropodist's office throughout the land, every day in the week, patient
after patient, male and female, young and old, say, "Gosh, when your feet
hurt, you hurt all over." The science of physiology and of pathology does not
differentiate between the organs of the body, be it the heart, the hands, the feet,
the eyes, or the central nervous systems.
Foot care must not and cannot be continued to be overlooked as part of the
general health program of government and industry, when increased efficiency
and productivity of men and women in industry and the armed forces, is so
burning an issue. The health standards of the Nation can never be regarded as
complete, until care of the feet is given adequate consideration and attention.
A letter from Dr. Elliot P. Joslin, one of the foremost authorities in the
country on diabetes, is very pertinent and revealing.
"I think the work done by chiropodists, particularly for diabetic patients in
hospitals, is invaluable. It is not only, however, the diabetic patients that have
been helped, because this type of work has brought to the knowledge of doctors
and surgeons the great amount of good which chiropodists can accomplish in the
treatment of annoying and dangerous conditions, and in the prophylaxis of more
dangerous situations.
"The work in the hospital which a chiropodist does may occupy little of his
time, but I am sure is reflected throughout the whole day in the chiropodist's
own private office.
"I heartily favor the association of chiropodists with doctors and surgeons in
the hospitals of the country."
Little consideration, if any at all, has been given by government and industry
to the incidence of diabetic personnel in industry, and to the consideration that
these men and women thus afflicted can contribute to our all-out efforts. Their
feet, always a danger point in this insidious disease, require very special professional services, which only the chiropodist is scientifically trained and skilled
to perform, in order to classify them as "effectives." This same special care is
required by that large group of people, usually in the higher age levels, suffering
from vascular diseases.
The profession of podiatry-chiropody, recognized as one of the allied medical sciences, is seriously studying the relationship of foot health to productivity;
the postural relation of the worker to the machine, to the work bench, to the
stool and chair. These factors have a direct bearing on foot health. The study
of his footgear as well as the type of flooring, the type of operation in which
the foot plays a part in running the machine; the amount of space that is required
for the operation of that particular task; whether that task requires a stationary stance or allows for mobility, is scientifically pertinent to the development
and the safeguarding of their foot health and general welfare. All of these factors are scientific aspects of the problem, the solution of which would increase
efficiency and step up production. There are indeed many more aspects to this
problem whereby accidents and risks can be further reduced, if not eliminated
completely.
This meeting today is indicative of the serious application of our profession
to this essential problem of foot health. This is how podiatry-chiropody can
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of
contribute to the increased morale of the Nation, to the increased efficiency
obvious
be
should
the worker, to further economies in the cost of production. It
of
to all that with foot care incorporated into the industrial hygiene Itprogram
should be
industry there can be a material reduction of compensation rates.
obvious to government, in view of General Hershey's statement that 20,000,000
men and women will be mobilized for war industry, that preemployment examin all
inations and physical rehabilitation programs must incorporate foot health of the
health activities. It should be further obvious that a periodic check-up
feet is essential to an improved health standard of the men and women running
the machines, from which should come the best ships, the best planes, the best
tanks, etc. It must become further obvious to all agencies, governmental and
industrial, that podiatrists have all the qualifications and scientific background
of skill, experience, and training to provide for the care of the foot.
Podiatry is prepared to cooperate with all Government programs, in industry
and the armed forces, which aim to eliminate the hampering health factors that
lead to decreased production.
Podiatry is prepared to take part n1. The Committee of Conservation of Manpower in War Industries.
2. The industrial program of the Division of Industrial Hygiene of the
New York State Department of Labor.
3. Government health rehabilitation programs.
4. School programs.
5. Civilian defense fitness programs.
6. Clinics and hospitals, and in all situations where medical personnel is
depleted.
7. Casualty and disaster units,

FAcTs ABOUT YouR CHIROPODIST
The chiropodist (pronounced ki-rop-o-dist) il a specialist in the healing arts,
who treats ailments of the human foot by means of local, mechanical, surgical,
and medical methods.
To qualify as a chiropodist now, a 4-year college course in chiropody is required.
Six colleges of chiropody and foot surgery are now graduating highly qualified
students. .The degree D. S. C. designates a doctor of surgical chiropody.
Upon graduation the chiropodist must meet the requirements of the State
board of chiropody or medical examiners to obtain a license to practice.
The chiropodist treats such foot conditions as arch disabilities, dislocated bones,
corns, calluses, bunions, ingrowing nails, infections, injuries, swellings, tumors,
skin diseases, athlete's foot, affection of the nerves, muscles, tendons and blood
vessels, disorders requiring surgical treatment, and many others. He is skilled
in prescribing correct shoes and hose, and suggesting proper foot hygiene.
Visit your chiropodist regularly.
NATIONAL ASSOCIATION OF CHIBOPODISTS.

W'ASHINGTON 10, D. C.
(From the Journal of the National Association of Chiropodists-Podiatrists, the
official publication of the profession, July 1944, vol. 34, No. 7)
A CHIROPODIST STUDIES THE WAGNER-MUBRAY-DINGELL

SOCIAL SECURITY BmLL

(By Irving N. Soloway, Pod. G., New York, N. Y.)
In the February 1944 issue of the national Journal of the National Association
of Chiropodists, Dr. E. P. Durkin, chairman of the Post-War Planning Council,
ably presented for the profession a comprehensive summary of the medical
provisions of the Wagner-Murray-Dingell social security bill (S. 1161).
It is imperative for us, as professionals, active in the health field, to study
seriously this vital legislation which is today a subject for widespread discussions among professional and lay circles because of its far-reaching effects on the
American standard of living.
In this article we shall attempt to analyze the bill with a view toward developing a program of active supnort for it nnd eventual inclusion of chiropody-podiatry
in its provisions. Why is this essential?
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CHIIROPODY-PODIATRY'S STAKE IN

THE WAGNER-MURRAY-DINGELL

BILL

As practitioners of a much-needed service, we will fail to discharge our full
responsibilities to the public and to ourselves if we do not seriously study and
begin to cope with the deep social and economic aspects of our professional life.
This cannot be done by examining our individual practices, as if they existed
in a vacuum. We cannot afford the luxury of conventional thinking and doing
while industry and science accelerate those technological advances which have
already made their impressions on the medical professions.
This is of vital importance when we consider the costs of medical care
today as contrasted to 10, 20, and 50 years ago. Why is it that leading statesmen, economists, scientists, industrialists and medical personnel in all fields
commonly recognize the signal fact that the problem of medical care is fully
integrated with the national economy?
This is well summarized by Dean Willard C. Rappleye, of the Columbia
University School of Medicine, in a recent report to the president of that institution.
Says Dr. Rappleye: "The unsatisfactory distribution and utilization of
medical manpower even under the stress of the national emergency points to the
need of better planning and wise professional leadership if medicine is fully to
meet the task before it. A competent and effective scheme is dependent upon
trained personnel who keep abreast of current knowledge and are competent
in its application.
"It is important therefore that professional education be permeated with an
understanding of basic social and economic problems and trends with which
medicine is expected to deal, and which also are likely to modify the forms
and opportunities of practice in the future."
It is in the light of this understanding that chiropody-podiatry must approach
the question of the WMD bill.
It is with such an approach that we must examine the factors that gave rise to
such legislation on health insurance and medical care so that we may view it
objectively, without prejudice in its historic implication and our social responsibilities.
THE MEDICAL NEEDS OF THE PEOPLE

That illness occurs unevenly in the population and is unpredictable for the
individual or the family is now generally recognized by all students of medical
economists. So, too, is the economic problem therefore also unpredictable
for the practitioner as well.
A recent report of the National Resources Planning Board ' discloses the fact
that 92 percent of the people in the United States need assistance in meeting the
costs of medical care.
For this vast element of society the problem can be met only through a
collective system of medical care which would distribute the cost over a large
group of the population over a long period of time.
These are the factors which have led to various forms of sickness and hospital
insurance. These are also the conditions which have resulted in the ever-growing participation of government during the past 5 decades in health and medical
services.
The concept of concern and provision for the health of its citizens is prevalent
in all civilized countries of the world. At the outbreak of the war, 50 countries
in the world had health or sickness insurance.2 This concept is embodied in the
statement made by the National Resources Planning Board for 1943 and quoted
by Dr. Stickel in that excellent publication, Postwar Planning for ChiropodyPodiatry, "the health of the individual is the concern not only of the individual,
but of society as a whole."
It is significant to note, in this connection, that our Government now spends
more than one-sixth of the Nation's $3,000,000,000 annual health bill. So we
see that this concept is neither new nor was it borrowed from other countries.
The mobilization of the Nation's manpower for war threw into bold relief
the health problems affecting the people. The lack of adequate medical care
was emphasized by the large percentage of selective service rejectees due to
physical disabilities.
A casual glimpse of some medical statistics reveals the fact that approximately
3,000,000 persons in the United States are disabled by illness on an average
day:' thb:t the cost of illness and premature deaths in our country amounts to
For footnotes see D. 2983.
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about $10,000,000,000 annually (including the combined costs of health services,
and medical care, loss of wages through unemployment resulting from disability
and the loss of potential future earnings through premature death); that
every year 70,000,000 sick persons lose over a billion days from work.'
The American Medical Association itself reported that aside from the indigent, families earning up to $3,000 a year are unable to meet the costs of
medical care."
These data prove conclusively that a huge element in society cannot possibly
afford to take advantage of the vast scientific developments within the field of
medicine.
It would thus seem that we have a contradiction-the best trained personnel
in the world, ready to provide an important health need, with millions of persons requiring that need-yet no mechanism to bring the patient and practitioner
together.
The WMD bill is designed to eradicate this contradiction.
HOW THE WMD BILL PROPOSES TO MEET THESE NEEDS

The bill proposes to meet the need by creating a broad system of health and
disability insurance as part of a new unified social insurance system. Two types
of benefits, new to our national social insurance system are: medical care and
hospitalization benefits, and cash benefits for permanent and temporary disability.
The entire working population, including the self-employed such as professionals (and including chiropodists) is covered by this provision.
The bill provides assurance to every currently insured individual 6 together
with his dependents, physician's services, hospital care, and other medical
services. There is no limitation to medical benefits and they are to be provided to the extent to which they are necessary. No dental, nursing or podiatric
benefits, however, are presently provided for.
ORGANIZED MEDICINE'S POSITION ON THE WMD BILL

While such organizations as the Physicians Forum of New York, representing
several thousand doctors, and the Committee of Physicians for the Improvement
of Medical Care are supporting the general principles embodied in the WMD
bill, it has been violently opposed in a stupendous propaganda offensive by the
hierarchy of medicine. Spearhead of this attack is the National Physicians Committee for the Extension of Medical Services, which has distributed millions of
pamphlets-said to be financed by the Nation's large drug concerns-to physicians
as well as laymen.
The opponents of the bill argue that its medical provisions would create a
system of state medicine and would destroy the private practice of medicine.
These arguments are unfounded as a reading of the bill will prove.
Since the pamphlet of the National Physicians Committee has undoubtedly
found its way into the hands of a good many members of our profession, we
should weigh the committee's contentions most carefully so that we may better
be able to judge the merits and weaknesses of the bill. We quote from the committee's pamphlet:
"It is estimated, at the present time, there are in the United States available
for civilian practice, 120,000 effective physicians. With $3.000,000,000 the *Surgeon General could hire every physician in the United States at an average
salary of $5,000 a year."
Now, let us look at some figures on physicians' income. A report in Time
magazine of November 8, 1943, revealed that 50 percent of American doctors
netted less than $3,912 in the year 1941; that 23 percent averaged less than
$2,400. Certainly, this 73 percent-an overwhelming majority of American
doctors-would welcome such a fixed income.
However, the National Physicians Committee does not mention that the bill
provides flexibility for paying the practitioner, and various methods are proposed:
pro rata basis, fee-for-service, or salary basis, or a combination of these.
The WMD bill provides' that the method of payment in each area shall be
determined by a majority of the local practitioners.
Another argument of the National Physicians Committee is: "The doctor
would have little, if any, personal interest in the patient who is compelled to
visit him." Patients, they claim, "must depend upon a doctor who may not be of
their choice."
For footnotes see p. 2983.
*
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These contentions are entirely without foundation. The bill distinctly provides
that each individual would be able to choose his own physician from a list
of all participating practitioners; that no physician would be compelled to join
against his will; that no patient would be compelled to use a physician against
his will. At no point would the relationship between doctor and patient be
affected.
The patient, as now, would consult the doctor in whom he has most confidence.
The National Physicians Committee contends further: "There would be little
incentive to become skilled in the art of medical practice. His advancement
would depend upon his influence with politicians rather than on his skill or
the character of his work."
Why should there be more bureaucracy under a public healtJ system than in
our public education system-our American school system, run on a nonpolitical
merit basis?
The committee claims that the "Surgeon General of the Public Health Service has the power and authority to designate which doctors can be specialists."
This statement is made to scare the \ay public. Every physician in the country knows that he cannot claim to be a specialist unless he meets definite rigid
requirements that are set up by certifying boards of the American Medical Association. These boards are recognized by all doctors, hospitals, Government
agencies as necessary precautions against illegal and illicit specialization.
The language of the bill in this connection is implicit and direct. It provides
that "The Council (National Advisory Medical and Hospital Council) is authorized to advise the Surgeon General with reference to carrying out the proof this, act, including

visions

*

*

*

of

designation

specialists

*

* *

utilizing standards and certifications developed by competent professional agencies." The Public Health Service at the present time uses the certifying boards
for recognizing specialists. Is there any reason for believing that it will discontinue this procedure because the WMD bill is passed?
What the National Physicians Committee pamphlet fails to cite is that the
WMD bill definitely declares it: "shall * * * promote personal relationship
between physician and patient; provide professional and financial incentives for
the professional advancement of practitioners and encourage high quality of
services

*

*

*

assistance in their use of opportunities for post-graduate

study."
The experience of physicians in countries where health insurance systems
have been in effect for years proves conclusively the unsoundness of the National
Physicians Committee's arguments. In Great Britain where health insurance
has been functioning since 1911, the British Medical Association has repeatedly
approved it. In a recent attempt to abolish this health insurance plan, the
British Medical Association was the prime agent in preventing its dissolution.
Said Senator James E. Murray, in this connection: "The British Medical Association acknowledges that the insurance system had improved the quality of
medical care and had improved the doctors' incomes.

*

*

*

When the BMA

criticises their own health insurance, it is on the ground that it covers too
few workers, doesn't apply to their family dependents

*

*

*.

In short, the

BMA says it wants more-not less-health insurance for the British people."
*

CHIROPODY-PODIATRY'8 POSITION ON THE WMD BILL

The WMD bill, as the authors themselves claim, "is not in any sense a perfect instrument; it is offered simply as a basis for legislative study and consideration."
Certainly, it should be improved in many respects. It has many limitations.
It has no provisions for dental, nursing or podiatric care--indispensable parts
of adequate medical care.
Despite these, we as podiatrists, should recognize the WMD as a significant
advance toward the achievement of an adequate system of social security for our
country. Surely, even though chiropody-podiatry is not specifically provided for
in the WMD bill, it deserves the support of our profession as it does that of
every American desirous of realizing the objective of freedom from want-one
of the four freedoms the democratic forces throughout the world are fighting for.
Our profession will achieve full recognition and inclusion in such legislation
only to the degree that we go along with all groups interested in extending
medical care. By working with such organizations and participating in health
education campaigns, chiropody-podiatry will gain innumerable adherents to its
program

*

*

*

to guarantee its inclusion.
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The foot health needs of the American people far outnumber the relatively
small percentage who seek our professional services. We must think in terms of
130,000,000 countrymen-from infancy to old age. Recognition of this fact will
open up new horizons for our profession.
RECOMMENDATIONS

Specifically, we propose the following program for consideration and action by
the NAC, and every State society.
1. That we support the Wagner-Murray-Dingell bill and urge the calling of a
public hearing on the bill where chiropody-podiatry and other interested groups
could present their case.
2. That we seek to have the bill amended (a) so that a definition of "medical
care" will specifically include chiropody-podiatry. (b) So that representation
of chiropody-podiatry will be assured on the administrative and advisory
committees.
3. That we engage in joint action with other professions for achieving inclusion in such health legislation.
4. That we cooperate with organized labor and other lay groups, who in supporting the WMD bill, will support our program to provide food care for the
population.
BIBLIOGRAPHY
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SThe Rochester Chamber of Commerce submits the following recommendation regarding the Wagner-Murray-Dingell bills (S. 1606; H. R. 4730) now
pending in the Congress:)
In reference to title I, the chamber of commerce is opposed to the proposal
because there is failure to define the extent of the financial commitment involved. The bills do not even estimate the amount of aid to the States that
the program would require. Even if both the objectives of the bills and the
methods to be pursued in reaching them were all acceptable, the chamber of
commerce would withhold approval until some reasonably reliable estimate
of costs should be made available. The lack of either definition or limit to the
financial burden is a serious defect in the proposal.
The chamber of commerce is also opposed to the principle of grants-in-aid
as applied to these projects. It is evidently Intended that the Federal Government shall make large donations to the States. Such extensive financial support would tend to terminate the independence of the States in the administrative fields involved, since central administrative control inevitably flows from
central financial support. The chamber of commerce believes that, in general,
local administration is preferable to administration from a distance and that
in respect to the problems covered by the proposed legislation centralized administration would be destructive of the vital health interests of the community.
The chamber of commerce also opposed the provisions of title II. Again, no
indication is given of the cost of the program or the method of raising the
tremendous sum which would be necessary to carry it on. It it,however,
evident that the cost would be great. Based upon German experience from
1925 to 1934, it is estimated that the program here would involve approximately
50.0000000 e ses per year. To process such a volume of cases would require
an army of Government employees.
States and local communities would have greatly limited authority. There
would be a tendency for physicians and dentists to be subject to Federal super-
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vision. The Surgeon General would have the power to establish schedules of
fees for medical services, to determine the number of persons to be served by any
doctor or dentist, and to determine what hospitals or clinics could provide
medical services and under what conditions.
The chamber of commerce is of the opinion that the plan would increase
industrial absenteeism, since compensaton for illness could be so easily obtained.
Any patient could shop around for a "broadminded" physician who would
prescribe for a wide range of minor ailments. This practice would result in
shifting patronage from the better to the lower grades of medical practitioners.
In conclusion, the chamber of commerce believes that efforts toward the protection of health should be directed to the development of agencies and methods
within the sphere of private enterprise and not within the sphere of governmental
responsibility.
For all these reasons, the chamber of commerce urges that these bills be
defeated.
Respectfully submitted.
MILTON E. LooMIS,

Executive Vice President.
ROMANUL AMERICAN,
THE ROUMANIAN

Hon. JAMES MURRAY,
Chairman of Committee on Labor and Education,

WEEKLY,

Detroit 11, Mich.

United States Senate, Washington, D. C.
RESOLUTION ON S. 1606

The almost tragic health status of our Nation was dramatized during the
war against nazism and fascism.
During this time it was brought out that almost 50 percent of our youth,
examined for service in our armed forces, had to be rejected for reasons of
health, both physical, and mental.
Such a situation cannot be tolerated to continue. For our greatest wealth
in the health of our Nation.
The situation can be remedied by enacting the S. 1696 bill, now being discussed
before your honorable Committee on Labor and Education.
The enactment of this bill will give the people with lower income, the common
people, a chance to enjoy health protection and medical care, badly needed
services which they could never hope to obtain by their individual efforts.
For these reasons, we, delegates to the National Conference of the newspaper
Romanul American, held in Detroit, Mich., on May 25 and 26, 1946; request
that your committee report favorably to, and recommend to the Senate the
approval of S. 1606 bill, known more popularly as the Wagner-Murray-Dingell
health bill.
GEORGE VOCILA,

Chairman of the Conference.
SAN FRANCISCO PHYSICIANS FORUM,

San Francisco 15, April 23, 1940.
COMMITTEE ON EDUCATION AND LABOR,

United States Senate, Washington, D. C.
GENTLEMEN: The San Francisco Physicians Forum wishes to go on record
with the Senate Committe on Education and Labor as favoring the principle of
national compulsory health insurance because- of the following defects which
we believe are inherent in voluntary plans.
1. Voluntary plans have been and will doubtless continue to be too expensive
for the low-income group that needs the protection most.
2. Voluntary plans require promotional effort which increases the overhead
expenditure.

3. Voluntary health insurance plans tend to attract individuals who represent
poor medical ri:;ks, thereby increasing the cost of the insurance.
4. Voluntary plans have lacked uniformity and continuity of protection.
5. Voluntary plans have directed little effort toward preventive aspects of
medical care
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6. No coordinated effort is contemplated to improve the quality of medical
care or provide for medical education under the voluntary plan.
We see in the extension of voluntary health insurance plans a means of experimenting with health insurance and group practice and the preparation of the
medical profession and public for the acceptance of the principle of compulsory
health insurance.
Sincerely yours,
SCARL E. ANDESON, M. D., President.

SOUTH DAKOTA STATE MEDICAL ASSOCIATION

STATEMENT PREPARED TO BE FILED

WITH AND INCLUDED IN THE HEARINGS ON THE WAGNER-MURRAY-DINGELL

BILL

S. 1606
(By William Duncan, M. D., June 15, 1946)
At the last annual session of the South Dakota State Medical Association held
June 1-4, 1946, the house of delegates voted unanimous disapproval of S. 1606,
better known as the Wagner-Murray Dingell bill.
In voicing such opposition we recognize that the proponents of this legislation
have a noble purpose and one which we share with them, namely, better medical
care for all the people. It is on the methods proposed to attain this goal that
we disagree.
According to our views, a few of the most objectionable features of the bill are
as follows:
1. It is compulsory. The people will be compelled to participate and likewise
physicians, even though the bill as written does not say so. However, physicians
will still be compelled to make a living and when 135,000,000 people are covered
by this insurance it is obvious that we will have but one choice.
2. There is very little evidence to support the contention that enactment of this
bill will provide better medical care for the people. Experience in foreign countries which have had compulsory health insurance for many years does not
show this to be the case, and under our present system this Nation is the healthiest of all the larger nations in the world.
3. There is no provision in the bill to pay for the cost of the program's operation. It seems obvious that the cost would be tremendous and that it would
have to be met by some type of additional taxation. In considering the general
welfare of the public it would seem that Congress should give serious thought
at this time before enacting any new legislation which would both raise the
public debt and increase the taxes of almost everyone.
4. The principle of and the philosophy behind compulsory Federal health insurance are contrary to American principles and philosophy, and we feel sure
that the people of South Dakota will not readily accept them. During the last
great dought many of our people and most of our physicians had experience
with this type of insurance. By far the great majority of both groups would not
care for any part of it again.
As far as South Dakota is concerned the over-all shortage of physicians and
hospital facilities are our greatest obstacles in providing adequate medical care
for everyone. The Hill-Burton bill, which has the endorsement and support of
the South Dakota State Medical Association, should provide the needed hospital
facilities.
The present shortage of physicians developed as a result of drought, economic
depression, and World War II. We fail to see how S. 1606.will have any influence toward correcting this situation.
We fully approve the principle of voluntary health insurance, and within a
short time such insurance should be available to all wage earners and the selfemployed in South Dakota. Delay in establishing such a plan has been due to
conditions beyond our control. The indigent and the unemployed, we feel, should
be taken care of by local and State agencies with the aid of Federal grants it
necessary.
A great deal of evidence has already been submitted to show that the medical
profession not only has recognized the need for social and economic change in
the practice of medicine but has taken the necessary constructive steps to bring
about the desired changes. After all, medical care will always have to be provided by medical men, and since it has been clearly demonstrated that our profession is willing and anxious to provide the best medical care to our people by
voluntary methods, is not that enough?
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In conclusion, we wish to commend the Committee on Education and Labor
for one great achievement. Through the hearings on S. 1606 much -information
has been developed which should be of great value to everyone interested in the
national health problem. We feel sure that many people, both lay and professional, will be stimulated to work harder than ever toward the achievement of our
common goal-availability of medical care of a high quality to every person in the
United States. Let us hope that this will be accomplished in the very near future
to the satisfaction of everyone.
MERIDAN, IDAHO.
MEMBERS OF LABOR AND EDUCATION COMMITTEE,

United States Senate, Washington, D. C.
GENTLEMEN: This letter is sent at the request of the Southwest Idaho Medical
Society, and the following are the views of this society on Senate bill 1606.
Doctors of this district want to go on record as opposed to this bill for the
following reasons:
1. There is no need in Idaho for either a redistribution of doctors or of a
compulsory health insurance. The people in Idaho have been in the past,
and will again in the future as soon as more doctors return from service,
well cared for medically under the present free American form of medical
practice. The poor as well as the rich have been cared for in the past and
except for extreme isolated regions of a family or two have there ever
been cases of neglect to patients. We believe that this present form is far
superior and at a less over-all cost than any type of Government-controlled
medicine could be.
2. Government control of medicine we believe to be socialistic, bureaucratic,
and smacks of totalitarianism, the type that is making this country subject
to a dictatorship. It places doctors on orders from one head in Washington.
It further forces its people to take medical insurance whether they want to
or not. It places the doctors under the dictatorship of the Surgeon General.
This type of medical control we do not want, as well do not want any other
profession or business so controlled.
3. Much has been made of the so-called fact that from 30 to 50 percent
of the selectees were rejected due to physical handicap. This statement
is wrong and the figures are misleading. There were in round numbers
some 20,000,000 men called up for examination. Less than 5,000,000 were
rejected. This then is 25 percent and not 30 or 50 percent. Of this number
about 470,000 were rejected because of loss of arms, legs, and skeletal
defects, all of which could not be improved by any type of medical care.
There were about 1,000,000 rejected because of insanity or mental cause.
Some of these are already in State and Federal institutions so the medical
profession cannot be blamed for their unfitness for military service. Many
more were rejected already receiving all medical care possible, both State
and private. This would leave about 1,500,000, of which some are diabetics,
nephritics, etc., that are alive and we rejected because of good medical care
and not because of failure of medicine. This is a good record and not a bad
one, in fact far superior to any country that had socialized medicine.
4. Although the working conditions for the doctor and his income would
be better under this proposed form of medicine, the treatment of the patient
would be inferior. This we feel to be shown by the increase in loss of time
from work, higher death rates for various diseases, etc., in countries that
have socialized jnedicine, such as England, Germany, Italy, and probably in
Russia.
For the above reasons, we, the Southwest Medical Society of Idaho, desire to
go on record as being opposed to S. 1606.
Respectfully yours,
L E. JEWELL, M. D.,

Chairman of Committee on Legislation.
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STATE, COUNTY, AND MUNICIPAL WORKERS OF AMERICA,

New York 3, N. Y., May 20, 1946.
Senator JAMEs E. MurmmY,

Chairman,Senate Education and Labor Committee,
United States Senate, Washington, D. C.

MY DEAR SENAR : Our organization urges the Senate to pass the national health
bill, S. 1606.
As public welfare workers we have seen the poverty, misery, and social maladJustments that result from an inadequate medical program. We have seen preschool children permanently disabled because venereal diseases and tuberculosis
have not been controlled, because education and research in these fields has not
been extensive enough. We have seen them prematurely deprived of one or both
parents, or of their breadwinner, because they did not receive, or could not afford
proper medical care, adequate etnergency treatment, or hospitalization. The
care of the needy is the Nation's concern and the expense must be financed by its
Government. In order to meet this expense, Federal support is necessary.
Moreover, as low-wage earners we find that "there, but for the grace of God, go
I." In case of sudden or prolonged illness, or a situation in which specialist care
is necessary, we are unable to bear the additional cost without incurring debts.
However, we feel that if the Wagner-Murray-Dingell bill is adopted, we and the
other millions in our income group will be able to insure ourselves against these
periods by contributing in small, regular amounts while we are well and working.
We realize, as the American Medical Association points out, that there are several
private voluntary health plans, but they are not within our means, nor do we feel
that they are widespread enough to reach the average citizen.
From the social viewpoint it is criminal to neglect the health of our people; from
the cold statistical view it is unsound to lose billions of dollars annually because of absenteeism when those billions could increase the Nation's production
and the individual buying power; and it is unsound to burden the taxpayer unnecessarily with the support of people appealing to public and private social
agencies because of needless sickness and neglect of medical needs.
Therefore, we hope that you will support all efforts to promote the passage
of S. 1606.
Very truly yours,
LENORE COHEN,

Legislative Committee, Local 1, Chapter 11.

STATEMENT OF Russ NIXON. WASHINGTON REPRESENTATIVE, ON BEHALF OF UNITrrD

ELECTRICAL, RADIO, AND MACHINE WORKERS OF AMERICA, CIO, BEFORE SENATE
EDUCATION AND LABOB COMMITTEE ON S. 1606 AND S. 2143

The United Electrical. Radio, and Machine Workers of America, CIO, representing 600,000 workers in the electrical and machinery industry, has long been
in favor of the adoption of a comprehensive national compulsory health insurance

b'll.

Our support for such legislation arises out of the needs of our membership and
their families. Many of our workers are exposed daily to serious occupational diseases and suffer industrial accidents. In the manufacture of radio tubes there
is a high incidence of mercury poisoning and in the manufacture of storage batteries not only mercury but lead poisoning as well. Often such diseases particularly lead poisoning, are incurable, but with good medical care their illeffects can be lessened. But the interest of our membership in a comprehensive
national health insurance program comes not merely from the need for medical
care in industrial illness, it comes from the need for general medical care, both
preventive and therapeutic, for all illness and injury.
The long-standing interest of the UE-CIO in health insurance is reflected in
many of our contracts. Over the years we have written into these contracts.
group insurance plans covering about 100,00' workers. As I shall explain later,
we have found that these voluntary group insurance plans fall far short of
meeting the needs of our membership.
We are, therefore, happy to appear before your committee and add our voice
in support of the Wagner-Murray-Dingell bill (S. 1606). We welcome this opportunity especially because of the recent introduction of the Taft-Smith-Ball
health bill (S. 2143) which, we understand, is also before your committee for
consideration and on which we should like to comment.
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A comparison of these two bills indicates clearly the issues involved in the fight
for adequate health insurance legislation. After careful study of both bills
and after due consideration of the needs of working people, we must conclude
that the Wagner-Murray-Dingell bill is a great step toward meeting the requirements of our workers, while the Taft-Smith-Ball bill fails utterly and miserably
in this respect.
The needs of our people are for comprehensive medical care. We know from
experience that this is not just a problem of the so-called "indigent" sections of
the population, but that it vitally concerns the welfare of the great majority
of our people. We also know that our people need not only financial protection
against the costs of catastrophic illness, but protection as well against the
costs of all kinds of medical service.
Dr. Roger I. Lee, who is now the president of the American Medical Association, wrote in a book published around 1933 (The Fundamentals of Good Medical
Care) that practically no income group, even those with incomes of over $10,000
a year, receive truly adequate medical care according to desirable American
standards. Of course, as income declines, the inadequacy increases. There
can be no question that the needs of the great bulk of the population, even above
the level of indigency, are simply not being met under present arrangements.
The Taft-Smith-Ball bill (S. 2143) professes an interest in protecting persons of
low income. Significantly enough, the bill nowhere defines what this means.
Presumably, this matter is left to the States, but no standards are set for helping
the States to determine what constitutes "low income." In relation to this bill,
Senator Taft has estimated the number of persons of low income as constituting
25 to 30 percent of the population. The American Medical Association, however,
has said that anyone with an income under $3,000 a year cannot get adequate
medical care for serious illness without financial help; this represents about
75 to 80 percent of the population. How the other 50 percent of our population
between these figures would be protected, Senate bill 2143 doesn't worry about.
Of course, it is assumed that voluntary health insurance plans will take care
of this group. The fact that experience in the United States and throughout
the world over the course of at least the last 50-or 60 years has proven beyond
doubt the impossibility of an effective health insurance program based on voluntary enrollments doesn't seem to bother the sponsors of this bill. You gentlemen
may know that the labor unions of other countries, as well as our own, have
been the stanchest supporters of voluntary health insurance plans so long as
Government aid has not been forthcoming. And, yet, while we certainly have
wanted to give the voluntary method every possible encouragement, labor unions
in this and other countries have again and again admitted the failure of voluntary plans in their strong advocacy of compulsory health insurance programs.
The reasons for the inevitable failures of voluntary plans have bu'n reviewed
by other witnesses before this committee. We, therefore, will not go into such
questions as their unfavorable selection of risks, their high administrative costs,
their high membership fees which eliminate the persons needing the protection
most, their restricted services, and all the other reasons that account for their
failure. We wish simply to point out the actual facts of the voluntary healthinsurance plans now being proposed as the panacea to our medical care needs by
the well-heeled, big-city specialists that run most of our medical societies and the
plans they propose. These plans are typically limited to surgical services within
the hospital, which account for something less than one-sixth of the total medical
bill of the average worker's family. Even within this narrow scope of services,
they are loaded with further restrictions and waiting periods: and the membership fees, considering the small amount of service you get for the money. are
scandalously high. Beyond that, many of the plans have a favorite trick of
allowing the doctor to charge supplemental fees if the patient has an income of
anything above a minimal level. If you gentlemen want to see what we mean.
we refer you to the recent plan initiated by the medical society in this very
District of Columbia.
Despite all the talk about voluntary health-insurance plans in this country,
more than 19 out of 20 of our citizens are without anything approaching comprehensive medical-care insurance.
The State-by-State system which is proposed in S. 2143 would serve to further
aggravate the actuarial unsoundness implicit in all voluntary plans. It would
help to perpetuate the inequities among States, which accounts not only for the
lakrk of equal opportunity for medical care throughout this country-especially
between city and farm areas--but also for the serious maldistribution of doctors,
dentists, and hospitals.
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The grant formula proposed in Senate bill 2143 for "equalizing" these inequities
among States is really a joke. While it allows the poor States to get larger
pieces of the Federal Die than the rich States, it requires them to put up larger
sums of money. No matter how poor a State may be, under Senate bill 2143
it has to contribute $2 for every $1 contribution by the Federal Government. It
is obvious that this will leave us just about where we started.
But even for the small group of so-called low-income people that might get
some protection out of Senate bill 2143, there are still more serious objections.
Americans are a proud people. They do not want charity. The stigma of the
means test and the pauper's oath is something that we hoped that fighting this
war for freedom from want would eliminate forever from our society. Yet
Senate bill 2143 would not only perpetuate such an odious stigma, but it would
exalt it to the high level of a Federal principle around which American medicine
would be built. What we would have would be class medicine on a far uglier
scale than we have it today.
And what would American workers get for subjecting themselves to this
humiliation? Would they receive in return comprehensive medical care? Certainly not under the provisions of Senate bill 2143. All that this falsely named
"National Health Act of 1946" would assure is the care of illness treated in the
hospital or the clinic. Patients treated at home or in a doctor's office would
not be covered. No home-nursing services would be provided. Laboratory
services for illness outside the hospital )vould not be furnished. Specialist's
services would not be provided. Eyeglasses, drugs, appliances would not be
provided. No preventive services would be provided. In fact, the.whole approach is the very opposite of preventive medicine, since it would assure care
only for illness which is so advanced that it drives the patient to the hospital.
Of course, under Senate bill 2143, a State is not prohibited from giving comprehensive services to its workers, but the hill does not require or facilitate this.
. There are other features of Senate bill 2143 tlmt fall pitifully short of the
elementary needs of our working people. The ridiculously inadequate grant
formula mentioned above would apply not only to the odious charity program
for medical services, but also to the diminutive dental program. The sums of
money appropriated for the dental program in fact are so paltry that we doubt
if they would pay the cost of more than about 2 or 3 percent of the dental
needs of our people. The sums appropriated for mental disease are even rediculonsly lower, particular when we think of the magnitude of the problem Involved. Moreover, there is nothing in this bill providing for increased appropriations for general public health and for maternal and child health services,
so desperately needed throughout the Nation.
What the workers want is comprehensive medical care. We firmly believe
that this would be assured more effectively by the Wagner-Murray-Dingell bill
than by any other measure we have seen. We have learned the value of social
security through the legislation introduced by the senior sponsor of Senate
bill 1606 and now embodied in out social security program of old-age and survivors insurance, unemployment compensation, and public assistance. We all
remember how bitterly these programs were attacked by the same vested interests and assorted reactionaries that now attack the extension of social security
to the problem of medical care. We see no reason why the risk of sickness
should not be insured through the same tried and proven technique as has been
embodied in the law of our land against the risks of unemployment, old age,
or death.
We have heard certain objections to Senate bill 1(06 which are shocking
in their ingenuousness. We have been told that this bill would eliminate free
choice of doctors when we know that removal of the cash barriers to medical
care will widen free choice of doctors. We have been told that this bill will
put doctors on an 8-hour day when we know that such statements are pure
nonsense to anyone who can understand the English language and can read
the bill. We have been told that this measure would cost millions of dollars
with the implication that the public debt would be increased, when we know
that we are now spending billions in a haphazard way for inadequate services.
Senate bill 1C06 would simply organize these expenditures along rational lines.
We have been told tI-at the Wagner-Murray-Dngell bill would destroy the personal relation between doctor and patient, when we know that such relationships would be enhanced by putting doctors in reach of patients who now cannot
see them because of cash harriers. We have been told that this bill would
regiment American medicine and destroy free private enterprise. We can only
recall that such hogwash has been thrown at every measure of social improve85907--4--pt. 5-----31
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ment from the establishment of public education to such measures as the Social
Security Act, which was passed by this Congress only about 10 years ago.
Our union, the United Electrical, Radio, and Machine Workers of America
representing 60,COO workers in the electrical and machinery industry, has had
a great deal of experience in the field of group insurance. In the absence of an
effective Government program, we have attempted to gain for our workers the
protection of commercial insurance against some of the wage losses incurred
in times of extended illness. While these group insurance plans have been
better than nothing, we know full well their serious limitations. None of them
assures medical care; at best they pay the workers certain sums of money which
more often than not are insufficient to pay the costs of needed medical services
They typically protect only against serious illnesses which incapacitate a worker
for 7 days or more or against the costs of catastrophic illness requiring surgical
operations. They offer no home or office service, no preventive service. Our
workers have very little, if anything, to say about the management of these
plans and the way their money is spent in them. Their costs, relative to what
we get for them, are inordinately high and they can only be afforded when,
through the strength of collective bargaining, we are able to convince employers
to assume part of their cost. The fees paid by workers are, strangely enough,
on a regressive basis, with the lower-paid workers having to pay higher percentages of their earnings than the higher-paid workers.
The very fact that even these inadequate plans have spread among the membership of our local unions is evidence of the deep demand of our workers for
some kind of insurance protection against the costs of sickness. But we tell
you on behalf of them that they are highly dissatisfied, that they want comprehensive medical care insurance as provided for in the Wagner-Murray-Dingell
bilL
Our workers are in industries that make use of the achievements of modern
science. We are aware of the possibilities of modern science. But we want
to see them made available to our members in their everyday lives and to all
people. Only Nation-wide compulsory health insurance can break down the barrier between our scientific knowledge in medicine and its application in everyday
life. With this as our objective we are convinced that Senate bill 1606 would
be the central measure in any general national health program for our Nation.
We therefore urge you with all the power at our command to pass immediately
the Wagner-Murray-Dingell bill.
UNITED OFFICE AND PROFESSIONAL WORKERS OF AMERICA,

Hon. JAMES E. MUARRY,

New York 2.3, N. Y., April 12, 1946.

Chairman, Senate Committee on Education and Labor,
Senate Office Building, Washington, D. C.

DEAR SENATOR MURRAY: We are enclosing herewith a copy of a resolution on
social security adopted by the sixth constitutional convention of our organization, which recently concluded its session in Cleveland, Ohio.
Sincerely yours,
LEWIS MERRILL, President.
JOHN J. STANLEY, Secretary-Treasurer.
RESOLUTION ON SOCIAL SECURITY ADOPTED BY THE SIXTH CONSTITUTIONAL CONVENTION OF THE UNITED OFFICE AND PROFESSIONAL WORKERS OF AMERICA, CIO, CLEVE-

LAND, OHIO, FEBRUARY 18-22, 1946

Whereas(1) Labor's fight for social security is an integral part of the struggle for the
national well-being and prosperity.
(2) The present social security law, passed a decade ago, leaves many millions
of workers without protection, including the employees of nonprofit and welfare
organizations who look to the United Office and Professional Workers of America

to champion their rights.
(3) The Murray-Wagner-Dingell bill would establish for the first time national
standards for unemployment compensation, disability benefits, increased oldage benefits, health insurance and medical care, and would provide for the inclusion of millions of workers now unprotected: Therefore be it
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Resolved, That this Sixth Constitutional Convention of the United Office and
Professional Workers of America wholeheartedly endorses the Murray-WagnerDingell social security bill and calls upon all UOPWA members to work actively
for its passage.
TESTIMONY ON THE WAGNER-MUBRAY-DINGELL NATIONAL HEALTH BILL (S. 1606)

PRESENTED TO THE UNITED STATES SENATE COMMITTEE ON EDUCATION AND LABOR
BY THE UNITED OFFICE AND PROFESSIONAL WORKERS OF AMERICA, CIO

The UOPWA, CIO, has asked to testify on behalf of the Wagner-Murray-Dingell national health bill, S. 1606, because we consider this bill a matter of prime
importance to the Nation as a whole and of very special significance to that vast
section of the population known as the white-collar workers.
The UOPWA contains within its ranks, office employees, social workers, editors,
accountants, architects, scientists, engineers, and technicians of every description.
Our membership is greatly concerned about the future of applied science and
especially its application to human service.
Scientific and technological advances have altered the whole modern aspect
of diagnosis and treatment, but the distribution of modern medical services remains restricted to the few who can afford to pay for them. We firmly believe
that the advances in medical science should be made available to all the people
and that this can be done only within the framework of a national health plan
along the lines of the Wagner-Murray-Dingell bill.
We support all the measures of the bill; the expansion of public health and
maternal and child care facilities and the provisions to make medical care available to needy persons. We are mainly concerned about the sections of the bill
dealing with national prepaid health service benefits, since this part of the program has drawn the fire of the opposition and since it is the part that particularly concerns white-collar workers, in relation to their incomes and the cost of living; in other words, their general health and welfare.
We have studied the entire bill. We approve its aims and in general the administrative machinery it seeks to establish. Our interest, however, is not primarily
in the mechanics of the bill. We are particularly interested in the health needs
of white-collar workers, the extent to which these needs are or are not being met,
difficulties in obtaining adequate medical care, and the ability of a program, such
as is embodied in this bill, to meet the white-collar workers' health problems.
It is a well-known fact that although white-collar workers are largely concentrated in the major cities, they have very few medical facilities available to them.
There are two main reasons for this. The first is that the pride of the whitecollar worker prevents his seeking out or accepting charitable assistance. The
second is that where this pride is broken down by the demands of stern necessity,
he is frequently disbarred from free clinical or hospital service because his income is just a trifle too high. At the same time, it is not nearly enough to enable
him to afford even a modestly priced private practitioner.
Let us examine the income level of white-collar workers, of whom there are
12,000,000 in the United States, constituting 22 percent of the nonagricultural
working population. The National War Labor Board, in its report of January
1944, said thatFifty-nine percent of all employees in finance, insurance, and real estate
earned less than 70 cents an hour.
Eighty-nine percent of all employees in retail trade earned less than 70
cents an hour.
Seventy percent of all employees in the services earned less than 70 cents
an hour.
On the basis of a 40-hour week, 70 cents per hour equals $28 per week.
The New York State department of labor published a budget for a woman
worker living alone, which in 19M4 showed that it required $1,804.C9 per year, or
$34.61 per week, or 86 1A cents per hour, to live at the minimum of health and
decency.
This budget allows the expenditure of $67.72 (or nearly 4 percent) per year for
medical care. As an indication of the inadequacies of this allocation, it is worth
noting that the budget provides for the purchase of Iwo boxes (12 tablets each)
of aspirin and 1 ounce of nose drops per year. It allows for one simple dental
filling and three-tenths of a complex filling per year. It makes no allowances
for even normal dental hygiene, which should be done at least twice a year.
Where are the provisions for accumulations of funds that are required every few
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years for major operations, major illnesses, or complex and expensive dental
woik? And yet the stated purpose of this budget is for "adequate maintenance
and protection of health."
It is obvious that even the minimum budgetary requirements of the New York
State Department of Labor are very substantially above the earnings of the overwhelminig majority of white-collar workers. This budgetary deficit is made up
by reductions in food, clothing, and other items which are important in the
maintenance of good health. But the major savings come from the elimination
of all the medical and dental sections of the budget with the exception of the
requirements for really great emergencies-which are paid for by contracting
debts.
Moreover, since 1944, the date of publication of this budget, the position of
the white-collar worker has grown considerably worse because of rises in the
cost of living, the black market, the unavailability of cheaper-priced goods. The
purchase of daily necessities requires further cuts in expenses for other items,
and hence often the elimination of medical expenditures. In spite of the weaknesses in this budget, which we have already pointed out, it represents a theoretical balance of expenditures.
Let us examine, for a moment, the actual family expenditures for medical care
as revealed by study of the United States Department of Labor for families in
New York City. As against the budgetary requirement of $67.72 per person per
year provided for in the New York State budget, we find that a family in the
$1.250 to $1,499 per annum income group, actually spent $38 per year for medical
care. The actual expenditures are about 50 percent of the admittedly inadequate
amounts provided for in the budget. They are a little over 3 percent of the
family's income.
The Screen Office and Professional Employees Guild, a UOPWA affiliate, retently completed a survey in order to estimate the relationship between salaries
currently paid to employees in the home offices of the motion-picture industry
and the present costs of living: and to approach certain conclusions about the
degree to which employees can lead reasonably healthy, secure lives and support
normal human aspirations on their present salaries. Of the 670 employees who
submitted figuresTlree hundred and eighty live with their families, and in most cases assist
in economic maintenance of the home.
One hundred and eighty are heads of families, primarily responsible for
supporting one, two, or three dependents.
One hundred and ten are single people, living apart from their families,
and not primarily responsible for anyone else's support.
Of the 670 people, 340, or 51 percent, had no medical provision in their
budget, as can be seen in the table below:
Number of

Number of persons with
no medic il
persons
provisioA
Incom-e erom'

(net salaries after withholding):

$19 to $? .................................................................$) to $9 .........-----------------------...------------------.........

$40 to $19...........---------..--...
$50 and up---....

....---------------

--------...---............--....
------------------------.....

450
140

40
40

20O
70

10
0

It is clear that it is Impossible for white-collar workers' to provide on an
individual basis for all their medical care. Only by sharing the risks on a national
has's. can their payments for medical care, be made to cover all the costs of their
illnesses.
The United States Public Health Service made a study which indicates that
the number of days of disability of an individual rises as the level of earnings
declines. Thus, the study reveals that17.4 days per annum lost by persons on relief.
10.9 days per annum lost by persons earning under $1.000 per year.
7.9 days per annum lost by persons earning from $1,000 to $1,500 per year.
7.0 days per annum lost by persons earning between $1,500 and $2,000 per
year.
S 6.9 days per annum lost by persons earning between $2,000 and $3,000 per
year.
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6.5 days per annum lost by persons earning $8,000 and over per year.
Since the overwhelming majority of the white-collar workers fall into the
lower-income brackets, it can be seen that they bear a large share of the Nation's
illness. They would benefit from a national system of spreading the costs of
illness over the entire population. They would also benefit from a national system
which would assure them all needed medical and hospital care, at no greater
expense to the Nation than the haphazard and inadequate care most people get
now.
The following is not a complete list of the illnesses to which the white-collar
worker is subject However, they are a few of the most common occupational
illnesses:
Tuberculosis, heart disease, influenza, pneumonia, Bright's disease, eye strain,
nervous fatigue and disorders, stomach disorders, sinus trouble, constipation,
migraine, allergies, and colds.
Most of these conditions are not covered by the few voluntary insurance plans
which our members are eligible to join, or by the policies sold by insurance companies. The health needs of our members are far from being met by voluntary
health insurance.
We firmly oppose the Taft-Ball-Smith bill, S. 2143, introduced as a "sub
statute" for S. 1606. It offers the white-collar worker the opportunity to submit
to a means test, and if his income is sufficiently low he may become a recipient
of medical charity, provided there are facilitis to care for him in his community.
It is inadequate, rstricted, and an insult to all the American people.
The Wagner-Murray-Dingell bill has been called "socialism" in an effort to
confuse the people, and hide its benefits behind names and distortions. Those
who attack it speak only for small groups of persons who wish to retain their
special privileges without regard to the harmful effects on the Nation. American
democracy can only be harmed if we fail to improve the health of the American
people.
We are not frightened by the charge that free choice of doctor will be destroyed.
We know that most of our members have no choice of doctor at all. We also
know that the fact stands that S. 1606 guarantees free choice of doctor, and
makes this possible for the first time for most of us. Nor are we confused
about the doctor-patient relationship. We have confidence in the doctors of
America, as we do in the people, and believe they and their patients will have
an even better professional relationship when the barrier of ability to pay no
longer separates them.
Nor are we terrified at the charge that the health program will be run by
Government bureaucrats. We consider the social security program an advance
in the history of the American people. A national health program will be a
further, and long overdue, advance along the same lines.
We are at the crossroads and decisions must be made-swiftly and correctly.
The American people are not in a mood to brag about our high standard of living
while they are unnecessarily deprived of ordinary health facilities. They are
not in a mood to hear of our fantastic discoveries and our superior know-howonly to find these products and services not available-and that they are doomed
to privation, squalor, and ill-health.
Congress has an opportunity, through the Wagner-Murray-Dingell bill, to do a
great and necessary service to the entire Nation. We urge that this committee
recommend its passage.

REBOLwrUON

ADOPTED BY THE WEST VIROTNTA STATE MEDICAL ASSOCIATION,

CHAmuLsTON 24, W. VA.

(The following is a copy of a resolution unanimously adopted May 14, 1946, at
Huntington, by the house of delegates of the West Virginia State Medical
Association:)
Whereas the West Virginia State Medical Association has been peremptorily
denied permission by the chairman to appear before a committee of the Senate
of the United States and discuss a bill before that committee; and
Whereas the bill under consideration touches not only the life and work of
every member of the West Virginia State Medical Association, but bears definitely upon the health and welfare of every individual citizen of the United
States; and
Whereas in a democracy the free discussion of pending measures is a basic
principle of right: Therefore be it
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Resolved, That the house of delegates of the West Virginia State Medical
Association go on record as protesting against such a dictatorial attitude on the
part of the chairman of the Senate committee referred to; and be it further
Resolved, That we send a copy of this resolution to each Senator and Representative from West Virginia in the Congress of the United States, and that they
be urged to use their influence to retain for the populace of the United States the
right to appear before committees considering pending legislation, either as
proponents or opponents; and.be it further
Resolved, That our delegates to the American Medical Association be instructed
to present this resolution to the house of .delegates of the American Medical
Association for consideration.
CHAILEs LIVELY,
Executive Secretary.
(The following is a copy of a resolution unanimously adopted May 14, 1946,
at Huntington, by the house of delegates of the West Virginia State Medical
Association:)
Whereas there has been introduced into the Congress of the United States a
bill popularly called the Wagner-Murray-Dingell bill, S. 1606; and
Whereas that portion of the bill designated as title II, if enacted into law,
would disturb the time-honored physician-patient relationship in that it wodld
bring a third party-a governmental agency-between physician and patient,
and would tend to publicize diagnoses by making them public records; and
Whereas it could not help but disturb the freedom of choice of physicians; and
Whereas it would tend to depress individual initiative and effort on the part
of the members of the medical profession; and
Whereas it would tend to reduce a great profession to the level of "clock
watchers"; and
Whereas the enactment of any system of governmental sickness insurance
necessarily imposes upon the already overworked physician an enormous burden
of paper work; and
Whereas compulsory sickness insurance would increase enormously the bulk of
trivial and unnecessary medicine without benefit to either doctor or patient; and
Whereas the adoption of such a system could only result in deterioration of
medical service to the great detriment of the populace generally; and
Whereas it would shackle and ultimately hamstring medical progress; and
Whereas in effect it would be essentially a gross income tax weighing most
heavily upon that segment of the population least able to bear such an added tax
burden; and
Whereas such a law is socialistic in spirit, not to say communistic; and
Whereas it would force countless thousands of American citizens to adopt
paternalistic medicine whether they would or not; and
Whereas the spirit in which the bill is being ur-ed is that of a dictatorship
as is evidenced by the fact that the chairman of the Senate committee considering
the bill denied the West Virginia State Medical Association the privilege of
sending representatives to appear at the hearing and be heard against the bill:
Therefore be it
Resolved, by the House of Delegates of the West Virginia State Medical Association, That we go on record as unalterably opposing the passage of title II; and
be it further
Resolved. That we condemn the action of the chairman of the Senate committee in denying our representatives the right to be heard upon pending legislation, a right and privilege long taken for granted in a democracy; and be it
further
Resolved, That copies of this resolution be sent to ehch ofour representatives
in the Congress, both Senate and House of Representatives, and that each of
them be urged to use his influence to defeat title II and to restore to Americans
the right to be heard on pending legislation either as proponents or opponents;
and be it further
Resolved, That we offer space in the West Virginia Medical Journal to each of
our representatives in Congress, both Senate and House of Representatives, to
present his opinions upon this or any other proposed legislation at any time,
now or in the future; and be it further
Resolved, That copies of this resolution be given the press.
CHARLES LIVELY,
Executive Secretary.
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ST. PAU, MINN.,
RsOLUTION ADOPTED AT MIDWEST WORKSHOP HEALTH CONFERENCE,
FEDERATION OF LABOR

FEBsUARY 6, 7, 8, AND 9, 1946,

BY THE WISCONSIN STATE

I. Therefore be it
embodyResolved, That there be established a unified national health program
five-point health
ing the elements and principles set forth in the President's
message of November 19, 1945.
1. A complete medical service available to all through contributory compulsory health insurance financed by contributions by employers and insured,
supplemented where necessary by general tax funds.
2. Broadening of the social-security program to provide protection against
loss of wages from illness and disability.
3. Federal aid to strengthen and support education of medical, dental,
and other health personnel and research.
4. Expansion of hospital and health-center facilities through Federal
grants-in-aid.
5. Expansion of public-health, maternal, and child-health services through
Federal grants-in-aid.
II. Be it further
Resolved, That any program established include the following standards and
principles:
1. Free choice of physician or group of physicians by patient and of patient
by physician.
2. Adequate and effective participation in formation of policy by those
entitled to receive medical care.
3. Assure high standards of medical service by encouraging the development of group practice in a coordinated hospital and health-center system,
making available refresher courses, and designating of specialists and consultants after consideration of standards established by professional bodies.
4. Provide professional and financial incentives for professional advancement of practitioners, and encourage high standards in quality of services
furnished.
5. Provide adequate income for participating personnel and facilities.
6. Decentralized administration to adapt the national program to meet
local needs.
7. Provide for the early coordination and integration of all medical and
health services.
8. Provide medical services for needy persons through the payment of
appropriate premiums to the health-insurance fund by public agencies.
III. Be it further
Resolved, That we support the health provisions of the Wagner-Murrav-Dingell
social security, S. 1050 (H. R. 3293), and national health, S. 1606 (H. R. 4730),
bills.
IV. Be it further
Resolved, That.we support S. 191 if amended as follows:
1. To provide on the Advisory Council representation from lay organizations and individuals adequate to protect the interests of recipients of the
service.
2. To vest only advisory powers in the Council.
3. To preserve the proved principles of retaining administrative responsibility in the hands of public officials accountable to the people's elected representatives in Congress and the President.
4. To define "public-health center" as a publicly owned facility for the
provision of medical care, as well as public-health services.

[Telegram]

MADISON Wis., June 23, 191i6.

The Honorable JAMES E. MURR.\Y,

Senate Office Building:
The following resolution was carried without dissenting vote by the house of
delegates of the State Medical Society of Wisconsin meeting on June 22 with
68 delegates present out of a total house of 77.
"Whereas in the hearings on S. 1606 it becomes increasingly evident that a
concerted effort is being made by its proponents to create the impression that the
medical profession of the country is seriously divided on the issues involved
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through the use of numerous individual physicians and small groups of physicians
admitted to appear in favor of the bill: Be it
"Resolved, That this house of delegates of the State Medical Society of Wisconsin sitting in special session at Madison, this 22d day of June 1946, representing as
it does 2,700 physicians throughout the State of Wisconsin record its considered
judgment that proposed legislation such as that of S. 1606, if ever enacted, would
seriously jeopardize the proper and adequate care of sick people in America, and
it further
"Resolved, That a copy of this resolution, together with a true record of the aye.
and-nay votes, be forwarded to Hon. James E. Murray with a request that it be
incorporated in the record of hearings of the Committee on Education and Labor
and that a second copy be sent to the Honorable Robert M. La Follette, senior
Senator from Wisconsin and member of that committee; and be it further
"Resolved, That the Wisconsin delegates representing this State society in the
American Medical Association be instructed to introduce a resolution of similar
intent and wording at the July 1946 session of its house of delegates."
C. H. CROWwHART,

State Medical Society of Wisconsin.
I

STATEMENT OF WOOD RIVER CENTRAL LABOR UNION OF WOOD RIVEn, ILL., REGARDING
THE NATIONAL

HEALTH ArC

OF 1945

Members of the Central Labor Union of Wood River, Ill. (A. F. of L.), have
been reading with interest the reports and discussions coming from the Senate
Committee on Education and Labor relative to the National Health Act, S. 160&
Perhaps we cannot be blamed too strongly for throwing out our chests and saying,
"I told you so," when we read of this bill. We make this statement because it
has now been something like 6 years since this organization started a local
health program directed toward aiding its members and others in the community.
Foremost on the program was a badly needed hospital. The war held up the
plans on this, but they are now going forward as scheduled.
The important thing it seems is how we became aware of the need of our
members and others in the community for medical attention on such a large
scale before it became a national issue. This was due largely to preferential
hiring clauses in some of our labor contracts and the large number of persons
rejected because of physical defects which was brought to our attention because
of these clauses. At first this only aroused our ire, we thinking the companies
were definitely discriminating against thofe whom we offered for employment
However, a later and more complete check convinced us that, while the companies' examinations undoubtedly were too rigid, that part of the turn-downs
were due to physical defects that could and should have been corrected long ago.
Some few years later the United States Government discovered the very thing
we had known for years, but it was not discovered until they started examination
under the Selective Service Act.
The peculiar thing about organized labor is the people who put up the greatest
fight to obtain an objective never reap the greatest benefit. We have long been
accustomed to carrying along a certain percentage of people who can legitimately
be called hitch hikers. They go along for the ride hut contribute nothing to the
work or expense of making that ride possible. We have others who are less
fortunate and could not help themselves if they choose. The first mentioned
could help themselves but won't; the second would help themselves but can't.
These two groups of people are benefited most by, and put forth the least effort
for, social and industrial legislation. We do not rue these people being benefited
by our efforts but are rather proud of it. Our only purpose in mentioning it is to
draw attention to the fact that when organized labor speaks in behalf of certain
legislation they really speak for all workers. The unorgan'zd worker has no
effective means by which to speak. He knows that when we ride he rides with us.
The community in which we live is but a half day's drive from the "share
cropper" district of the South, and almost everyone in this locality has witnessed
their plight by "eye-see, not hear-say." The tenant farmers and migratory workers of this country are as a class but one step removed from the slavery that
prevailed before the Civil War. In many respects the freedom for them to starve
or to die for want of adequate medical care is worse than the chains of slavery
that did at least believe that the slave should be properly clothed, fed, and be
given decent medical attention to increase their efficiency. It is for those people
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who are not members of organized labor that we most beseech the passage of
the National Health Act of 1945.
Naturally there will be many reactionary groups opposing this legislation.
There always has been and there always will be. We have dealt with these people
ourselves and know how they think. This same group opposed the Wagner Act.
They opposed the social security laws, the Norris-LaGuardia Act, and all others
of benefit to the workingman. We must only look hack a few years, and within
the memory of many of us to find some people of the same turn of mind locking
their employees in their business establishment to prevent them any freedom
at all. If these same people had possessed enough political guns the same
conditions as to safety and industrial legislation would exist today. One such
condition as referred to above resulted in the tragic Triangle Waist Co. fire of
May 1911, when nearly 150 workers were trapped behind locked doors and burned
to death.
We see little difference in killing a man by that method or having him die
because of inadequate medical attention or because he hasn't sufficient funds
to pay for that attention. The results are the same. In either case he is dead.
The only difference we are able to see is that in the case of the fire these people
died almost instantly, and perhaps in many of the other cases they just sort of
ooze out. We would say many of the people who are responsible for killing
of worthy social legislation have such a versatile mind that they grab their
dividend check with either hand.
The Wood River Central Labor Union, of Wood River, Ill., wishes to vote "yes"
on the National Health Act of 1945, S. 1606. We regard this as essential social
legislation. If you ask us just how essential we'll say just about as essential
as Amos was to Andy.
TAYon ELLIOrr, Secretary.
PRESIDENT TRUMAN'S HEALTH PLAN WOULD INCIEA S

DISEAsE, SAVE LIVES

PRODUCTIVITY, REDUCB

WE HAVE BRAD HIS MESSAGE TO CONGRESS-WE

ENDORSE IT

A national health plan
We have read and strongly approve President Truman's message proposing a
national health program. Many messages have been sent by Presidents "on
the state of the Nation," but this is a message on the state of the people of this
Nation, the first full-length Presidential message on health ever submitted to
Congress.
To be administered locally
We commend this plan for national health insurance to be administered locally,
with free choice of doctor and hospitals for the people and professional freedom
for physicians. This is a thoroughly American plan, consistent with our tradition of using government to aid the people in doing things for themselves. We
agree with the President that voluntary health insurance will not "meet more
than a fraction of our people's needs."
Not "socialized" medicine
We agree also with his statement that: "The American people are the most
insurance-minded people in the world. They will not be frightened off from
health insurance because opponents have misnamed it 'socialized' medicine."
Federal aid through States
We support his recommendations for Federal aid through the States, for the
construction of hospitals, for medical research and education, for the care of
the needy, and for the extension of needed preventive, maternal, and childhealth services to every part of the country.
Legislation by Congress
We would like to see the recommendations of the message promptly carried
out by Congress through legislation. This program will Increase productivity,
reduce disease, and save lives. The Income and the professional facilities of
the average physician will be improved. The benefits to the health of the
American people will far outweigh the costs: in fact, most of the costs are
merely the regularization of existing expenditures.
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We are glad that many groups, including organized labor, have already approved the principles supported by the President. We sign this endorsement as
individuals.
We urge Congress to prompt action.
Signers of the endorsement:
Gerard Swope, General Electric Co., New York
David Sarnoff, president, Radio Corp. of America, New York
Lessing J. Rosenwald, Sears, Roebuck & Co., Philadelphia
Bernard Gimbel, president, Gimbel Bros., New York
James Roosevelt, Los Angeles
Gardner Cowles, publisher, Des Moines
Barry Bingham, publisher, Louisville
Raymond Swing, radio commentator, New York
Norman Cousins, editor, New York
Cecil Brown, radio commentator, New York
Albert D. Lasker, New York
F. O. Watt, banker, St. Louis
Guy Emerson, banker, New York
Anna M. Rosenberg, labor public relations consultant, New York
Mrs. Sidney Borg, New York
Edwin R. Embree, president, Julius Rosenwald Fund, Chicago.
George C. Hatch, general manager. Intermountain Network, Ogden, Utah
David Heyman, financier, New York
Fred M. Stein, banker, New York
Evans Clark, director, Twentieth Century Fund, New York
Howard L. Tiger, vice president, the Permutit Co., New York
Elzabeth S. Magee, National Consumers League, Cleveland
Ted Patrick, advertising, New York
Henry L. McCarthy. Council of American Business, Washington
Sidney Hollander, Baltimore
Samuel Rubin, president, Faberge, Inc., New York
W. H. Weintraub, advertising, New York
William K. Sherwood, president, North American Trade Consultants, New
York
V. Henry Rothschild 2d, attorney, New York
Morris S. Rosenthal, executive vice president, Stein Hall Co., New York
Chester Rowell, editor, San Francisco
Judge Francis E. Rivers. New York
Frank Jaros, vice president, Compolite, Inc., Brooklyn
Ger-ld Morgan, Hyde Park, N. Y.
Paul L. Ross, formerly regional director, OPA, New York
Victor- Roudin, International Theatrical & Television Corp., New York
Helen Hall, Henry St. Settlement, New York
Meyer Parodneck, president, Consumer-Farmer Milk Coop., Inc., New York
Paul Kellogg, editor, New York
Percy S. Brown. Good Will Fund, Boston
William Morris, theatrical agent. New York
Mady Christians, actress, Connecticut
Victor Trasoff, artist, New York
Irving Caesar. author-composer. New York
John Cromwell, film director, Beverly Hills, Calif.
Thomas Craven, art critic, New York
Acnes Smedley, writer, Saratoga Springs, N. Y.
Alexi Maleff. composer, Saratoga Springs, N. Y.
Fiorello H. LaGuardia, mayor. New York City
James M. Patton. National Farmers Union. Denver
Caroline Dudley Morgan Smith White, Cranbury, N. J.
Alma Clayburgh, singer, New York
Artur Shnabel, pianist, New York
Edward Chodorov, plavwrieht. New York
Eliott Nugent, actor, New York
Frederic March, actor, New York
Rox Stout. writer, New York
Carl Van Doren, author. New York
Hlqns Rarlamacher. eiucator. Swprthmore College
John A. Kingsbury, Woodstock, N. Y.
Leonard Bernstein, composer and conductor, New York
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Lee Brody, actress, New York
Leopold Mannes, musician, New York
Norman Corwin, writer and producer, New York
Dorothy Norman, columnist, New York
Thomas Mann, writer, Satita Monica, Calif.
Morris Llewellyn Cooke, consulting engineer, Washington
Adele Rosenwald Levy, New York
Wallace Clark, consulting engineer, New York
John D. Black, economist, Harvard University
Max Radin, professor of law, University of California
Charles E. Merriam, political scientist, University of Chicago
Bartley Crum, attorney, San Francisco
Leo J. Linder, attorney, New York
Martin Popper, National Lawyers Guild, Washington
William H. Roever, mathematician, Washington University, St. Louis
C. Fayette Taylor, engineer, Massachusetts Institute of Technology
Meyer Bernstein, under sheriff of New York
Rev. William O. Easton, Council of Christian Education, Philadelphia
Robert W. Kenny, attorney general of Sacramento, Calif.
Hunter Delatour, president, Brooklyn Bar Association
Paul A. Dodd, economist, University of California, Los Angeles
Michael M. Davis, medical economist, New York
Samuel C. May, political scientist, University of California
Stephen P. Duggan, educator, New York
Aaron Copland, composer, New York
Leonard Erlich, writer, Saratoga Springs, N. Y.
Roger N. Baldwin, American Civil Liberties Union, New York
Neil Lieblich, State War Ballot Commission, New York
Ernest A. Hauser, chemist, Harvard University
John Eric Hill, Museum of Natural History, New York
F. D. Patterson, president, Tuskegee Institute, Alabama
Roswell G. Ham, president, Mt. Holyoke College, Massachusetts
William O'Dwyer, mayor-elect, New York City
Jo Davidson, sculptor, New York
John Dewey, educator, New York
Vilhjalmur Stefansson, explorer, New York
Channing Frothingham, M. D., Boston
Alice Hamilton, M. D., Hadlyme, Conn.
Harry A. Millis, economist, University of Chicago
J. Douglas Brown, economist, Princeton University
Charles S. Johnson, sociologist, Fisk University, Nashville
Edwin E. White, economist, Madison, Wis.
Justice Hubert Delaney, New York
Nedwin Smokier, attorney, Detroit
Robert S. Lynd, sociologist, Columbia University
William F. Ogburn, sociologist, University of Chicago
John P. Peters, M. D., New Haven
Allan M. Butler, M. D, Boston
Ernst P. Boas, M. D., New York
R. M. Walls, D. D. S., Bethlehem, Pa.
John Oppie McCall, D. D. S., New York
Thomas G. Addis, M. D., San Francisco
Frank Goldmann, M. D., New Haven
Mary Dublin Keyserling, Washington
Kingsley Roberts, M. D., New York
Harold M. Phillips, attorney, New York
N. Kobrin, D. D. S., New York
Alfred Walker, D. D. S, Miami Beach
Marvin C. Harrison, attorney. Cleveland
Benjamin Algase, attorney, New York
Alfred J. Asgis, D. D. S., New York
Rev. Stephen IH Fritchman, Boston
Basil G. Bibby, D. D. S., Dean Tufts Dental School, Boston
John A. Slade, attorney, Saratoga Springs, N. Y.
Justice Arthur P. McNulty, New York
Abel Wolman, Ph. D., Baltimore
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Bertram M. Bernheim, M. D., Baltimore
C.-E. A. Winslow, Ph. D., New Haven
Russell Davenport. author, New Haven
Ray Stannard Baker, historian, Amherst, Mass.
Stuart Chase, author, Connecticut
Ulric Bell, writer, New York
Robert Ardrey, playwright, California
Henry Billings, artist, New York
Louis Adamic, writer, New Jersey
William Zorach, sculptor, New York
Lowell Mellett, columnist, Washington
Louis S. Weiss, attorney, New York
Louis F. McCabe, attorney, Philadelphia
Agnes H. Schroeder, medical social worker, Cleveland
Theron Bamberger, theatrical producer, New York
Kermit Bloomgarden, producer and manager, New York
Hope S. Bagger, teacher-writer, New York
Jules J. Justin, public member, War Labor Board, New York
Bertha C. R 'ynolds, social worker, New York
Ethel H. Wise, New York
Kurt Adler, opera conductor, New York
Henry Seidel Canby, literary critic, New York
Ilka Chase, writer, New York
Mrs. Franklin D. Roosevelt, New York
William Rose Benet, editor and writer, New York
Ralph Barton Perry, educator, Harvard University
Mary K. Simkhovitch, Greenwich House, New York
Gertrude F. Zimand, National Child Labor Commission, New York
Ruth Emerson, medical social worker, Chicago
Johannes Steel, radio commentator. New York
Ben Grauer, radio announcer, New York
Siemund Spaeth, musician, New York
Marc Connelly, playwright, New York
Leland Stowe, radio commentator, New York
Quincy Howe, radio commentator, New York
William S. Gailmor, radio commentator, New York
Barbara N. Armstrong, professor of law, University of California
Donald Dushane, educator, Washington
Mary McLeod Bethune, president, National Council of Negro
Washington
Fanny Hurst, writer, New York
Charles H. Colvin, engineer, New York
Bart J. Bok, astronomer, Harvard University
Michael Heldelberger, biochemist, Columbia University
Carolyn Slade, novelist, Saratoga Springs. N. Y.
Bernard Hart, theatrical producer, New York
Harvey Harris, attorney, New York
Alex B. Novikoff, biologist, Brooklyn College
Magistrate Anna Kross, New York
Howard Vermilyea, actor, New York
E. H. Greihach, physicist, White Plains, N. Y.
Peter Blume, artist, Connecticut
Louis B. Boudin, attorney, New York
Philip Evergood, artist, New York
Rudolph Ganz, conductor, Chicago
Martin Gabel, theatrical producer, New York
Oscar K. Rice, educator, University otNorth Carolina
Philip R. White, Rockefeller Institute, Princeton
Judge Nathan R. Sobel, New York
Robert Chambers, biologist, New York University
William Standard, attorney, New York
Victor D'Amico, educator, New York
Alonzo F. Myers, educator, New York University
Carol King, attorney, New York
Milton Paulson, attorney, New York
Hazel Scott, pianist, New York
George Zukor, producer, Hollywood

Women,
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Ordway Tead, educator, New York
Kenneth 8. M. Davidson, physicist, Stevens Institute of Technbl6gy, NeW Jbrsey
Benjamin E. Youngdahl, dean, School of Social Work, Washington University,
St Louis
Herbert E. Phillips, D. D. 8., Chicago
Struthers Burt, author, California
(This advertisement was paid for by signers of this statement.)

STATEMENTS BY DOCTORS AND DENTISTS
STANFORD UNIVERSITY SCHOOL OF MMICINE,
San Francisco 15, Calif, May 1, 1946.
DEAB SENATOR MURRAY: I atn stre your committee will remember that you are

not getting the real opinion of the medical profession.
For purposes of advancement and hospital connections the yong men cannot
talk. A great many are for the National Health Act.
Yours sincerely,
T. Ansa.
KEW GARDENS, N. Y., May 22, 1946.
Senator JAmas E. MuIaY,
Washington, 1~ C.
DtA SENATOB: Kindly add my name t6 the list Of dentists who favot your
health bill.
I am sure that the great majority of dentists would get behind your bill if they
could only receive a true picture of the situation.
Di S. E. ANDERMAN, Detist.
NEW YORK 22, N. Y., March 29, 1946.
Senator J. E. MaURAY,
Senate Office Building, Washington, D. C.
MY DEAR SENATOR MURRAY: I am informed that the Senate Committee on Labor
and Education will start hearings on the Wagner-Murray bill on April 2 and
that physicians who are unable to go to Washington to appear before the comnittee may have the privilege of sending a statement to you. I further understand that such a statement may on request be included In the report of the
hearings in the same manner as if it had been delivered in person. I respectfully ask that you allow me to avail myself of these privileges as I am unable to
go to Washington for the hearings.
As a practicing American physician, I desire to go on record as unalterably
opposed to the Federal control of American medicine, for the following reasons:
I. It is against the American way of life to interfere with the personal
freedom of the individual.
II. For nearly 100 years organized medicine here in America has worked
out its own destiny so that today American medicine is second to none in
the world.
III. Federal control will inevitably bring political influence into medicine,
and will tend to injure the original scientific research worker, who has his
mind on his work, and is no match for the skillful politician.
IV. The very vital and sacred relationship which exists between the American physician and his patient will be injured; and medicine which is one of
the major professions will inevitably be reduced to occupying a position
of commercial expediency.
Respectfully submitted.
Ei.LY D. BARRINGER, M. D., F. A. C. S.

WANAKA, NEW ZEALAND, July 1, 1946.

Hon. JAMES E. MUBRAY,
United States Senate, Washington, United States of America.
DEAR SIB: I have been following through more or less verbatim reports of thehearing on S. 1606 as reported in the Journal of the American Medical Association,
to which journal I have contributed for some years.
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I am very interested in the question'of medical care, particularly as I have
almost completed a book on social medicine, based mainly upon our experience
in this country.
Under ordinary circumstances I would not presume to criticize certain aspects
of the evidence tendered to your committee were it not that, directly and by
implication, my own country has been mentioned. At the time of writing I
have followed up the hearings until April 16 as reported in the J. A. M. A. of May
11, which is the latest issue to hand.
I might here say that I am opposed to the viewpoint of organized medicine on
the question of a complete universal health-insurance scheme. I have worked
such a scheme in all its aspects up to and including the present time. Although
it has certain bad features-which could be corrected easily-the good ones far
outweigh the bad.
There is a tendency for organized medicine in United States of America to hold
up New Zealand as the bad boy of the family. I do not care what organized
medicine in America privately thinks of the New Zealand scheme but it becomes
another matter when they take the public platform and create impressions which
have no foundation in fact. To cover the many aspects concerning this country's
scheme which has been subject to criticism by organized medicine in the United
States of America would take too long to cover adequately and, furthermore,
in the sittings to come there may be many further points touched upon. I notice,
for example, that Dr. Sensenich claimed that the population of the United States
of America have enjoyed a better standard of health than any other country in
the world. I emphatically disagree.
In his evidence, Dr. Cobb stated that, in 1942, the infant mortality rate for the
white population of the United States of America was 37.3. This would appear
to be a very favorable year from previous statistics in my possession. In that
year, however, in this country our infant death rate was 28.71 for the white
population. In round figures this means that the United States of America
white population had seven and one-half more baby deaths per thousand births
than we had in this country. In other words, roughly 20,000 white babies died
that year in the United States of America who would have lived if they had been
fortunate enough to have been born in a replica of the New Zealand environment
I realize that you probably have all sorts of rules about admissibility of evidence and, in any case, the hearings may be over before you receive this letter. If,
however, a rough draft of the many chapters on social medicine in New Zealand
(probably about 80,C00 words) would be of use to you, publicly or privately, I
would be only too willing to mail it to you. As far as it is humanly possible, I
have tried to be absolutely honest in the presentation of the facts, even to the
extent of devoting more time to the abuses than they probably warrant. Notwithstanding this, I think the facts vindicate the decision of our Government to
introduce this measure in this country.
Yours faithfully,
ALBERT D. G: BiANo.
NEW YORK, April 12, 19 6.
Senator ROBERT F. WAGNER,
United States Senate, Washington, D. U.

DEAR SIR: In yesterday's mail I received an emergencyy bulletin" from a newly
formed National Committee of Dentists which is cooperating with the National
Physicians Committee for the Extension of Medical Service, with which there
were enclosed the famous, or let me call it infamous, literature sent out on
previous occasions by the National Physicians Committee.
Believing that it might be of interest to you, I am enclosing a copy of my letter
addressed to the chairman, Dr. A. P. Williams, whose home is in Louisville, Ky.
With best wishes for success of the Wagner-Murray-Dingell bill, I remain,
Very respectfully yours,

THEODOR BLUM, D. D. S., M. D.

NEW YORK 21, N. Y., April 11, 1946.
Dr. A. P. WrLLIAMS,
Chairman, National Committee of Dentists,
1841 Pittsfield Building, Chicago 2, Ill.
DEAR DR. WILLIAMS: I wish to express my surprise and disappointment at
the fact that such prominent men in our profession have yielded to the temp-
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tation of, the National Physicians Committee for the Extension of Medical Service.
Now the dentists, too, have joined the NAM (National Association of Manufacturers) of the medical profession.
I am just wondering how many of you gentlemen on the committee can honestly say that they have studied the Wagner-Murray-Dingell bill and understand
and know what it is all about
It is interesting to note that most of the criticism of the bill sums up to be
a selfish motive with the patients' welfare as of secondary concern.
You do not seem to remember that we are a profession and not a business.
No matter what you gentlemen will do, some such bill will be passed in the
not too distant future and the rest of us will not be proud of you remembering
your attitude.
Very truly'yours,
THEODOR BLUM.
STATEMENT BY DB, W. C. BOSTIC OF FOREST CITY, N. C., BEFORE THE SENATE COMMITrEE ON EDUCATION AND LABOR, HAVING UNDER CONSIDERATION THE HEALTH
AND INSURANCE MEASURE

My name: W. C. Bostic; I reside at Forest City, N. C. I am a duly licensed
physician and have been engaged in the practice of medicine for 42 years. I am
a member of the Rutherford County Medical Society, the Seventh District Medical Society, the North Carolina Medical Society, and the American Medical
Association.
I have been very much interested in the subject under consideration in this
bill, and I have delivered numerous addresses before medical meetings in various
parts of the country in discussing what I think is the proper solution of this
problem.
I am submitting herewith my plan for better medical care and better distribution of physicians, with special emphasis on the rural section.
A PLAN FOR BETER MEDICAL CARE AND BETTER
DISTRIBUTION OF PHYSICIANS WITH
SPECIAL EMPHASIS TO THE RURAL SECTIONS

1. We must first admit and recognize the fact that we do have a vital issue
under consideration, and we are called upon to offer some tangible, workable
solution in order to meet this pressing need for better medical care for the
citizens of the Nation. To do this we must first recognize what has happened
and when it happened before we can offer a correct agenda for study of the
problem. At present it appears that all the factions contending for a solution
of the problem have their agenda upside down.
We would suggest that the
study of the insurance feature as proposed by all factions should be placed at
the bottom of the agenda and the all-important matter of better distribution of
physicians should be placed first for consideration. We agree that the insurance
feature is of interest to all concerned, and it will certainly be good feed for the
horse, but we seem to be minus the horse. We are not able to understand just
how a vast program of better medical care can be had without the special training of more doctors to staff the hospitals, scientific research laboratories, and
the many localities without physicians such as the rural districts of every
county in the United States. I think the program as outlined by the American
Medical Association concerning the insurance feature is worthy of serious consideration, also that feature offered in the President's plan might help in the
solution of the problem. However, we may defeat the President's health plan
and forestall socialized medicine, but we will still have the unsolved problem
of better medical care and an economic problem of tremendous importance, and
a moral obligation that we dare not shirk. It is perfectly clear to those of us
who have made a careful study and analysis of this problem over a period of
years that the answer does not lie in compulsory insurance or in voluntary
insurance, unless some satisfactory plan can be devised that will insure a more
equitable distribution and placement of doctors, especially in the rural districts.
2. With a well-balanced program broad enough to solve every phase of the
proposition confronting us with the needs of the Nation at this time, without
creating a top-heavy overhead wasteful administration of funds before they
reach the channels of relief. With such a plan of Federal assistance conjolntly
with various States on a 50-50 basis, the funds to trickle through to the various
counties and communities of each State with proper snfenuards in dispensing
appropriated funds from the State and Federal Governments.
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3. The ideal solution of this vital problem for the health and well-being of the
Nation is a well-balanced program similar to that provided by the Duke endowment to the various hospitals and other institutions of North and South Carolina, and with a similar plan proposed and supported by the last Legislature of
North Carolina which will in the near future be consummated.
Why spend
billions of dollars when a few hundred millions placed in the proper channels
will offer the solution desired. We beieve this entire problem can easily be
solved and without the expenditure of billions of dollars. I hope we can make
this claim without "the sound of brass or a tinkling cymbal." Especially if we
adopt the plan and the slogan that the Lord helps those that help themselves.
4. To illustrate, the Federal Government and the various States enter into an
agreement on a 50-50 basis that will actually supply the needs and place adequate
medical care within reach of all the people, and to duplicate the amounts donated by established foundations already acting in this field of endeavor in the
various States like the Duke endowment, the State and religious organizations
combined.
5. We understand that South Carolina and some of the other Southern States
have under consideration similar plans; and if this can be done in North and
South Carolina without making a vast expenditure, why can it not be done for
the entire United States with only a few millions annually appropriated over a
period of several years, and with the problem of better distribution of physicians
solved by the plan proposed along with the nurses' problem Which is also to be
considered in the solution of adequate medical care at this time. With the
erection of more hospitals, and with rural-health centers to be located deep in
the rural sections of the State, with competent and well-trained physicians to
serve such communities for a period of at least 5 years with limited licenses in
such fields of practice.
6. First and foremost is the demand and need for more physicians to fill
vacancies caused by death and retirement of physicians and the Increase in
population, and better distribution of doctors for the rural sectiotis of the State
and Nation. Many splendid rural communities have suffered and died for the
need of better medical care. It will be necessary for the Federal Government to
offer financial assistance to the various medical colleges and to build more medical colleges and teaching hospitals for the training of doctors for this special
service, by giving them free scholarships to young men and young women with
limited means with an ambition to study medicine, with the understanding that
in consideration of such scholarships they will be willing to tie themselves into
the service in the rural sections for a period of 5 years by accepting a limited
license.
7. These fields can be made attractive and inviting to this class of physicians
with proper equipment such as a modern home and modern offices that enable
them to render every service that is offered in a modern hospital except major
surgery; and with splendid monetary returns since they would practice medicine
in a large field without competition, enjoying all the courtesies of the medical
profession and the medical associations of the State.
8. And to have a well-rounded program it will be necessary to provide such
measures as will offer health insurance and hospitalization, such as the Blue
Cross, industrial, and group, and other organizations, on a voluntary basis at a
cost within reach of every man, woman, and child that will insure them the
security of every health service needed and with provisions for the care of worthy
charity and destitute cases. We would favor a plan of industrial insurance
such as offered in the plan of service of the industrial compensation insurance
for payment of doctors and hospital bills for sickness and health measures the
same as served under the present compensation laws of the States for personal
injury cases, with no payment to be made out of such fund for security or loss of
time which might hamper the industries with employees who might, under the
care of unscrupulous physicians, be out too much with imaginary ills. Such
insurance would cover a large field and remunerate the physicians in a fine way
for their services. We would oppose compulsory insurance by taxation and free
medical care to all classes. To offer free medical and surgical treatment would
likely create a race of impotent people that would have to be fed and clothed.
We certainly should not attempt to create charity in order to be charitable. The
Master while on earth practiced the healing art without a monetary charge, but
in every instance He called for some action on the part of his patients to aid
themselves. He said to the man with the withered arm, "Stretch forth thine
arm." To another, He commanded him to go and dip himself seven times in a
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certain pool. And to the impotent man, He said, "Rise, take up thy bed and
walk." We certainly should not attempt to be more charitable than the Saviour
himself. Most people recover faster when they are allowed to have a part in
the healing of their bodies.
9. And in this board program for better health, the Federal Government would
be expected to establish and maintain scientific research centers for the study
and care of unusual conditions.
10. In order that the Nation's interest, and the interest of the medical profession,
and the people at large have a medium between the Federal Government, the
medical profession, and the citizens at large, a physician should be included in the
President's Cabinet to be known as Secretary of Health. A complete chapter
could be-offered sustaining this suggestion, and there is no valid reason for opposing such suggestion for the good of all.
11 I am not in accord altogether with the American Medical Association for
the reason they have omitted to offer a satisfactory solution for the problem of
better distribution of physicians and to supply physicians in the rural districts.
No plan for better medical care can succeed without placing this feature at the
head of the agenda. I am a member of the American Medical Association-I trust
in good standing; but I do not approve the omission of this most important of
all features.
12. To say that the expenditure of billons of dollars would be necessary to solve
the entire problem as suggested is blind reasoning on the part of those who would
hurry the medical profession into political medicine and the Nation into
totalitarianism.
UNITED STATES COAST GUARD,

Hon. JAMES E. MURRAY,
Washinmte,

May 6, 1946.

D. C.

DEAB SENATOR : You and your fellow Senators stems to be misinformed about
the large membership of the American Medical Association.
Many doctors have to join their county medical societies to get on the staff of
certain hospitals. In isolated sections the county medical is the only medical
group. The doctors get together and heat a few medical lectures, talk shop, and
also make it a social gathering. By joining your county medical you automatically become a member of the American Medical Association. I have just
joined my county medical society again because I want the AMA Journal You
get this journal automatically, too. The AMA Journal is not exactly a medical
magazine like Modern Medicine and others. It is a news magazine, too. At the
present time it has a list of the doctors discharged, information about refresher
courses for service doctors, etc. It has a list of medical offices for rent and
sale, deceased doctors' homes for sale, etc. I gave up my office When I went into
the service and a IV-F now has it. So I'm interested in the for rent ads and
that makes me a member of the AMA.
.Respectfully yours,
Dr. G. W. CHERNOFF.

Senator JAMES E. MUBRRAT,

CLOrvIs, N. MEx., March 18, 1946.

Education and Labor Committee, United States Senate, Washington, D. 0.

DEAa SENATOB: It is my understanding, that the Wagner-Murray-Dingell bill
is to be heard before the Education and Labor Committee beginning March 18.
May I take this occasion to raise my objections to this legislation on the following
grounds as well as to appeal for the privilege of elaborating upon them if necessary at some time during the hearings?
First, the age-old objection that the doctor-patient relationship must not be
disturbed has, to my mind, nothing the matter with it. Under such legislation
as Senate bill 1606, there must of necessity be some record of services rendered
and the reasons therefore making every illness and every consulation a matter
of record and infringing upon the patient's right to privacy.
Second, the matter of preparing and processing records with' regard to each
professional service and complying with such regulations for so doing as will be
inevitable under bureaucratic direction is bound to entail a tremendous amount
of paper work for which the busy doctor has neither the time nor the office
set-up.
85907--46-pt. 5---32
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Third, while the doctor of medicine is extremely interested in the welfare
of his patient and the theoretical considerations involved, he is human and under
a system where the size of his practice is limited, his income decreased, and
onerous routine is involved, his interest will flag, incentive will decrease, and the
quality of service of which he is capable will be lowered.
Fourth, with as much power as is given to the Surgeon General, it is seen that
directives regarding treatment might well be issued which would limit freedom
of action of the physician or surgeon, standardization being the tendency' where
large groups of people are being treated.
Fifth, it is difficult to understand why the Surgeon General should designate
specialists when specialty boards, eminently qualified for the work, have been
established in the profession.
S:xth, in my experience when an indigent has required care the last service
he has had to worry about has been the doctor's. When the individual from
a low-income group pays his bills it is a matter of common knowledge that the
doctor's bill is ordinarily the last to be paid; yet the doctor is not asking the Government to help him out. Also, this bill does not confine itself to providing
care for these groups.
Seventh, plans have been formulated in many States, New Mexico included, by
which families may provide for themselves hospital and professional services
for illnesses which would prove to be financial burdens of considerable extent
Eighth, in conversations with fellow doctors who have served in the Army
and Navy it is a small percentage, indeed, who feel they can do their best work
in such an organization. Treatment is limited ,by directive, prolonged hospitalization results from involved administrative routine, and a considerable
waste of time, effort, and money is inevitable. What assurance have we that
such would not be the case under this proposed legislation? Conversations with
discharged soldiers reveal also a marked preference for their freedom of choice
of physician and the privilege of consulting a doctor with the absolute assurance
that no third, fourth, or seventy-eighth person will have any business scrutinizing
their case record and becoming the copossessors of intimate details of their privatel lives.
Ninth, making pencil pushers and yes men out of the doctors of this Nation
is definitely not the way in which to increase the quality of medical care. Educ tlonal campaigns to persuade our people to take advantage of .what is at the
present available would undoubtedly result in marked improvement in our figures
on tuberculosis, cancer, communicable disease, and many other conditions.
Tenth, administration of any hospital or clinic on a local level, doing away
with the necessity for duplication of records and correspondence, and providing
for the speedy solution of current problems is eminently desirable. Under this
legislation, hospitals would be run as the Surgeon General directed; permission
for change, presumably, would have to be obtained; the process would be cumbersome and the result questionable since it would seem difficult for one in
Washington to be cognizant of, or sympathetic to, local problems.
While the doctors of this country are willing and anxious to see that everyone
gets the best of medical care, we believe that plans such as those proposed by
Senate bill 1606 are ill advised.
Very sincerely yours,
JOHN F. CONWAY, M. D.

NEWTON HIGHLANDS 61, MAss., May 3S, 1946.
The HON. JAMES E. MURRAY.
Senate Office Building, Washington, D. C.
DEAR SIR: I have been following with much interest the report of the hearings
on S. 1606, running in the current issues of the Journal of the American Medical
Association, but, like some of my colleagues, perhaps, feel that reticence is
nimndatory.

Nevertheless, I cannot refrain from calling attention to a system of socialized
medicine which has operated most satisfactorily in one of our own possessionsthe Panama Canal Zone. So far it seems to have been overlooked deliberately'
or inadvertently by both sides in the controversy on the national health program
in the quest for factual data, and it should reveal a wealth of such data for immediate use. Having spent 27 months in the Panama Canal Department from
January 1942 to March 1944, I was impressed by its excellence, and did not
hear any serious criticisms. The Medical Society of the Isthmian Canal Zone
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is also a component of the AMA. I hope that if our committee sees fit to bring
it into the discussion that those who testify meet the AMA standard on being
properly "informed."
Sincerely yours,
SNORMAN W. ELTEN, M. D.
[Telegram ]
CLEBUBNE, TEX.. April 17, 1946.

Senator JAMES E. MURRAY,

Committee on Education and Labor, Washington, D. C.:
The statement sent you over signatures of Drs. Connally and Taylor is worthy
of serious thought and consideration. The opposition to the bill is for selfish
and personal reasons. The statement that the people of Texas don't want it is
seriously in error, without justification of authority. The Medical Association
is fearful of control and interference with their racket of giving conversation,
no assistance of relief to their client, and prefer to continue to make excessive
charges of fees with no consideration or concern as to results. Personal, I
challenge their authority and the truthfulness of speaking for the people of
Texas on this important measure for the benefit of many. Do not be misled;
it is prompted by a desire for protection of one of the largest and most abused
rackets in existence. The statement is intended to protect a few against the
masses.
CHASE. I. FISHER.
WOLLASTON,

IMASS., May 10, 1946.

COMMITTEE ON THE WAGNER HEALTH BIL.

GENTLEMEN: I have tried to write to the Saturday Evening Post in defending
the above bill; it was rejected for the publication, I have written to the Boston
newspaper, it has never been published. I have written to the Medical Annals of
the District of Columbia, who promised to be fair in publishing both sides of the
question. My comments were sent last year. I received yesterday a note asking
for pardon for not answering my letter sooner; however, Dr. Wallace M. Yates
concludes that at present he has no space for a communication of this kin4.
I wrote to him .bis morning and told him that now is the time more than any
other time to publish this communication favoring the above bill which was
addressed to him last year for publication.
Gentlemen, I do not know whether he shall have courage enough to publish my
communication at the present time.
However, I have courage enough to appear before your committee and tell you
my experience under the present Fishbein system of the practice of medicine in
the United States.
I notice in the paper that you have some mouthpieces, or I should say "AMA
phonograph records" letting you hear their opinions wound up at 535 North
Dearborn, Chicago, Ill.) about the terrible Wagner bill which will interfere with
their prestige and power.
It is about time for yon to hear the opinions of some doctors of the rank and
file of the medical profession in the United States.
The facts that I have to tell you wiU not or at least have never been published
in American medical or lay literature. If there is any gentleman who is not in
favor of the Wagner bill I want him or her to listen to the facts which are louder
than words and know them.
These facts will talk for themselves that we need a change in the medical practice in the United States and the sooner the Wagner bill becomes a law the
better it is for humanity, science, and democracy.
Since the Physicians National Committee will not pay for my train ticket and
since I am not able to go through all these expenses, therefore I shall expect
Uncle Sam to do it if he wishes to listen to both sides of the story in order to know
the real truth about conditions as they exist.
I am writing these lines as a duty to the American people, to my profession,
and for the sake of scientific medicine, humanity, and democracy.
With greetings and respects, I remain,
DR. WILruAM FANKMAN.

3008

NATIONAL HEALTH PROGRAM

NEw ORLUANG, April 11, 1949.
The Honorable SaEAToR MUeAY,
Washington, D. 0.
DEAR SENATOR: Notwithstanding that I am a member of the American Dental
Association, the Louisiana State. Dental Society, also its local component society,
I am in favor of your bill, S. 1606.
Very few dentists are in favor of this bill, and just by way of information,
unless compensation to dentists are generous, the bill is going to be a failure.
Dentists are not going to work unless well paid. Too many of them are able to,
and will, enter other lines of endeavor. For example, some time ago I was offered
$800 per month and all expenses to quite dentistry and enter another field.
Neither would I practice dentistry under your bill if I had to be annoyed with
a lot of reports and red tape, or harrassed by some officious would-be 1perior.
I am able, can, and would quit dentistry altogether and do something else.
Yours truly,
B. M. GENTRY, D. D. S.
NoT.-I Wouldn't work for less than $6 an hour; nor more than 40 hours per
5-day week; and only such hours and days as I myself selected. Otherwise
nothing doing.
PHILADELPIA, April 15, 1946.
Senator JAMES E. MURRAY,
Chairman, Oommittee on Education and Labor,
United States Senate, WasttPtofi, D. C.
MY DEAR SENAT0R MURRAY: In accordance with your request contained in your
letter of March 18, I am enclosing an address which I made 2 years ago as
president of the American Orthopaedic Association. In this address I tried to
deal in a rational and unemotional manner with, the problem of adequate medical
care for the people of the country. I believe that I have enumerated the essentials upon which adequate care depends. I trust that this may be of interest
to you.
I am sure that all members of the medical profession and all right-minded
citizens are deeply interested in the matter of providing adequate medical care
for the people of this country.
In addition to prevention of disease and maintenance of health, I have
always been much interested in the physical education of our youth. I believe
that the bodies should be developed equally with the minds and that we should
learn how to use our bodies properly. This bears on the prevention of deformities and illness as well. Our chief difficulty is that we do not seem to get
together as to the best methods of securing these desirable ends.
I appreciate your asking me to write to you and am glad to make this response.
Very sincerely yours,
A. BRvCB GILL, M. D.

PRESIDENT'S ADDRESS
(By A. Bruce Gill, M. D., Philadelphia, Pa.)
[Reprinted from the Journal of Bone ahd Joint Surgery, VoL XXVI, No. 4, pp. 621-625,
October 1941]

I feel obliged to give some consideration to a subject that is of paramount importance to us, to the entire medical profession, and to the whole country.
I approach it with great diffidence and reluctance, but it cannot be ignored. It
is difficult and complicated, inasmuch as it involves not only the entire system
of the medical care of the people of the country, but also the essential principles of the science of government and the determination of the form and technique of government which is best suited to the character of the American
people. It concerns us as doctors to whom is entrusted the health of the
people. It concerns us as patriotic citizens upon whom the present and the
future life and welfare of our country depend. It must not be considered only
in relation to the interests, selfish or unselfish, of individuals or groups and
Sclassps of people. It must not be determined only by motives of sound or unsound altruism, if it affects the welfare, the happiness, and the freedom of the
Nation. Before this country, violates the principles upon which it was founded
and in accordance with which it has grown, before it discards its traditions
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and enters upon vast and costly and possibly harmful experiments, it should
think as clearly as possible and reason as best it can. The dual nature of the
problem and some of the forces that demand its solution are clearly set forth
in the following quotation from The Philadelphia Inquirer:
"A far-reaching proposal that would extend to workers and their families
complete medical care was adopted by the International Labor Conference
yesterday (May 11) at Temple University in Philadelphia. The Conference
asks member governments to set up, as soon as possible, some form of medical
care, either through a social insurance program or through a public medical
care service, to exist side by side with private medical practice. The public
medical service would be financed by taxation and the social insurance program
by contributions of workers and employers, together with subsidies from public
funds."
A bill which has been submitted to Congress embodies these ideas.
These proposals consist, really, of two propositions. The first is the promotion of public health and the improvement of medical care for the indigent
and for individuals of average income. The second is that improved medical
service or ideal medical care can be secured only, or best, by the intervention
and the control in whole or in part by the Federal Government. There is no
diversity of opinion as to the desirability of the first proposition. The medical
profession has always labored wholeheartedly and unselfishly to improve public
health and the medical care of all individuals in the country and, for the most
part, has originated measures to accomplish these ends. The second proposition is revolutionary and has given rise to differences of opinion. It is necessary to determine the essentials for adequate medical care, to note the agencies
that have consistently and for many years been improving public health and
medical service, and then to determine whether or not it is imperative or wise
that the country should adopt a system of governmental control of medicine
to accelerate or to perfect medical services in the country.
The quality and the extent of medical service for the people depend upon
the sum total of medical knowledge, the education of doctors, and the distribution of medical science and skill to the people through the doctors of medicine.
Under the present system of medical practice, there has occurred a vast
growth in medical knowledge; there has been a lengthened and more intensive
education of doctors; and there has leen a great increase in the number of
those superlatively trained doctors who are specialists in the various fields of
medicine and surgery. Medical research has been dependent, thus far, largely
upon contributions from private wealth. If this should fail to meet the needs
for the continued development of medical science, public funds should be appropriated for this purpose. The greatly increased expense of undergraduate
and graduate medical'training may eventually threaten the supply of doctors
for the country, and funds may have to be provided to enable young men and
women of moderate means to engage in the study and practice of medicine.
The distribution of medical care has also vastly improved. Motor transportation, the establishment of well-equipped hospitals in many communities, many
clinics conducted by charitable organizations and by public authority in numerous States have brought specialized medicine to millions of people. City
hospitals with their clinics give to the indigent and to individuals of moderate
means the highest type of modern medical service. The supervision of the
health of children in our public schools; medical care afforded to workmen
and their families by large corporations; the services of city, district, and
State nurses, and the trained personnel engaged in public health work; hospitals built and maintained by the States for treatment and care of the crippled,
the blind, the deaf and dumb, the tuberculous, the feeble-minded; and contributions from public funds,to community hospitals to provide care for the Indigent
may be cited from among the numerous agencies that have been devised to
promote public health and to improve the medical care of the people. It is
conceivable that existing agencies can be enlarged and extended, and new
agencies added as necessary to render adequate medical service to all classes
of the people and in all communities of the country, without the intervention
of the Federal Government.
The distribution of medicine depends essentially upon an adequate number
of doctors and upon their facilities to practice good medicine, and to carry it
to all the people. The supply of doctors is largely dependent upon the incentives which lead young men and women to enter upon the study and practice
of medicine, and upon their financial ability to pay the expense of their education. The ambitious doctor will go where he can practice good medicine and
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where he can receive adequate financial compensation for his work. The
facilities of hospital or group medicine attract the best men and bring to the
community the highest type of medical service.
It is necessary, therefore, to scrutinize any plan for partial or complete direction or control of medicine by the Federal Government to determine, first, to
what extent it would improve medical..service for the people,' second, Wlfether
this improvement could not be accomplished by other agencies, and, third
(and most important of all considerations), whether it is consistent with our
form of government and the character of the American people, and whether it
is conducive or detrimental to the welfare of the Nation.
The Wagner-Murray-Dingell bill or any similar bill, if passed by Congress,
would by compulsory insurance and by general taxation provide vast sums to
be expended by a department or bureau of the Government for medical purposes. Money could be appropriated for medical research. Is this necessary
at the present time, and to what extent would is discourage contributions from
private wealth? The Government could pay for the education of doctors, as it
is doing during the present emergency. Would this produce better doctors?
Does the removal of the necessity to work and to sacrifice to attain one's
ambition make a better man of him? Would the opportunity for a free education be a worthy addition to the incentives which urge a man to enter the
noble but arduous profession of medicine.; or, on the contrary, might it lead
some men to study medicine when they have no particular interest in it?
Would the proposed plan produce a better distribution of medical care by
increasing the facilities for it? The Government would employ the same doctors, the same hospitals, and the same agencies, coinmunity and State, that
are now engaged in medical services. Would a change in the paymaster extend
these services and stimulate better work? Fees and salaries would be established by the Government agency. Iow can it rate the value of medical
services' or the worth of one physician as compared with another? All proposed methods of payment by fee or by salary are open to serious objections.
The doctors would become the servants of the Government, instead of the
servants of the people. Is it not often true that Government employees lack
the driving energy that is engendered by free competition? Physicians would
receive fees for services to patients whom they now attend for nothing or for a
minimal compensation. Would this secure better medical care for these patients? Admittedly, the Government could build and equip more hospitals,
but the administration of a successful hospital and the quality of its medical
staff are necessarily limited by the size of the population that is served by it
Extension of our hospital system could as well be accomplished by present
agencies.
It is stated that many individuals in this country are Without adequate medical care. Who are they, where do they live, and why are they deprived of
care under our present medical system? These are important questions that
should be answered before 'we establish a new system that would provide
services for 100,000,000 to 110,000,000 of our population. Is it assumed that
this vast percentage of the people are without and are unable to secure the
services of doctors and hospitals to minister to their needs?
These considerations and many others I have not the time tomention cast
grave doubt upon the ability of a Governmnent-controlled system of medicine to
improve medical care, and to promote public health beyond the ability of our
present agencies so to do. The real purpose behind these proposals is identical
with that which has within recent years prompted numerous changes in our
system of government. Undoubtedly. there has occurred a marked increase in
the power and authority of the Federal Government over the States and over
the citizens, and this power has become concentrated more and more in tihe
executive or administrative branch of the Government. We have been
progressing toward paternalism and totalitarianism.
Government control of medicine would be another step in the same direction.
Another vast bureau of Government would become established, with extensive
powers over the lives of many millions of the people. These projects for what is
called social security would be financed by compulsory insurance by the worker,
by levies upon all who provide employment (and even upon the self-employed),
and by appropriations from the general funds (all of which are forms of taxabill, $12,000,000.000
tion:). Under the provisions oT the Wagner-Murray-DingiA
would be raised annually by these new taxes. This money would be placed in
a trust fund that would be administered by a board of trustees composed of the
Secretary of the Treasury, the Secretary bf Labor, and the Chairman of the
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Social Security Board. Approximately one-fourth of the money would be assigned to a separate medical care and hospitalization account The authority
over the health and medical provisions of the bill would be vested in the Federal
Security Administrator, the professional and administrative functions in the
Surgeon General of the Public Health Service, and the administration of
finances in the Social Security Board. Thus would be formed a powerful bureau,
whoe-fficers would be named or appointed by the President of the United States,
and whose orders or edicts would become the law for the people.
Many eminent men have emphasized the dangers 5f bureaucracy and its government by Executive orders, instead of by laws enacted by the representatives of
the electorate, the threat of governmental paternalism to the initiative and
forethought and self-reliance of the people, the peril to American democracy occasioned by the rapidly increasing concentration of power in the hands of the
Chief Executive, and the evils of excessive taxation which undermines the will to
work and to save, and which in the end may ruin a nation and wreck a civilization.
Taxation falls most heavily on those who work the hardest, who save the most,
who display the greatest intelligence in the business of life. It can reach a point
where it inevitably encounters the law of diminishing returns.
We should see clearly that a measure which poses as a plan to further the
health and welfare of the country may in reality be a threat to our birthright of
freedom and the security of the Nation.
Do we desire our Government to protect us from foreign aggression and
guard us from oppression within our own borders, to preserve our individual
rights and our duties and responsibilities to our families and our neighbors? Or
do we desire our Government to lift from our shoulders all fears and anxieties, to
guard us from want to provide for ourselves and our dependents in health and
in sickness, in youth and in old age, to rob us of our manhood, and make us
children indeed?
"And Esau said to Jacob, 'Feed me, I pray thee, with that same red pottage; for
I am faint.' And Jacob said, 'Sell me this day thy birthright.' And Esau said,
'Behold I am at the point to die; and what profit shall this birthright do to me?'
And Jacob said, 'Swear to me this day,' and he sware unto him; and he sold
his birthright unto Jacob. Then Jacob gave Esau bread and pottage of lentils:
and he did eat and drink, and rose up, and went his way; thus Esau despised his
birthright."
And it is further written:
"Lest there be any * * * profane person, as Esau, who for one morsel of
meat sold his birthright. For ye know how that afterward, when he would
have inherited the blessing, he was rejected; for he found no place of repentance,
though he sought it carefully with tears."

MILLBURN, N. J., April 5, 1946.
Senator JAMES E. MVBRAY,
Chairman,Education and Labor Committee,
United States Senate, Washington, ). 0.

MY DEA SENATOR MUBRAY : You are to be commended for your efforts to take
better care of the health and teeth of the Nation. May I kindly point out It is
not a problem of Government care, or private medical care, but a problem of
supply and demand. There are only 50,000 active practicing dentists in the
United States, less than 1 dentist to every 2,500 people, which means less than
1 hour of dental service per year to each person in our country.
For those who want to contract with the Government for medical and dental
care in exchange for 4 percent of their income, we should have the WagnerMurray-Dingell bill. But it should not be communistically compulsory; thus
anyone who does not want Government dental care would be free to reject it.
However this bill will not increase the dental service available, and the dental
colleges refuse to admit more students than are merely a replacement of dentists
who died. So that the Nation is doomed in the care of its teeth whether the bill
is passed or not.
May I point out that you have to increase the dental care available and
decrease the dental care needed, by giving every American child the opportunity
to take care for his or her teeth. With today's high prices of dental care, and
everything else, nine-tenths of the children are neglected due to deficiency of
funds and lack of the dentist's time. We must have free dental care for all
children up to the age of 16, without decreasing the dental care available to
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adults. However, the real solution to this problem is not Government regulation
of dentistry, but the immediate training of 10,000 young women for 18 collegiate
and clinic months as dental hygienists, paying these girls their full maintenance
and giving them this education free, with priority to veterans. The Federal
Government to make these dental hygienists available to schools in all parts of
our land, and when they have received their Federal degree as Government
dental hygienists they should be paid $40 per week for a 3-year period and $50
per week after 3 years, providing they do not renege on their Government
contract. Just as these hygienists will clean and examine the teeth of our
children, in cooperation with all existing agents, similarly the United States
Government should train 10,000 young men, with priority to veterans, to become
junior Government dentists. These young men arc to receive a 24-month clinic
and collegiate course in dentistry, stressing preventive dentistry among children.
These Government dental students to be given their maintenance for full 24month course, and to be paid $50 per week upon graduation for a 3-year period,
and $60 per week thereafter. These junior dentists should then be made available for free service to our children with cooperation of schools throughout the
land. However, after 10 years Government service it must be possible for this
junior dentist to go on to further study, complete the necessary dental requirements and thus be able to go into private practice, if he so desires.,
Furthermore, the dental profession has made it so difficult to become dentists
that it is a "lock-out" comparable to that of the most corrupt unions. In order
to counteract this a national law should be passed stating that anyone who has
completed a 4-year course in a dental college and passed the national examinations should be permitted to practice dentistry in any part of the United States
or its possessions overseas, and that any dentist today who is licensed in any
one State shall be allowed to practice anywhere in the United States. Thus not
only the States, where there are less than 1 dentist to every 4,000 people, would
be benefited but also the young dentists now leaving the armed services would
no longer be barred from States that need him most, nor would any dentist face
vicious State barriers.
This is not based on wishful thinking for I have worked without salary in New
York City clinics for poor people for 18 months, and have also been a full-time
dentist for the State of New Jersey caring for the children in the State homes
for boys.
The money now available for foreign loans, totaling over $4,000,000,000, could
easily carry out this complete campaign for our adults and children.
Commending you for your unselfish, excellent endeavor, and insuring you I
would be pleased to come to Washington at your call, for any further details:
I am,
Very truly yours,
CORNELL GRoSSMAN, D. D. S.
JOURNAL OF NEUROPATHOLOGY AND

EXPERIMENTAL NEUROLOGY,

Chicago, Ill., June 7, 1946.

Hon. JAMES H..MURRAY,
United States Senator, Washington, D. C.
DEAR SENATOR: Your conducting of the hearings on the national health bill,
S. 1606 cosponsored by you, is to be highly commended. It is dignified, impartial, and just. One should also admire your indulgence and patience with your
bitter opponents, some unnecessarily verbose and even arrogant. To assert or
even suggest that the medical critics do not or did not have a fair hearing is
contrary to the facts. That the bill aroused, in my opinion, universal favorable
interest can be surmised from the unprecedented rush of late by physicians
to qualify as experts before various American boards since a diplomat shall
have (as I was told) under the bill, better chances for financial security. as a
From my 50 years of medical activities, 44 of them in Chicago, first
medical
general practitioner, mostly among poor people, and later as a teacher,
at
arrived
I
consultant, research worker, and editor of a scientific periodical,
the conclusion that compulsory medical insurance so ably advocated by you
and other progressive Senators is a necessity. In this country, the practice of
medicine is largely commercialized. It is a plain, largely dishonest, business.
There
The physician-patient relationship lacks friendship; is in fact, hostile. occawith
is little or no confidence between the public and medical profession,
sional exceptions. This sad situation may be due to mutual exploitation, unnecessary sick calls, fee splitting, and many other evils.
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One phase of the medical practice should. be emphasized. The majority of
physicians licensed to practice are, as a rule, well prepared to render competent
scientific
medical service. Many are eager to continue with their practical and
to the
training and become not only efficient practitioners who are so valuable the
adto
community but also good research workers who are so important
vancement of our medical knowledge. As the things are at present, the majority
to a
of young graduates are, after their graduation, condemned to inactivity, other
bitter struggle for existence, thus wasting many young years which under
conditions may be fruitful. The result is loss of morale and also loss to the
community of services by competent young workers and to science, of talents
that did not have a chance to develop. It is logical to assume that with the
enactment of the national health bill one may prevent or considerably reduce
years of unnecessary struggle for existence with its damage to morale and
even health, both moral and physical, of young physicians.
Wishing you success,
Sincerely yours,
GEORGE B. HAsIN, M. D.
GREENSBURG, PA., March £6, 1946.
Hon. Senator J. E. MuRRAY,
Senate Office Building, Washington, D. C.
DEAR SIR: As a physician representing more than 200 physicians caring for
more than 330,000 people in Westmoreland County, Pa., I am opposed to the federalization of medical services which the Wagner-Murray bill, S. 1606, proposes.
Sophistry cannot be considered the answer to the fact that the people of the United
States are receiving the highest type of medical care of any similar country in
the world. Although it is to be granted that medical service is not perfect, as,
indeed, no system is ever perfect, it is at the same time evident that organized
medicine is fully capable of, and is offering, corrections of existing defects. That
part of the bill proposing federalization of medical services is an obvious rider
among many proposals that already have the endorsement of medicine as it is now
organized.
It is apparent to me and to all of us that the persistence of minority groups
who are fanatically favoring this bill is determined by selfish Interest that foresees
the possibility of creating another bureau with thousands of parasitic bureaucrats.
Political opportunism plans thus to maintain in office those aberrant groups which
make a fetish of supporting "isms" that the truly democratic institutions and personalities of our country have long decried and fought against. These measures
are dangerous legislation in the name of progress.
We do not choose to be slaves of Government and are prepared to carry our
convictions to the majority of the people who are being victimized by lobbying
minorities.
Please include this statement in the report of hearings and the printed report
of hearings in the same manner as if it had been delivered in person.
Sincerely yours,
ELMER HIGHBERGER, Jr., M. D.,

President, Westmoreland County Medical Society.
NEW YORK, N. Y., June 10,

946.

Hon. JAMES E. MURRAY,

Washington, D. C.
DEAR SENATOR: I have just read some of the testimony on the hearings on
S. 1606, and was much impressed by Senator Donnell's effort to learn of the
number of doctors who favor the bill.
I should like to suggest your sending a questionnaire to. every physician in
the United States.
The wording of the questionnaire should be decided on by both those for
and against the bill, so that every answer of "yes" or "no" shall leave nothing to
the imagination.
I might suggest that the name of the answering doctor be left blank, but the
name of his college and date of graduation be mentioned.. Perhaps also his
specialty. There are a lot of doctors who have convictions they fear to express
on paper.
Respectfully yours,

JuIUs KAUWrrz, M. D.
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CALIFORNIA MEDICAL AsSOCIArION,
San Francisco, April 12, 1946.

Senator JAMES E. MURRAY,
Chairman,Senate Committee, Educationand Labor,
Washington, D. C.

MY DEAR SENATOR MURRAY: As a practicing physician for 33 years, councilor
of the California Medical Association for the past 3 years, lecturer to intern
residents on urology for 16 years, I wish to address your committee on the-subject
of compulsory Federal health insurance. I feel that the experiences gained during this period of my active life in the practice of medicine have given me sufficient knowledge to be able to offer your committee a few suggestions to help guide
it in its deliberations in seeking a solution for the improvement in spreading
medical costs and medical care distribution. I do not believe that this problem
can be solved solely by those whose practice is limited theories of medical practice
or by those bureaucrats whose experience is limited to the gathering of statistics,
writing books or reports on medical care.
I should like to point out that no attempt has been made by the proponents
of this Federal scheme to place before your committee what would be necessary
as to an organization; number of personnel and administrative costs; nor how
much of the actual tax or contribution by employer and employee would finally
accrue for the improvement of medical care by spreading costs and distributions.
It seems to me that your committee might well consider the inescapable and
hidden administrative problems of bureaucratic administered medical care if it is
to insist on maintaining the present quality of medical care this Nation now
receives.
Statements have frequently been made by those fostering compulsory insurance that the voluntary plans are more expensive. This statement, I question,
.since we do know the costs of voluntary health care plans and we do not know
what the Federal cost of such care may be.
Think of the army of inspectors continually checking on the relationship of
patients to physicians, to hospitals, to pharmacists, or dentists. Another army of
auditors checking on claims, books of physicians, and hospitals. A small army
of statisticians collecting data for the justification of expenditures, the number
of local bureaus requiring a rental, furniture, equipment, personnel expense,
printed forms, questionnaires.
There is a possibility, under a one-man control of the practice of medicine
that eventually physicians may find directives reaching them from Washington
telling them the drug to prescribe, the technic in surgery to follow.
No country in the world can boast of the quality of medical care Americans
receive under our present system. Unlike any other profession all improvements
and discoveries for the advancement of surgical and medical care have given
freely and without a profit motive to the medical profession. Read our medical
journals published by our State associations and you will find therein articles
describing the latest in medical and surgical advancement for all physicians to
read. There is no monopoly on medical care; the public always benefits by the
studies and accomplishments of their fellow practitioners. Do you believe this
practice would continue under regimentation of physicians? Are not medical
men entitled to continued honorable recognition from their fellow men as a goal
rather than Government subsidy or assured income?
That there is a need for more physicians in this country, we all admit. You
cannot make a physician as you would a tradesman or a skilled professional
worker. It is only after 10 long years of study and application, 10 years in which
that boy or girl's spirit is tested in the most trying circumstances having to do
with life's inner secrets does that boy or girl evolve as a full-fledged doctor. This
is what has made the quality of medicine in America.
Do you believe that the bait of a panel system or any other method of payment
which refuses to recognize ability and experience is going to produce an increase
in the quality or of properly trained boys and girls of character to enter the study
of medicine. Under your Feder:il scheme where does the recognition of experience and ability in general practice?
I am convinced that such a serious problem as you have now before you,
namely, improvement of medical care cannot overnight be put into effect without
causing untold damage to all those involved. I do not believe it will ever be
solved under a plan of Federal regimentation which is bound to be the result in
the creation of a political system of medicine.
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Medical care and its distribution must be improved we all admit, but only
through an evolutionary program in which doctors continue to be permitted to
supply honor, ability, and experience, as a criteria, can it. succeed.
Solve your national economic situation of wages sufficient for a higher standard
of living with sanitation, nutrition, and preventative medicine first. Then let
us look at American health and follow through by voluntary means, less regimentation.
Sincerely yours,
LLOYD KINDALL, M. D.

OAKLAND, CALIF.
BROOKLYN, N. Y., May 14, 1946.

Senator JAMES E. MURRAY,
Chairman, Senate Committee on Educationand Labor.
Washington, D. C.
DEAB SENATOR MURRAY: As a citizen who is a member of the American Dental
Association, may I register, through you, my wholehearted support of the
Wagner-Murray-Dingell bill, S. 1606.
I support the bill for the following broad reasons:
(1) The largest vested-interest group in the country are the 140,000,000 people
who make up our population.
(2) It is American tradition for Government to step in to coordinate, integrate,
or take over when private enterprise fails or is unwilling to do a job.
(3) A profession is true to its calling in proportion as it bridges the gap between
present demand for its services and current need.
(4) Voluntary health agencies, charity, voluntary insurance plans cannot
adequately furnish health care to all the people.
(5) The people have expressed their support of a national health program
through numerous independent polls and union demands for health clauses in
negotiations of new contracts.
(6) Health-care service in any system is good or bad depending upon the
faith and will of the service professions to render high-quality service only and
to inspire the public to demand health care based upon accepted professional
standards.
(7) The large majority of the profession stand to gain economically under
a national health program.
(8) Private practice will continue and any professional can enter or withdraw from the system at will.
(9) Prevention, education, and research will be fostered.
(10) Health-care facilities and personnel will be augmented, subsidized, and
distributed in accordance-to need, plans, and efficiency.
(11) National security and productive capacity require the highest health
quotient possible.
With best wishes for success to improve the health and welfare of our Nation.
Very sincerely yours,
NATHAN KOBRIN, D. D. S.
{Reprinted from the February 1, 1946, Issue of the Journal of the Dental Society of the
State qf New York]
FORTIFYING NATIONAL HEALTH THROUGH COMPULSORY INSURANCE

(By Nathan Kobrin, D. I. S.,' Brooklyn, N. Y.)
The national health program advocated by President Truman and embodied
in the latest Wagner-Murray-Dingell bill (S. 1606) seeks to solve a problem of
urgent national concern through the application of. historically tested devices
within the framework of American democracy and the free-enterprise system.
No one can conscientiously oppose the wider distribution of health care to the
American people, or the need for the expansion of public health, maternal and
child health services, or the necessity of granting further and increased financial
aid to health education and research projects. The only questions that can

I Formerly

editor Dental Outlook.
NoTE.-The opinions and assertions contained in this article are the opinions and
assertions of the writer and are not to be construed as reflecting the opinions of the
editorial staff of the journal nor the views of the Dental Society of the State of New York.
2 President Truman's message to Congress, New York Times, November 20, 1945.
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properly be asked to which satisfactory answers must be given are: Is the present system of health care inadequate? Is the proposed national health program
the best solution that can be offered?
My answer to both questions is "yes."
Health care today is provided through a variety of agencies: private practice, public health departments, industrial plans, public schools, college facilities,
hospitals, and other voluntary organizations. Yet, despite their sincere efforts,
the total health care rendered is uneven, insufficient, and behind times. There
are social, technological, and economic reasons for this prevalent situation.
Fronl an essentially agrarian economy in Jefferson's day, we have become the
outstanding industrial country in the world. Most of our population lives in
towns and cities. The migration from farm to city has created enormous problems in sanitation and health-protection control. During the past 50 years the
sciences, pertaining to human well-being, medicine, dentistry, biochemistry, nutrition, have made astounding progress. The course of study of them has greatly
lengthened, the personal cost to study them has multiplied, equipment and instruments to practice runs into big sums, specialization has evolved and the
modern hospital has developed. As the scientific know-how has advanced, the
intrinsic costs of its utilization have mounted. Hospitals were built in communities that could afford them. Personnel were attracted to population areas that
offeredd them good prospects for a decent livelihood and opportunities for growth
and development in their chosen field of work. Since the urban districts spent 65
percent of all the moneys expended for medical care, it very naturally followed
that the personnel and facilities gravitated to these centers of wealth and
population.' Thus, the physician-population ratio in 1938 per 100.000 in the
wealthiest metropolitan counties stood 176, to 54 in the poorest. In dentistry, a
similar condition prevails. Declare Camalier and Altman: 4 "The failure of
dentists to locate in the poorer and in the more sparsely settled areas of the
country has impeded attainment of adequate dental care for the entire population. It is only fair to the dentist, if he sacrifices the opportunities offered by the
larger cities and the wealthy industrial areas to go to such places, that he be
compensated-by the community, the State or even the Nation-for his contribution to the public health and well-being."
But even if the maldistribution of facilities and personnel were adjusted, the
problem of their upkeep and support would have to be faced. There is a significant relation between individual and family economic status, and health.
The need for medical care among low-income groups is greater than among highincome groups." Two persons on relief were disabled for 1 week or longer by
chronic illn-ss as compared with one person in the middle or higher income
brackets. Expenditures for health care rise as the income level of the family
increases. Every practitioner knows that from his own office experience. The
low-income, rural and Negro groups present higher morbidity and mortality rates
than do the high-income, urban and white population.
Four out of five children in this country are reared in families earning less
than $2,C00 a year. The Metropolitan Life Insurance Co. has computed that
the cost of bringing up a child from birth to age 18, in families which have an
annual average income of $2,500, on the basis of 1935-36 price levels, was $7,761.87.6 But the rate of fertility of American women in relation to husbands' occupation is in inverse ratio to economic means; unskilled have the highest birthrates, professional and clerical people have the lowest.' Thus the need for health
services and the comparable ability to pay for them, on the one hand is augmented. and on the other depressed, by the size of the wage earner's family.
The urgency to meet normal budgetary requirements compels the average
American to ignore minor ailments until major sickness develops. Thus, curative treatment constitutes the bulk of medical practice while preventive care is
neglected. Yet a marked reduction of sickness and death rates can be achieved
through exercise of present-day known preventive measures. Lower rates have
been set for those able to pay for preventive care in infectious and parasitic dis3

National Resources Planning Board, Family Expenditures in United States, Government
Printinzr Office, 1941.
4 Camalier and Altman, JADA, vol. 32; No. 15, August
1945, Postwar Plans of Dentists
in Service, p. 1021.

5 National Health Survey, 1935-38, Bull. 2, Illness and Medical Care in Relation to Economic Status. USPHR. 1939.
* Statistical Bulletin, Metropolitan Life Insurance Co., vol. 24, No. 11, November 1943.
SIbid., vol. 26, No. 6, June 1945.

eases, those of the circulatory systems, diseases of childbirth and pregnancy, and
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eases, those of the circulating systems, diseases of childbirth and pregnancy, and
in accidents. These rates could apply to the less privileged too if they could
receive similar care.' In dentistry, periodic care entails low maintenance costs
ditures for extensive rehabilitation appliances.
and avoids heavy ex
Despite repeated stlies, knowledge and experience, the United States remains
one of the few nations in the civilized world that makes no provision for offsetting a worker's earnings when he is sick or disabled, or for providing him
and his dependents with adequate health care, regardless of ability to pay for
that care when needed. Unemployment during the war dropped. But the
chief causes of poverty, dependency, and mental anguish presisted: sickness,
disability, old age, death of the breadwinner.!
Since 1935, social-security legislation has afforded a limited degree of financial
and psychologic assurance 'to the Nation's workers. Unemployment compensation and old-age assistance funds aided ip relieving the strain and financial
burdens attendant to loss of jobs and retirement from active labor. Workmen's compensation laws covering the costs of medical care for work-incurred
injuries made the costs of industrial accident and disease a part of the cost of
production. Meanwhile, some 30 to 35 million persons have bought supplementary protection against hospital and medical bills under the B'ue Cross,
voluntary prepayment plans and commercial insurance policies. BLt comprehensive protection is limited to a few million person for the very obvious
reason that premium charges are necessarily high. While this extra protection
helps those who have it, those who need coverage most are bereft of it. As
President Truman remarked in his message to Congress. "voluntary insurance
plans have been expanding during recent years; but their rate of growth does
not justify the belief that they will meet more than a fraction of our people's
needs." In fact, the history of voluntary insurance in other countries shows
that it had to be replaced by compulsory systems. Our own experience with
private old-age pension -plans, 10 years ago, led this country to include old-age
benefits in the security law so that all workers could get protection in that regard.
The American citizen is the most insurance-minded individual in the world.
He insures himself against the hazards of living whenever possible. During
periods of prosperity, industry has given labor, either voluntarily or via union
contracts, various forms of group insurance. As a joint statement of life
insurance and underwriter companies so aptly puts it: "A democratic society
is not secure while many are without income resulting from conditions beyond
the power of the individual to control. Therefore, some orderly machinery for
providing protection against widespread inability of individuals to attain their
own security is desirable. Social security represents an attempt by society
to create such machinery and, at the same time, to give exrression to a humanitarian desire to aid tle unfortunate." 0 But, says the CIO in its program for
economic security: "We must Improve our social-security system in two ways:
(a) We must include under it all those not now covered by law and add sickness
and disability benefits not now. granted; and (b) we must increase considerably
all the benefits so that they may truly offer the benm fiaries real security in
time of need. Our present social-security system is sueb in name only." "
In a democracy, national welfare supersedes individual group interest. The
theory of the greatest good for the greatest number is an axiom amnie free
people. On this principle the Government established schools, built highways,
constructed bridges, condemned land for parks and forests, promoted research,
subsidized commerce and industry, Inaugurated the public-health service, and
enacted police laws. One can poner how many of our children would today be
getting an education if their families bad to pay for it. Yet, side by side with
the free-schools system are the flourishing private institutions of learning. Side
by side with the Federal parcel post is the busy express business. Alongsie the
health-insurance system in England, private practice continues thriving.
Government regulation, supervision, or control enters into a sphere of activity
only when private enterprise falls and then only after much debate and controyersy. Fire laws, workmen's compensation, and unemployment insurance
laws were enacted after repeated tragedies had occurred and private initiative
had produced unsatisfactory solutions. When an aroused public opinion accepted these matters as problems of grave Government concern, they were
headed toward statutory solution.*
2 L. C. Combs, Economic Differentials in Causes of Death, Medical Care, July 1941. n.
246-255.
SNinth Annual Report. Social Seunrltv Roard. 1944. p. .'

" Social Security, statement by Social Security Committee of
Tife Convention,
Life Insurance Association of America. Natilnnl Assocration of Amerecan
Life Underwriters.
u The Answer
Is Full Employment, CIO PAC Pamphlet of the Month, No. 4.
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The health status of the American people has now reached that stage. The
health of the Nation is a matter of serious Government concern. Private and
voluntary agencies have not solved that problem. Nor can they. Meanwhile the
productivity and profits of industry, the ratio of abs6eeism, the workers'
standard of living, the stability and resiliency of our wonomy, our national
defense are adversely affected.
Only a national-health program with compulsory health insurance can guarantee all the people health security. Nor need the profession fear the inauguration of a national system. The Government would not seek to dominate the
professions or regiment the people. Even wartime perils did not convert our
democracy into a dictatorship. The Government would integrate and coordinate
the apparatus and supply the supervision necessary to facilitate the free flow of
services from practitioners and facilities to patients. Health workers would be
remiss in their fundamental obligations as practitioners of the healing arts if
they did not welcome the opportunity to be of greater service to their fellow
man.
Neither the Government nor the people know what constitutes high standards
of quality service. This, only the professions know and for this expert knowledge
and guidance they will be sought. There should not be, nor need there be, any
compromise with standards or quality. The people want first-class care. They
will be paying for first-class care. They should forthrightly be told what its
composition is. Nor should the professions fear political control. Politics does
not control the civil service or the public-health systems today. Mayor-elect
O'Dwyer is retaining Mayor LaGuardia's health commissioner. The United
States Public Health Service is totally free from political party influence. Public
spirited citizens and the alert professions will not permit any tampering with the
health of the people. Furthermore, the professions should have adequate representation on the policy making and administrative boards of the system."
The United States has fought World War II to maintain its American way of
life. The core of the American way is its belief in human decency, its faith in
social progress. The national-health program is a symbol of that belief and faith.
The type and quality of service under the health system, its success and competency, will depend largely upon the zeal, imagination, and resourcefulness of
the health professions.
CoBPus CHrSTI, TEx., June 5, 1946.
Hon. JAMES E. MURBAY,
Senate Offtce Building, Washington D. 0.
DEAR SENATOR: I am a member of the Texas State Medical Association, the

American Heart Association, and the American Medical Association. I have
followed the hearings on S. 1606 in the Journal of the American Medical Association. However, Dr. Fishbein, the editor, for some reason omits much of the
testimony I am interested in reading. Dr. Boas was pretty well edited out of
the hearings in the Journal. All medical journals that I receive are opposed to
this bill, and therefore I am unable to get a fair and honest evaluation of the
bill's merits. The A. M. A., as Dr. Boas pointed out in his testimony, represents
a tightly knit group of wealthy elder statesmen whose practices are secure
and do not give us youngsters in the profession any voice in policy making.
I attended the Texas State medical convention a few weeks ago at which time
the house of delegates rejected the Veterans' Administration regional medical
director's offer to permit the veteran to be treated by his family doctor and take
the loaa off the Veterans' Administration as is being done by nine other States.
This matter was not permitted to be brought up on the floor, and those of us
who could well use the additional business were not permitted to talk about it
The house of ftelegates issued its usual blast against "socialized medicine"
and S. 1606, upstairs in a hotel room while we fellows listened to the scientific
session in the ballroom, below. We were given no chance to discuss this measure.
I, for one, am in favor of S. 1606 in spite of what the AMA and the Texas State
Medical Association have said for me.
If possible I'd like to receive the unedited transcript of the committee hearings.
*
With kindest personal regards, I am
Sincerely,
J. D. LANDESMAN, M. D.
" Alfred J. Asgis, Labor Health Security in Postwar America, Tic, May 1944.
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NEw Yo x CITr,

May S2, 1946.

THE SENATE LABOR COMMITTEE,

The Senate Office Building, Washington, D. C.
DEAR Sins: I am taking this means in stating my feelings concerning the
national health bill which you are now considering in Congress. I regret infinitely that time does not permit me to appear in person to present my ideas.
I was intensely interested in the matter of health insurance when I came in
contact with aid to the people from Oklahoma dust area who were invited to
come to work as farm laborers in California. They presented deficiency diseases
of severe intensity and were not able to get the proper medical care, since they
were considered not resident of the State of California. A few of us of the
medical profession had to brave the anger of our fellow colleagues, which consisted of complete ostracism, to do something for these people in the form of
advocating health insurance. At present, 8 years later, California has health
insurance on an official basis.
In 1938, I made a survey of southern Oregon, and found that many areas were
not properly covered by hospitals and medical aid. At that time, the AMA
published a map showing that region well covered by medical care. Thus, it
seems that the AMA are not very honest in a very important matter, and therefore, can be equally dishonest in their propaganda which they have flooded the
American physician for the past 2 years.
I totally feel that the only way medicine can be practiced today, is in groups
of men each well trained in their field, since medical knowledge has become
so vast, and the instruments so expensive, that one man can hardly afford to
treat patients properly by himself. Group practice will be possible when the
country can afford the proper institutions financed by the plan as suggested by
the Murray-Wagner-Dingel bill. Research in medicine will then become a reality.
Sincerely yours,
DANIEL M. LIPSHUrT, M. D.
PROPOSAL

FOR A NATIONAL HEALTH INSURANCE PROGRAM

(By Joseph D. Lohman, University of Chicago)
Inadequacies in the coordination and administration of the health services are
but one sign of the confused and disorderly state of our contemporary society.
The social policies and practices of the healing professions, like those of other
specialized technologies, are a haphazard pattern of traditional practice and
usage, ill-adapted to the nature and possibility of the skill and art which the
health professions possess, as well as ill-adapted to the external social scene
and to the requirements and demands of newly self-conscious group and social
classes.
However, the picture of confusion and imbalance which confronts us does not
mean that the health services are not organized under some kind of a social
policy. The present distribution and incidence of the health services does constitute a pattern, and this pattern is, in effect, an expression of some kind of a
social policy. It is difficult to ascertain just whose purposes, the present policies,
in the organization and administration.of the health services, are designed to be
realized. It appears that there are concealed, competing, and conflicting pressures which are not effective in serving the interests of the public and it is
questionable whether these pressures make for a realization of the welfare of the
great majority of the professions themselves.
The problem of formulating an acceptable social policy is no easy task. It
is especially difficult in a complex democracy. Indeed, some of the current
proposals of the interested parties to the present health controversy may be
'acking in consideration of both the welfare of the public at large, and of the
professional and technical groups involved. There is a necessary precondition
to the formulation of rational health policies if the health services are to,
indeed, reach the entire community and foster at the same time the interests
of the specialized professions which must deliver the service.
That precondition is a knowledge of the socioeconomic forces which are conditioning the organization of the health service.
The pattern of sickness and disease has been repeatedly revealed as a function
of a more basic social and economic pattern. Likewise, the pattern of organization and distribution within the health services, both as to physical resources
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such as hospitals, and as to personnel such as physicians and dentists, is a direct
function of this more basic social and economic pattern.
There is a great deal of self-deception concerning the various proposals for
improving the health services. Many sincere, but ill-informed individuals are
being victimized by more questionable and venal elements. The solution of a
social and economic problem cannot come about by the employment of means
which do not address its essentially social and economic nature. The problem
of the health services is only, in a minor sense, a problem of technique. Our
knowledge of medical and dental disease is of a very high order. The skill of
our technicians is unparalleled. Our inadequacies do not spring, for the most
part, from within medicine itself, nor from the sciences which are constantly
extending the frontiers of our knowledge about pain and.disease. Our problem
stems from the notion that it is possible to bring about a change in the distribution and availability of the health services without addressing the factors which
are responsible for the present pattern; that medical and dental care can he
made available to all without resorting to measures that might effect or modify
our present economic arrangements. Such a notion is nothing more nor less
than a belief in the power of magic. An inadequate pattern of medical, hospital,
and dental care is rooted in our economic dilemma. Proposals for the improvement in the provision of the health services, from whatever sources they may
stein, or by whomever it is proposed that they be administered must address
squarely the terms of our economic dilemma. A major aspect of our economic
situation is the wide disparity between rural and urban incomes engendered
by the driving forces of our industrial system. To propose.that rural America
can by its own efforts and without reference to the forces which now draw upon
both the wealth and human resources of the farm communities, solve the problems of inadequate medical and dental care is a snare, certain to produce an
ultimate disappointment, whatever short-run optimism may prevail. The same
economic forces which have drained the rural community of its wealth and
recruited many of its enterprising young people have operated to forestall the
development of modern health facilities and to turn the eyes of class after class
of graduating medical and dental students to the great cities. Under present
arrangements, only there is found sufficient economic resource to satisfy the
doctor's professional and social ambition. There and only there is .there sufficient economic resource for the creation of the costly facilities necessary to the
up-to-date, modern practice of medicine.
The researches and findings of students of the health problem have been
repeating with monotonous regularity the economic profile of the Nation's
health and sickness. All of our voluntary efforts, notwithstanding, the situation
has not changed significantly in the past 25 years. Indeed, the American Medical
Association has itself observed, "The growing scarcity of physicians in farm
communities." A committee of that body has reported on "the reluctance of
young physicians to seek vocations in the smaller communities, at a distance
from smaller good hospital facilities, as well as the advanced age of physicians
now so located." The committee further notes that "this is not a local situation, but exists in nearly all States in the Union."
It is something of an understatement to merely note the reluctance of young
physicians to locate in rural areas and to relate this reluctance to the lack of
hospitals and other facilities for the practice of modern medicine. However, it
does indicate a belated recognition by the American Medical Association that
the health services cannot be made more generally available without some substantial economic measures such as the Hill-Burton Hospital Construction Act
provides. The communities which now lack hospital and clinical facilities can
only secure them if the economic resources of the entire Nation are marshaled
and brought to bear. However, it would appear self-evident that communities
and individuals which are so economically handicapped as to be unable to afford
the construction of hospital and clinical facilities would also be severely handicapped in their efforts to maintain them. The same economic forces which
operate to limit the distribution of physical facilities are effective in directing
physicians and dentists into the larger cities rather than the rural areas.
We do not propose to suggest to this group what its attitude toward current
legislative proposals should be. However, as students of social life we cannot
fail to assess the relevance of various proposals, to the social context and the
deep moving forces which are responsible for our dilemma. Important as are
the detailed accounts of the inadequacy in the organization and administration
of the health services, they can give us but little instruction as to the relevance
of proposed remedies unless we keep constantly before us the economic changes
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which are relentlessly limiting and shaping the expenditures of the mass of consumers both rural and urban. Since these meetings are focusing your attention
upon the health problem as such and upon the more immediate health problems
of rural Ohio, I should like to take a few moments to bring to mind the nature
and consequence of thei.great technological transformations and their related
economic changes which have been manifested in the United States as a whole.
A mere citation of these facts may keep us mindful of the shortcomings and
possibilities of various proposals and more importantly bring home to us the
realization that whatever proposals are to be given serious consideration, must
see as one inseparable, organic dilemma, the health of the farmer, the health of
the urban laborer and the health of the white-collar worker.
The last century has witnessed a more radical transformation of our world
than all the preceding periods of human history. These changes have been
primarily affected by modification in economic life' and the social relation attendant upon the production and distribution of material goods. Although the
United States had begun the transition from a distinctly self-sufficient subsistence economy of agriculture to a modern urbanized industrial economy about
1800 when machines were introduced from the British Isles into the New England
cotton-textile industry, the period immediately preceding and following the Civil
War marked the mushroom growth of railroads and the mass-production industries. The extensive use of the corporation as the business device which offered
the most effective means of utilizing the capital of small investors in the new
large-scale enterprise, paralleled these industrial developments. By 1890 the
net value of manufactured products exceeded that of agricultural production
and 30 years later, the census of 1920 revealed that the number of people employed
in manufacturing and who were concentrated in great urban centers, exceeded
the number of people employed in agriculture.
Thus, within'a short span of 150 years and mainly within the last 75 years of
those 150, the United States has become an industrial nation in which production
is largely mechanized and concentrated in large factories. The worker no longer
owns the machines, for these required large amounts of capital. The American
workman has become a wage laborer, dependent for his livelihood upon the
availability of a job within large-scale business enterprises, closely held and
integrally related under the corporate system of business organization.
The elaboration of the corporate structure has made serious changes in the
nature of our traditional competitive free-enterprise system. In 1904 corporations engaged in manufacturing comprised 23.6 percent of the number of industrial establishments; employed 70.6 percent of the wage earners; and produced
73.7 percent of the total value of products. By 1929 they comprised 48.3 percent
of the manufacturing establishments; employed 89.9 percent of the wage earners,
and produced 92.1 percent of the total value of products. In mining and quarrying, the concentration of power and control has been even more marked-28.6
percent of the establishments which employed 85 percent of the wage earners in
1902 had either absorbed or brought about the liquidation of so many of their
'competitors that their number by 1929 represented 63 percent of the establishments, employed 94.7 percent of the wage earners, and produced 95.7 percent of
the total value of products.
Furthermore, corporate ownership is concentrated in a comparatively small
number of corporate firms. The 394 largest corporations comprising less than
one-tenth of 1 percent of all corporations owned, in 1937, about 45 percent of the
total of corporate assets. On the other hand, the 228.721 corporations with
average total assets of less than $50,000 (55 percent of all corporations) owned
only 1.4 percent of the total assets of reporting corporations.
Under the war emergency we were dependent upon our existing economic structure to bring about the rapid production of the instruments of war. As a consequence, the large manufacturing and mining companies through their strategic
position benefited by the war contracts. By March 1940, 68 companies had received about two-thirds of the $14,200,000,000 in war orders let to that date. In
the last half of 1940, 140 concerns had received 95 percent of the prime contracts,
some of which were later sublet. In this way, the war period has witnessed the
absorption or elimination of a very large number of small manufacturers and
small businessmen.
There is a similar concentration in the hands of comparatively few persons of
the profits from these undertakings. A study by the Securities and Exchange
Commission revealed that in 1937 the 10,000 persons with the highest dividend
incomes owned about one-fourth of all stock of American corporations. Less
than 75,000 persons or less than 1 percent of all stockholders (and these are less
85907-46--pt. 5---33
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than one-fifth of 1 percent of all income recipients) owned fully one-half of all
corporate stock owned by individuals.
In the rural community, similar trends are apparent. There has been a
notable increase in farm tenancy over individual ownership. By 1935, 42 percent of American farmers were tenant farmers, while in more recent years both
tenants and small owners are being cast in the role of agricultural laborers or
are migrating to cities because the mechanization of the farm has increased the
number of large land holdings.
The effects of this picture of concentration upon the income pattern of the
American people is far-reaching and dramatic. In 1935, 73 percent of the
American people received family incomes under $1,500 per year and notwithstanding the comparatively full employment and higher wage rates O ;109d which must
be set against the inflated price level of that year, 34 percent received' family incomes under $1,500 per year and 65.7 percent under $2,500 in that year.
Farm communities have more than their share of these low-income families.
In 1943 with farm prosperity, the best in years, the income of persons on farms
(from farming) was only 9 percent of the national income while farm families
comprised 20.5 percent of the national population. According to the last census of
agriculture two-thirds of our farm families had gross incomes under $1,000
a year and one-third had under $100 a year. How well, the proposal that we
leave the problem of the health service to voluntary or State action, squares with
the realities of the situation, is suggested, if we will note the contrast between the
farming and industrial States. The States with 70 percent or more urban population enjoyed a per capita income of about $800 in 1940, whereas, in the States
with 70 percent or more rural population, the per capita income was only about
$300. It is the inexorable logic of these contrasting facts that explain why whole
communities, even States, are without adequate .medical and dental provision.
Even the medical profession (as is evidenced by its recent fbotertig of voluntary
prepayment plans) has finally acknowledged the inability of great numbers of
individuals to make "effective" their demand for medical and dental care, notwithstanding the availability and accessibility of practitioners and institutional resources. However, the organized professions and other critics of a national
health program have failed to see that these two levels of disability, namely, insufficiency of individual incomes, as such or the depressed nature of an entire area
or State, are both functions of the same over-all economic pattern.
Any program or proposals which do not encompass both of these disabilities
can be of only limited accomplishment and, indeed, may leave substantial portions of the public without any improvement in their condition. This is very likely
to be the fate of rural America if it becomes convinced as some propagandists
would have it, that the only serious economic measure it need embrace is one
which provides for the construction of hospital and clinical facilities and that all
else can be left to affirmations of cooperation, confidence, and good will. As a
further preliminary to an examination of the proposed National Health Act, it
might be well to assess the possibilities of various voluntary activities which it
is assumed can be extended in their influence and coverage. I am sure that we
are all fully in accord with proposals- to utilize to the maximum the principle of
voluntarism in our social life and to employ compulsory measures only when the
full possibilities of such voluntary methods have been exhausted. However, it is
important that we do not deceive ourselves as to the limitations of such proposals,
limitations which may escape us if we persist in ignoring the economic context to
which I have just alluded.
It has become a matter of general understanding that the private fee system
is an effective barrier to the acquisition of adequate medical care by vast sections
of the American people. There are a few die-hards, particularly within the
professions themselves who still cling to the position which organized medicine
held some 10 years ago and which position opposed the mildest form of voluntary
health insurance, when it was recommended in the reports of the distinguished
Committee on the Costs of Medical Care. However, many groups are now making
effec ive their demands for health services, particularly in the matter of hospital
care by collective action, by pooling their limited resources in dealing with cost
problems. The uncritical reports of these experiences is, however, misleading
many groups to the too-hnsty conclusion that they represent an over-all solution
of the health problem. For example the phenomenal success of the Blue Cross
plan in the field of hospitalization. This has impressed some that such voluntary
prepayment plans are the solution of all cost problems in the field of the health
services. Notwithstanding, and without in any sense undervaluing the success
and importance of the Blue Cross, its success is limited by two considerations
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which must adways be kept in mind. Its phenomenal membership increases
are accompanied by a very large turn-over. It is, therefore, dependent in reporting its successes on the continuing enrollment of new members. 'his cannot
continue indefinitely. Secondly, its schedules are such as to make the greatest
appeal to middle-class groups and to leave the great majority of the population
in substantially the old dilemma-without care. It must be further noted that
the Blue Cross has enrolled a large proportion of the middle-income groups in
an insurance program which treats of a special problem of that group, namely,
hospital care. It is an open and somewhat more dubious question whether the
same enrollment success can be had on a voluntary basis in providing funds to
meet the costs of medical and/or dental care. In brief, the Blue Cross has been
able, for a time, to enroll substantial numbers of middle-income groups in prepayment hospital programs, where hospitals already existed, and whith hospitals
were not already being used to capacity. The officials of the Blue Cross have
been constantly bedeviled by the fact that enrollees who have not suffered the
need for hospitalization during a given year are reluctant to continue membership. This accounts for the great turn-over and points the essential weakness in
voluntary schemes. The success of the voluntary insurance principle in spreading costs is, necessarily, dependent upon the continued enrollment of those
individuals who are not chronically ill.
The economic barriers to adequate medical or dental care can only be hurdled
if the spreading of the costs is not subjected to qualification by those who feel
that they can take a change and out-luck the risks.
Ubiquitous as are medical and dental diseases, there is considerable variation
in the incidence, timing, and essential nature of sickness. It is in this distributed
character that there lies the virtue of spreading costs, not only, between those
with major and those with minor ailments, but between those with and without
sickness, and those with substantial and those with lesser incomes. Failure
to set forth in open and straightforward terms the logic of the relationship
between the distribution of risks and the spreading of costs has not only brought
about the deterioration or outright failure of otherwise well-conceived plans but
is encouraging some groups to repeat their tragic experience. Farm groups, for
whom these considerations are of special significance because of the over-all
pattern of low income in farming areas, should be particularly forwarned. It is
well-night impossible for a group with very low incomes to alone pool their
resources and develop a workable, adequate, health service. Wherever low
economic areas have attempted to solve the problem alone, either some form of
additional subsidy or outside help was required. This was the experience of the
Farm Security Administration in its six demonstration areas. We must not
ignore here a fairly obvious and yet basic principle in the distribution of costs.
There can be no lifting of a group by its own bootstraps. Only by uniting
with high incomes or uniting well-to-do with less prosperous communities, low
can
we create a higher average purchasing power. Failure to recognize and enforce
these elementary considerations accounts for the weakening or one-sided
opment of many voluntary prepayment plans. Either services have been develmaterially reduced and curtailed in the light of experience as was the history of
the
California Physician's Plan and that of the Michigan Medical Service,
have become selective of particular classes and gravitated in the directionorofthey
the
mniddle-income group as in the case of Blue Cross hospital plhns.
It follows that medical and dental costs must be spread among very large and
representative groups if collective action is to bear genuine fruits.
in the
case of surgery or unusually aggravated disease, the damagingly Thus,
high
health
hill. of a few families can be borne by a much larger group whose expenses
are
not so high in that same period. With widespread risks, a distribution of costs
designed to bring medical and dental benefits within the reach of greater
numbers can be
brought about in several ways. For purposes of this discussion,
niny classify the various proposals under three headings: First, medical we
and

dental care can be made available to all by having thQ Government provide free
1

nublic medical and dental services which, in turn, are financed through the
method of general taxation; second, there is the method of voluntary insurancethat is, the voluntary organization of groups for the purchase of
medical
dental care; and third, social insurance as embodied in current proposals for and
the
modification of the Social Security Act by the inclusion of compulsory medicalcare payments. I hasten to add that the first and the third methods
are not
identical nor should they be so confused in our thinking.

The utilization of tax funds in providing medical and dental care is
not a new
development in the United States, nor is it confined to the
preventive and health
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activities of the United States Public Health Service. There are many States
and local departments of health which have a long history in the provision of
health services. In some American communities, the city or county hospital
provides medical care to the entire community, irrespective of income. Within
these same hospitals, all or most of the practicing physicians in the community
treat their patients. Many of our best hospitals are operated by States in connection with their schools of medicine.
On the other hand, there is a common notion that our publicly supported hospitals are a living evidence of the inadvisability of extending the hand of government into the area of the health service.
It is true that public medical services vary considerably in quality from community to community. But this variation in itself should give us pause to reflect
upon the problem. There are communities, as I have observed, in which can be
found highly efficient and well-organized public medical services. There are
other communities in which the county hospital is badly administered and troubles
the conscience of the whole community. This conflicting pattern is easily understood if one looks at the history of public medical care. We have, for the most
part, restricted our public health services to providing care for the pauper; and,
correspondingly, we have been less exacting as to standards, even as to the very
purpose of such institutions since they were in the service of a declasse element
of the population. Michael M. Davis characterizes the situation neatly when he
says:
"Medical aid for a pauper in an emergency of sickness or accident is the historical starting point of tax-supported care, beyond which some communities have
moved very little, but beyond which many have advanced a great deal. At the
other extreme stands a system of tax supported medical care, planned by physicians and public administrators with the aim of furnishing the best medical care
that can be supplied with personnel, facilities, and funds available, and of integrating the medical services with the social services to the same families."
It is obvious that the United States does not regard the extension of free taxsupported public medical service as the wisest course to follow at this time. The
alternatives which are receiving most serious consideration are on extension of
voluntary insurance plans and the proposal of compulsory medical-care insurance.
The weaknesses and limitations of voluntary plans are often obscured by our
eagerness to see in them a way out of our present dilemma. It is not the purpose
of this paper to oppose them nor to dampen enthusiasm for such measures, but
too often the picture presented is a one-sided one of rosy prospects and unlimited
possibilities. The relatively small numbers of our population who are voluntarily insured against the costs of medical care, and the even smaller numbers
insured against the costs of dental care, cannot be regarded as merely an evidence
of prejudice against this means of securing the Nation's health. The difficulty
lies in the many barriers and technically discouraging features of voluntary
prepayment plans as now organized and administered. The atmosphere is
charged with many conflicting claims and representations as to the value of such
measures.
The plans are often in direct competition with private practitioners, for since
they seldom include all physicians in a community, many families are advised
by their "family doctors," and "join up" or "stay out" as he may be disposed.
Often the plans have features which appear exploitive and are unattractive to
consumers, since they are not informed as to the basis for the specific provision.
For example, there are plans which require that the subscriber pay the charges
for the first visit or two. There are others which have extra charges for home
calls, X-rays, and other special services. All these are designed to stimulate
and brine out the natural human disposition to "take a chance."
Too often the potential subscriber to such plgns is discouraged, if not actually
excluded, by limitations laid down by the plan itself. There are exclusions on
account of age, type of disease, disease present at the time of enrollment, minimum number of persons who must enroll in a group to make that group eligible
to participate, and many other limitations.
In the medical society plans, there frequently appears a provision permitting
extra charges after a certain amount of service has been extended according to
the predetermined fee schedule. Thus, in the event of any serious illness or a
repeated illness, the family finds itself only partially insured. It is just these
families, under precisely these conditions, which are most in need of a technique
to spread costs. In the last analysis, it is apparent that the premiums of most
voluntary plans are too high in relation to the services rendered. Indeed, the
general tendency has been to diminish the kinds and amounts of services while
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increasing the premiums. This condition is an absolute barrier to the recruitment of the very low-income classes for whom the plans are designed.
Finally, it can be noted that the growth of membership in voluntary insurance
plans has suffered from the forceful demands of other costs of living on the
limited budgets of most people of small or moderate means. Day-by-day living
costs come first, before insurance against the uncertainties. The limited knowledge of the layman of decay and disease leads families to think they can escape
or "outlast" their ailments. We must not underestimate the power over all of
us of the notion that we can manage somehow to meet the problem when it arises
even though there are no resources at hand nor a prospect of their becoming
available.
If we will appreciate these difficulties which surround the growth of voluntary
insurance plans, it will not be hard to understand the paradoxical situation in
which we stand. There is widespread public interest in, and demand for, protection against the costs of sickness. This is attested by many polls of public
opinion and by views loudly voiced by powerful and self-conscious political
groups. But, at the same time there has been an all too slow and unimpressive
growth of voluntary prepayment plans for health care. The hospital prepayment
plans are an exception, but only a partial one at that. Notwithstanding the
great value which resides in the experience which has been gained in 'administrative know-how" through the operation of prepayment plans for medical costs,
it would be a great mistake to assume that it has been, or can be, effective in providing protection for a large proportion of the population, particularly the lowincome groups who need the protection most.
President 'Truman's message of November 19, 1945, represented a new stage
in the discussion of the health problem. The various responses to his message,
critical as well as approving, have sounded a general approval of the objectives, namely, to extend the health service to all segments of the population.
Even the boast that our medical services are superior in quantity and quality
to those of other nations is less frequently heard, and the professions, even
in opposing the National Health Act bill which followed upon the President's
message, have been busied in the development of counter measures and proposals.
Senate bill 1606, introduced by Senators Wagner and Murray, is designed
to realize only a portion of the broad program outlined by the President and
indeed takes its character from that message. You will recall that President
Truman recommended a health program for the Nation consisting of five major
parts:
First. Construction of hospitals and related facilities.
Second. Expansion of public health, maternal and child health services.
Third. Federal aid for medical education and research.
Fourth. A program of prepaid medical care.
Fifth. Provision of protection against loss of wages from sickness and
disability.
The portion pertaining to the construction of hospitals and related facilities
is addressed with the reintroduction of the Hill-Burton bill. Support of this
legislation is widespread; and whereas the American Medical Association and
the American Dental Association have both expressed serious concern over the
proposal of a national system of prepaid medical care because "it is a first step
in a plan for general socialization not only of the medical profession but of
all professions, industry, business, and labor." No such fears are expressed
in
its support of Federal aid in the construction of hospitals and other such
facilities.
The fifth point in President Truman's program, sickness and disability
ance, are to appear in the form of recommendations for the amendment insurof the
Social Security Act and are by way of addressing the relationship between loss
of earnings and disability, the vicious circle which so potently demonstrates the
necessity for conceiving health measures as an integral portion of a more
objective, maintaining the integrity of the family as an economic and social basic
The three remaining points in President Truman's program-expansionunit.
of
public health, maternal and child health services, Federal aid for medical
education and
research, and a program of prepaid medical care-are treated in
the
Wagner-Murray bill, 1606.

As has been pointed out, the objectives of each of these measures has not
been seriously criticized. However, it should be pointed out that each point,
if realized apart from the other, may have the effect of creating quite a different condition than if realized in conjunction with other aspects of the program. If, for example, the Hill-Burton bill were passed without accompanying
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legislation to provide for the payment of medical and hospital services, we cannot be certain that hospitals and clinics would be developed at the points where
they are most desperately needed. If they were developed in those areas it is
questionable whether they could be effectively utilized without provision for
their maintenance and operation. If the Hill-Burton bill were to be passed
without the necessary supporting legislation, it could not be regarded as addressed to the real pattern of our health dilemma and indeed might have the
abortive effect of widening the present disparities as between areas with unequal health facilities.
I should like to center my remaining remarks, however, upon the WagnerMurray bill, since it appears to me as the contingent aspect of both the hospitalconstruction program and, the broader social-security proposal to provide wages
lost because of sickness or disability.
On nearly every occasion that I have discussed the Wagner-Murray bill, it has
been a considerable disappointment to me to encounter the inevitable drift toward
a discussion of loaded and irrelevant terms and phrases. I suspect tlat this is a
reflection of the tactics of an organized opposition, specifically the propagandistic
efforts of the notorious National Physicians Committee for the Extension of
Medical Care. This organization, which is supported by organized medicine, the
drug manufacturers, chain drug stores, chambers of commerce, and private insurance companies has circulated millions of pamphlets and released political copy
for newspapers and periodicals throughout the land. As a consequence, nearly
every discussion of controversial health proposals reveals the taint of a propaganda designed to discredit the Wagner proposals.
The cry of "socialized medicine" is not raised to clarify the probliem which
confronts us. Such language, planned as it is to awaken prejudice and fear and
to associate the Wagner proposals with traditional animosities, does little credit
to the professions and will, however, not long intimidate an awakened public.
Compulsory health insurance should be and can be evaluated as such. Its merits
and limitations can and should be rationally discussed without benefit of such
emotionally loaded phrases as "socialized medicine." That term is designed not
to shed light or focus attention upon problems and limitations but to serve as
an effective barrier to rational analysis, to temperate and considered judgment.
It is the old game of giving a dog a bad name and thus disposing of it. There have
been many occasions when tactics of this sort have been successful. There have
even been occasions when such questionable means have been coupled with tolerably good objectives and results. However, the point we would here make is
that we cannot afford to entertain means for preserving the status quo or for
embracing changes which are deliberately irrational and which appeal to our
baser natures. Such a condition is always self-defeating in the end, for once
embraced we cannot ever be sure that some clever propagandist or manipulator
of words and phrases is not using us to serve his own concealed and devious
intent.
This is particularly true in our present situation. The accusation that Senator
Wagner has proposed "socialized medicine," as we know the term, is so far
removed from the facts of the case that it does not do justice to the very many
legitimate questions and objectives of the health professions and of many of the
consumers of medical, dental, and hospital care. Indeed, the slogan has so little
relationship to the facts which must be considered that it must inevitably prove
a failure in the rallying of opposition both inside and outside the health professions. Those who continue to regard the problem in terms of such inflammatory
slogans are not only insulting the intelligence of the ordinary layman but are
engaging in the most dangerous kind of self-deception. One popular writer who
prepares a daily column in one of Washington's more conservative journals reveals
to what extent the public has begun to enter into the discussion and gives us some
measure of the present lay understanding, when, in considering the Presidential
message, he wrote as follows:
"Physicians are members of a proud profession and some of them won't like
to see this said, but it is the fact that President Truman's national health insurance plan, presented to Congress this week, could almost be called a bill for the
relief of doctors.
"Not for all doctors, to be sure, since a certain percentage of doctors are doing
very well and don't need any relief. But something like 50 percent of America's
practitioners could use a little assistance and really require it if they are to
begin to share in what we call 'the highest standard of living in the world.'
"Most of the opposition to such bills in the past has purported to be in the de-fense of the doctors. Conservative legislators have chanted the sinister word,

NATIONAL HEALTH PROGRAM

3027

'socialization' whenever a proposal has been offered to extend medical care
to all parts of the population. Some medical organizations have joined in the
chant. The inference has been that any such understanding would 'socialize'
the doctors and do them great damage.
"How truly these legislators and medical associations represent the average
doctor, or the majority of all doctors, cannot be estimated. But it can be readily
shown that they do not represent the average doctor's financial interest."
If this is the level at which the lay public is capable of discussing the problems
of health and medical care, then certainly these are the terms in which the
professions themselves must speak out if they would have their weight and
counsel heeded in the formulation of public policy. The health professions cannot contribute to a solution of the common problem until they are ready and
willing to state the problem. Continued reference to the "either or" formula
of private practice or socialized medicine is not a statement of the problem.
It is avoiding the problem. Indeed," the public is at last aware that such a
formulation is only an evidence of dogmatism and at best confused thinking
within the ranks of the professions themselves.
The professions are distinguished from the ordinary trades in terms of their
clear-cut ethical and moral assignment, by their societal obligations. They
are furthermore distinguished by their alliance and dependence upon the basic
scientific disciplines. The public is entitled to receive from the trustees of
scientific knowledge and professional skill a formulation of the health problem
which reflects the same objective and dispassionate approach as is found within
the boundaries of the services and professions themselves. It is ludicrous, to say
the least, to observe the medical profession repeating the same arguments and
hurling the same vindictive phrases at compulsory health insurance as it once
used against voluntary prepayment plans but which now it so confidently proposes as in the American tradition.
Doctrinaire utterances as to the proper organization of medicine all too often
come from individuals within the professions whose knowledge of the economic
compulsiveL of social life is limited, to say the least. When such men speak
about the economics of medical care to representatives of your groups, as I have
heard them do, even laymen cannot fail to remark upon the contrast between
the cool and considered methods of science as they are practiced within the
healing arts and the inflamed and uninformed statements of some of medicine's
representatives in the equally complex area of socioeconomic organization.
The major provisions of the Wagner bill, the so-called National Health Act of
1945, are expressed in two areas: First, a strengthening and extension of community-wide health services; and secondly, provision of a system of prepaid
personal health-service benefits.
The community-wide health services are strengthened and broadened to enlarge the scope of the existing and essential public health services. Progress
in preventive health measures would be considerably encouraged by more substantial grants of funds. This liberalization of the existing public health programs would be of major influence in rural areas where the need is greatest.
The community-wide maternal and child-health services are similarly extended
and strengthened. This provision is also of special significance for rural areas
in the light of the differential birth rate and the fact that childhood morbidity
rates in rural areas remain relatively high, notwithstanding the great progress
made by the medical sciences in the control of the characteristic diseases of
childhood.
Federal grants-in-aid to the States are also authorized to provide medical
care for needy persons. Under present Federal-State public assistance programs,
Federal funds are not available for matching purposes in meeting direct medical
expenditures for such needy persons. Under this provision more adequate medical
care can be made available to the needy and the professions will receive more
adequate compensation for their services.
The system of prepaid personal health benefits is designed to cover the entire
working population (except railroad workers) and their dependents. Other
persons may qualify for the benefits if arrangements are made for payments to
the personal health services account. The benefits are inclusive of all needed
services including specialist services, laboratory services and necessary hospital
care up to 60 days a year for each member of the family, or 120 days If funds
permit.

Dental and home nursing services are also provided but these may be limited
in scope at the outset if there is insufficient personnel. Practitioners are permitted to choose the method by which they will be paid and these methods are

3028

NATIONAL HEALTH PROGRAM

inclusive of "fee for services," "capitation," "salary" or combination or modiflcations of these.
Further provision is made to assure and encourage high quality care and the
advancement of medical knowledge and prevention of disease through grants for
research, education, and training of medical and health personnel.
The freedom of the doctor is carefully safeguarded. The compulsory feature
of the bill is with reference to consumer contributions and physicians and dentists
are free to participate or refrain from so doing if they desire. Both patients
and practitioners enjoy freedom of choice. Doctors who participate are free
to accept or reject patients who may wish to select them as their family doctor.
Patients, in turn, are free to choose from among any doctors who have elected
to enter the system and are free to charge.
A serious effort has been made to safeguard standards and to protect professional participants from administrative excesses. Hospitals are guaranteed
against interference in their management affairs and practitioners are amply
protected by securing the right of appeal before professional reviewing bodies
in the event of administrative censure or discipline.
The charge has often been made that the Surgeon General is set up as an allpowerful dictator. The bill does provide that he shall be the person in whom
authority and responsibility are placed. However, there is provision for an
advisory committee with public and professional representatives with which
be must consult. The recommendations of the committee are transmitted to
Congress. There is also provision for local and regional advisory committees
with a view to a maximum amount of decentralization in both policy making
and practice. The idea of a responsible agency head .is thoroughly in accord
with the American administrative tradition. Indeed, it is difficult to imagine
how such a program might be otherwise administered. The Surgeon General has
a fixed responsibility and is constantly under the critical eye of an advisory
council composed of both public and professional representatives which has the
direct ear of the Congress and hence the people. The matter of financing the
program is left open in the present bill. However, a personal health services
account is established in the Treasury and seems sufficient to finance the benefits
provided they are authorized to be appropriated to this account. The amounts
to be appropriated are as follows:
(1) Amounts equal to 3 percent of wages up to $3,600 a year, in covered
employments.
(2) Cost of dental and home-nursing benefits.
(3) The amount expended for social security beneficiaries who become
insured before the bill goes into effect.
(4) Reimbursements to the account on behalf of noninsured persons.
It is of considerable political significance that the bill contains no proposals for
financing the program, even though it is apparent that a combination of pay roll
contributions and general taxation is intended. The omission of a financing
plan was a sharp and deliberate political maneuver, designed to remove the
proposed legislation from the jurisdiction of the Finance Committee of the
Senate and the Ways and Means Committee of the House of Representatives.
It is in these two committees, headed by ultra-conservative political figures, that
the earlier Wagner-Murray-Dingell bills have remained bottled up for over 2
years. The measure as now drafted falls within the jurisdiction of the Senate
Education and Labor Committee, headed by Senator Murray. As a result, public
hearings will commence shortly and permit of a genuine consideration of the
merits of the legislation.
In conclusion I should like to say a word concerning the charge that the Government is "moving in," that it proposes to dominate medicine as it seeks
eventually to dominate all of our lives. It is a fiction to assume-that the Government is an agent apart from the public which is forcing its way into the various
aspects of our lives. The fact is that the Government is invited in. The
essence of politics in a democratic society is the competition among the citizens
for the right to invite the Government in or invite it to stay out. The Government at any time is our expressed will, the will of those who took the trouble
to exercise their constitutional right of suffrage on public questions. If we
are afraid of the Government, we are afraid of our own shadow. If we have
faith in the democratic ideal, we must resist the notion that nothing good can
come out of Government.
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Indeed, we know this to be an untruth. The problem which confronts us is
essentially and lastly a moral one. Indeed, it is high time that the organized
medical profession in this country examine its conscience as-is the British medical
profession in seeking to improve the quality and distribution of its services. A
distinguished leader of British medicine writing in the British Medical Journal.
which corresponds to the Journal of the American Medical Association in this
country, put the following questions to his colleagues. They might be well
addressed by an American physician to the inner circles of American medicine.
(1) Can it be considered right in the modern state that people should
have to forego or postpone treatment for economic reasons or that they
should have to pay individually and often heavily or suffer loss of income
on account of childbirth or 'of accident, disease, or ill-health due to no fault
of their own ?
(2) Can it be considered right in the modern state that doctors should
find it necessary, often under very adverse conditions of work, to compete
for profits (however small that profit may be) over things of such moment
to the Nation as the sickness or health preservation of its individual citizens?
(3) Is it possible to support any longer the principle that general practice
should remain individualistic, competitive, and independent of municipal,
regional, and State direction and support?
These searching questions are not mere matters of doctrine; they are the
terms of a moral crisis in our social life and must be answered, not by a mere
yes or no, but by deeds which will prove to be satisfactory only if they square
with the high purposes of the health professions and the democratic aspirations
of the great masses of the American people.
DRS. BaRTON & LONa,
WESTON, W. VA., May 24, 1946.
Senator H. M. KILGORE,
Senate Office Building, Washington, D. C.
DFAR SENATOR KILGORE: Thank you for your recent letter in which you suggested that I make a statement for presentation to the chairman of the Committee on Education and Labor in regard to S. 1606. I have been reading the
proceedings of the hearing and I believe that the viewpoint of the great majority
of physicians has been fairly well presented, with the following exceptions:
1. We are opposed to the compulsory aspect of this bill and believe that given
sufficient time and encouragement a voluntary method will be successful and is
more in keeping with the American tradition.
2. This bill is apparently written by "social planners." I believe that had
the authors of this bill really consulted with various physicians' groups, a
compromise and probably a much more workable bill could have been evolved.
May I state again that no scheme devised by Congress for compulsory medical care can be workable unless the full cooperation of the majority of American
physicians can be assured. This is definitely not the case with the bill in its
present form.
We are aware that there are serious defects in the present system of medical
care, but these should be amendable to correction without compulsion by the
Federal Government.
I want to thank you again for your interest in this matter.
Very truly yours,
ALBERT E. LONG, M. D.
NEWPORT, N. H., April 5, 1946.
DEAR SENATOR MURRAY: I wish you success with your bill for socialized
medical care. This is one of the great needs of the country.
No self-controlled prepayment private plan will ever fill the need.
You probably know that thousands of dollars are being spent to combat your
bill.
Is there not some way that the proponents of the plan can make themselves
heard?
Sincerely,
W. F. MANSIELD, 0. D.
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LAKE CHARLES, LA., May 15, 1946.
Senator JAMES E. MURRY,

Chairman, Senate Committee on Education and Labor,
Washington, D. C.
DEAR SENATOR MURRAY : I have been following hearings on S. 1606 in Journal
of AMA. Whenever any one is testifying in favor of the bill the Journal heavily
deletes strong evidence. Whenever those who oppose it the deletion does not
occur. For example, in the hearing of April 16 (Dr. Sensenich testifying) not
a, single deletion was made. When Dr. Butler was testifying (previously) the
deletion was heavy.
In general I cannot see that any of Dr. Sensenich's testimony was strictly
hqnest. Whenever any physician states that he does not know of exorbitant
fees being charged he is dishonest or ignorant. Whenever any physician states
that he is not aware that that "skunk" organization in Chicago is distributing
foul propoganda to physicians he is just simply dishonest. Whenever a physician
makes statement that the incentive to render good service-his best serviceunder a system proposed as S. 1606 then he is admitting that his main incentive
is commercial.
I am the only physician in this community who openly favors the bill. I
know of several who favor it but they are intimidated by their confreres and
organized medical societies. Incidentally I am in the large income bracket of
physicians in this section.
Following is an item:
Wife, husband, four children. Wife in hospital 6 days, moderate infection
in one side throat, $117. The husband had been tenant cotton farmer until
3 years ago this last March. Got job as ferryman on a State road. At time
of obtaining this position ($106 per month) he owed doctor bills of $90. That
paid, he had saved and had in bank during the 3 years $320 (how not even the
Lord knows; certainly I do not).
This is not unusual at all. It is the usual. It weighs me down.
We cannot go on this way and exist as a "democracy."
Sorry to have intruded on your time but could not resist.
Sincerely yours,
DR. G. C. McKINNEY.
AMERICAN ACADEMY OF PEDIATRICS,
COMMITTEE ON COOPERATION WITH GOVERNMENTAL AND MEDICAL AGENCIES,

Asbury Park, N. J., May 27, 1946.
Senator JAMES E. MURRAY,

Chairman, Education and Labor Committee,
United States Senate, Washington, D. C.
DEAR SENATOR MURRAY: I greatly appreciate the opportunity afforded by
your enclosed telegram to present a written statement of my experience and
viewpoint on national health bill, S. 1606, for the consideration of your committee and yourself.
WRITTEN STATEMENT ON NATIONAL HEALTH BILL, S. 1006, AS PER REQUEST OF
SENATOR MURRAY

I wish to present to your committee and yourself my personal viewpoint
gained from experience as a plain country doctor, practicing for 36 years in a
small town on the Jersey coast. I have spent a good share of my time during
these years, trying to improve the quality of medical services to my patients
as most good country doctors have done from time immemorial. This has
brought me into many fields of service in both governmental and voluntary
health agencies at community, county, State, and National levels.
Through all these services I have tried earnestly to develop both public and
private medical services so that they would be more available to all persons
desiring them, but constantly keeping in mind that they must be of the best
possible quality that could be developed under the variable conditions which
determine the quality of medical services.
I am a veritable dirt farmer country doctor in all forms of medical child
health services. (1) I attend keep-well baby clinics; (2) am a school physician;
(3) teach in the pediatric department of a university; (4) have a pediatric
service in a general hospital as a good medical citizen should; (5) maintain
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a private practice; and (6) also make calls in town and on farm children in
the country.
The main reason I maintain the first four public forms of practice (which pay
either small or no remuneration) is because by this combination of public and
private practice I can meet the needs of all children, and I mean every child who
resides in my community, in such a way that they all have available reasonably
adequate medical care.
I have studied carefully for a great many years this essential matter of making
medical services available to all who need them, and have come to a firm conviction through actual practical experience that this can only be done by having
physicians combine private and public practice, as I and many others have done,
if the people to be served are to receive the quality of medical service that both
you and I, in accordance with the Golden Rule, would wish to receive if we were
the recipients of such services.
In other words I feel strongly that you and I should be extremely careful not
to create a quality of medical services for my private and public patients, or
your constituents or the people of the United States, that we would not be willing
to accept if you and I were the patients.
In common with most physicians, I have a deep sense of service to the public,
and if my studies of the subject and actual field experience showed that public
medicine is better than private medicine, I and the majority of physicians would
gladly accept complete public service as a proper duty of my profession. Such is
not the case.
I am certain that you will agree with me that the quality of personal service
depends on definite factors anl conditions which determine that quality. Such
factors as training, experience, ability, and other conditions affect the very
nature of such services. I am appending as part of my statement, a study in 1938
of such factors as affect the quality of medical care, based on my own experience, observations, and study of the quality resulting from various conditions.
May I commend them to your committee as representing 4 years of earnest study
of the usual quality resulting from definite factors being present.
You will perhaps be shocked at my belief that the type of medical services
contemplated by Senate bill 1606 will be usually of the lowest quality, but let
me say in addition two further things. That neither you, as a United States
Senator, or I, as an ordinary country doctor, would be able to improve its quality
but very little, and second, and this I wish to say to your committee very
earnestly, neither you nor I would be at all satisfied to receive that kind of
service.
Assuming that your committee might be interested in some of the beliefs
that we country doctors have in relation to medical care, I am enclosing as part
of my statement a presentation offered for adoption as a credo of the medical
profession of my State in 1945. In addition to reiterating the thoughts previously
expressed as to quality and quantity of medical care, it offers for your committee's consideration our thought as to how you and I and others interested
in improving the quality and quantity and availability of medical care for our
American people, might get together in a joint democratic working conference in
the public interest and do some voluntary joint planning on the subject.
Possibly you will be disturbed by our thought that the indigent, medical
indigent, and low-wage groups might be provided grade C medical care, and
moderate-income groups grade B medical care, and high-income groups grade A,
as all of us would like to make grade A medical care available to all income
levels. I recognize your great sincerity of purpose in working for better medical
care for the American people with the great expenditure of time and effort that
you have given through the years to this end. I trust that you and your committee will likewise credit me as an obscure country doctor with an equal sincerity
of purpose and effort directed toward the same objective.
May I therefore be permitted to state that I am positive that Senate bill 1606
would certainly provide grade D medical service to all people covered by this
law, and that none of those persons like yourself in high stations in life, who are
striving so hard and so earnestly to pass this bill, would personally accept now
or in the future the poor quality of medical service that the conditions affecting
this service would inevitably produce.
Thanking you again for the privilege of presenting this statement, I beg to
remain one of the thousands of country doctors working to create the best possible
medical service for the American people.
Respectfully, your servant,
STANLEY NICHoLs, M. D.
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(Made by Dr. Stanley Nichols, a country doctor of Long Branch, N. J., 1938)

DIAGRAM.-A study of the quality of medical care, in relation to the costs, in the

various types of medical services with discussion of important factors entering
into the production and improvement of the quality of adequate medical care
for the American people

Types

Some of the major factors affecting
quality.

1. Medical personnel:
(a) Medical undergraduate
training.
(b) Medical postgraduate
training.
(c) Medical experience----.
(d) Medical interest--------.
2. Sufficient time per case..--------

Usually quality Usually quality Usually quality Usually quality
A (best)
B (good), B, C,
C (fair) are
D (poor)
A()
and D factors
based on
economic
Private practice.

Voluntary
health insurance.

A-..---------- A .----------....

Hospital clinic, prenatal
clinic, baby
keep-well
stations,
school
health service, TB clinics, VD clinics, etc.

Compulsory
health insurance.

A----------

AorB.

A or B--..--..A or B--.----- A or B-------

B.

A..--------A-----------A----------Usually A---- Usually A..-- Usually A----.
Sufficient---Good------- Fair..---..----

A or B.
Usually poor.
Definitely insufficient.
Fair to poor.-- Poor.
Fair.-------Do.

3. Reasonable compensation.-----4. Psychological factor of satisfactory physician-patient relationship essential.
5. Adequate equipment--..--------

Good-------Best---------.

Fair.---...-..
Good---------.

Usually A---..

6. Red tape (administrative pro-

Least---.---.

Usuall A..... Usually A or
B.
More-..------ Plenty-------.

Usually A or
B.
Tremendous.

7. Costs..--.----.----------...-.

Highest; now
adjusted by
doctors to
income at 4
levels: Wellto-do, comfortable lowwage, indigent.

Medium;
largely restricted at
present to
middle and
low income
groups.

Verylow.

cedure).

Low--..------

NoTB.-The medical profession should and can strive earnestly to improve the factors entering into the
quality of medical care as given in A, B, C. The quality of grade D is probably hopeless, as the major
factors affecting it are largely unchangeable.

STATEMENT GENERALLY ENDORSING THE HEALTH-INSURANCE PROVISIONS INCLUDED

IN THE NATIONAL HEALTH AcT OF 1945 (S. 1606 AND H. R. 4730) IN RELI.

ON TO

VOLUNTARY PREPAYMENT PLANS NOW IN OPERATION BY MAHLON D. OGDEN, M. D.,
MEDICAL DIRECTOR, LITTLE ROCK, ARK.

Both personally and as medical director of Trinity Hospital, Little Rock, Ark.,
I am much interested in the health-insurance provisions of the National Health

Act of 1945 (S. 1606 and H. R. 4730).
Trinity Hospital is one of the more than 200 voluntary prepayment plans
in the United States which are endeavoring to provide medical care at a price
which is within the reach of moderate and low-income families. The comprehensive health-insurance program outlined in the National Health Act will make
it possible for nearly everyone to receive the type of protection which Trinity
and the other prepayment plans have been able to make available to only a small
portion of the population-less than 5 percent to be specific.
The health-insurance provisions in the act will have no ill effect upon voluntary
plans now in operation. On the contrary, these plans, if they so desire, can
undoubtedly increase the scope of their activities and benefit in many ways
through participation in the national program. Under the terms of the act,
ample provision is made for hospitals and medical groups who wish to cooperate
In the provision of health services. There should be no difficulty in working
out contracts between these groups and the persons administering the program
that will provide for participation in a manner that is satisfactory to both.
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Remuneration for services will be in keeping with the high standards of care
required, and payment will be made by whatever method the group prefers and
the administrator can accept. There is ample flexibility for choice of method in
the bill. In addition, participating groups will be free to choose the patients
whom they wish to serve and will be afforded an opportunity for representation on
general advisory councils and on administrative advisory committees.
The experience of Trinity Hospital and other prepayment plans has proved
beyond all doubt that medical care can be provided on a prepayment basis in a
manner that is advantageous to both patients and physicians. What is being
done for the members of these plans can be done on a national basis to even better
advantage for the entire population.
Trinity Hospital is privately owned and operated by a group of physicians who
are all on a salary basis and share by percentages in the total net income from.
the organization. The hospital has 47 beds and since 1931 has been offering
contract protection against the costs of medical care. Persons may enroll
individually or in groups, and those who are not members of the plan may receive
care upon payment of regular fees for service. About one-third of the service
is provided to fee patients.
Persons wishing to become members of the plan are eligible regardless of
income, and at the present time about 2,000 subscribers and 2,400 dependents are
eligible for care.
Medical personnel normally includes a staff of 10 full-time physicians, 25
registered graduate nurses, 2 laboratory technicians, and 2 X-ray technicians.
The entire staff receives adequate remuneration for services, and there is reason
to believe that the income received by Trinity physicians is higher than the
average income received by all doctors practicing in Little Rock. In addition
to receiving satisfactory payment for services, Trinity physicians need not worry
about the collection of bills and they are relieved of the financial responsibility
resulting from individual practice, such as meeting the costs of professional
assistance, office space, and equipment.
Subscribers to the plan are eligible for the services of a general practitioner
in the clinic, home, and hospital; specialist service and surgery; and hospitalization in a two-bed room up to 6 weeks per person in any one year. Since the war,
a $0.50 charge is made for clinic calls; the patient also pays $2 for a home call
during the day and $4 at night
There are several contracts, varying in the scope of services provided. The
most inclusive contract provides complete coverage for subscribers and dependents at the following monthly rates to group members: Subscriber, $2; two
persons in family, $4.50; three persons in family, $6.50; four or more persons in
family, including all minor dependents, $8.
Under the Trinity plan families are expending yearly for medical care an
amount which is, roughly speaking, equivalent to the annual medical expenditures
of families who are in the $2,000 to $3,000 family-income group. On the other
hand, they are receiving an amount of service that is' in line with services received by persons in the family-income group of $10,000 and over. The following
table shows the volume of physician's services and hospitalization received per
person per year by participants in the Trinity plan and by members of families
studied by the Committee on the Costs of Medical Care who resided in cities
the size of Little Rock:
Home and

Group and family income

Prepayment plan.----------------------Committee on the Costs of Medical Care:
Under $1,200 ............................
$1,200 to $1,999..........................
$2,000 to $2999.......----..---........--..
3,000 to $4,999.---...
-.....----....
-$5,000 to $,999 --------....--..-...--..
-3.80
$10,000 and over...-..----------..--..------------..

office calls or
home and
clinic visits
to M. D.
-

om c
Home ca
only

Office calls orDays of hoclinic ss
pitalzation
to M. D.

4. 56

0.16

4.40

0.88

1.97
2.21
2.51
2.97

.91
1.12
1.21
1. 17
1. 44
2.24

1.06
1.09
1.30
1.80
2.36
. 91

1.13
.55
.56
.
.8

4.15

There are several differences in the data presented from the two studies
which should be noted. The home calls reported for Trinity as has been mentioned, are paid for by special reduced fee not included in the prepayment

3034

NATIONAL HEALTH PROGRAM

contract. The clinic visits which are used for comparison represent only those
visits at which a physician was seen, and exclude all visits at which only a nurse
or laboratory technician gave the service. It is doubtful if these differences
affect materially the comparative volume of services shown in the table.
As an advocate of prepayment medical care, I hope to see this method of
insuring against the costs of medical care extended to the entire population of
the United States through the National Health Act.
There is one provision of the act which, in my opinion, needs further consideration, namely, the manner in which specialists will be designated. The
armed services have made it a practice to designate physicians as specialists
when they hold certification from one of the various specialty boards, and in
order to obtain this certification the applicant must be a member of the American
Medical Association. In addition, most of the sepcial societies require membership in the AMA for admission. The terms of the present bills specify that in
designating specialists and consultants the Surgeon General shall utilize, as far
as consistent with the provisions of the title, standards and certifications developed by competent professional agencies. I believe it should be made clear
that if the certification of these boards is required by the Surgeon General, then
the boards should not require membership in the AMA as a prerequisite for
certification. It is not good public policy that a private organization should, in
effect, have the power to determine who may and may not be entitled to participate in a public program. The Surgeon General should set up his own
standards for designating specialists, using what is good and proper in the
private standards and discarding what is bad or not applicable to a public program. Since the certifications of the specialty boards are, in any case, too
restrictive for meeting public needs in all parts of the country, the Surgeon
General will have to set up his own standards for certification of qualified
specialists.
CHELSEA, MICH.,

April S8, 1946.

Senator JAMES E. MURRAY,
United States Senate, Washington. D. C.

DEAR SENATOR MURRAY: Believing that in a democracy every citizen should
participate to some degree in his government, I am writing you in regard to the
Senate bill 1606. This bill has to do with a plan for medical care for the citizens
of this country through a Federal Government agency.
Let me say at the onset that what I am writing is purely personal. I am not
representing any group or a portion of any group. The writer is finishing his
twentieth year of practice and in that time he has seen many patients that
were not receiving the necessary medical attention because of some circumstance
over which they had no control.
Voluntary insurance will never work. I have preached to many patients to
obtain insurance and I am certain that there are but a very few that followed
my advice. Usually they had so many places for their money that they laid it
aside as something important but not necessary. I am positive that if health
ahd accident insurance is left to the individual the end result of a Federal health
program will not be an improved national health. Nor will the health of the
Nation be improved if the Federal law provides for only one type of medical
care, such as offered by the regular niedical profession. It must take in all the
schools of healing. If it does not the law will be so unpopular that it will end in
a flat failure.
Perhaps some of my ideas are radical and cannot be used, but here they are:
1. Place the schools of all professions teaching any branch of the healing
arts under Federal control.
Reason: There are in the United States a number of schools of healing
that are graduating students that have not been adequately trained. Through
advertising they have convinced thousands that they are educated men.
If the health of this Nation is to be improved any plan must begin here.
It must be mandatory that each student be thoroughly trained in the basic
sciences by teachers who have been trained to teach. A thorough training
in such subjects as anatomy, physiology, pathology, diagnosis, etc., is a positive necessity. If a student graduates without a knowledge of the basic
sciences they will promise cures for incurable conditions. The patient suffers because of the doctor's lack of education and many times what could
have been cured has become uncurable by the time the patient comes under the
care of a well-educated doctor.
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2. After the student has received his degree let him be examined by examiners that are not connected- with any particular school of healing on
these basic subjects and if he receives a satisfactory grade he then is examined by someone in his own profession on his particular type of treatment.
If he passes this examination he is allowed to participate in the Federal plan
and iq permitted to practice what he has been taught without any hindrance
whatever.
3. The doctor is then placed in a community that has no doctor of his type
at a salary that will be adequate to meet all his expenses. The doctor's
salary is not to be determined by the number of patients cared for alone but
on time required for treatment and the results he obtains.
4. In counties that have a very small population and few or no doctors
are located, establish medical centers where a patient may enter at no cost
to himself and be assured that he will receive specialized treatment.
5. Require graduate training for every practicing doctor of at least 3
months out of very 60 months.
6. All doctors now practicing that have at least 50 months of professional
training or has been in active practice at least 10 years will be eligible for
participation in the Federal plan provided he has received the endorsement
of his State, county, or district association or society. This would eliminate
quacks and others that are not ethical, such as abortionists, etc.
It has been said that the Surgeon General would direct the whole program.
I can see no objection to this if he only directs. He must be the type of man
that wishes to be of service to his country and not one that is prejudiced or one
that follows the dictate of some group.
For many years the medical profession has been called "noble." (By medical
profession I mean any profession whose sole purpose is to alleviate human
suffering.)
Surely any man that is not of a sympathic nature and does not wish to help
others should not be a doctor of any kind. With any doctor his patient should
come first. The moment money enters into his treatment the patient suffers.
If this is so, no doctor should object to a program whose sole purpose is to
bring health to all citizens of his country.
In all articles that the writer has read written by those opposing any Federal
program the dollar sign has stood out like a sore thumb. The fear of losing a
large income is the only reason as I see it, for opposing such a program.
The writer believes a new type and a better type of physician would emerge
in a few years after such a program was begun which would result in improved
health of all citizens of this country.
If this outline has any merit and if I can be of any service whatever you have
only to say so.
Thanking you and assuring you that you have my support in any plan that
will bring health and happiness to all men, I am,
Very sincerely yours,
Lotis D. PAUL. D. 0.,
Ostcoputhi' Physicikln.
[Reprint from the Pennsylvania Medical Journal, May 1942]
GROUPING LOCAL PRACTITIONERS-ANOTHER CONSISTENT CHALLENGER
ONE ALTERNATIVE TO GOVERNMENT HEALTH INSURANCE

Dr. S. Weir Mitchell said: "The rate of advance in medicine can be judged by

what the country doctor is."
We have heard much about the costs of medical care. We will hear more. The
subject has been popularized due to political propaganda and due to the many
panaceas for scarcity proposed during the last economic depression. Scapegoat
hunting has been popular also. The cart has been put before the horse. The
public should first be concerned with quality and distribution. There exists a
belief that one should begin with the superstructure and expect the foundation,
the physician, somehow to get in under. We would consider first the foundation.
The keystone must be the family doctor, as the individual soldier is the keyman
SDr.

Malcom L. Raymond, of Indiana County (now of Cambria County). author of this

editorial. has devoted years of study not only to the prevention of illness and the amelioration of human suffering but to the protection of the health of the people against the threats
of political centralization.
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in our army of defense. This most authorities concede. Then we, too, should be
heard.
In colonial times the few physicians and hospitals were in the larger settlements. The population increased and spread. Doctors and hospitals went along.
Later the private clinics came. Two causes interfere with giving the best in
services to all. The highly trained physician remains in the larger medical centers. Yet over one-half the population and the present trend are rural. The
method of rendering service remains the same as in colonial days, each physician
a lone individualist. Yet the complexities and costs of prevention and of diagnosis
and treatment steadily increase. Herein lie the fundamental faults of our system.
There is need of something more. Add it and we may find the solution to four
unsolved problems:
1. effective preventive medicine.
2. Local consultations, and with specialists, providing needed, continuous
postgraduate instruction.
8. Emergency bed care.
4. A painless method of payment where needed.
In preventive medicine, we refer to that which applies directly, not to our
splendid public health measures. Though not entirely our fault, we practitioners
have held too long to the monkish attitude of secluding ourselves in the monastery
of private individual practice for cure only. Why must the average citizen continue to be so woefully ignorant of preventive measures? The compulsory insurance plans in operation in some 40 countries fail to provide the best in curative
care and also fail in preventive care. Professor Armstrong in The Health Insurance Doctor states that in England, France and Denmark there exists a growing
conviction in organized medicine that preventive care must become the concern of
the individual practitioner. The grouped physicians of an average community
could and would provide preventive medicine where we fail as individuals and
with Government-supported clinics.
Why burden our busy hospitals with diagnostic problems which should be
solved locally? The pooled knowledge, experience, and equipment of all the local
men, grouped under one roof, would usually meet the need and stimulate the
participants.
Why must ambulatory patients travel repeatedly to the city to consult specialists? We can collect the cases and bring out the specialists at intervale to
collaborate with the family doctor. The postgraduate instruction thus provided
would, be invaluable.
Why must the home function as a hospital, unless because of inaccessibility and
cost and because rural people dread hospitals? A few beds in a local center
would care for emergencies and facilitate solving diagnoses. The centers would
act as sifters for the hospitals, passing on the more serious cases.
Once grouped in such centers, the doctors, cooperating with interested laymen,
would decide when a group plan of payment is needed based on local conditions,
keeping machinery simple and the costs at a minimum.
True, efforts have been made to solve the question of costs by organized
medicine, private agencies, and Government bureaus. All are insurance plans and
all fail to cover the item of paying the physician for all services. We repeatonly local plans keep operating costs at a minimum with premiums within reach
of small incomes.
Go back with us a few years and follow the trend of thought of our leaders.
The President's Committee, which made a survey of the costs of medical care,
1932, reported:
"Communify medical centers: The Committee's most fundamental, specific
proposal is the development of suitable hospitals into comprehentive community
medical centers, with branches and medical stations where needed, in which the
medical profession and the public participate in the provision of, and payment
for, all health and medical care, with the professional aspects of the service under
control of the professional personnel."
The minority report recognized the advantage of group practice in communities where practically all the physicians can be joined in groups.
The 10-point program by the house of delegates of the AMA in 1984 held that
any new type of plan must laave the larger share of authority in the hands of the
profession. In October 1934 the American College of Surgeons stressed local
experiments. In February 1935 again the house of delegates of the AMA emphasized the local solution as opposed to a national plan. The famous platform
stressed the local solution. In November 1939 Dr. Nathan B. Van Btten, presidentelect of the AMA, said: "A system of medical service should be developed from
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the periphery toward the center. * * * Let us think of the school district,
the township, the county, the State, and the Federal Government in that order in
developing an American system of medicine under control of the American people" Paul de Kruif in Health is Wealth holds that health centers must be built,
that they are not only lacking in many cities but "are almost nonexistent in vast
rural areas. * * * These hospitals or centers would be run by local physicians. Here would be medical consultants to cowork and advise with the family
physicians to establish informally that practice of medicine by groups of specialists which, without doubt, is the medicine of the future."
Recently, the proposed Federal-built 50-bed hospitals caused hundreds of physicians to write urging clinic centers instead-a cross section of the opinions of
rural physicians.
We are not one of those who believe the day of the individual is past. We do
firmly believe the time is here when we shall see a pooling of knowledge and means
in a community of effort, and not only in medical care. Dr. Alexis Carrel in Man
the Unknown writes: "Individuality is doubtless real, but it is much less definite
than we believe, and the independence of each individual from the others and
from the cosmos is an illusion." Will we heed the trend of the times?
Local clinic centers would provideIn preventive medicine: (a) Cooperation with State and Federal health programs; (b) logical locations for State clinics; (o) effective knowledge on preventive medicine endorsed by the local professional group; (d) periodic health
examinations for all ages, prenatal to senile; (e) preventive inoculations.
In curative medicine: (a) Office space for the local professions, and specialists
on the consulting staff and permanent staff as the volume of work warrants;
(b) emergency beds; (c) clearinghouses for gathering and sorting cases for
local hospitals; (d) selection of research problems.
Public advantages based on economics: (a) A uniform fee schedule, (b) an
increase in public confidence due to better professional cooperation, (c) magnets
to draw out cases now in need of care, (d) a sharing of the burden of free work
now on the hospitals, (e) local coordination of all wartime activities concerned'
*
*
with health and emergencies.
For the profession; (a) Preservation of the doctor-patient relationship: (b) a
systematic set-up under professional control, embracing any rural county, to
mesh with the various plans now in operation, filling gaps, and making them
more efficient; (c) easy, frequent consultations at reduced cost, thereby stimu
lating local participants; (d) postgraduate study by association with consulting
specialists locally and more convenient absence from practice to associate with
them at intervals in the city; (e) stable professional income regardless of the
form of payment; (f) reduced individual overhead; (g) rural attraction for the
trained men of the city.
How establish such clinic centers? If our lawmakers must do something
besides finding us collectively guilty as a trade organization, how about providing
some good workshops? Rather than trying to devise some broad expensive plan
and attempting to fit it like a poultice to the whole country, they might better
vote the funds as grants-in-aid, leaving it to the State, county, and community
to share the costs. Each center would be fitted to local needs as determined by
the local profession and laity consulting together.
The communities of any average county could finance the creation of such
centers as they have the local fire company once they are "sold" on the necessity
by the county medical society. Such a program can be visualized as setting
the foundation stones, the family doctors, in place, over which the four corners
of our new structure would rise automatically.
Under our developing defense program, the need grows more apparent. Every
worker must produce. The older physicians left in civilian practice must do
more work, faster. Our economy may go into a serious tailspin after the war.
Then these centers would prove their value still more forcibly. The predictions
of H. G. Wells have proven uncannily accurate. In The Shape of Things to
Come he foresees very lean times for our Nation in the 1950's. It is possible
that we may be forced to return to the pioneer custom of making each community a self-contained unit of the state.
Thomas Mann in The Coming Victory of Democracy presents his brief to
prove that democracy will win. God grant that he is right. But a democracy
may become bankruptcy. Then what?
When the medical history of our times is written, may it'not be said of us, like
certain nations in contemporary history, that, in our own defense against centralization of power, it was again a case of too little and too late.
85907--46--pt. 5--84
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SUMMARY

The majority of our people, in rural areas, are in need of better care, better
distributed.
The local clinic center provides a sane solution, compromising between our
present archaic system and government health insurance.
The latter is threatened because the many experiments tried stress the matter
of costs only. The politician feels that he can "go us" one better in financing
any public service, even medicine.
With the apparent cheapening of human life by accidents and warfare, we must
be more vitally concerned in conserving our human resources.
We submit that there exists a challenge to organized medicine to advocate and
work for such clinic centers.
Come what may for nations and forms of government, better medical care,
through the family doctor, must and shall carry on.
M. L. R.
LACONIA CLINIC,

Hon. JAMES E. MURRAY,

Laconia, N. H., April 18, 1946.

Chairman, Committee on Education and Labor,
'Senate of the United States.

DEAB SENATOR MURRAY: In re Senate bill 1606, and pursuant to your invitation
that many of us interested in this proposed legislation, because of the limited
time that your committee has to devote to open hearings, express our views in
writing rather than in person, I respectfully submit the following statement in
hopes that it may be of some value in aiding your committee to reach conclusions
that will be to the best interest of the greatest number of people concerned.
May I introduce myself as Richard William Robinson, a general practitioner
of medicine for the past 24 years in the city and surrounding territory of Laconia,
N. H., a graduate of the Catholic University, of America, Washington, D. C., and
Yale University Medical School, New Haven, Conn.; at present secretary of the
professional staff of the Laconia Hospital; and president of the New Hampshire
Slate Medical Society.
I have devoted considerable time in the past 10 yenrs to the study and consideration of the specific economic problems that are relative to the practice of
medicine in the New England States, and have expressed, in conjunction with
others, to you, Mr. Murray, and to your colleagues (see Congressional Record,
February 14, 1944, p. A880), certain considered opinions regarding the merits of
this type of legislation.
Having read and reread carefully Senate bill 1606, I take certain specific objections to title I, and almost in toto to title II. Objections to title I may be summed
up as follows: (1) That much of it is unnecessary, certainly as far as the State
of New Hampshire is concerned. There is already, adequate provision for Federal
aid toward the cost of general health service, tuberculosis control, and venereal
disease control. I submit a statement from the State department of health relative to this, and designate it as exhibit C. The crippled child has available the
necessary care to correct, if possible, the crippling condition. Maternal and child
welfare aid is available in necessitous circumstances. The indigent are adequately cared for by agreement between the welfare agencies and the medical
profession. While there are objections and dissatisfaction with certain phases
and effects of these activities, title I of bill 1606 does nothing to remedy them.
There is also specific fault to be found with the wording of some sections of
title I, the most serious of which are as follows: Section 122 (pars. 6 and 8),
which, considered together would seem to provide, besides other benefits, that
mothers and children, regardless of economic status, could receive complete medical care at the expense of Government. This same ambiguity applies to section
123 (par. 1), which, with its present wording, would extend to any child with any
illness or prospective illness, the benefits of this program regardless of economic
status or type of physical handicap.
I can understand that the foregoing may all be within the intention of the
sponsors of this bill, but if so, then I can likewise understand that the full intention of the sponsors is not limited to the assurance that facilities for good medical
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care be made financially available to the medically needy, but broadens itself to
an intention of deliberate socialization under a cloak of emotional appeal to our
uninformed -majorities.
To title II of bill 1606, I submit the following five objections, to be elaborated
upon later:
1. It would destroy the present physician-patient relationship, a complex that is
absolutely necessary to the wide distribution of high quality essential medical
care at a minimum of cost.
2. It is planned that physicians' fees be paid directly by the Federal Government to the physician. This unavoidably makes the physician a servant of the
Government and not of his patient. There .is plenty of evidence and excellent
authority to witness that "No man can serve two masters."
3. Provisons for advisory councils to the contrary, there is no question that
the administration of this program, if enacted, as now proposed, rests on the
shoulders of one individual, and is as deserving of the same approbation and
condemnation as is dictatorship when compared with democracy.
4. It would enormously increase the over-all costs of our country's medical
care by adding on top of it an administrative cost that would represent a considerable percentage of all moneys'devoted to this program.
5. It in no way eliminates the most of the present true barriers that exist
between certain of our citizens and their actually receiving adequate medical
care.
In discussion of these five points, I respectfully submit the following elaboration.
Basically, the whole problem is a problem of human behavior. Patients and
physicians, plutocrats, proletariat, and politicians, vociferations to the contrary,
are, after all, just human beings; all equally subject to the same natural biological laws in their respective spheres of action as is the human family as a
whole. The progress and perfection of a species depends upon its successful competition with other species for the goods of existence; and competition within the
species leading toward the elimination of the weak and the perpetuation of the
strong. This is as true of the genus homo as it is of our more lowly cousins, but
is temepered among the truly civilized by the virtue of individual charity. In
the modern social order, most of the goods of existence have come symbolically
money, and biologic competition largely a financial one. It is because of this
that we should face honestly the fact that, by and large, the financial aspect of
the physician-patient relationship is fundamental to its progress and perfection.
This is the only force that can protect society against abuses on both sides that
would be fatal to its advance.
It is necessary that a patient not only choose his physician but that he make
some sacrifice consistent with his ability to pay. Otherwise the profession would
be swamped with unnecessary requests for service. The physician's ambition,
initiative, and professional advancement depend upon his ability to satisfactorily
care for the patient. This not only from the medical point of view, but by protecting the patient's confidence and purse against unnecessary expense, still
fulfilling the obligation to supply adequate and necessary care. This, of course,
does not apply to the indigent or medically indigent, toward whose care certain
concessions of this principle have had to be made in the past. The experience
we have had, however, with rendering care under such circumstances, has only
served to emphasize to us the inherent evils and abuses of such a system. Should
they become universal they would become intolerable.
The increased cost to the American people of a compulsory medical insurance
to be administered by the Federal Government would be staggering when compared with the actual, necessary cost of bringing such care to the small minorities to which good care is not now available. Old line competitive insurance
companies, dealing with insurance for such care, allocate to administrative costs
from 45 percent upward of their premiums. I have never been impressed with
the ability of the Federal Government to compete administratively with private
enterprise in any competitive field that it has undertaken in the past. It seems
to me in no way more reasonable for Government to establish a policy of shouldering the costs of universal medical care because certain minorities are not now
receiving it in optimum amounts than that Government should assume the food
bill of the country because of certain minorities that are not now adequately fed.
(A matter, by the way, far more important to the general health than any needed
increase in available medical care per se.) It takes little erudition to realize
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what would happen to the over-all food bill of this country if people no longer
had to choose stew meat, for example, and hamburger, rather than tenderloin
and sirloin, for financial reasons.
Much has been said about the 4,225,000 draftees rejected by the armed services
for physical defects in the recent war, much also about the maternal and infant
deaths in this country. It has been implied that these deaths and disabilities
should be blamed upon the financial barrier that exists between medical facilities
and the people.
It would be interesting to classify those who, by honest break-down, are found
to have had preventable conditions, into income groups. Without such classification, the figures have no bearing on the matter in hand. In New Hampshire, for
the past several years, all maternal and infant deaths have been studied and
classified by a committee of the State medical society. The preventable deaths
average 9 to 11 a year. At least one-half of these are due to ignorance or
obstinacy or deliberate act of the patient; none, so far, to inability to get medical
care.
I would like to submit a statement by Dr. Carleton Metcalf, secretary of the
New Hampshire State Medical Association, as to the causes for rejection of
draftees in Merrimack County, State of New Hampshire, to be designated "Exhibit
A." and a summary of a survey made in New Hampshire in 1937 as to the adequacy
of our medical facilities, to be designated Exhibit B."
In conclusion, may I ask two questions: First, how many people go without
adequate medical care, through ignorance, through fear, through superstition,
through following unorthodox healing cults? More, I believe, than because of
inability to employ proper medical facilities. Second, how many of our returned
servicemen and service physicians, God bless their names and to them all honor,
want their ordinary medical needs received and dispensed on the same basis as
in the armed forces? This was federalized medicine at its best. They represent
the highest type people in the world. The fault wasn't with them, but with a
system. Ask the ones you know.
Respectfully submitted.
R. W. ROBINsoN, M. D.
ExHBrr A
There has been a lot of talk about the fact that 40 percent of the draftees were
rejected, with the inference that this percentage would have been less under
a system of Federal sickness insurance.
I am chairman of the group of doctors in Merrimack County who have rechecked the boys rejected at Manchester. On February 28, 1946, General Bowen
sent me a list of 29 for recheck. I have analyzed them; and it is a question
whether any of them had preventable maladies under any system of medical
care.
Defective vision -------------- -3 Psoriasis-------------------.....
2
Chronic suppurating ear --.-.8 Eczema------------------ --1
Deviated septum
- -------1 Inguinal hernia--------.---3
Long-standing neurosis -----1 Old infection of knee-----------.
1
1
-----------1 Malocclusion--St. Vitus' dance------------Minimum intelligence----- --2 Hypertension----- - ------2
3
Flat feet--------------------EXHIBrr B
In 1937, I sent out a questionnaire to get a line on the adequacy of medical care
in New Hampshire. Now that the doctors are back from the service, I assume
that the answers in 1946 would run about the same. This was sent to each
member of the New Hampshire Medical Society.
1. How many persons did you refer, during 1987, to hospitals, dispensaries, or
clinics, for free medical, dental, or hospital care?
3,171
Total ----------------------------------21
-------------------Average for each doctor -------2. How many persons referred to you from relief agencies or other sources,
during 1937, did you accept for free care or for a predetermined reduced fee?
11,533
----------------------------Total ---------79
-----------------Average for each doctor ---------
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3. To how many persons who consulted you voluntarily, during 1937, did you
give free service in office, home, or hospital?
--------------------------13,897
Total ------105
--Average per doctor--------------------------4. How many hours, during 1937, did you devote to the care of free ambulatory
patients irnout-patient department or'clinics?
9, 597
Total -----------------------------------72
------------------------Average per doctor----5. How many obstetric patients did you care for during 1937?
Total -----------------------------3,614
To how many of these patients did ybu give free service?
Total (25 percent) ----------------------910
6. Do you know of any instance in your community in which a person has been
unable to obtain medical, dental, or hospital service?
No,------------------155
Yes
---------------------------------12
Yes (.dental) ------------------------------4
7. How many hours did you devote, during 1937, to public health services for
organizations such as well-baby clinics, examinations for 4-H Clubs, Boy Scouts,
-etc.?
Total -------------------------------- 3,406
What portion of these services were free:
Total (82 percent) -------------------------2,819
EXHIBIT C
THE STATE OF NEW HAMPSHIRE STATE DEPARTMENT OF HEALTH,

Concord, April 1, 1946.

DARLETON B. METCA&I,

M. D.
Concord, N. H.
DEAR DR. METPALF: In explanation of the attached figures, the undersigned
has given figures as they appear on April 1, 1946. It is to be noted that
-of the $527,653.86, there is an amount of money under various agencies' participation to the extent of $12,965.80 This money is not under the control
-of the State department of health.
The department of health is expected to receive an added amount to maternal
and child health fund B, Children's Bureau, for the last quarter of the fiscal
year, ending June 30, 1946. It is expected to be about $5,000.
Since July 1, 1945, through March 31, 1946, the department has received
$132,272 for emergency infant care which is administered under the Children's
Bureau. As you know this fund is known as EMIC and is prenatal and post
partem maternity care and the care of the infant for a year. Hospital bills,
doctors' bills, X-ray, etc., are involved. Having recently returned from the
service, I am not fully acquainted with the rules and regulations for servicemen under this fund, however, should you contact Dr. Atchison, she would be
happy to answer any questions. This department does not know how much
money will be allocated for April, May, and June as the allocation is based
-on the previous month's experience and also what balances are available; however, a reasonable figure for the balance of the year would be $44,000 based
-on an average of 9 months.
As for matching requirements please note as follows:
UTSPHS ------------$55,560.63 MCH-----------------$35, 858.88
VD-----------------29,280.00 C-------------21,002.41
TB------------66, 123.44
The United States Public Health Service is matched on a percentage basis:
Percent

General health ---Veneral disease ..-.
TB control-----

-------

- -----------------8. 07
---------------------------14.79
--------------------------33.41
The Children's Bureau matches dollar for dollar, and you will note that on
the attached sheet, funds A of MCH and CC are exactly the amount of State
MCH and OC. Fund B of both MCH and CC is a "free fund" and may fluctuate
within the year. A certain portion of fund B is allocated each year, later
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States needing more fund B or less, causes a redistribution. Salaries are never
budgeted under this fund as it is not stable.
Please feel free to call me if any of this is not clear, or if added information
is necessary.
Very truly yours,
STUART B. WILK'xs,
Director, Distribution.
Funds of State department of health, State, Federal,and local
State appropriations:
Pembroke' Sanatorium------------------------------General health -- -----------------------Venereal disease -----------------------Maternal and child health- -------------------Crippled children's services -------------------Crippled children's services (credit)----------------987.85
Total, State funds----

------

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

Federal Government:
U. S. Public Health Service:
General health--------------------Venereal-disease control---- --------------Tuberculosis
----------------------Total,.U. S. Public Health Service--

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

96, 513.27

--------

-----

Total, maternal and child health -----------

50,764.88

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

Total, crippled children's services-------

35, 858.88
- 14,906.00
'

*

Emergency infant care administration -------

255,020.20

53, 259. 85
25,318.92
17,934.50

Children's Bureau:
Maternal and child health:
Fund A--------------------------Fund B ------------------------

Crippled children's services:
Fund A ----_--Fund B --------------

$65,000.00
122,686.42
11,476.00
34,873.37
19, 996. 56

i *

21,002. 41
7, 397. 30
--------

28, 399. 71

-------

3, 500.00

Total, Children's Bureau----------------------

82, 664. 59

Local participation:
General health-----------------------Maternal and child health_
-----------------------

69, 700. 00
10,790.00

Total, local funds -------------------

80,490. 00

Various agency participation:
Merit system----------- -----------------Welfare department -----------------------------Liquor commission ----------------------------------State hospital ------------------------NHTB Association -------------------------Total, agency participation--

----

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

Grand total, all agencies..
---------------.-------

3, 092. 48
3,911.32
2, 187. 00
2, 175.00
1, 600. 00
12,965. 80
527,653.86
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BEVERLY HILLS, CALIF., May 8, 1946.
Hon. JAMES E. MURRAY,
United States Senator, Senate Building, Washington, D. 0.
DEAR SENATOR: Please let me state my qualifications to express an opinion on
the subject of bill No. S. 1606.
Two years in contract practice (per capita pay, mining company);
Three years, private practice.
Concurrently: 25 years, private practice speciality; 4 years, private group
practice; 15 years, free clinic service in specialty; 10 years, medical director (no
pay) for large free clinic.
Member of many medical societies including AMA; also studied medicine in
France, Germany, and England.
Your bill will not pass with the strong opposition of organized medicine. It
can easily be passed if you will incorporate in, your bill some advantages to the
doctor that organized medicine does not offer and thus neutralize their opposition.
The people are for this bill because you are giving them something they want.
The doctors oppose it because you offer them nothing.
Following basic advantages for the doctor should be set up in this bill:
1. Adequate retirement pay.
2. Some type of security during periods of prolonged illness.
3. Opportunity for specialization at expense of the fund.
4. Expense of attendance at medical meetings.
5. Vacations with pay.
6. Fund to provide complete scholarships in medicine to young people,
with eligible grades, whose family income is below $5,000 (because of the
high cost of medical education it is prohibitive for the average family to
finance this cost.)
If you adopt some such amendment we will win with a walk.
Yours truly,
A. H. SCHWARTZ, M. D.
DISCUSSION

Let me emphasize the importance of bill S 1606 as a benefit on a long-range
basis which has been overlooked.
It is a fact that young doctors just beginning their practice are all competent
medical men and inspired by their mission to perform for society. Then how
do you explain that so many doctors are classified as bad doctors? The answer is
simple-money. For the first 5 years they go through a starvation period in acquiring a practice-competing with doctors who are no better equipped medically to heal the sick but who are experienced in social contacts and bedside
manners. With that handicap it is, in many instances, necessary for the young
doctor to compromise his ideals and give patients unnecessary medication or operations in order that he may pay his living expenses. This leads to mpre of the
same and you have a bad doctor. Yet in later years he qualifies as a successful
doctor because he has a large practice.
That, I think, is really a short-sighted policy resulting in calamity for the
doctor and costly for the people. It is the primary cause of our present wave of
hysteria with vitamins, endocrines, and operations and is an indictment of the
present set-up in medicine.
Under your bill the young medical man will hare a chance to pursue his ideals
of medicine without being tainted by commercialism.
This phase of the medical problem is by far the most important one. Your
bill will provide the highest type of medical care to the people. Also it will lead
to much greater advance in medicine. Of course it will take time to create a
healthier atmosphere in medicine. The bedside-manner doctors with their influence will have to die out.
The conduct of some of the Senators at your committee hearings tends to discourage any modest person from testifying. Witnesses are badgered and compelled to defend themselves as if they were criminals.
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Re bill S. 1606.
DEAR SENATORS: I am writing with regards to controversial issue involved in
this bill. I am practicing in a congested neighborhood of semiskilled and common laborers and.can enumerate numerous cases of great hardships when sickness struck, especially when diagnosis was involved which is not covered by any
of the group policy insurance. By the time half the laboratory work is completed the patient in many instances is broke and cannot afford the opinion of
the specialist who in most instances are high-priced. The majority of my patients are too proud to ask for charity clinics and besides the delay and waiting
in those clinics is irritating to a patient who is ill.
I see in your bill a blessing to these people with whom I am familiar and I
believe run into multiple millions throughout the country. I can see no reason
why the medical profession should not welcome this bill unless selfish motives are
involved.
Sincerely yours,
Dr. M. J. SHEBMAN.
P. S.: While this letter is generalized I have in my files numerous cases with
whom I can get personal contact where the hardships struck and because of
their inability to afford specialized care are physically crippled for life.

[From the Journal of the American Medical Association, published under the auspices of
the board of trustees, Chicago, Ill., July 6, 1946, vol. 131, No. 10]
MEDICAL PROGRESS IN THE UNITED STATES UNDER FREEDOM

President's Address, 1 H. H. Shoulders, M. D., Nashville, Tenn.
Tonight is Dr. Lee's valedictory. It is his valedictory only in the sense that
a long and fruitful period of official connection with the American Medical Association has been completed. No doubt his thoughts and efforts will continue to be
with this organization which he has served so long and so well.
It is a fortunate circumstance for me that he is my immediate predecessor. He
casts a long, broad, and beneficent shadow over medicine. We who have had
opportunity to observe his activities and methods at close range know how often
his shadow has cooled the heat of friction and quieted the fears of the over
anxious. I shall take full advantage of that shadow.
Fortunately too he leaves large footprints which are easy to follow. If I can
exercise the good sense to follow them, I know that I shall not be found walking
down blind alleys or treading on the treacherous sands of expediency.
In a few short months from now this association will have been in existence
for a hundred years. It is true, beyond any shadow of doubt, that the century
just ending witnessed more achievements in all the arts and sciences and more
progress toward a state of human well-being in the world than was witnessed
by all previous centuries.
It is generally conceded that a major share of these achievements and this
progress took place in the United States. Beyond question it is true that more
progress was made in the science and art of medicine in this period and in the
adaptation of this science and art to human needs in the United States than in any
other nation in the world.
Remarkable as these achievements have been, they become all the more remarkable when it is remembered that, as a Nation, we are only 170 years oldthe youngest by centuries of the more important nations of the world-and that
this Nation was carved out of a wilderness.
These observations are not made in a boastful spirit, for the purpose of pointing
with pride to the tremendous contributions made by the profession of medicine
to human welfare and well-being, but rather for the purpose of considering briefly
2
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the question, How and why did the people of this Nation accomplish so much in
so short a time? Such a study should be of value in determining the fundamental
reasons for these remarkable achievements. It should be of aid also in determining the course future events should take as far as intelligent planning can
influence that course.
We are living in a troubled world. There is much controversy as to the course
our profession and the Nation should take with respect to many problems. It is
obvious that too little attention is being paid to facts and experience and too much
attention to theories and speculation.
We turn first to material resources for the answer to our question, to soil,
minerals and forests, but these fail to furnish the answer. Other, older nations
have similar resources in equal or greater abundance than we.
Climatic conditions may deserve consideration, but we are at once reminded
that other nations also have similar climatic attributes. Climate therefore does
not furnish the answer to our question.
ACCOMPLISHMENTS OF THE AMERICAN PEOPLE

It is suggested, with emphasis, that the people who settled and developed this
country and established this Nation might have been superior in physical and
mental endowments and that this is the factor which accounts for this remarkable progress. This, of course, cannot be true because the people of this Nation
have many different racial and national origins. This Nation has been the
melting pot of races and nationalities.
Nowhere in the realm of the material and physical do we find a factor to which
we can point and say, "This is the factor which accounts for the remarkable
progress that has been made by the people of this country and by the medical
profession."
We must turn then from the physical and material to the spiritual-to the
ideas and ideals of the people. Here we find a substantial difference between
the people of this country and the people of other nations. The leaders who
established this Nation had ideas of government and freedom which were different
from those in effect in other nations. The ideas found expression in the words"We hold these truths to be self-evident, that all men are created equal, that
they are endowed by their Creator with certain unalienable rights, that among
these rights are life,'liberty, and the pursuit of happiness. That to secure these
rights, governments are instituted among men, deriving their just powers from the
consent of the governed."
That expression in the Declaration of Independence contained a new concept
of the functions of government, a new concept of the origin of rights, and a new
concept of the relationship a citizen bears to his government. As was pointed out
by Msgr. Fulton Shean some years ago, that statement in the Declaration of Independence defines Americanism. It is the only definition of Americanism that
exists. All others are fictitious or fraudulent.
To make these new ideas a vital part of American life, a bloody war was fought.
To make them secure, the Constitution of the United States was written and
adopted. It is well to remember too that the adoption of these instruments was
the result of a welfare movement. The people who brought about their adoption
were engaged in a welfare movement and so stated. It was perhaps the greatest
welfare movement that was ever inaugurated on this continent, because greater
and more permanent benefits to the people have issued from it. The originals of
these two instruments are guarded and preserved with great diligence. It seems at
times that their physical being is preserved with greater fidelity and diligence
than their spirit and philosophy.
By the adoption of these ideas of freedom and of rights, men were set free topursue their own idea of happiness, to plan and to live according to their own concepts of well-being, to pursue their own idea of religion and exercise their own.
initiative unhindered by authority.
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I submit, therefore, that these ideas and their adoption constitute the only
point of major difference between the people of this Nation and the people of
other nations-that it is the factor responsible for the remarkableachievements of
the people of this Nation in attaining a higher state of well-being than the people
of any other nation. It is the answer to our question as to why and how the
people of this Nation have achieved so high a state of well-being in so short a time.
ACHIEVEMENTS OF MEDICINE UNDER FREEDOM

The question naturally arises, How could the adoption of such ideas of government have contributed to the phenomenal progress of medicine in this country?
The answer to that question is not too difficult. It is true, of course, that there
were almost no opportunities for medical education, training, and research in
this country when these ideas were adopted 170 years ago. Such opportunities
were extremely limited a hundred years ago, while medical education and research
were well organized and advanced in some European countries at that time. It
has been pointed out, however, that in European countries there was long delay
or lag in the application of new discoveries to human needs. There were hindrances to making the benefits of research and advancement available to the
people in a large way. Neither the people nor the medical profession were
altogether free.
It was necessary at first for the men of this country to go to Europe to obtain
medical education and medical training. Notwithstanding this difficulty they did
go in fairly large numbers. They came back to this country and found abundant
need for their services. They found immediate opportunity to put their knowledge and skill to use. There were no hindrances in the way. This point is
well illustrated in the story of the great achievements of Dr. Ephraim McDowell.
It will be remembered that Dr. McDowell went to Edinburgh, Scotland, to corn-.
plete his medical education. He was taught by the then famous Dr. John Bell
that it should be possible'to remove an ovarian cyst and something of the tecbnic
by which it could be done, though Dr. Bell had never performed the operation on
a living person. He had done it only in the anatomic laboratory. Research and
reason led Dr. Bell to a sound conclusion, but he never did adopt the idea in
practice. There were hindrances in the way. Dr. McDowell brought back to a
frontier village in Kentucky the knowledge and skill he had acquired in Europe,
and in the atmosphere of freedom which existed here in which he as a doctor
and a woman as a patient were at liberty to make decisions concerning their own
welfare and act on them, unhindered by any outside influence, he performed successfully the operation of oophorectomy for the first time in human history. Thus
it happened that an idea which was born in an old country was put to use in the
new. Who can estimate the centuries which might have elapsed before this
operation would have been performed had freedom not been established over
here? The only conclusion which can be drawn from this bit of history is that
it was freedom which made this achievement possible-freedom in which knowledge, skill, and courage could pursue humanitarian ends unhindered by any
adverse influence.
The medical profession of this country was augmented to some extent by the
immigration of well-trained European doctors. It should be stated also that
both the native and immigrant doctors brought to this country knowledge, skill,
and courage. They left European ideologies behind.
The progress of medicine and surgery which took place in this country was
so rapid that it has no equal anywhere on earth. Dr. J. Marion Sims developed
the operation for which he became world famous. The anesthetic effect of ether
was discovered and adapted to surgical uses. The nature of appendicitis was discovered an its cure, by surgical means, was perfected. Thoracic surgery, brain
surgery, goiter surgery, and gall-bladder surgery were all, to a large extent,
pioneered in this country, and these are but a few of the results of pioneering
work that was done by the medical profession of this country. It is not boasting
to say that for the past 25 years our system of medical education and practice
has been superior to that of any European country.
Research work of great value was carried on in Europe all the while with important results. The relationship of bacteria to diseases and to wound infection
was discovered and proved in Europe. This knowledge was imported and put
to immediate use over here.
I would not wish to create the impression that this pioneering and this progress
were accomplished by reckless adventure. On the contrary they were always
attended with prudence and caution. The profession has ever been mindful of the
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philosophy that whatever is potent for good is also potent for evil. The value
and safety of the new must always be proved. The profession has been mindful
also of the fact that while freedom gives opportunities it also imposes obligations
and responsibilities. At the very beginning of this association the leaders in its
formation gave primary consideration to the interests and needs of the people.
The interests of doctors were secondary. "The objects of the association," it
was stated, "are to promote the science and art of medicine and the betterment
of the public health." That is still the purpose of this organization.
ETHICAL PRINCIPLES

The leaders also recognized the need for a .high order of ethical principles.
The first paragraph in the Principles of Medical Ethics is as follows: "A profession has for its prime object the service it can render to humanity: reward
or financial gain should be a subordinate consideration." These are statements
of broad principle and objectives. The following two principles are specific
and deal with particular situations:
1. "It is unprofessional to receive remuneration from patents or copyrights
on surgical instruments, appliances, medicines, foods, methods, or procedures.
It is equally unprofessional by ownership or control of patents or copyrights
either to retard or to inhibit research or to restrict the benefit to patients or to
the public to be derived therefrom."
2. "The poverty of a patient and the mutual professional obligation of p1hysicians should command the gratuitous service of a physician."
These statements in our fundamental law give the background of our philosophy of service. Such motives gave this association its purpose. Such
principles have given it guidance through almost a century of existence. Never
in a hundred years has this organization taken an action which would do
violence to the freedom which was established here a hundred and seventy
years ago. Never has an action been taken which would arrogate to the profession or to any member of it the slightest power over patients. Nor has the
profession ever opposed a Government benefit designed for the proved need of
any community or group of citizens except when the proposed benefit was coupled
with conditions and terms which constituted a threat to the essential freedom
of those concerned.
THE AMERICAN SYSTEM

Under such guiding principles a system of medical care has been evolved in
this country which in many respects is peculiarly American. As medical science
progressed and new techniques came into use, additional facilities were required
for the delivery of high-quality medical care. Hospitals have been created and
are operated by the cooperation of the public with the medical profession. The
cooperation of the public has been secured by the simple process of education
as to .the needs and advantages of such institutions. Under this system the
people of all income levels have received high-quality medical care at a cost
they could afford to pay.
There are areas in this country in which the people are unable to cooperate
in the financing of hospitals. Outside aid is required, and the medical profession has encouraged Government aid in cases of proved need and when the aid
is to be administered under local auspices.
The medical profession has sponsored the creation and operation of voluntary
prepayment medical service plans, and it is the contention and belief of the profesion that the same type of cooperation on the part of the people and the
medical profession that has been so successful in the past would be equally successful in the future to enable people of moderate means to budget the cost of
medical care without hardship, without sacrificing their freedom, and without
the interposition of Government agents between the patient and his doctor.
Various units of Government have constructed and operated hospitals to
meet specific needs. It would be well for us and for the people to keep in mind
the fact that the Institutions which have been most expensive and the least
efficient in the delivery of medical care, the ones that are most callous and indifferent to the needs of the people, the institutions in which major scandals
have been exposed, are almost without exception institutions in which political
influences are dominant--as an example the conditions found to exist in veterans' hospitals about 2 years ago.
SCh. III. art. I. sec. 5.
* Ch. III, art. VI, sec. 1.
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To say that we have in this country the best system of medical care and that
the people as a whole receive the highest-quality medical care of any people
on earth is to reiterate truisms. Proof that these statements are true is found
in death rates and authoritative estimates of life expectancy. The death rate
in the United States has been reduced to 10.4 and life expectancy has been increased from 34 years in 1869 to 65 years in 1945. In no other nation with a
similar population do such favorable conditions exist. These are examples of
constructive progress under freedom.
CAMPAIGN TO UNDERMINE FAITH IN AMERICAN MEDICINE

Notwithstanding the evidence of outstanding accomplishment, a campaign
has been going on for some years now aimed at four objectives: (1) The destruction of the faith of the people in the medical profession; (2) destruction
of the faith of the people in our American system of medical care; (3) destruction of the freedom of doctors and patients; (4) the establishment of a
totalitarian system of medical care.
The proponents of this campaign of destruction often contend that their
program is constructive and progressive. The real purposes of this campaign
have often been hidden under a cloak of welfare. Every deceptive trick of the
propagandists has been employed in the prosecution of this campaign. The
virtues and accomplishments of the medical profession and our system of medical care have been minimized or ignored and such deficiencies as exist have been
greatly magnified. Unwarranted claims of the benefits of foreign systems have
been made. Undependable data have been compiled and published as facts,
and facual data have been misused and misinterpreted.
When the Selective Service Administration gave out some figures as to the
percentage of men rejected for military service these figures were seized on and
interpreted to the public to mean that our system of medical care is grossly
defective and inefficient. Such interpretation was placed on the gross figures
without any form of analysis. This false interpretation shocked and alarmed the
people of this country at a time when we were entering on a mighty struggle.
Prudence would suggest a different course even if their contentions were true.
No reference was made to the fact that the rate of rejection in England was
higher than ours in spite of a less rigid examination.
It was some time before a partial analysis of the data was completed. In
the meantime a humorist published a story about a 4-F licking a marine in a
brawl. This relieved the shock to some extent. Then 4-F's began to take
their places on football fields and baseball diamonds, in factories and assembly
lines, on farms and in mines, with the result that our Nation proceeded to produce more food, more guns, more ships and tanks, and more airplanes than any
other nation, large or small. Our soldiers and sailors soon won more battles
on land, sea, and air and in more different parts of the world than those 6f any
other nation, and more babies were born and more of them lived than ever
before in this country. Our Nation came to be regarded as the most productive
and most powerful nation in the worla. Obviously none of these accomplishments would have been possible if our people had been so defective and our
system of medical care been so inefficient as painted. Finally, it was pointed
out that the examination to which registrants were subjected was not intended
as a test of the vitality or civilian usefulness of these men. It was intended
only to be a test of their fitness for military service according to rigid standa-ds,
yet these figures are still submitted to the Congress and the people of the United
States in support of legislation which would destroy our system of medicalcre
and go a long way toward creating a totalitarian system of government.
A partial analysis of the data on rejectees shows that only about one-sixth of
the defects are correctable at all, and no study has yet been made to determine
the exact extent to which corrective measures would be accepted by rejectees.
The Selective Service Administration did plan and put into operation a program
aimed at the correction of certain defects, but the results were such that the
program was abandoned. We doctors are thoroughly acquainted with the fact that
many people do not and will not accept medical and surgical care when it is
recommended, even when it is free. We recognize also that under our system
of medical care the patient has a right to determine whether he accepts treatment or not. We doctors do not possess, nor have we ever sought the power to
compel people to accept our recommendations and we certainly do not recommend that any Government agency be given such power.
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This campaign culminated in the introduction in both Houses of Congress of
a series of WAgner-Murray-Dingell bills. The effect of the bill now pending, if
enacted, would be to make medical and hospital care matters of Federal patronage to a large extent. All the beneficiaries under the bill would become beholden
to a Federal administrator for their medical care. Doctors, hospitals, and
nurses would become beholden to a Federal agency for a contract to serve the
beneficiaries or else not serve them. Numberless thousands of Federal employees would be appointed to administer these contracts. They, in turn, would
develop a vested interest in their Federal jobs. The beneficiaries would receive
no insurance contract but would accept whatever benefits were arranged for
them by the administrator. Yet the proponents of this measure contend that it
is insurance.
This bill constitutes the boldest bid for more power over more people and
for greater patronage than any other measure that has ever been introduced
into the Congress. If regarded as a patronage measure instead of a welfare
measure, it can be more easily understood and its far-reaching implications can
be more easily comprehended. In the hearings that have been conducted on
this bill, it is apparent that its proponents adroitly emphasize what the bill
would do for the people and they go to great pains to minimize what the bill
would do to the people.
The issue before the American people is becoming more clearly defined and,
in brief, it is this: "Shall patients and doctors retain their freedom of judgment in this matter of medical care or shall this freedom be surrendered to a
Federal bureaucracy?" It is not an issue in which one group of people favors
welfare and another group opposes it. All want a high state of welfare. The
dispute is over the method of attaining that end.
The medical profession has noted with deep concern the extent to which the
energies and talents of some of the personnel of the U nited States Public Health
Service is being devoted to political activities. We cannot escape the thought
that if all their energies and activities were devoted to the prevention of disease
and the correction of environmental conditions which produce disease, it is
altogether possible that typhus and undulant fever would be less prevalent than
they are; that our streams would be less polluted and our laborers in mines
and factories would be working in a healthier and less hazardous atmosphere.
LOYALTY TO AMERICAN IDEALS

It can be said also that the policies which govern this department in its
distribution of funds appropriated by the Congress for the purpose of equalizing
the public health services throughout the Nation have defeated this purpose.
These policies have made the money more easily available to richer counties and
not available at all to the poorer counties. It is obvious that considerations
other than need govern this matter, yet the lack of such service in the poor
-counties is submitted as evidence of the unequal distribution of medical service
throughout the Nation and as proof that the Surgeon General should be given
more money and vast powers by the Congress.
Nor can we forget the historic fact that, with the hearty cooperation of the
medical profession, a relatively small number of health officers who were devoted
to the performance of their particular duties, and with small appropriations,
accomplished the eradication of many of the major scourges of humanity many
years ago.
The medical profession has expressed its loyalty to American ideals in voice,
in action, and in sacrifice. The record of this association over a period of nearly
a hundred years is an open book. It is a record of progress, of achievement, of
loyalty to ideals unequaled by the profession in any other nation. We have
good and sufficient reasons for an abiding conviction that freedom more than
any other single factor made these beneficent achievements possible and that
the destruction or even the impairment of freedom would retard, if not arrest,
progress and that for the people to give up the benefits of freedom for a promise,
a hollow promise, of benefits alleged to be free, would be the worse bargain the
people of this Nation ever made.
SNot long ago our freedom was challenged by foes from without. That challenge has been met and repelled. A challenge, no less definite, has been made
by the foes of freedom within. The question is "Shall we surrender, shall we
abandon the principles that -have made the profession and the Nation great?"
I think I can hear a hundred and thirty thousand doctors voting "no" to each
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proposition and about six hundred voting "aye." The situation that exists at
the present time, it seems to me, calls for nothing more than a rededication of all
our strength and energy to the principles to which this association has been
dedicated for so long and a resolute determination that they shall be preserved
for the benefit of mankind.

DIscuseIoN ON SOCIALIZED MEDICINE BY DR. MARVIN SMITH, MIAMI, FLA.

Socialized medicine and compulsory health insurance do not mean the same
thing. I quote from President ruman's address before Congress, November
19, 1945.
"I repeat, what I am recommending is Iot socialized medicine. Socialized
medicine means that all doctors work as employees of the Government. The
American people want no such system. No such system is here proposed."
The present Senate bill No. 1606, House bill No. 4730 would assess an annual
tax of about 3 percent on every adult person's income up to $3,600 per year.
Each individual would then be free to avail himself of the medical and hospital
service offered. We are all taxed now to maintain public schools, colleges, and
universities, but we may elect to send our children to private schools and colleges
if we so desire.
Should this health bill be enacted into law, the individuals in the middle- and
upper-income brackets would still choose their own private physicians just as they
do now and his relation to them would remain unchanged.
No physician will be required to participate in this health plan unless he
chooses to. It is plainly stated in the bill that patients will have full and free
choice of physicians participating in the health plan and also choice of participating hospitals. The doctors so serving will be paid from the health fund.
Hospital expense coverage and indeed medical care coverage are separate forms
of health insurance, but the average citizen is clamoring for one policy that covers
both and they should have it. The bill now before the Senate will furnish just

that.

At the present time insurance companies in a large measure set the price for
our professional services. After all, what's the difference, if you please, between
insurance company control and being controlled by the Federal Government, if you
feel that it would mean that?
Let us see if there is any justification for compulsory health insurance.
Every practicing physician in the United States sees patients every day who
suffer from conditions that could have been prevented or possibly cured if they had
received adequate medical care at the proper time. A high percentage of these
diseases could have been healed and lives saved, had professional care been within the financial reach of the person.
Voluntary insurance plans have been in force in this country for more than
100 years and they are bringing more protection to more people every day, but
still they have not brought the complete final answer to the problem of prepaid
medical care for all the people and particularly those who need it most. Some
people will not protect themselves voluntarily even if they are abe to do so.
In the last war over 40 percent of the Nation's selectees were found unfit for
military duty. One-sixth of these had defects which were remediable.
More than 23 000,000 persons in the country now have some chronic disease or
physical impairment.
Information now before the Senate committee in Washington studying this
bill, shows that preventive services in the United States are inadequate; for
example, 40 percent of our counties do not have even a full-time local public
health officer. Nearly 1,000,000 rural homes in the United States do not have so
much 'as even an outdoor privy. Forty percent of our counties with an aggregate population of 15 000,000 do not have a single recognized general hospital.
In 1940 before doctors went to the war there were 309 counties in the United
States with less than 1 doctor to every 3,000 persons. In 1944 15,000 crippled
children were waiting on State agencies to receive medical care and practically
no pretension even being made to take care of one-half million children suffering
with rheumatic fever (the most killing of all diseases for children.)
The lower-bracket income group cannot and will not carry ample voluntary
health insurance. That you and 1 know tull well. That fact requires no further
argument. Sickness is the greatest single cause of families going into debt.
Sickness and medical costs drive people to charity.

NATIONAL HEALTH PROGRAM

3051

Less than 4 percent of the people in the United States now receive complete
prepaid voluntary medical care. Twenty-flve percent carry some medical insurance-chiefly hospitalization.
Charity patients all over the Nation plead and pray daily for the privilege of
selecting their own physician in the hour of serious illness, tribulation, and often
death in the family. They should not be denied this request.
In the preceding lines I have tried to show the need for more adequate medical
care.

The preamble to our Constitution provides for the general welfare of the
people. The-four freedoms of the Atlantic Charter name freedom from fear.
Certainly the fear of demoralizing illness is ever present in the hearts of those
who are least able to endure the economic train.
In our democracy we should strive for the enactment of laws that will bring
the most good to the greatest number of people. No person would deny the
marvelous achievements of our profession within the past few decades. The
lawmakers seem eager to pass these benefits on to all the people.
Nor do I believe that anyone could honestly deny the sincerity of the purpose
of the proponents of compulsory health insurance. The President and the Congress believe that the low-income-bracket group are entitled to better medical
care and more reasonable hospitalization, and I think the majority of us here
agree with them.
I happen to be well acquainted with the United States Senator Claude Pepper
of Florida, who is chairman of the Senate Subcommittees on Health. He deserves high praise for his tireless efforts on this committee. We know that he is
a very influential and stanch supporter of this measure.
If organized medicine holds valid objection to any particular phase of this
Senate bill-to the method of selecting thq National Advisory, Medical Policy
Council, or if they think they recognize weak spots or flaws in the general plan,
then direct personal appeal to Senator Pepper, I am sure, would be accorded
courteous, sympathetic consideration. Growling and grumbling among ourselves will accomplish nothing.
We would not minimize or discredit the magnificent efforts now being made by
State and county medical societies to sell voluntary health insurance to the
low-income-bracket group. On March 1, 1946, 25 States in the Union had some
kind of voluntary prepayment insurance, embracing 60 different plans. These
plans provide for free choice of doctors.
It is difficult to understand how the efforts of organized medicine can raise
the necessary money to build, equip, and maintain the essential clinics, laboratories, and hospitals to care for millions of low-bracket individuals. On the
other hand, it appears as reasonable for the Federal Government to do this as.
it is for our Government to make payments to returned veterans for their education in private colleges and universities.
The Federal Government is not new or inexperienced in conducting health
matters for certain groups of its citizens.
Ever since 1798 our merchant seamen have received their medical care throughservices from tax funds collected and administered by the United States Public
Health Service. For the past 147 years that service has been undergoing constant expansion and development, and we haven't even stopped to think about it.
Our Federal Government now furnishes medical care and hospitalization to
Spanish War veterans, to No. I World War veterans, and to No. II World War
veterans. Venereal diseases 'are now diagnosed and treated by Government
agents. The States practice medicine, as they diagnose, treat, and hospitalize
tuberculosis. The counties practice medicine and also the cities as they diagnose and treat leprosy and other acute infectious diseases. The hospitals practice medicine as they sell X-ray and radium treatments to the laymen and,
pathological and other laboratory examination.
Now let us get down to the "meat in the coconut." No further argument is
needed to show that compulsory health insurance is necessary. Voluntary plans
will never accomplish the results we wish. Naturally, I have some apprehension
about the plan, just as you have, because I have not tried it out, but the more
familiar I become with the provisions of this health bill the less apprehensive
I am.
I shudder to think of living and practicing medicine under a medico-political
bureaucracy which opponents of the health bill call it. I do not fear any letdown in ambition among our scientists or physicians. That feeling among physicians has no foundation in fact. Doctors whether in practicing alone or in a
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group will have more incentive to advance in medicine and surgery than ever,
because they will have more adequate facilities, better equipped clinics, finer
laboratories, and better hospitals in which to carry out their work, than could
ever be provided by any other known means. Doctors can then follow out their
cases to a successful, scientific conclusion. The panel system in England is
working quite satisfactorily, and it has the approval of the British Medical
Society. I have talked to a number of physicians in England, and they all seem
satisfied.
If organized medicine wishes to suggest certain changes in the plan or wording of the proposed compulsory health insurance bill then proper steps should
be taken to accomplish such changes. Hearings are now going on. When this
health bill is enacted into law, millions of people then will pay their doctor's
bill that now have the embarrassing stigma of charity stamped upon them.
In closing, I would like to leave with you a simple suggestion, that the National Gastroenterological Association appoint a special committee to meet at
an early date and study carefully the provisions of Senate bill No. 1606, House
bill No. 4730, and also the Taft-Ball-Smith health bill, analyze the wording of
these two proposed health acts, then go to Washington and present these valid
objections or suggested changes, if any, to Senator Pepper and make an honest
plea to him for their adoption.
,Organized medicine is not strong enough nor do I think it is selfish enough
to try to combat the powerful forces that are now pressing for passage of a
health bill, therefore it seems fitting for our profession to get in on the ground
floor and attempt to secure the approval of certain safety devises and have
them incorporated into this health measure.
WnLLAMS, Axrz., May 2, 1946.

Hon. JAMES MJBRAY,
United States Senate, Washington, D. C.
DEAR SENATOR: I have read with interest the reports of the hearings on the
Wagner-Murray-Dingell bill before the Senate committee, and I believe that
the bill is for the best interests of both the public at large and the medical
profession as well, as far as I understand its provisions.
Under the present state of affairs the benefits of advanced medical knowledge
are not as available as they should be to the average individual. Since the
Fishbein self-perpetuating hierarchy has got control of the affairs of the AMA
the tendency is for a few doctors who are able to exert local political or social
drag to run city or county hospitals to suit their own purposes, and make them
a source of revenue for their own selfish ends. While they leave the actual
work to green interns or medical students. The evil of such a course was seen
in what happened not long ago in a hospital in Los Angeles, Calif., where a
number of patients died as a result of "wrong injections." There was considerable newspaper talk of a legislative investigation, but apparently all that
has died down; the big boys evidently have too much influence and are able
to prevent anything being done.
I am not a specialist, having been in general practice all of my life. But
some system whereby I could control my cases, and have them sent anywhere
where their individual needs could be best handled, would be most desirable;
and I believe that is the view of most medical doctors, who are situated like
myself, being located in communities where the population is small and facilities
from a hospital viewpoint limited. And, Senator, the vast majority of doctors
are in like case with myself.
A lady was in my office a few days ago and put the matter like this: She
has four young-children, and one of them requires an early operation, but, as
she said, none of the big fellows will look at your case unless you have three
or four hundred dollars to lay on the line. And since in her particular instance,
that money is not available, she is for the present clean out of luck. For, under
present circumstances there is nothing can be done about it.
I take the liberty of enclosing a carbon copy of a letter I wrote to the Arizona
State Medical Association, also a clipping from Peter Edson's column that
might be of interest. I think Edson has some views that are pretty near right.
Best of luck to you, Senator, and others who are promoting your bill
Very sincerely,
F. S. SPEARMAN, M. D.
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WILLrAMS, Am., March 18, 1945.

ARIZONA STATE MEDICAL ASSOCIATION,

Phoenix, Ariz.:
I have read the brochure you sent me, describing the various plans for prepaid
medical care in different States or localities. It seems to me, however, that
none of the so-called plans touches the heart of the matter, which is, to provide
a system of medical care that will include all who are in need of it. That
can only be accomplished by.having medical care included in and as a part
of social security. As a friend of mine, who holds an elective office in this
State, puts it "with all the advances made in recent years in medicine, there
ought to be some way to make these available to everybody, regardless of their
financial status." And this is not the case, unfortunately, only the wealthy
and the indigent who happen to live in or close to large centers of population,
where there are large hospital facilities at hand, with skilled personnel and all
that, being provided for under our present system. And, under the present
control of the affairs of the AMA by the Fishbein outfit, there is little.to hope
for from our AMA. About all that has come from that source has been obstruction to any suggestions for an improvement in universal medical care, a lot
of buink about gauleiters, the doing away with the doctor patient relation, and
so forth. And under the present dynasty the AMA was for the first time in its
history declared a "trust."
The February 1945 number of the Canadian Medical Association Journal contains an article telling how medical care is handled in Norway, the author
being the Deputy Director General of their system, and it seems to me that
a somewhat similar plan could be adopted in the United States. Under the
Norse plan, where a doctor in some outlying part of the country has a case
that cannot be handled locally, he can send it to Oslo or other points where
needed facilities are available. Then they have a good way of handling cults
and quacks, these latter gentry having to display on their signs their limitations in medical training. Whereas with use the number of naturopaths, vitopaths, and so forth world *without end, is constantly on the increase, at the
present time obtaining recognition in a number of States, even to the extent
of gaining the right to practice surgery and use other methods of getting into
the practice of medicine through the back door. And with the wholesale production of penicillin soon to render that valuable agent accessible to all, that
will become as great a racket as the vitamin racket has come to be.
S Very sincerely,
a

CAPITAL COLUMN

By Peter Edson
WASHINGTON, April 22.-The panel of four physicians from the American Medical Association, called to Washington for consultation on the condition of Senate
bill 1606, alias the Wagner-Murray-Dingell national health bill, didn't make too
good a diagnosis.
This particular clinic from the AMA doesn't like old bill S. 1606 in the first
place. What they recommended was a major operation to cut out its heart. If
the patient dies, it apparently will be all right with the AMA.
The advice of competent medical authorities should always be listened to, and
the AMA group under its president, Dr. R. L. Sensenicn of South Bend, Ind., came
with a whole sheaf of prepared fever charts in its pill bags. But when Senator
Forrest C. Donnell, Republican of Missouri, who also doesn't like bill S. 1606,
asked Dr. Sensenich to sum up what was wrong, the best he could do was come
up with a list of symptoms something like this:
First, said Dr. Sensenich, there was nothing in the bill which had anything to
do with preventive medicine.
The spectators in the Senate Education and Labor Committee operating room,
where the bill S. 1606 was laid out on the table to be opened up, gasped at that a
little, because the whole idea of the bill is to find ways to provide more medical
care for more people at less average cost. Furthermore, the voluntary health
insurance plan which the AMA recommends as a substitute would naturally provide less preventive medicine than a compulsory health insurance plan providing
regular examination for everyone in the country.
85907-4--pt. 5----35
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Second, Dr. Sensenich said he -thought bill S. 1606 would prevent free choice of
physician by the patient.
Well, the bill specifices there shall be free choice by both patient and physician.
Any patient would be free to consult any doctor he chose. Any doctor could
take care of or refuse any patient he chose, or could boycott national health insurance patients completely, remaining a private practice physician exclusively.
Third, Dr. Sensenich claimed that under national health plans, medical service
would deteriorate and by regimentaton of both patients and doctors, it would be
standardized at low levels of quality because doctors would have to treat so many
more patients.
Would it? The complaint of good doctors now is they are so overworked they
can't give as much attention to patients as they should. Doctors with not enough
practice can't make good enough living to keep up with advances in their profession. Spreading the work might improve the quality of the service. It's debatable.
Next it was claimed that national health insurance would destroy the incentive
of the physician, by putting the government between the physician and his patient,
by making doctors civil servants.
Only actual experience under the plan is going to prove that. It might work
out that the doctors would find they had more incentive. If there were national
health insurance, every doctor would know he would be paid for his services.
The doctor's embarrassment at having to collect bills and dun deadbeats would
end and charity cases largely would be eliminated.
Dr. Sensenich then claimed that national health insurance would tend toward
treatment of patients in clinics, and that too often in clinics the patients didn't
get well. The reason he gave for this was that in clinics the group of doctors
jiever dealt with the patient's personality. It took a physician who had the
patience to restore the patient's confidence, he said, to effect cures.
PHILADELPHIA, PA., April 21, 1946.

Hon. JAMES E. MURRAY,

Washington, D. C.
DEAR SIR: As an individual of the many thousands of my profession I take
the privilege to express my opinion of the great Wagner-Murray-Dingell health
bill. It is the bill the great American masses need. Do not put much faith
in the arguments advanced by the spokesmen of the AMA and the ADA. They
speak neither for the bulk of the American people nor for the great majority
of the professionals. They speak only for a small group of privileged practitioners who fear only for the loss of their privileges and even that fear is
groundless. They call it socialized medicine, which it is not. They misrepresent
it and they know it. I am speaking the sentiments of the average dentist. Unfortunatitly we have no forum, and cannot be heard, but I am speaking facts and
God knows it. I could say much more, but do not want to burden you.
Respectfuly yours,
DR. STAMBLER, Dentist.

ERIE, PA., April 12, 1946.
The Hon. JAMES E. MURRAY,

Chairman, Senate Committee on Education.
DEAR SENATOR: Will you kindly overlook this manila paper as I find I'm out
of the other and I do not wish postponing the accompanying letter by one who
lflicially is capable of judging between compulsory health insurance and the old
style.
The letter was written by no less an authority than the secretary of the
British Medical Association; and it was written after 15 years' experience of
such compulsory health insurance in England. As most of the bellyachers here
concoct dreadful imaginings out of pure imagination and without the benefit of
scientific observation and experiment, such evidence is much needed. But here
goes. The letter was written as a rebuttal of a Chicago Tribune's reporter
who took it upon himself without visiting or inquiring from those competent to
judge, to assess the value of compulsory insurance in England. But let the
man speak:
"LONDON, November 3, 1936.

"I have read with interest and no little surprise the article State Medicine
and Slavery-Britain's Modern Burden, by John S. Steele. Who Mr. Steele is
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I do not know. That his description of national health insurance in this country
is inaccurate and misleading I do know.
"The British Medical Association, of which I have the honor to be medical
secretary, represents the medical profession of this country. It is the mouthpiece of insurance practitioners and is recognized as such by His Majesty's Government. But this Mr. Steele has not visited me to learn the doctor's attitude to
compulsory health insurance; and it is evident from his article that he has not
taken the trouble to learn from anyone what it is and how it works.
"Again and again public pronouncements of the point of view of the medical
profession on national health insurance have been made by this association.
"Mr. Steele ignores them all.
"I suspect the reason is that he desires at all costs to condemn national
health insurance, for our pronouncements have made it clear that the medical
profession regards national health insurance as a social development which
has improved immeasurably the health of the people covered by it, at the same time
raising the standard of medical practice. [Italics mine.--C. T.]
"Medicine in this country is an honorable profession and tne standard of insurance practitioners are as high as the highest in the profession.
"The insured person chooses his own doctor.
"The general practitioner renders to that patient a full service, the relationship%
between the doctor and the patient being exactly the same as exists between'
doctor and private patient except that no fees are paid.
"The doctor.is the servant of his own conscience.
"A doctor can prescribe anything for his patient provided that he can justify"
it to his fellow practitioners.
"This is what the medical profession itself said through the British Medical'
Association:
"'Large numbers, indeed whole classes, of persons are now receiving a real
medical attention which formerly they did not receive at all.
"'The number of practitioners in proportion to the population in densely populated areas has increased.
"'The amount and character of the medical attention given is superior to that
formerly given.
"'Illness is now coming under skilled observation and treatment at an earlierstage than was formerly the case.
"'Speaking generally, the work of practitioners has been given a bias toward'
prevention, which was not formerly marked.
"'Clinical records have been and are being provided which may be of service in
relation to medical research and public health.
"'Cooperation among practitioners is being encouraged to an increasing degree.
"'There is now a more marked recognition than formerly of the collective
responsibility of the profession to the community in respect of all health matters.'
"What has been the effect of the national health insurance system on thenational health? The Royal Commission itself (set up in 1926 to review the
results of the system) stated:
"'We can say confidently that adverse forecasts have been falsified and that
medical benefit has proved in practice a successful and most valued factor in theadvancement of the health of the nation.'
"Since 1926 (when the Report of the Royal Commission on National Health
Insurance appeared) national health insurance has become still more firmly established in this country as a social and medical development of immense value to
the community.
"There is a strong movement in this country, in which the medical profession
wholeheartedly joins, to extend and amplify national health insurance; such.
developments are believed to be in the highest interests of the community.
"G. C. ANDERSON,

"Medical Secretary.
"British Medical Association."
That's it. I used this effectively in a recent debate with Dr. Hess in public
forum. He had previously battled Dr. E. Boas, of Columbia, in public forum
here. My argument was: One ounce of experience is better than a ton of imagination or imaginative forecast. After the debate was over, the president of the
Jewish Women's Council (before which it was held) told me that having gone
around among the auditors that they concurred 98 percent with me and this
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argument. This insurance is not merely speculative or subject for speculation
any longer. It has been successfully tested in 29 European countries.
Best wishes for the cause.
I have the honor to remain,
Sincerely,
CHARLES 3. TUEACY, Ph. D.
P. S.-It is ironic but true that the National Physicians Committee in turning
to speculation as to the outcome of the bill, rather than to scientifically observed
fact, are rendering themselves obnoxious to the charge of being socially unscientific.-C. T.
AMERICAN MEDICAL PRACTITIONER,

NEw YORK, May 14, 1946.
Senator WAGNER,
Washington, D. U.
DEAR SENATOR: Physicians, like other people, may be divided into two groups-

the articulate and the inarticulate. The articulate is the group that publishes
the journals and makes the speeches in medical societies; the inarticulate group
is composed of men who do not publish papers and who dq their talking only on
benches among themselves while speeches are being made to them. The inarticulates outnumber the articulates at least 100 to 1. From my observations and
studies, I am convinced that the great majority of physicians are in favor of
state medicine, even to the extent of having physicians on a salary basis instead
of retaining the competitive system of getting patients.
Yours truly,
MAX UNGzE, M. D.
WILKINSON CLINIC,

Huntington1, W. Va., April 17, 1946.
Hon. JAMES E. MURRAY,

Senate Ofice Building, Washington, D. 0.
DEAR SENATOR: I am desirous of testifying before the Education and Labor
Committee in reference to S. 1606, and in the event that this is impossible, at
least an opportunity to be permitted to submit written statements, which can
be printed in the record of the hearings.
I was privileged to attend the committee hearing the day Mr. William B. Martin,
of the American Bar Association, was testifying and was thoroughly in accord
with his contention concerning the tenth amendment to the Constitution.
I am not particularly opposed to the bill except that I am naturally in favor
of the whole thing being voluntary, but it looks as if that won't work. However,
I am opposed to measures of this kind being attempted by the Federal Government rather than by the various States. I thoroughly realize that the States
haven't done much about the matter, but have they really been pushed by the
Federal Government into doing anything about it? I say, definitely not To me,
it would seem that it would be vastly better if the Federal Government would
flatly tell the States that unless they took independent action by, say, 1950, that
the Federal Government would at that time. I believe, then, that most of the
States would have worked out something.
Another point that I think needs reappraisal is the contention that so many
draftees were placed in 4-F as physical misfits. I happen to be one of those
so placed in 4-F, and it was for only minor physical defects such as allergy,
which, when it came on, incapacitated me for only a short period of time. With
a thing like this you can of course see that it would be unwise to be on the actual
firing line. However, in some other branch of the armed forces, I could have
served all right. I am sure that this is true of at least 50 percent of those in 4-F.
I am wondering what the Medical Corps think about this contention, and would
appreciate anything that your office might send me in this regards.
There are other points that I would like to take up more thoroughly if
permitted to do so, such as the responsibility of local governmental units in the
over-all health picture. Here in West Virginia, for example, Huntington is the
largest city in the State and yet we are the only city of any significance that
does not maintain a full-time health department. Too, while most of the other
cities have full-time units, their counties also maintain full-time units. Cabell
I Professor of economies and philosophy at Villa Maria College here.
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County, in which Huntington is located, doesn't have a full-time unit either.
Why is this? I emphatically say it is because of the lousy politics here. I have
no doubt that similar conditions exist all over the country which should be
corrected as a first effort to better the health of all of the people.
Trusting that I will hear from you soon relative to these matters, and that I
will at least be asked to submit a written report to the committee. I should
also like the opportunity of personally talking with you the next time I am in
Washington.

Sincerely yours,

SR.
J. WILKINSON, Jr.
P. S.: I am president of a local social hygiene association, a former chairman
of our local junior chamber of commerce public health committee, and also a
member of the West Virginia State Hospital Association. I am, also, one of those
working on the formation of a Southern Hospital Association.

HEALTH SERVICE AND THE PUBLIC-AN EXAMINATION OF CONFLICTING SOCIAL
PHILOSOPHIES

By Maurice William, presented before a joint meeting of the New York Academy
of Dentistry and the New York section of the American College of Dentists
December 13, 1934
An explorer who had recently returned from the Arctic regions was telling
his friends something about the habits of natives in that part of the world. "How
do they spend their time during the closed season?" he was asked. "Well," said
the returned traveler, "some of the time they sit and think but most of the
time they just sit."
The past 5 years have been the closed season for the natives of our own
country, including of course, the health service professions. We have had
plenty of time to sit and think and plenty of time to just sit. The progress of
our professions will be the measure of our capacity to think and to think
straight. Progress has little meaning and even less reward for those who
just sit.
Since none of us would resent the charge that he is a profound thinker, let
us attempt to recall some of the deep thoughts that flitted across our minds
during the past 5 years and to note what bearing, if any, those thoughts may
have had on the subject we are considering this evening.
I dare say that one of the problems about which we should like to stop thinking
is the depression. But it persists in remaining in the foreground of our minds
to the exclusion of more pleasant subjects. We recall that the depression is
world-wide. No nation has escaped its visitation. No stratum in society has
remained free from its baneful influence.
We ask ourselves, "What is a depression?" and the answer comes back that a
depression is but an unpleasant reminder that man has met with a temporary
set-back in his effort to make secure his earthly existence. This is no new experience. The struggle for existence is man's eternal problem.
All sorts of social philosophies have evolved from man's brain, each of which
claims superiority over all competitors as regards speed and efficiency in removing all obstacles which impede man's progress. Since there are about
2,000,000,000 humans struggling to retain a foothold upon the globe's surface,
would you be overmuch surprise if I were to suggest that unanimity is yet to be
attained as to the social philosophy which would prove most useful to man's purpose to conquer his environment?
Social philosophies are but tools; they come and they go, but man goes on
forever. Among the outstanding social philosophies from which modern man
can make his choice are democracy, communism, socialism, fascism, and nazism.
It should be emphasized that all these social philospohies agree in their ultimate
objective, which is to assist man to solve his problem of existence. Where they
differ, and differ violently, is in the method which each proposes man should
adopt as the most effective means of attaining his goal.
The outstanding phenomenon of contemporary history is the simultaneous
attempt in different parts of the world to apply a diametrically opposite method
of attaining a common goaL All civil wars of modern times--the civil wars in
Russia, in Italy, in Germany, in Austria, in China, and in Spain are but the
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expressions of the final and bloody form which differences over methods can
ultimately take.
These are some of the reasons why the methods advocated by a given social
philosophy assume great practical importance. The methods of democracy upon
which our own Government is founded have stood the test of over a century and
a half and command the loyal support of the overwhelming majority of the
American people. Russian Communism on the other hand is a product of the
great war. The practical test to which its methods have been submitted are a
little over 17 years old and have yet to prove their worth. The American people
are not opposed to Russia's attempt to test out the merits of the methods advocated by the social philosophy upon which communism is based. But they will
most emphatically resent any attempt to impose the methods of communism on
their own country. And this holds true for the entire Communist program, or
for any part thereof. It is therefore safe to assume that any proposal which
can be traced to the Communist philosophy will be rejected by the American
people. This determined policy of the American people is a double-edged sword
fraught with grave danger to those who may least suspect it.
Would it not be strange indeed if out of the unprecedented world upheaval
of recent years, with its heritage of new and strange social philosophies, that
the health-service professions had escaped their influence? The radical changes
now so forcefully advocated both within and without the professions are rather
lively reminder's that health service cannot escape the influence of the conflicting
social philosophies of our times.
Let us examine some of the practical demonstrations of the operations of this
conflict within the health service professions. An outstanding example is the
reception accorded to the report of the Committee on the Costs of Medical Care.
It seems that the one major point upon which the opposing groups can wholly
agree, is that they disagree. The American Medical Association assumed the
leadership of the attacking forces. It soon made the startling discovery that
the report was based on un-American principles. This discovery cleared the
ground for action. A patriotic duty now devolved upon the American Medical
Association to protect the American people against this new danger.
In an effort to discharge its obligation to its fellow-citizens, the American
Medical Association published an editorial in the December 1932 issue of its official
journal, warning the American people of the menacing social philosophy upon
which the report of the Committee on the Costs of Medical Care is based. The
people were apprised that the committee's recommendations are but the practical
application of the principles of "socialism, communism-inciting to revolution"
and because it is "socialism, communism-inciting to revolution" the American
Medical Association asked the American people to reject the report of the Committee on the Costs of Medical Care.
Sensing that mere denunciation, however thunderous, could hardly meet the
unusual situation created by the publication of the committee's report, the house
of delegates of the American Medical Association drafted and adopted a platform
consisting of ten plans which has been offered to the American people as a suitable
substitute for the report of the Medical Costs Committee. I read from some of
the planks: "All features of medical service in any method of medical practice
should be under the control of the medical profession. * * * All responsibility for the character of medical service must be borne by the profession. * * *
All medical phases of all institutions involved in the medical service should be
under professional control." * * * The entire platform seems to be founded
upon the fundamental principles officially proclaimed by the American Medical
Association that "medicine has a right to control its own affairs." To protect
through organized effort the interest of the members of the medical profession,
appears to be its main objective.
At this point it is imperative that we determine to which of the numerous conflicting social philosophies the position of the American Medical Association conforms. Is it anti-Communist? Is- it pro-Communist? Does it conform to or
is it in conflict with the fundamental principles of American democracy? The
basic questions cannot be answered without some understanding of the social
-philosophies upon which Communism, Socialism, and Democracy are founded.
Both modern communism and modern socialism are based upon the social
philosophy formulated by Karl Marx. Both direct their appeal to producers.
Both aim to organize the producers along class lines in order to promote their
interests as a class. Nikolai Lenin, famous Russian disciple of Karl Marx, and
founder of Bolshevist Russia, startled the world with the challenging slogan,
'"Allpower to the workers! All power to the Soviets!"
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Eugene V. Debs, five-times Socialist Party candidate for president of the
United States, subscribed to the same social philosophy. Debs appealed to the
producers to take over the control of American industry on. the ground that:
"The working class alone made the tools, the working class alone can use them,
and the working class must therefore own them. This is the revolutionary
demand of the Socialist movement."
Where is the distinction between the social philosophy of the American Medical
should
* *
Association, with its demand that "all features of medical service
be under the control of the medical profession" and the Communist philosophy
with its demand for "All power to the workers! All power to the Soviets! If
there is a distinction, I confess I have not been able to discover it. Both are
based on class interests. Both appeal to producers. Both aim to control their
means of production. Both stand on the principle of the dictatorship of the
minority as producers, against the majority as consumers. Both are opposed
to democratic control. Both are antisocial and both are doomed to fail.
From the foregoing, it may be seen that it is not the Committee on the Costs
of Medical Care, but the American Medical Association which takes its stand
on the principles of communism. The committee report is rooted in democratic
principles; in social, not class principles; in principles which aim to promote the
best interests of all the people, including, of course, all the members of all
the health service professions. How could it be otherwise? No program calculated to extend the benefits of the healtth service professions tto all the people
could fail to advance the interests of those through whom service is rendered.
The health-service professions must set an example of a high sense of social
responsibility. It is but a truism to say that the health of the people is the
people's concern; I for one, hope to see the day when the sense of social responsibility of the health service professions will be so highly developed as
to make the health of the American people their major concern.
But this much-to-be-desired ideal can only be the result of a clearer understanding of the part each of us plays in organized society. All, who are gainfully employed, play a dual role in society-producers and consumers. As
producers, others command our services; as consumers, we command the services
of others. As producers, we render a single sevice; as consumers, we command
innumerable services. As producers, we have common interests only with those
who render the same type of service; as consumers, we have common interests
with every other human being. As producers we are a powerless minority; as consumers we are part of an invincible majority. Because of the multiplicity of our
consumer needs, our interests as consumers are paramount to our interests as
producers. We do not live to work; we work to live.
In view of the inescapable truths, is it not the height of folly to invite a test
of strength between our own producer power, expressed in terms of health
service professions, against the overwhelming majority of consumers? Let us
observe where such folly must lead. It implies that the minority can dictate to
the majority.
It implies that the public exists for the health-service professions, and not the
health-service professions for the public. It implies that the servants of society
can claim the right to be the masters of society. Be it remembered that it is the
citizen, in his capacity as consumer, who is the master in society. He employs
everybody.
As fellow citizens, we are the peer of every other American citizen. It is high
time that we, as Americans, should recognize the dignity and the privileges of
citizenship. When exercising the functions of citizenship, we serve our interests
as consumers, in common with every other consumer. Such are the traditional
methods of American democracy.
In Bolshevist Russia, the entire picture is reversed. The producer is now the
master over the entire Russian people. The minority dictates to the majority,
the so-called dictatorship of the proletariat. The health-service professions of
America are at the cross roads. Which will they choose? The methods typical
of Russia, or the methods typical of America ?
Nothing that Russia has accomplished can make us lose faith in American
ideals. We must work out our problems in our own way and by methods which
conform to American tradition. Instead of resenting the report of the committee on the costs of medical care as a threat to the health-service professions, we
should try to obtain a clearer understanding of the conditions which brought the
committee into being.
Let us forget our so-called rights long enough to recall our responsibilities to
the American people. Our rights as professions are derived from the people.
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If 100 percent of the American people received proper health service, a hundred
percent of the members of the health-service professions would be fully employed,
rendering that service. Under conditions prevailing today, only a small proportion of the American people receive adequate health service, with the inevitable
corollary that only a small proportion of the health-service professions are
gainfully employed. Could there be need for more convincing proof of the common interests between the health-service professions and the American people?
A gain for one is a gain for both, and the reverse is also true.
Instead of opposing such socially minded efforts as that of the committee on
the costs of medical care, we should, on the contrary, stimulate and support
every study which aims to bring the health-service professions and the American
people closer together to their mutual advantage.
Upon no section of the American people rests a more sacred responsibility for
the preservation of our Nation than upon the health-service professions. The
health of the Nation is the first line of defense. Manpower is paramount to
armies and navies. These are useless without viril manhood behind them. The
general staff is ever watchful to maintain, to the point of highest efficiency, our
agencies of national defense. The health-service professions can do no less.
Healthy manhood is not only the best defense against external aggression, but
is the most effective means of preventing systematic disease. Thus a dual
responsibility rests upon the health-service professions. We must not fail our
Nation.
The economic ills of the health-service professions are traceable to the fact
that they have failed to take the American people into their confidence. The
knowledge they have acquired has to a very large extent been kept from the
American people. This has resulted in physical disaster to the people and
economic disaster to the health service professions. Let us be honest with ourselves. The blame is ours, and no amount of heat can alter the facts. We need
light, not heat. We need leadership which recognizes duty above self-interest.
We need vision which recognizes that those gain most who serve best. We lack
such leadership and have been compelled to pay the price.
Today the health service professions find themselves in the anomalous position of blocking, rather than of promoting the American people's efforts to preserve their well-being. All such efforts serve merely to expose the antisocial
character of our leadership. It cannot succeed. It must not succeed.
The American people are merely doing what the health service professions
failed to do. They have taken over the task of protecting their own health.
When the American people assume powers in their own interests, to oppose such
assumption is to be destroyed. Such is the teaching of history.
I am not ready to admit that the general membership of the health service
professions is correctly interpreted to the American people by its antisocial leadership. Members of the health service professions are trained to serve. They
will not long tolerate leadership which places its own interests above the welfare of the people. The day is fast approaching which will see the health service
professions in the forefront of the fight to bring to all the American people the
beneflcient ministrations of the health service professions. Then and only
then, will.they receive recognition as worthy social agencies striving to promote
the well-being of the American people.
I have made an attempt to trace, in the barest outline, the operations of conflicting social philosophies. This conflict has been largely responsible for the
turmoil and the misery from which the entire world has been, and still is, suffering since the great war. I have tried to show how blind leadership is attempting, by means.of this conflict, to inject the class-war between the health service
professions and the public they serve. If I sense the spirit which motivates the
vast majority of the members of the health-service professions, I may safely predict that they will find a way to rebuke and to repudiate a reactionary leadership which seeks to place the health-service professions in a false and antisocial
relation toward their own fellow citizens.
SEATrLE, WASH., May 24, 146.
The HONORABLE JAMES E. MtURAY,
United States Senate, Washington, D. C.
DEAR SIR: I understand that Dr. M. S. Jared, of Seattle, is to testify before
your committee in the next day or two. His testimony, I am informed, will deal
with the glories of the prepaid system of medical care as practiced in Seattle,
or perhaps in the State of Washington as a whole.

NATIONAL HEALTH PROGRAM

3061

I have been a practicing physician in Seattle for close to 25 years. I regret
that I am unable to identify myself, as retributive measures in one form or
another would surely be my lot. I am a member of the King County Medical
Society and of its Medical Service Bureau administering prepaid care.
It may be of assistance to your committee to elicit from Dr. Jared answers to
some of the following points:
1. Is it true that under the Seattle system patients do not have freedom of
choice of physician? Less than 50 percent of the medical profession of Seattle
participate; this figure includes nonmembers of the medical society.
2. Is it true that every obstacle is thrown in a newcomer's way to keep him
from participating, by simply finding reasons for keeping him out of the Medical
Society?
3. Is it true that the physicians at present receive $1.80 per office call, and that
this figure has been reached only after 15 years, during which period the calls
were paid for beginning with 80 cents, then $1, then $1.20, etc., until the
present fee was reached, and that $2 per call is the maximum fee he can reach?
4. Is it true that funds were built up over the period of years the prepaid system has been in existence by withholding from physicians, by means of payment
of the above low fees, and through legal "hocus pocus," thefunds were utilized for
the securing of the Doctors Hospital, which had been initiated by Federal grant,
but is now in the sole custody of the clique running it? Is it true that while this
clique permits patients under the prepaid system to be hospitalized there, withholds privileges from some of the doctors who participate in the plan, and thus
again limits choice of physician even amongst those who do participate * * *
and that after the money was withheld from these physicians and utilized to
secure this hospital?
5. Is it true that any member of the medical society is considered moral and
ethical no matter how much he mulcts the patient, while that same member must
receive authority for surgery and other expensive care when that is furnished
by the prepaid system? Is it true that the doctor does not have wings, and will
by nature push private enterprise in medicine, in which the individual has no
way of knowing whether he is being hurt or bettered, to the maximum, as long
as the patient has any money left to spend?
Yours respectfully,
A DocTon ASHAMED OF DOCTORs,
PracticingM. D. in Seattle.
Subsequently the chairman submitted the following supplementary list of
organizations which have indicated their endorsement of S. 1606:
Alameda County Council, CIO.
Amalgamated Meat Cutters and Butcher Workmen of North America.
American Association of Social Workers, Milwaukee Chapter.
American Epilepsy League, Inc.
American Labor Party-PAC, New York County.
American Labor Party, Bayside Club.
American Slave Congress.
American Veterans Committee Auxiliary, Philadelphia Area.
American Veterans Committee, Brenner Wiener Chapter, New York.
American Veterans Committee, Corp. Albert Gilberman Chapter, New York.
American Veterans Committee, Crown Heights Chapter, New York.
American Veterans Committee, Denver University, Colorado.
American Veterans Committee, Ernie Pyle Chapter. Dorchester, Mass.
American Veterans Committee, Hartford Chapter, No. 1, Connecticut
American Veterans Committee, Long Beach, Calif., Chapter, No. 1.
American Veterans Committee, Manhattan Chapter, No. 2.
American Veterans Committee, North Shore Chapter, New York.
American Veterans Committee, Pelham Parkway Chapter, New York.
American Veterans Committee, Long Beach, Calif., Chapter, No. 1.
Asheville Central Labor Union, North Carolina.
Atlanta Federation of Trades, Georgia.
Association for Childhood Education.
Blackman Lake Local, Washington State Pension Union.
Boot and Shoe Workers Union, St. Louis. Mo.
Brownsville Neighborhood Council, New York.
Calumet Joint Labor Council, Illinois.I
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Carpenters' District Council of St. Louis.
Central Labor and Trades Assembly, Joplin, Mo.
Central Labor Union, Dearborn County, Ind.
Central Labour Council, Humboldt County, Calif.
Central Labor Council, Nezperce County, Idaho.
Central Labor Council, Portland, Oreg.
Central Labor Council, Portsmouth, Ohio.
Central Labor Council, Santa Barbara, Calif.
Central Labor Council, Spokane, Wash.
Central Labor Union, Chattanooga, Tenn.
Central Labor Union, Creek County, Okla.
Central Labor Union, Louisville, Ky.
Central Trades and Labor Council, Edwardsville, Ill.
Central Trade and Labor Council, Parkersburg, W. Va.
Central Trades and Labor Union, St. Louis, Mo.
Chicago Action Council.
Chi Eta Phi Sorority, Washington, D. C.
Children's Aid Society of Pennsylvania.
Church Federation of Los Angeles.
Citizens Political Action Committee of Queens, N. Y.
Community Club Health Committee, Brooklyn, N. Y.
Consumers League of Michigan.
Council for Community Action, New York.
Contra Costa County Central Labor Council.
Contra Costa County CIO Council.
Cooperative Trades and Labor Council, Hamilton, Ohio.
Current Issues Committee, Brooklyn, N. Y.
Dubuque Trades and Labor Congress, Iowa.
Duluth CIO Womens' Auxiliary.
Eau Claire Industrial Union Council, Wisconsin.
Farmers E lucational and Cooperative Union, Casselton, N. Dak.
Federation of Crippled and Disabled, Inc., New York.
Federation of Glass, Ceramic and Silica Sand Workers, CIO.
Fort Wayne Federation of Labor, Indiana.
Fraternal Order of Eagles, Bellaire, Ohio.
Girls' Friendly Society of the U. S. A.
Greater Buffalo Industrial Union Council, CIO.
Kenosha Trades and Labor Council, Wisconsin.
Illinois State Federation of Labor.
Independent Citizens Committee of the Arts, Sciences and Professions, Inc.
Independent Citizens Committee of the Arts, Sciences and Professions, Radio,
Stage and Screen Division.
Independent Voters Committee of Garden Bay Manor, N. Y.
Industrial Union Council CIO, Norristown, Pa.
Industrial Union of Marine and Shipbuilding Workers of America, CIO.
International Brotherhood of Boilermakers, Iron Ship Builders and Helpers
of America, Great Falls, Mont.
International Brotherhood Electrical Workers, IKalamazoo, Mich.
International Brotherhood of Paper Makers.
International Federation of Architects, Engineers, Chemists and Technicians,
Washington, D. C.
International Federation of Architects, Engineers, Chemists and Technicians,
Philadelphia, Pa.
International Ladies Garment Workers' Union, Hazelton, Pa.
International Photo-Engra-vers Union of North America.
International Typographical Union.
International Union of Mine, Mill and Smelter Workers, CIO, Fayetteville, N. Y.
International Workers Order, Lodge 755, Westland, Pa.
International Workers Order, Lodge 4266, Chicago, 1l.
International Workers Order, Lodge 748, Chicago, Ill.
International Workers Order, Marengo, Wis.
International Workers Order, Racine, Wis.
Julius Rosenwald Fund.
Jewish Community Council of Springfield, Mass.
Jewish Peoples Fraternal Order, Jack Breaer Lodge.
Kentucyk State Federation of Labor.
Lake County Central Labor Union, qry, Ind.
League of Women Shoppers, Inc., NeWYork Chapter.
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Los Angeles Newspaper Guild, CIO.
Michigan Citizens Committee.
Midwest Independent Citizens Committee of Arts, Sciences and Professions.
Muskegon Federation of Teachers, Michigan.
National Association of Colored Women.
National Association of Telephone Equipment Workers.
National Federation of Telephone Workers.
National Lawyers Guild, Baltimore City Chapter.
National Lawyers Guild, New York City Chapter.
National Society for Crippled Children and Adults, Inc.
Nature Friends of Chicago.
New York Association of Teachers of Biological Sciences.
North Platte Valley Central Labor Union, Scottsbluff, Nebr.
Norwalk Central Labor Union, Connecticut.
Oil Workers Union, Martinez, Calif.
Oil Workers International Union, Sapulpa, Okla.
Oklahoma City Trades and Labor Council.
Oklahoma State Federation of Labor.
Oregon State Federation of Labor.
Oxford Men's Forum, Oxford, Ohio.
Palo Alto Democratic Club, California.
Pennsylvania Federation of Labor.
People's Vote.
Philadelphia Citizens Political Action Committee.
Phoenix Central Labor Council, Arizona.
Photoengravers Union, No. 10, St. Louis, Mo.
Physicians Forum Inc., Washington Chapter.
Pioneer Women's Organization, Los Angeles, Calif.
Pioneer Women's Organization, Detroit, Mich.
Plywood, Box Shook and Door Council, Olympia, Wash.
Pontiac Industrial Unions Council, Michigan.
Portsmouth Lodge, No. 441, International Association of Machinists, Virginia.
Public Affairs Committee of Oxford, Ohio.
Railway Mail Association, Women's Auxiliary, Jackson Heights, New York.
Retail Clerks International Protective Association.
Retail, Wholesale and Chair Store Food Employees Union, Local 338, New York.
Rockaway Youth Forum, Rockaway Park, N. Y.
Roma Citizen Club, Inc., Plains, Pa.
Russian-American Citizens Club, Inc., New Haven, Conn.
Sauk County Federation of Labor, Wisconsin.
Screen Story Analysts' Guild, Hollywood, Calif.
Seattle Municipal Employees' Local No. 57, Washington.
State, County and Municipal Workers of America, CIO, Local 2, Chicago, Ill
St. Louis Newspaper Guild, Missouri.
St. Joseph Central Labor Council, Missouri.
Stove Mounters' International Union of North America, Kalamazoo, Micl.
St. Paul CIO Council, Minnesota.
Student Christian Movement in New England, Boston, Mass.
Trades and Labor Assembly, Ogden, Utah.
Trades and Labor Assembly, Sioux Falls, S. Dak.
Trades and Labor Council, East Liverpool, Ohio.
United Automobile Workers, AFL, Milwaukee, Wis.
Union Settlement, New York.
United Electrical, Radio, and Machine Workers of America, Local 286, Fitchburg, Mass.
United Electrical, Radio, and Machine Workers of America, Local 237, Bridgeport, Conn.
United Electrical, Radio, and Machine Workers of America, Local 1131, Milwaukee, Wis.
United Hatters, Cap, and Millinery Workers International Union.
United Office and Professional Workers of America, Local 102, Detroit, Mich.
United Office and Professional Workers of America, Local 178, Los Angeles,
Calif.
United Packing House Workers of America, Local No. 11, Boston, Mass.
United Public Workers of America, Local 270, Milan, Mich.
United Public Workers of America, Local 1, New York.
United Retail and Wholesale Employees pf America, Local 189, Reading, Pa..
United Rubber Workers of America, Local 2, Akron, Ohio.
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United Steel Workers of America.
United Steelworkers, Local 1443, St. Louis, Mo.
United Textile Workers of America.
United Trades and Labor Council, Pittsburg, Kans.
University Consumers Council, Bronx, N. Y.
Urban League of Greater New York, Inc.
Utility Workers Union of America, CIO.
Virginia State Federation of Labor.
Wholesale and Warehouse Workers Union, Local 65, New York.
Workmen's Benefit Fund of the USA.
Young Women's Christian Association, Buffalo, N. Y.
STATEMENTS ON S. 2143
AMERICAN HOSPITAL ASSOCIATION,
WASHINGTON SERVICE BUREAU,
July 15, 1946.
Hon. JAMEs E. MURRAY,
Chairman, Committee on Education and Labor,
United States Senate, Washington, D. 0.
DEAR MR. MURRAY: In answer to your request we are pleased to submit comments on Senate bill 2143, which was introduced by Senator Taft on May 3, 1946.
While we speak for the American Hospital Association, we must point out that
this opinion is informal, since our council on Government relations has not had
opportunity to study this bill in order to establish the official position of the
American Hospital Association with regard to it.
However, the American Hospital Association has frequently stated its general
recommendations with respect to national legislation affecting the further development of hospital and medical care. In previous appearances before your
committee and before other congressional committees we have set forth certain
fundamental principles which we believe should be followed by the Federal
Government in its excellent purposes of making such care more widely available.
These broad recommendations have been formulated by hospital leaders on the
basis of practical administrative experience in providing hospital care to the
citizens of the various communities throughout the Nation. From these recommendations it is possible for us to judge what the opinion of hospital people
throughout the country would be with regard to any proposed legislation in the
field of health and it is on that basis that our present comments are made.
We have been impressed with the general approach of Senate bill 2143, to the
problem of indigent care. The American Hospital Association has officially
favored a program of Federal aid to the States to assist in making hospital and
medical care available to those who cannot pay for it. We recognize that this
indigent group is a minority of the population. It has been pointed out that
probably more than 75 percent of our people are self-supporting and independent
ar d prefer to remain so. Therefore, it seems inappropriate to set-up a complete
Federal system of medical and hospital care for the whole American people.
Most of them, we believe, do not want such a system and would resent the interference of government in such personal matters.
To the average American wage earner, Blue Cross plans and various other
methods of prepayment for hospital and medical care have special appeal. The
amazing growth of Blue Cross in a comparatively short time to where it now
covers more than one-seventh of our population is evidence that the American
people prefer to be independent and self-sufficient. These plans now protect
nearly 22 000.000 people. Over 7,000,000 of these have been added in the last 2
years. This indicates that its rate of growth is increasing. These figures do
not include the many millions of persons who are protected by commercial insurance and other similar voluntary methods of prepayment of hospital care.
The strong feature of the Blue Cross system is that it encourages the continuous growth of our voluntary system of medical and hospital care in this
country. Under this system medical and hospital care have equalled the highest
standards to be found anywhere in the world. It is our profound belief that the
present high quality of medical and hospital care in this country today has not
come about because of any governmental determination to create it but because
of the humanitarian incentives that are to be found only in a free people in a
country free of governmental interference.
We therefore concur in the broad aims of Senate bill 2143 to provide Federal
aid to the States to assist in the care of those who are not able to provide such
care for themselves.
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Modern hospital care has been developed over a long period of time to meet
specific needs. It has been the experience in this country that wherever a need
has arisen, the spontaneous efforts of the American people have been forthcoming to develop the answer to those needs. Thus the present system has been
developed in orderly fashion, one step at a time, according to the needs which
have arisen in the various areas throughout the country. We realize that in some
areas the ability of the States to care for their needy people has not approached
that of the country as a whole.
It is our belief that medical and hospital care will make better progress if
this orderly logical development is encouraged to continue. There are certain
definite needs now for improvement of medical and hospital care in various areas
of the country.
These needs are twofold. The first need is for additional hospital facilities.
S. 191, the Hospital Survey and Construction Act was developed in your committee to give Federal assistance to the States to determine where such additional hospital and health facilities are needed most, and to assist the States in
beginning a program of construction to meet those needs. If S. 191 be enacted
by the present session of Congress one great forward step in improving distribution of medical and hospital care will be well under way.
The other area of immediate need is in making medical and hospital care
available to the comparatively small group in our country who are financially
unable to pay for it. Senate bill 2143 apparently makes a sincere effort to meet
this need on this basis. To the extent to which Senate bill 2143 meets this need of
this group of people we favor this legislation. You will recall that In our testimony on Senate bill 1606 we approved in general the aims of title I of this bill
which endeavor to accomplish the same worth while purposes.
We wish to direct attention to section 308 of Senate bill 2143 which we strongly
favor. This would make it possible for Federal employees to participate in
Blue Cross and other prepayment plans through pay-roll deductions. We think
it is unfortunate that, so far, the largest employer in the country, the Federal
Government, has refused to permit its employees to participate in Blue Cross
plans through pay-roll deduction. We strongly favor legislation either in S 'nate
bill 2143 or in separate legislation which would permit pay-roll deductions for
Federal employees so that they may participate in this typically American method
of self protection.
In general we may say that the American Hospital Association favors the
approach'of Senate bill 2143 to the problem of national health. We believe that
no group of people in this country is more conscious of the desirbilitv of
extending medical and hospital care than we are; and no one is more conscious
of the apparent dangers of its development by means of complete Federal conItrol.
We are not able at this time to express an opinion on those administrative
provisions in the bill. However, if this legislation should he seriously considered
for prompt passage we would like to have an opportunity to give it thorough and
intensive study and present to you our comments in greater detail at that time.
We thank you for the opportunity of expressing to you the informal opinion
of the American Hospital Association with regard to this important topic.
Sincerely yours,
JOHN H. HATES, President-elect.
THE AssOCIATED WOMEN OF THE AMERICAN FARM BUREAU FEDERATION

Hon. JAMES E. MRRAY,

Chicago 2, Ill., June 4, 1946.

Chairman Education and Labor Committee,
Senate Office Building, Washington, D. 7.
DEAR SENATOR MURRAY: With further reference to our letter of May 24.
the matter of the Taft, Smith, and Ball bill, S. 2143, was referred to the board
of directors of the American Farm Bureau Federation, in session here last week.
The board directed that the bill receive further study by the medical care committee before taking definite position.
I would like to suggest that you keep in touch with our Washington representative, Mr. W. R. Ogg, who will advise you of later developments. .
Will you kindly include this letter in the record? Thanking you, I am.
Sincerely yours,
Mrs. CH s W. SEWELL,

Administrative Director
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BLUE CROSS COMMISSION OF THE AMERICAN HOSPITAL ASSOCIATION,

Chicago 10, Ill., June 17, 1946.
Senator JAMES E. MURBBAY,
Chairman,Education and Labor Committee,
Senate Offce Building, Washington, D. C.
DEAB SENATOR MURRAY: Senate bill 2143 which you forwarded to this office
with your letter of 21, contains certain features which have been officially endorsed by the Blue Cross Commission and which I believe would be in the interest
of the public if enacted into law.
With respect to the coordination of the various health functions in the United
States Government, there would appear to be no argument. Whether the specific
administrative set-up as outlined in title I is adequate in every detail I am not
prepared to state, but it would certainly seem desirable that the important health
agencies mentioned in section 104 be coordinated.
Title VII, General Medical Servicq for Families and Individuals With Low
Income. The provision which particularly appeals to sponsors of Blue Cross
plans is the provision that Federal grants-in-aid be paid to State-approved plans
for prepayment of health service including voluntary plans operated by nonprofit corporations. We believe that the principles of State option and voluntary
participation are important factors in a health program for the country, but
recognize the support and encouragement which may come from the use of
tax funds at both the State and Federal level.
We are also particularly interested in and favorable to section 308 authorizing
voluntary pay-roll deducations where groups of Federal employees wish to subscribe to a public or private health insurance fund for services to themselves.
Your letter did not indicate whether it is expected that there will be public
hearings on Senate bill 2143. If such hearings are called, we would be glad to
present personally some of the ideas which have been briefly outlined in this
letter.
Sincerely yours,
C. RUFus ROREM, Director.
FARMERS EDUCATIONAL AND COOPERATIVE UNION OF AMERICA,

SWVashington

3, D. C., July 1, 1946.

Senator JAMES E. MURRAY,

Chairman,Education and Labor Committee,
Senate Ofice Building, Washington, D. C.
DEAR SENATOR MURRAY: This is with reference to S. 2143, the Taft-SmithBall health bill, concerning which you invited us to make a supplementary
statement since the bill was offered after Mr. Patton and Mrs. Evanson appeared
on our behalf on S. 1606.
S. 2143 does not appear to us to call for extended comment. We strongly oppose this type of legislation in lieu of S. 1606. We believe that, as was indicated
during the hearings by our witnesses, the universal coverage proposed in S. 1606
is a prerequisite to any satisfactory national health program.
I hope that these supplementary views may be incoroprated in the hearings.
Sincerely yours,
RussELL SMITH, Legislative Secretary.

MATERNITY CENTER ASSOCIATION,

New York 21, N. Y., May 17, 1946.
The Honorable JAMES E. MURRAY,
United States Senate, Washington, D. C.
DeaR SENATOR MURRAY: The attached statement is sent to you from the Maternity Center Association with the hope that it may be incorporated into the
record of the hearings of the Committee on Education and Labor when S. 2143
is heard.
As our statement suggests, we feel that this bill would do little, if anything,
to help provide a safe quality of maternity care to the women of this country.
Sincerely yours,
Mrs. SHEPARD KRECH, President.
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STATEMENT OF LEO. J. LINDER, CHAIRMAN, NATIONAL COMMITTEE ON SOCIAL LEGIS-

LATION, NATIONAL LAWYERS GUILD, ON THE TAFT HEALTH BIL
SUBMITTED TO SENATE COMMITTEE ON EDUCATION

(S.

2143),

AND LABOR AT HEARINGS ON

JUNE 26, 1946
During the course of the hearings before the Senate Committee on Education
and Labor on the Wagner-Murray-Dingell National Health Act (S. 1606), Senators
Taft, Smith, and Ball have introduced an alternative proposal which they propose
as the National Health Act of 1946 (S. 2143, 79th Cong., 2d sess.). Senators
Taft, Smith, and Ball, in introducing their bill, have declared that it is "intended
entirely to replace" the Wagner-Murray-Dingell proposed national health program.
The new proposal, which is commonly referred to as the "Taft health bill," is
wholly different in its nature and approach to the problem of medical care. The
Taft Bill makes no provision whatever for a prepaid health insurance system,
which would give medical, dental and hospital benefits to employees and selfemployed persons and their dependents. Thus, the main proposal of the WagnerMurray-Dingell Health Act-vesting in substantially the entire population a
"right" to medical, dental and hospital care-is missing in the Taft bill.
I. ANALYSIS

OF THE TAFT BILL

The Taft bill makes the following proposals:
A. The creation of a single national health agency, to which the functions of
various existing Federal health bodies would be transferred.
B. Appropriations for medical and dental research.
C. Expansion of the activities of the Public Health Service through Federal
grants-in-aid to the States for medical and dental services, to be supplied to
families and individuals with low income, and for various health inspection and
dental health services for school children.
The proposals of the Taft health bill in each of these matters may be summarized briefly as follows:
A. National health agency

The Taft bill contains a finding that "health and medical functions are widely
scattered through many agencies in the Federal Government, with resultant
confusion and duplication of effort" (sec. 2 (a), pp. 1-2). The bill proposes
that an independent agency be created in the Executive branch of the Government, to be known as the "National Health Agency," to be administered by a
National Health Administrator, who must be a Doctor of Medicine with experience
either in the Public Health Service or in active practice and in medical research,
teaching or Administration (sec. 101, pp. 2-3). To this National Health
Agency, there would be transferred. the functions, powers and duties of the
present Public Health Service, the Food and Drug Administration, the Offoee of
Vocational Rehabilitation, the Children's Bureau in the Department of Labor
insofar as it is concerned with the administration of certain provisions of the
Social Security Act, the Division of Health Studies in the Bureau of Research
and Statistics of the Social Security Board, and other agencies. The new National
Health Agency would then be composed of constituent units comparable to the
agencies thus transferred. Except for the Surgeon General of the Public Health
Service, the heads of all the constituent agencies are to be appointed by the
Administrator secss. 103, 104, pp. 5-10).
B. Appropriations for medical and dental research

The bill proposes the following provisions to expand the research activities
of the Public Health Service:
1. For each of 5 years, up to $2,000,000 would be authorized for appropriation
for grants-in-aid through the National Institute of Health to universities and
similar institutions for general medical research, and up to $2,500,000 for medical
research in and operation of the National Institute of Health (sec. 203, p. 12).
2. A National Institute of Dental Research would be established as a division
in the National Institute of Health, and there would be authorized for appropriation for grants-in-aid for dental research training over a 5-year period sums
which would start at not more than $75,000 for the first year and rise to not
more than $300,000 for the fourth and fl'th years, and for research and scholarships within the National Institute of Dental Research sums not to exceed $175,-
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000 for the first year, and rising to not more than $300,000 for the fourth and fifth
years (title IX pt A, pp. 33-37).
3. A National Institute of Neuropsychiatric Research would be established
as a division in the National Institute of Health, and there would be authorized
for appropriation for grants-in-aid for research and scholarships in neuropsychiatric health within the Institute of Neuropsychiatric Research sums ranging
from $300,000 in the first year to sums not to exceed $700,000 in-the fourth and
fifth years (title IX, pt. B, pp. 37-42).
4. There would be authorized for appropriation not over $1,000,000 for erection
and equipment of buildings and other facilities for the use of the National Institute of Dental Research, and not over $4,500,000 for buildings and other facilities
for .the use of the National Institute of Neuropsychiatric Research (title IX,
pt C, pp. 42-43).
C. Federal grants-in-aid to States for medical and dental care for the poor

The Taft bill proposes to amend the Public Health Service Act by adding title
VII, providing for "general medical service for families and individuals with low
income" and adding title VIII, providing for "dental health services for school
children and families and individuals with low income." The scheme proposed
is that all Federal grants-in-aid to the States be administered through the Public
Health Service on the basis of State plans providing for State programs, making
specified provisions.
1. Federal grants-in-aid for general medical services for low-income families
and individuals (proposed new title VII of the Public Health Service Act).-The
bill would authorize appropriation of $200,000,000 annually for 5 years, the funds
to be used for making payments to States submitting State plans, approved by
the Surgeon General (sec. 701, p. 13), for State-wide programs "designed and
calculated to provide within 5 years" the following: "Hospital services, surgical
services, and medical services," to be provided "in hospitals, clinics, or similar
institutions," and to be available for "all those families and individuals in the
State having insufficient income to pay the whole cost of such services." In addition, the State-wide programs would have to be "designed and calculated to provide within 5 years" health "inspection services for all children in elementary or
secondary schools in the State" (sec. 702 (a) (4), p.'14). Significantly, the bill
provides that no plan may be disapproved "because the Surgeon General disapproves of the methods proposed if the program is designed and calculated by
the end of the 5-year period to provide hospital services, surgical services, and
medical services in hospitals, clinics, or medical or similar institutions for all
those families and individuals in the State having insufficient income to pay the
whole cost of such services, and also provide health-inspection services for all
children in elementary or secondary schools at a cost within the probable financial resources of the State with Federal aid" (sec. 702 (b), p. 17). The bill
provides that the State plan must require "the collection of proper charges of
less than the total cost of such services from persons unable to pay in whole,
but able to pay in part therefor" (sec. 702 (a) (4), p. 15). A State plan may,
"at the option of the State," provide medical care "in the home or physidlan's
office" (sec. 702 (a) (4), p. 14). The plan must be based upon a "State-wide
inventory" of existing medical, surgical, and hospital care and "describe in detail
the extension of such services to the end that such services be furnished without
discrimination on account of race, creed, or color to all persons unable to pay in
full therefor" (sec. 702 (a) (4), p.-15).
The extent of Federal aid is limited by the following formulae: The State's
financial participation in the plan must be at least twice the Federal aid (sec.
702 (a) (5), p. 16). The $200.000.000 Federal fund appropriated annually for
the 5-year period is to be distributed between the States on the basis of (a) the
proportion which the population of such State bears to the population of all
States having approved plans and (b) the proportion of "taxpaying ability" of
the State to the taxpaying ability of all States having approved plans, the percentage of taxpaying ability being the percentage which "bears the same ratio
to 50 percent as the per capita of continental United States * * * bears to
the per capital income of such State, except that such percentage shall be no more
than 66% percent or less than 25 percent" (sec. 703, p. 18).
In administering the program, the Surgeon General is required to consult with
a National Health Council, consisting of the Surgeon General, ex officio as chairman, and eight members apnointed by the National Health Administrator, five
of whom must be "persons who are outstanding in the fields pertaining to health
activities, at least three of whom shall be doctors of medicine" (sec. 705 (b),
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p. 21). The National Health Council is given the power to afford any State
whose plan has been disapproved by the Surgeon General an opportunity for
hearing. If the National Health Council determines that the plan complies with
the act, the Surgeon General is required to approve the plan (sec. 702 (b), p. 17).
A State which is dissatisfied with the Surgeon General's action may appeal to the
United States Circuit Court of Appeals, and final power of review is granted to
the Supreme Court of the United States (sec. 704 (b), pp. 20-21).
2. Federalgrants-in-aidfor dental health services for school children and families and individuals with low income (proposed new title VIII of Public Health
Service Act).-The bill would appropriate $8,000,000 for the first year, and Increasing sums thereafter until reaching $20,000,000 in the fourth or fifth years,
to provide for Federal grants-in-aid to States submitting plans approved by the
Surgeon General (sec. 801, pp. 22-24).
The scheme for the State plans under this title is substantially the same as
that provided in the proposed title VII. The State plan would have to be one
"designed and calculated within 5 years to provide for the annual inspection
of the teeth of all children in elementary and secondary grades of the public and
private schools in the State," and, in addition, "to provide for the care and treatment, including prophylaxis, filling, X-ray, extraction, and related care, other
than straightening, of the teeth of those children in the elementary and secondary
schools of the State who, and whose family or guardian, have insufficient income
to pay for the whole cost of such services (sec. 802 (a) (4), p. 25). The State
plan must require "the collection of proper charges of less than the total cost of
services rendered * * * to individuals and families unable to pay in whole
or able to pay in part therefor" (sec. 802 (a) (4), p. 25). The State plan may,
"at the option of the State," provide "dental care for those families and individuals in the State having insufficient income to pay the cost of such services"
(sec. 802 (a) (4), p. 25).
This title provides for the same Federal-State financial participation and for
the same formulae for determining the proportion of the total appropriation
payable to the States (sec. 802 (a) (5), p. 26; sec. 803, pp. 27-28).
In administering this title, the Surgeon General is required to consult with
a National Dental Health Council, consisting of the Surgeon General, ex officio
as chairman, the Assistant Surgeon General (dental), ex officio, and five members
appointed by the Administrator, at least three of whom shall be doctors of dental
surgery (sec. 805 (b), p. 31). The National Dental Health Council is given the
same final power of reviewing the disapproval of any State plan by the Surgeon
General, and requiring approval if the Council is satisfied (sec. 802 (b), p. 27),
and the title provides for the same right of appeal by any State from the action
of the Surgeon General to the United States Circuit Court of Appeals and for
final review by the Supreme Court of the United States (sec. 804 (b), pp. 80-31).
II. THE TAFT BILL MUST BE REJECTED AS A THOROUGHLY UNSATISFACTORY ALTERNATIVE
TO WAGNER-MURRAY-DINGELL NATIONAL HEALTH ACT

A. The fundamental conceptions of the two bills: National health insurance for
all Americans as a matter of right against Federal aid to States for medical
care to the poor as a matter of charity
A comparison of the Taft bill with the Wagner-Murray-Dingell bill indicates
that the prime feature of the Wagner-Murray-Dingell bill is completely absent
from the Taft bill. The prime feature of the Wagner-Murray-Dingell health bill
is the creation of a Federal system of medical, dental and hospital care, available
virtually to every employed and self-employed person in the United States, and
to all of his or her dependents. The Wagner-Murray-Dingell bill proposes to vest
in virtually every American the fixed legal right to medical, hospital and dental
care, wholly without regard to whether the American has or does not have
"sufficient income to pay the whole cost of such services" at the time when he or
she needs them, and wholly without regard to whether the American involved
has "low income." Thus, the Wagner-Murray-Dingell bill proposes, on insurance
principles, to give Americans the right to the care they need when they need it.
The Taft bill, on the other hand, would provide Federal aid to such States as
provided medical and dental care to "families and individuals with low income."
The Taft bill would, indeed, provide Federal aid to States which adopted acceptable State programs for health inspection services and dental Inspection services,
but actual medical and dental care would only be provided by the States to the
children and the families having "Insufficient income to pay for the whole cost
of such services." Thus, the Taft bill is, in essence, concerned with paupers and
85907--46--pt. 5---86
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with people who, if not paiupers, are unable to pay the full cost of medical and
dental care when they need it. The care to be provided under the Taft bill is
care which is available only upon some demonstration of pauperism or insufficient
income. It is not at all available as a matter of right. It is given as a matter
of charity in accordance with administrative determination of need. No American under the Taft bill has any "right" to medical care; at the most, if his State
qualified for Federal aid, he might have a right to medical relief if he could
demonstrate poverty and inability to pay for the full cost of the medical care
needed.
Senator Taft has declared that his bill would "probably extend medical care
to from 20 to 25 percent of the population." Presumably this is because Senator
Taft assumes that only 20 to 25 percent of the population is in a condition of
pauperism or at least in the condition of having insufficient resources to meet the
cost of medical care. Yet a report of the American Medical Association indicates
that in 1940, families with income under $3,000 a year generally could not meet
the costs of medical care. In 1941, 80 percent of the American families had
incomes of less than $3,000 a year. Fifty percent had less than $1,950. Even in
1944, 60 percent of the American families had incomes under $3,000.
Senator Taft's bill thus ignores the fact that a substantial majority of the
American people-and not a mere 20 to 25 percent-cannot meet the costs of
adequate medical, dental and hospital care. If we start with this as the problem
with which Congress should be concerned, then the next question is whether Congress should attempt to meet the need for medical care of the American people
on a national social insurance basis designed to give virtually all Americans the
vested legal right to medical care, or whether medical care should only be provided
on the basis of charity to the most pauperized elements of the population, and
then only on a State-by-State basis and subject to the willingness and ability of
the particular States to adopt a plan acceptable to a Federal agency.
On principle, it is clear that the Nation as a whole is vitally concerned that all
Americans should receive medical care when they need it. In the fields of old age
insurance and unemployment insurance, our country has advanced from the
notions of Elizabethan poor-house charity to a conception of creating a system
of vested rights to insurance benefits during periods of unemployment and in
old age. The Taft bill still clings to the outmoded approach of the Elizabethan
poor laws. It is based upon a conception which must be emphatically rejected.
B. There is no assurance whatever that any medical, dental or health care will be
provided to anyone under the provisions of the Taft bill

The Taft bill appropriates money which is to be given to the States provided
the States submit State plans. There is no compulsion upon any State to submit a plan. A State may decline to submit a State plan or it may submit a plan
which is not approved. In either event, the Americans resident in such State
would be wholly without any benefit under the Taft bill.
Nor is there any assurance that even the limited proposals of the Taft bill will
be put into effect immediately. For the Taft bill contemplates State plans "designed and calculated by the end of (a) 5 year period" to provide medical care "at
a cost within the probable financial resources of the State with Federal aid"
(sec. 702 (b), p. 17).
The proposal for Federal aid is sharply limited. The States are required to
put up twice the amount of Federal aid. It is true that the Federal contribution
would be greater to the poorer States, but this would only mean that the poorer
States would have to put up more money because in every case the State would
have to put up $2 for every Federal $1. Thus, if Mississippi received $2 per
capita as against New York's $1 per capita, Mississippi would have to meet the
Federal contribution by paying $4 per capita, while New York would only have
to pay $2 per capita.
This is not a formula contrived to help the poorer States. It would, indeed,
result in discouraging the poorer States. The Wagner-Murray-Dingell bill provides for a system of grants to States for medical care of needy persons which
is parallel to the prepaid health insurance program, but the Wagner-MurrayDingell proposal would authorize Federal grants of not less than 50 percent, and
in the case of the poorer States, as much as 75 percent of the total expended in
any State. (See S. 1606 sec. 135. p. 32.) The Wagner-Murray-Dingell proposal
is designed to help the poorer States, and actually results in medical benefits
to needy persons.
Thus, the Taft bill really provides no assurance that its proposals with respect to
health care will be made available to anyone.
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C. The limitations upon the health care to be provided under the Taft bill.
The State programs contemplated by the Taft bill must be "designed and
calculated to provide within five years" services for families and individuals
in the State having insufficient income to pay the whole cost of such services.
It is up to the State to determine what constitutes "insufficient income." The
State plan must provide for the collection of proper charges of less than the
total cost of the services from persons unable to pay in whole but able to pay in
part thereof. Thus, the State wouii' have to set up administrative machinery
for investigation for determining precisely what the income and resources of the
individual are, and machinery for making sure that the services are paid for to
the extent that the individual can pay for them.
Insofar as dental care for children is concerned, this is to be provided only
where the children's families have "insufficient income to pay for the whole
cost of such services" and where the families are able to pay in part, the plan
requires the "collection of proper charges" to the extent of ability to pay (sec.
802 (4), p. 25). This, therefore, is a proposal for dividing our school children
on the basis of the economic status of their parents, which is contrary to the
democratic concept of universally free education and equal treatment.
So far as medical care is concerned, the State plan need only provide for
services at an institution (sec. 702 (a) (4), p. 14). A State plan may, at the
State's option, provide for medical care at the patient's home or physician's
office, but this is not required. What is here proposed is a system of "relief"
medicine based upon a double standard of medical care: One for those who have
sufficient income to pay for the medical care they receive, and the other for
those who are so unfortunate to have "insufficient income to pay the whole cost"
of the services they require. The Taft bill formulates no standards for what
it describes as "insufficient income to pay the whole cost" of the medical services
involved. Each State would decide for itself, or it would leave it to its counties,
towns, or cities to decide, what constitutes "in-uffl int income." Fach State
would decide for itself what kind of investigations would be required. Each State
would decide for itself what would constitute "proper charges" to be imposed
upon persons "unable to pay in whole or able to pay in part" for medical services
received. Each State would decide for itself what kind of medical care and
what kind of dental care should be provided for.
The Taft bill does not spell out administrative policies with respect to the
nature of the care and services to be provided, nor is it concerned with methods
of administration, including the methods of making payments to practitioners.
The detailed provisions of the Wagner-Murray-Dingell health bill (S. 1606, sec.
205, pp. 45-51) are wholly absent from the Taft bill. The sponsors of the Taft
bill are presumably satisfied to leave all of these matters to the States, and presumably they are satisfied that the medical-professional people will be protected because they have taken great pains to make sure that medical-professional
people dominate the administration. Interestingly enough. however, the Taft bill
does permit a State plan to "include annual payments to physicians practicing
in areas which, without such payments, would be unable to provide sufficient income to attract a practicing physician" (sec. 702 (4), p. 15). Thus, 'socialized
medicine" proposals are satisfactory to the sponsors of the Taft bill so long as
they are limited to the administration of medical care for paupers, or for those
unable to pay the full cost of medical care.
In comparison with the limited and restricted proposals of the Taft bill, the
Wagner-Murray-Dingell bill proposes not only substantially complete coverage,
but comprehensive services emphasizing preventive medicine, diagnosis, and early
treatment of disease, with elaborate provision for protecting professional people
rendering services.
Proposals to finance research under the Taft bill
There can be no objection to the commendable proposal for financing further
research in the fields of dental science and neuropsychiatric science. The proposals for appropriations to finance a National Institute of Health, a Dintal
Research Institute, and a Neuropsychiatric Institute are all warmly approved.
Unfortunately, these commendable proposals are buried in and are tied to
thoroughly unsatisfactory proposals for expanding the activities of the Public
Health Service. They have, unfortunately, become part of a program which
is not a satisfactory alternative to the Wagner-Murray-Dingell national health
bill.
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CONCLUSION

The Taft bill must be rejected. It does not meet the problem of medical care
of the people of the United States. Indeed, it ignores the need for medical care
on the part of the majority of the American people.
The Taft bill is solely concerned with paupers and with those unable to pay
the full costs of medical and dental care. While unquestionably those who are
impoverished should be provided with medical care, this care should be provided
as part of a system of medical care available to all Americans. The restriction
of governmental aid for medical care to the impoverished means that such medical
care is given only upon a demonstration of poverty. The overwhelming majority
of Americans who are self-supporting are still unable to pay the unexpected
costs of catastrophic or prolonged illness, and it is not in the national interest
to subject them to the degradation of a means test and to make them demonstrate that they are paupers, or are financially unable to meet the costs of illness
before they can receive the medical care which they need. Furthermore, the
restriction of governmental aid for medical care to Federal grants to the States
means that we must rely upon State-by-State action, and that unless each State
acts, its citizens receive no benefit. The disease and ill health of Americans everywhere is a matter of national concern, and it is thus in the national interest
that a national system should assure Americans everywhere the medical care
which they need, when and where they need it
The Wagner-Murray-Dingell National Health Act meets the national need by
creating a national system administered locally. It provides the, medical care
which is needed without injury as to the means of the recipient and upon the
same basis of right as is applicable to unemployment-insurance benefits and
old-age-insurance benefits. The Wagner-Murray-Dingell bill, accordingly, should
be enacted, and the Taft bill should be rejected.
LEO J. LINDEB,

Chairman, National Committee on Social Legislation,
National Lawyers Guild.
Dated June 20, 1946.
NOTE.-The foregoing report has not yet been submitted to the national committee on social legislation or to the national executive board of the National
Lawyers Guild. It is, therefore, at this writing, a personal statement. It is
believed, however, to conform to National Lawyers Guild policy, as expressed
in the report of the national committee on social legislation on the WagnerMurray-Dingell National Health Act, which was unanimously approved and
adopted by the national executive board of the National Lawyers Guild. The
latter report was filed with the testimony of Leo J. Linder before the Senate
Committee on Education and Labor on April 5, 1946.
MAY 17, 1946.
To: The Senate's Committee on Education and Labor.
From: The Maternity Center Association, Inc., New York.
Subject: S. 2143, introduced by Senator Taft, for himself and Senators Smith
and Ball, entitled "The National Health Act of 1046."
Most Americans like to believe that in the United States we have outgrown
the old idea that there are two kinds of people-those who can pay, and the
indigent-with the resultant attitude that these two kinds of people should
receive different kinds of treatment in our society. The basic philosophy that
every citizen has human rights in relation to the provision of medical care
has been well stated in S. 1318, introduced by Senator Pepper for himself and
nine other Senators, and title II, part B of the Wagner-Murray-Dingell bill,
S. 1606.
The Maternity Center Association is concerned primarily with the provision
of high-standard medical, nursing and hospital care to every mother and her
baby. That high-standard care can never be achieved if our people are grouped
by law into two classes. The association testified before the Senate's Committee
on Education and Labor on Friday, April 26 in favor of S. 1318 and title II,
part B. of S. 1606. One of the chief reasons for our support was that a means
test was not required and thus the way was opened for the provision of high
standard maternity care to every mother.
We have studied carefully S. 2143. introduced by Senator Taft, for himself
and Senator Smith and Senator Ball and are convinced that this bill, which im-
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poses a mean test as the first requisite for securing obstetric and pediatric care,
is unsound. The bill is so written that almost any standard of care could be
proposed in a State plan and it could be approved by the National Health Agency.
It is our opinion that the bill in its present form would not provide the 'care
where it is most needed. If the States must double the contribution of the Federal Government for medical care to the indigent, then the States with the lowest
income, where the care is most needed, will be unable to provide sufficient sums
to care for their people. There is little or no advantage in spreading more widely
a low standard of obstetric care. Only the best kind of obstetrics can prevent
needless deaths and injuries to mothers and babies, before, during, and after birth.
We are, therefore, convinced that the philosophy underlying S. 2143 and the
provisions about maternity and infant care in this bill are not in accord with
modern knowledge and thinking and will make no contribution to high-quality
obstetric care for mothers and babies.

OFFICE OF WAR MOBILIZATION AND RECONVERSION,

Washington, D. 0., July 16, 1946.
Hon. JAMES E. MURRAY,

United States Senate.
MY DEA SENATOR MURRAY: In response to your request, I am pleased to transmit herewith my comments on S. 2143, a bill to provide for a national health program. My comments will be of a general nature: I shall leave discussion of the
technical features of the bill to agencies better equipped to discuss these aspects,
such as the Social Security Board and the Public Health Service.
I. ADVANTAGES OF THE BIL.

This bill is significant as an indication of the widespread interest in the health
of our citizens and as a reflection of general dissatisfaction with the present
level of medical care. In the course of your committee's hearings on Senate bill
1606, you have heard many witnesses from all parts of the country-laymen and
medical doctors alike. Many of these witnesses held varied views about specific
provisions in S. 1606. Not one single witness, however, contended that medical
care in this Nation is adequate for all of our citizens. All agreed that the Nation's
medical care should be-and can be-xpanded. To have several bills before
your committee and before the Congress which propose expansion of medical-care
programs is a very encouraging sign to those who are striving to improve the
health of our citizens.
Senate bill 2143 contains several specific provisions which, in my opinion, are
generally sound. First, I subscribe to the proposition that the health functions
of the Federal Government should be coordinated and Integrated. I am confident,
however, that the necessary integration of the units of the Federal Government
concerned with problems related to the Nation's health will be accomplished
through the President's Reorganization Order Plan No. 2 of 1946, and, subsequently, through making the Federal Security Agency an executive department,
without the establishment of a national health agency.
Second. I believe that S. 2148 properly Pmphasizes the desirability of periodic
health examinations of school children. The importance of preventive medicine
can scarcely be overemphasized. Indeed, neglect of preventive medicine is often
responsible for much of the suffering and discomfort of illness in later life. I
have no doubt that the failure to identify and to correct health defects in the
children of 10 and 20 years ago was in large part responsible for the appalling
number of our youth who were rejected as unfit for military service in World
War II.
The bill's provisions for medical and dental research and training and for
neuropsychiatric research are also desirable although the amounts allocated for
these purposes are small.
Finally, I agree that the administrators of any health program should have
the benefit of the counsel and advice of the medical profession. I am not prepared to discuss the specific methods provided in S. 2143 for insuring participation
by professional groups, but I wholeheartedly endorse the principle.
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II.

DISADVANTAGES OF THE BILL

The disadvantages of S. 2143 far outweigh its advantages.
A.

SCOPE OF THE BLLL

The heart of this bill lies in its approach to the national health problems on the
basis of charity. Therefore, its scope and coverage is limited. It proposes to.
encourage States, through grants-in-aid, to give health service free or to provide it
at reduced cost to a relatively small segment of our population. As Senator
Taft has said, when he presented this bill to the Senate on May 3, 1946:
"The general plan of this bill is to extend to States Federal aid at a total cost
of approximately $230,000,000 a year, on condition that the State survey all its
health activities dealing with the indigent and undertake to see that a comprehensive system is set up, reaching all sections and all persons who are unable
to pay for the service, thus probably extending medical care to from 20 percent
to 25 percent of the population."
Thus, this bill does no more than to extend our present inadequate system.
Indigent p-rsons today can get free medical care. This bill will merely provide
more care to more indigent persons. It will never meet the health needs of the
country, outlined by the President in his special-message on health, delivered
to the Congress on November 19, 1945. Any program which extends medical care
only to one-fifth or one-quarter of our population is woefully inadequate.
In his message, the President asked for "health security for all." He said
that "the right to adequate medical care and the opportunity to achieve and enjoy
good health" is a right "which ought to be assured to every American citizen." He
did not say that this should be a right reserved only for those Americans who
are eligible for charity treatment.
He proposed a program to protect one of the Nation's principal assets-the
health of all its citizens. True, his proposals were designed to assist most individual citizens to overcome the financial burden of illness, by sharing the costs of
sickness through an insurance program. But the value of such a program goes
far beyond the financial aid to individual citizens. By removing the barriers to
medical care and by extending medical care to the vast majority of American
citizens, the wealth of the entire Nation is increased, and the strength of the
entire Nation is enhanced.
B.

CHARITY VERSUS INSURANCE

In substituting health charity for the health insurance program proposed in
S. 1606, this bill seeks to reverse a trend which is becoming an American tradition-namely, protection against individual social hazards through the joint
participation of large numbers of Americans throughout the entire country.
It is true that the bill would permit State plans to provide for the payment of
premiums or partial premiums by the State into "any voluntary health, medical,
or hospital insurance fund operated not for profit." But this is limited to payments for those "unable to pay the whole cost of such insurance." Again-charity
through the State, limited to the indigent.
Virtually every American can be insured against the risks of ill-health just as
effectively as he can be insured against the risks of fire, accident, or old age.
Furthermore, the advantages which broad protection against ill-health provides
to the individual-and to the Nation as a whole-are just as significant as those
arising from old-age insurance, or protection from the risks of unemployment.
Certainly the individual, from the financial standpoint as well as from the
standpoint of his personal well-being, is as interested in maintaining his health
as he is in maintaining his employment, and he is as interested in easing the
financial burden of ill-health as he is in receiving financial assistance during periods of temporary unemnlormpnt. And all citizens share this interest-not
merely the indigent. All citizenq-not just the Indigent---deserve this protection.
I am confident that no one would seriously suggest today that only those unemployed persons who are destitute and who can not afford to buy food and
shelter should receive unemployment benefits. Nor that only those old persons
who have no personal savings or no friends or relatives to support them should
receive old-age benefits. Yet this bill suggests that hazards comparable with
these should be treated in such a manner. Such a program is surely far less
democratic than the one proposed in S. 1606, now before your committee.
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C. SPECIFIC DISADVANTAGES

Aside from the limitations inherent in the charity system proposed by S. 2143,
that bill has other serious defects. In his message to the Congress on November
19, 1945, the President outlined five basic problems which he said must be overcome "if we would reach the health objectives of our economic bill of rights."
These problems are1. The maldistribution of doctors and hospitals.
2. Inadequate public health and maternal and child care services.
3. Inadequate medical research and professional education.
4. The inability of millions of persons-normally self-supporting as well
as needy persons-to pay for medical care when they need that care, and
5. The loss of earnings when sickness strikes.
S. 1606, which your committee is now considering will overcome four of these
problems; S. 2143 effectively attacks none of them.
1. The maldistributionof doctors and hospitals

The maldistribution of doctors and hospitals is a major deterrant to preventing
illness and prolonging life. Doctors understandably practice where they have
wide choice of patients, where they can be reasonably sure of making a living,
and where they have modern facilities to provide the best possible care to their
patients. These are the reasons why-in 1944-583 American counties (almost
one-fifth of all counties) had either no active physician or less than 1 doctor for
each 3,000 residents. Most doctors shun areas where opportunity for practice is
limited by the poverty of the population. Doctors know that families with modest
or low incomes delay treatment and often after receiving treatment delay paying
for it.
By limiting its aid to indigent or very low-income families, the bill will cause
no basic change in the ability of most Americans to procure medical care. The
large segment of our population which is neither wealthy nor indigent will,
under this bill, continue to -find It difficult to purchase adequate medical care.
They will continue to delay treatment or to defer it permanently. They will
continue to refuse complete treatment because of financial considerations.
In view of this, passage of S. 2143 can scarcely result in any significant shift in
the distribution pattern of doctors. If the increase in the potential number of
patients in areas currently inadequately served by doctors is confined to recipients of charity, those areas will probably remain understaffed. In the first place,
the relatively small number of benefit recipients would not attract many doctors,
and in the second place, it is probable that relatively few doctors would choose
areas wherein the bulk of their practice is confined to charity patients.
S. 2143, it is true, would permit States to provide for annual payments to
doctors who practice in areas which "without such (annual payments) would be
unable to provide sufficient income to attract a practicing physician." Even if
many States accepted this practice in principle, the distribution pattern of
doctors could scarcely be altered significantly, in view of the fact that the doctors
would be employed only to care for the indigent. Even more important, the
State, in employing doctors for such areas would be extending service to only a
fraction of the population. If the health needs of the Nation are to be met, the
shift in the distribution of doctors must be of a scope which will permit greatly
expanded medical service to all citizens.
These obstacles to adequate medical care will interfere similarly with the
construction of hospital facilities. It is true that passage of S. 191 (the Hospital
Survey aid Construction Act) will make possible the construction of hospitals
in areas heretofore lacking such facilities. The construction of hospitals, however, has significance only if the population they are meant to serve can use them.
They will not be used if'people cannot afford them, and they will not be built
unless they can be used. This bill, by providing only for the gratuitous service.
of the indigent, cannot possibly expand the potential area of hospital users to
the extent necessary to stimulate the construction of hospitals where they are
most needed.
2 Inadequate public health services and maternal and child health services

The President has pointed out that public health and maternal and child health
services are weak or are totally lacking in communities containing about onethird of our people. In his message of November 19, he emphasized the great
need for the expansion of these services. With surprising unanimity, competent
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authorities-both within the Federal and State governments and in private lifeagree that the health of our people rests in considerable degree upon the improvement of such services.
S. 2143 makes no provision for expanding these programs.
S. Inadequate medical research and professional education
It is in this area that S. 2143 most nearly approaches the President's program.
By providing funds for dental, neuropsychiatric, and general medical research,
the bill will materially enhance the Nation's health. However, the sums al.
located-aside from construction costs for two hospitals to be used in connection
with the research program-are scarcely large enough to foster research of a
scope commensurate with the vast resources of our Nation.
4. Sharing the high cost of medical care
Underlying Senate bill 2143 is the assumption that only the indigent need
assistance in meeting the cost of medical care. Inherent in the bill is the proposition that the self-supporting citizens will obtain adequate medical care without
Federal or State aid. The bill suggests that the majority of Americans can budget
to meet such unpredictable events as serious illness or disability.
Even if these assumptions were true, they would not provide an adequate basis
for the charity program proposed in S. 2143. An insurance program is a sound
program even for the wealthy. The principle of spreading risks and sharing
costs has .been universally accepted for many years. A citizen who can easily
afford to purchase a new home carries fire insurance, notwithstanding his wealth.
But the assumption that the self-supporting require no assistance to meet
health needs is erroneous. Furthermore, it is dangerous.
Medical costs have two outstanding characteristics: First, they are sudden;
second, they are often large. Since they' strike suddenly, it is virtually impossible
to budget them and illnesses of any seriousness very often plunge the family
deeply into debt-even though the breadwinner has always been entirely selfsupporting. This distortion of the budget is unnecessary; it could easily be
insured against.
Medical costs are often so large as to wipe out the savings of many middle-class
families. And these families are the backbone of American citizenry. They
are not indigent. Most of them have always supported themselves without ever
having solicited charity.
Their effect upon the budgets of virtually every family suffering any serious
illness, is not the major evil connected with medical costs. Far more important
is the fact that the high cost of medical care tends to delay that care. Persons
who should see a doctor often defer calling upon him until complications make
further delay impossible. Similarly, even among the self-supporting, financial
barriers often lead to neglect of preventive measures, such as regular medical
examinations, and immunization.
Senate bill 2143 emphasizes the need for periodic examination of school children. Yet such examination is meaningless if appropriate follow-up care is not
provided. It is virtually impossible to assure that care, or any atlequate carein all but a handful of cases-unless self-supporting citizens, as well as the indigent, are given positive assistance.
The need to assist the self-supporting to obtain the medical care which their
well-being and the welfare of the Nation demands is very easily demonstrated.
For example, during the years 1929-31, families with annual incomes of between
$2,000 and $3,000 received less than half the number of physician's calls than
families with annual incomes exceeding $10,000 received (2,509 per 1,000 population compared with 5,321 per 1,000 population). Families with incomes between
$2,000 and $3,000 can scarcely be called indigent, and families with such incomes
can scarcely have only half the legitimate need for doctors that their wealthier
neighbors have. There can be no doubt that these self-supporting families did
without necessary medical care because they could not afford that care.
When one considers the cost of medical care and compares that cost with
the average families' savings, he understands why those with modest incomes
defer medical care. During the year 1941, the average urban family, with a
yearly income of between $2,000 and $3,000 spent approximately $100 annually
for medical care. The same "average family" earning the same annual wage-during the year 1944--had saved somewhere between $150 and $200, most of it
in war bonds. It is apparent, therefore, that for many self-supporting families
any serious illness of more than normal duration could eliminate the savings of
several years.
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Perhaps the most striking evidence that the self-supporting-as well as the indigent-need help to overcome the financial burden of illness is furnished by Dr.
Leland, director of the bureau of medical economics of the American Medical
Association. He presented data in 1939 in which he showed that people with
incomes up to $3,000 a year may be medically indigent under certain circumstances-depending upon the type of illness they suffer. He pointed out that
these medically indigent, while entirely self-supporting, could not afford adequate
medical care if taken seriously ilL
In view of the fact that at the time of this disclosure, fully 80 percent of the
people of America lived in families with annual incomes of less than $3,000, it
seems very clear that virtually every single American family needs help at one
time or another to purchase proper medical care.
5. Loss of earnings during sickness

The President has pointed out that insurance against loss of earnings when
sickness strikes is a feasible and sound addition to our social insurance program.
Neither S. 1606 nor S. 2143 attacks this problem. Other legislation which does
provide for sickness insurance is now before the Congress.
III. A PosIrrV

HEALTH PROGRAM Is NEEDED

The President's request for health legislation proposes-and the health needs
of the Nation require-a program of vastly greater scope than that encompassed
in S. 2143. This bill would provide a modest palliative for the worst aspects of
our present system. But our Nation's health requirements far exceed such a
program. In his testimony on Senate bill 1606, Mr. John W. Snyder reviewed the
evidence of America's unmet medical needs. Testimony before your committee
has underscored these needs.
The President has pointed out that in each year in this Nation we lose many
more lives from preventable and premature deaths than we lost in battle or from
war injuries during World War II. He has said that the benefits of modern
medical science have not been enjoyed by our citizens with any degree of equality
and he adds, "Nor will they be in the future-unless Government is bold enough
to do something about it."
I urge you and your committee to report favorably on legislation which would
carry into effect the President's health program.
Sincerely,
JOHN R. STEELMAN, Director.
STATEMENT ON S. 2143, NATIONAL HEALTH ACT OF 1946, BY THE PHYSICIANS
FORUM, INC., NEW YORK 22, N. Y., ERNEST P. BOAS, M. D., CHAIRMAN

JULY 16, 1946.
The members of the Physicians Forum, a national organization of progressive
physicians all of whom are members of the American Medical Association or
the National Medical Association desire to express to you their opinion of the
Taft-Ball-Smith health bill (8. 2143).
The authors of this bill recognize that there is a need for the broader and
better distribution of medical care, for the necessity of Federal subsidy to aid
those who cannot afford good medical care, which is expensive, and that Federal
grants should be given to stimulate dental and psychiatric research particularly.
It is our belief that the Taft-Ball-Smith bill is a "Placebo," an ineffectual
and useless remedy, a poor substitute for the Wagner-Murray-Dingell bill (S.
1606). It is, we think, an inadequate answer to the expressed demands of
organized labor and the majority of our citizens for a decent health plan.
A careful analysis of S. 2143 leads to the conclusion that it assures no improvement either in the distribution or quality of medical care. Grants-in-aid
are provided to those States which desire to participate in a plan that furnishes
hospital care and medical care in hospitals to those who cannot meet the whole
cost of such care. Participation in the plan is optional and certainly not encouraged by the requirement that the State meet two-thirds of the cost. It is
a known fact that many States are unable to afford the expense of such a program.
It is conceivable that were this bill to pass not one additional cent would be expended for medical care.
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A system of "relief" medicine is created imposing on the American people
a double standard of medical care. Care is provided only for the indigent, who
may apply for hospital care now. The American Medical Association has declared that families with incomes under $3,000 need help with their medical
bills. In 1942 that meant 70 percent of our population and with rising living
costs this number might be higher. Yet most of this 70 percent are not paupers
and do not desire to qualify for medical care as "needy persons." The bill has
substituted the stigma of charity for the sound principle of insurance, 48
expensive and hateful systems of financial investigations for the thoroughly
American system of prepaid social security. The administrative costs involved
in conducting investigation to determine need are tremendous. S. 2143 thus
falls far short of meeting the medical needs of our Nation.
From the average physician's point of view the bill offers him little or nothing. In fact, it will probably result in an increase in the amount of free care
he will be expected to provide in clinics while any financial benefit at all will
accrue to the specialist in the hospital. No provision is made for the general
practitioner, the more numerous and most poorly paid section of the medical
profession, since office and home treatment is purely optional with each State.
%.2143 ignores the fact that today the chronic, so-called degenerative diseases,
such as the heart diseases, diabetes, cancer, and chronic arthritis are the great
hazards to life and health. Their control and prevention involves the creation
of complete facilities for early diagnosis and treatment, freely available to all.
People must be encouraged to consult a physician at the first intimation of a
bodily disorder and not wait until the disease has progressed to a stage at which
damage may be irreparable and hospitalization imperative. This bill, by requiring a means test, in fact discourages preventive medicine.
The Physicians Forum wishes to reaffirm its support of S. 1606, the National
Health Act of 1945. This bill recognizes that sickness is a problem which concerns the whole community, that this problem can be solved by a program of
national compulsory health insurance. Only such a program will remove the
economic barrier that now exists between physician and patient, and the patient
by prepaying for his medical care will seek treatment at the first signs of disease.
The Wagner-Murray-Dingell bill by providing complete medical care at a cost
within reach of all the people of the United States corrects the present deficiencies in medical service and will prevent the needless suffering and death
constantly occurring throughout the land.

STATEMENT BY SPOKESMEN FOR CHILDREN,
NATIONAL HEALTH
AND LABOR

ACT OF 1946

INC., NEW YORK 21, N. Y.,

TO THE SENATE

COMMITTEE ON

ON THB

EDUCATION

MAY 17, 1946.
Spokesmen for Children, Inc., endorsed the Maternal and Child Welfare Act
of 1945.
Spokesmen for Children, Inc., testified before the Senate Committee on Education and Labor in favor of title I, section B (the maternal and child-health
and services to crippled children section) of S. 1606, H. R. 4730, as amended by
Senator Pepper.
We believe that Federal guidance with regards to standards of services and
personnel is necessary to insure high quality care for mothers and children
throughout the country.
We believe that Federal grants-in-aid to the States are necessary to encourage
every State to develop a good maternal and child-health program.
We believe that grants-in-aid to the States for this purpose should be made in
proportion to a State's need and not in proportion to its ability to finance necessary work in this field.
We oppose a means test as set forth in this National Health Act of 1946,
S. 2143, and the underlying philosophy that sets aside 25 percent of the people
of this Nation as worthy of scant charity only and subordinate to their fellow men.
MARY H. OXHOLM, Chairman.
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ANALYSIS OF AGENCY REPORTS ON S. 2143, TAFT-SMITH-BALL
NATIONAL HEALTH ACT
I. GENERAL COMMENTS

With rare exceptions, the agency attitude toward S. 2143 is unfavorable. Section by section the bill is considered an inadequate substitute for S. 1606, the
Wagner-Murray-Dingell bill for a national health program.
Not in accord with President'sprogram
The Office of War Mobilization and Reconversion finds that "the disadvantages
of S. 2143 far outweigh its advantages." As do most other agencies, OWMR
criticizes the charitylike character of the proposed program "* * * this
bill does no more than to extend our present inadequate system. Indigent persons today can get free medical care; this bill will merely provide more care to
more indigent persons." The agency believes that the bill will never meet the
health needs of the country as outlined by the President in his special message
on health of November 1945. The Bureau of the Budget also finds that "S. 2143
cannot be considered as being in accord with the program of the President."
The Administrator of the Federal Security Agency points out that S. 2143
does not strike soundly at the fundamental health and medical problems of the
country, that the bill does not have the broad sweep of the national health program outlined by the President in his November 1945 message to Congress.
OWMR corroborates this viewpoint in its comment that "virtually every American can be insured against the risks of ill health just as eff ctively as he can be
insured against the risks of fire, accident or old age * * *. Certainly the
individual, from the financial standpoint as well as from the standpoint of his
personal well-being, is as interested in maintaining his health as he Is in maintaining his employment * * *. All cit'zns share this interest-not merely the
indigent. All citizens-not just the indigent-deserve this protection." S. 2143
is designed, it is felt, merely to extend health services to those unable to pay for
all or part of their medical expenses.
After considering S. 2143, the Department of Agriculture concludes that
'"*
* * the proposed legislation, in the light of known rural health conditions
and experience gained in administering the medical care programs of the Department of Agriculture,
* *
fails to meet the demonstrated health needs
of rural America."
8. 1606 considered preferable to S. 214I
In discussing the provisions of S. 2143, the agencies repeatedly refer to the
superiority of the Wagner-Murray-Dingell health bill, S. 1606. The Department
of Commerce states that it cannot support
2143 "which is not a constructive
program for promoting the health of the Nation, but rather a proposal to establish
a system of medical poor relief." The Department repeats its previous endorsement of S. 1606, for which it feels S. 2143 is an inadequate substitute. In the
same vein, the Railroad Retirement Board says "In considering this bill, * * *
the Board recalls reporting to you * * * on S. 1606. If the bill S. 2143 is
intended to be a substitute for the bill S. 1606, then it is, in the opinion of the
Board, a very poor substitute. The Board prefers S. 1606 to S. 2143." The Secretary of the Treasury writes: "The bill is apparently intended in part to carry out
the President's recommendations of national health legislation * * *. The
Department is of the view that S. 1606 is a preferable approach to the general
problem."
Other reporting agencies have confined their opinions to these particular portions of the bill that directly concern them. These comments plus the more
detailed opinions of the agencies already quoted are summarized below. The
comments are grouped according to the portion of the bill to which they refer.
The Navy Department, the Selective Service System, and the United States
Employees' Compensation Commission did not feel qualified to comment at all.
..

II. SPECIIC COMMENTS
A. COMMENTS ON TITLE I-NATIONAL HEALTH POLICY

Creation of a National Health Agency deemed unnecessary
The Director of OWMR. in discussing title I of S. 2148, agrees with the bill's
proposition that the health functions of the Federal Government should be co-
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ordinated and integrated under one head. But, he adds, "I am confident, however that * * * [this] * * * will be accomplished through the President's Reorganization Order Plan No. 2 of 1946, and, subsequently, through making the Federal Security Agency an executive department, without the establishment of a National Health Agency." Similarly, the Bureau of the Budget maintains that the creation of an independent health agency would further complicate
the organization of the executive branch of the Government. The proposal in
title I, according to the Bureau-of the Budget, would run counter to the President's announced objective (in his message submitting Reorganization Plan No. 2)
of concentrating "the administration of Federal social programs (including education, health, welfare, and social insurance) in a single department. As the
President stated * * *, 'These functions constitute a natural family of closely
related services, interwoven at many points and in many ways.' * * * The
best results can be achieved if the Federal program relating to health are administered by.the agency responsible for other major social programs." All
functions and agencies which bill S. 2143 would place in its proposed National
Health Agency are now administered by the Federal Security Agency as a result
of Reorganization Plan No. 2.
The Attorney General would prefer to coordinate the health functions of the
Federal Government under an organization already in existence "such as the
Federal Security Agency, which is more experienced and better equipped to administer such a program."
Health programs are related to other social benefit programs

The Federal Security Agency points out that "the essential question of policy
posed by this title is not the consolidation within one agency of civilian health
functions of the Federal Government which will actually have been accomplished by Reorganization Plan No. 2, but rather the divorcement of those functions from the educational and social security functions with which they are
now associated in the Federal Security Agency."
The Federal Security Agency has found that the interrelationships between
health, education, and security are great enough to demand an approach that
embraces all three. For example, the impact of the health of school children on
a national health program would also cause it to be of fundamental concern to
the Office of Education. The Agency concludes that "the interests of each [social]
program are better served for their association in a single agency of the Government." It is pointed out that "even the authors of the bill apparently have recognized that the complete separation of health from related functions is impracticable, since they have proposed the inclusion in the National Health Agency of
the entire Food and Drug Administration and the entire Office of Vocational Rebabilitation, each of which has large areas of responsibility outside the field of
health."
Status of agencies outside the scope of the National Health Agency

Secretary of War Patterson notes that the bill provides that none of the powers
or functions exercised by the Army and Navy Departments and the Veterans'
Administration is to be transferred to the proposed health agency. He agrees
that, "this exception is necessary for the proper functioning of the Medical Department of the Army * * *"
The Tennessee Valley Authority is troubled by the fact that the relationship
is not clear between the proposed National Health Agency and the health and
training activities of TVA that are incident to its multipurpose programs. If
S. 2143 is so interpreted that the above-mentioned health activities of TVA are
transferred to the National Health Agency, it would limit severely the ability
of TVA to coordinate its major programs. The TVA report cites certain programs of TVA which could not "be effectively conducted or directed by a central
Federal health agency since the activities are inextricably related to the TVA
unified water-control program and depend upon factors peculiar to this region.
These programs are and should continue to be conducted by TVA in cooperation
with local, State and Federal agencies * * * to the full satisfaction of such
agencies and the public * * * For these reasons it is respectfully suggested
that the purpose and effect of section 102, title I of S. 2143 should be clarified so
as to exclude its application to health activities of TVA and other Federal agencies
which are conducted as a part of and a necessary incident to other major
progra ms."
The Bureau of the Budget voices another objection to a provision of title I,
namely the requirement that the National Health Agency must be headed by a
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"The task of the
doctor. This is considered restrictive and necessary.
agency head is administration and leadership," says the Bureau of the Budget
report.
B. COMMENT ON TITLE II-AMENDMENTS

TO PUBLIC HEALTH SERVICE ACT

Limit on research funds opposed
The Federal Security-Agency has this to sny c:2cerning the proposed amendment to title III, part A, of the Public Health Service law: "* * * [it]
would place serious, even crippling, limitations on the research activities on the
Service. The importance of research to medical progress needs no emphasis.
Yet, under this amendment, functions of the National Institute of Health would
be curtailed by reduction in amount of grants and by the imposition of ceilings
on the appropriations to the Institute." The Bureau of the Budget also objects
to this provision saying: "The proposed amendment * * * placing a ceiling
on the amounts authorized to be appropriated to the National Institute of Health
would seriously limit research activities. In fact, the limitation proposed is
considerably below the amount included for this purpose in the 1947 appropriation
bill." And while OWMR finds the provision for research and training desirable,
it comments upon the smallness of the amount proposed for this purpose.
1. PROPOSED TITLE VII---GENERAL

MEDICAL SERVICE FOR FAMILIES AND
WITH LOW INCOME

INDIVIDUALS

Most of the objections to proposed title VII also apply to title VIII, dental
services for school children and families and individuals with low income. Title
VII deals with medical service and title VIII proposes similar handling of dental
services. The discussion below will, therefore, apply to both title VII and title
VIII unless otherwise noted. Special comments on title VIII will follow this
section.
Coverage considered inadequate
The Federal Security Agency considers this title unsound for the following
reasons: "There is no recognition of any responsibility on the part of the
Federal Government for assuring adequate health care to the whole population.
Instead, the underlying assumption of the proposed program appears to be that
Government assistance to assure good medical service is necessary only with
respect to that segment of the population in the lowest income brackets, and
that the medical-care problems of persons above that bracket can be solved
without governmental action. Neither of these assumptions is supported by
the findings of many health economics studies made over the years or by experience with individual payments and voluntary health insurance." The Agency
finds the funds authorized to be appropriated would be sufficient to assist only
a small fraction of the population that is in need of health services. In support
of this contention, the testimony of the American Medical Association in 1939
on S. 1620 is quoted in which it was pointed out that "persons with a family
income of less than $1,500 require assistance to pay medical bills for minor or
major illness; that persons in families with incomes of $1,500 to $3,000 would
require assistance for medical care when confronted with major illness. In
1939, about 90 percent of our population were in families with incomes of less
than $3,000 per annum." It is reasoned that after allowance is made for price
changes as well as increased incomes that "it would not be unreasonable to
assume that 70 or 75 percent of our population will need medical assistance when
confronted with serious illness, even though it may be true that in any given
year only 20 or 25 percent of the population will require aid under the provisions
of S. 2143. The medical bills incurred by this particular 25 percent would account annually for 50 to 60 percent of the total national expenditure for medical
care.
"In view of the amounts of money authorized to be appropriated by the
Federal Government ($200,000,000 a year), it is plain that even if wholly matched
by twice as much State (and local) 'new' money, the total could assist only a
comparatively small fraction of the population."
The Department of Agriculture has a similar view. Its report notes a statement by Senator Taft that 20 to 25 percent of the people would be reached
by this program. The Department of Agriculture feels this would be inadequate
coverage. In 1941 only 20 percent of all farm operator families had incomes
that would afford adequate health care-the remaining 80 percent of the farm
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population plus other analogous urban groups will constitute far more than
25 percent of the population. Secretary Anderson believes the universal coverage of S. 1606 is far superior.
The OWMR report makes the same comment. OWMR Director Steelman says,
"Any program which extends medical care to only one-fifth or one-quarter of
our population is woefully inadequate." He continues, "The large segment of
our population which is neither wealthy nor indigent will, under this bill,
continue to find it difficult to purchase adequate medical care. They will continue to delay treatment or to defer it permanently. They will continue to refuse
complete treatment because of financial considerations."
Charity is substituted for insurance

OWMR voices the attitude of most of the agencies when it says that, "The
heart of the bill lies in its approach to the national health problems on the basis
of charity. Therefore, its scope and coverage is limited. It proposes to encourage States, through grants-in-aid, to give health service free, or to provide
it at reduced cost to a relatively small segment of our population. * * *
It is true that the bill would permit State plans to provide for the payment of
premiums or partial premiums by the State into 'any voluntary health, medical,
or hospital insurance fund operated not for profit.' But this is limited to payments for those 'unable to pay the whole cost of such insurance.' Againcharity through the State, limited to the indigent"
The Department of Agriculture feels that only through national health insurance will the health requirements of the rural people be met-and this would
not be achieved by S. 2143. "What is desired is a welfare program based on a
social contributory basis and not a program which demands public proof of inability to pay for medical services. The proposed program is a public charity
program," The report from the office of the Attorney General concurs with that
of the other agencies on this point. It says that title VII "does not provide
national, prepaid health service, but provides health service only for those unable
to pay all or part of the costs of such a program. It extends charity instead of
establishing a prepaid health insurance program."
Finally, the Bureau of the Budget notes that title VII substitutes grants-in-aid
to help those unable to pay for their own health needs, for the President's
recommendation of national health insurance. The President request health
insurance for all; S. 2143 instead provides health care for a small proportion
of the population on the basis of financial need rather than on a prepaid basis.
Objections to a means test

The Federal Security Agency finds the determination of eligibility for an essential service through a means test or an income inquiry objectionable from a
social and humanitarian as well as from an administrative viewpoint. It believes
it is basically unsound to separate low income individuals from others for the
purposes of improving health services, as is proposed in S. 2143. "Such separation invites stratification of the population and of medical services. This bill
would therefore make more extensive a practice which, for the present, may be
unavoidable for persons on public assistance rolls, but which should be reduced
to a minimum and eliminated as soon as possible."
"Moreover," the report continues "the provision for collection of proper charges
of less than the total cost of such services rendered to individuals and families
unable to pay in whole, but able to pay in part therefore would necessitate tremendously complicated and costly overhead administration. The investigation
of family finances entailed, and indeed the entire means test philosophy, would be
administratively unwieldy and socially objectionable."
The Bureau of the Budget agrees completely with 'the Federal Security
Agency's analysis of the means-test. The Bureau of the Budget says: "Aside
from the social and humanitarian objections to determining eligibility for medical care through a means test, the administrative difficulties of distinguishing
low income families and individuals ffom other income groups would be tremendously difficult and expensive. The administrative difficulties would be
intensified by the provision in S. 2143 that a proper part of the costs of medical
services rendered to those of low income should be collected from the individuals
und families when they are unable to pay the total cost but are able to pay for a
portion of it."
The Labor Department considers the imposition of a means test an "objectionable future.
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Matching system deemed inequitable

The Agriculture Department is of the opinion that a matching formula for
grants-in-aid to State will work a hardship on the poorer agricultural States.
"This inequitable formula will discourage the participation of the poorer States
in this health program."
The office of the Attorney General believes that "S. 2143 would be effective only
to the extent that the individual States establish plans meeting the requirements
of the bill * * * the relief would be on a State-by-State basis, and the States
with the greatest need would probably take the least action."
Federal Security Agency analyzes the matching provision. "The allotment
and matching provisions, taken together, are seriously faulty. At best, they
are likely to require that the wealthiest States would have to put up the smallest
proportions of their aggregate incomes in order to receive the allotments of
Federal funds, and that the poorest States would have to put up the largest proportions. At worst, since it would appear that States could use present expenditures to match Federal allotments, the proposals could so operate that the
wealthiest States could qualify for these allotments with little or no new expenditures, while the poorest States would have to increase their present expenditures considerably. Under these circumstances, it is very likely that there
would be little, if any, redistribution of existing personnel and facilities to conform better to the needs of the population." OWMR also feels that the bill fails
to tackle effectively the problem of maldistribution of doctors and hospitals.
More extensive health care desired

In addition to other objections, the Federal
that "*

*

*

provision

Security Agency contends

of comprehensive medical care would not be as-

Since the bill requires States
sured even to persons covered under the program.'
only to provide services with respect to illnesses in hospitals, clinics, or similar
institutions, there is no assurance of the provision of home or office care by either
general practitioners or specialists, nor of laboratory service, home nursing care,
physiotherapy, or other items essential to adequate health service. In fact, the
Federal Security Agency charges, "the type of service proposed in the bill represents the very opposite of a preventative approach to disease and disability."
The Agriculture Departmerit also attacks the inadequate care provided. The
title provides only surgical services and medical services in hospitals or clinics
for those qualified indigents. Medical care in the home and doctor's office is not
provided except at the option of the state. The Department feels that "Tlhis
would be especially unfortunate in rural areas where institutional care is more
difficult due to the inadequacies of clinical facilities, long distances, and the
generally low use of hospitals by farm families."
With reference to the health of school children, OWMR noted, "Senate bill 2143
emphasizes the need for periodic examination of school children. Yet such examination is meaningless if appropriate follow-up care is not provided. It is
virtually impossible to assure that care or any adequate care-in all but a handful of cases-unless self-supporting citizens as well as the indigent are given
positive assistance."
Administrative difficulties

Federal Security Agency states its objection to the freedom allowed to the States
to participate or not in the program, to determine eliunder the bill. "* *
gibility for service through inability to pay, and to provide only the minimum
benefits of hospital and clinic care required in the bill [since this] would result in
the establishment of 53 systems of eligibility for care, scope of services, and
modes of operation." Such an outcome, the Administrator writes, "would not
only serve to perpetuate serious inequalities in medical care among the people of
the States but would seriously complicate provisions of services to that large part
of our population which moves from one State to another."
The report continues by pointing out "* * * There is no provision for
maintenance of standards by the Federal Government in the utilization of Federal
funds, nor are standards prescribed for the voluntary health plans through
which the States would be permitted to provide services. The wisdom of entrusting to nongovernmental organizations the administration, at public expense, of
health services to large groups of our population seems * * * more than
doubtful."
The Department of Agriculture comments similarly on the point. The Secretary of Agriculture write that "There is lack of adequate administrative
supervision over expenditures. The payments of premiums in behalf of needy
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patients to nonprofit health insurance plans involves no examination of the
adequacy of services provided." Also, "* * * despite the considerable money
involved the Surgeon General is denied any 'supervision or control over the
administration, personnel, maintenance, or operation of the health services with
respect to which any funds have been or may be expended under this title. "
The Department of Labor regrets "the complete lack of standards to safeguard the quality of health services."

Inordinatepower of the National Health Council
According to the Department of Agriculture, "The veto power given the
National Health Council is a breach of proper Government responsibility. It is
dangerous for final administrative power over public expenditures to be vested
in a part-time group of private citizens."
The Federal Security Agency has similar objections. It finds that the power
to reverse the decisions of the Surgeon General would be vested in the hands
of the National Health Council. And this would "put matters involving major
issues of administrative policy, as well as those of a technical nature, in the
hands of a body which would be part time and-after appointment-independent
of normal administrative supervision."
The Attorney General analyzes the administrative provision of S. 2143 thus:
If a State fails to comply with the conditions requisite to obtaining a Federal
grant-in-aid, the Surgeon General can withhold further grants until the default
is corrected. However, if the State is dissatisfied with the Surgeon General's
action, it may appeal to the appropriate United States circuit court of appeals.
"Heretofore, State recipients of Federal grants-in-aid have not been given a
right of appeal to the courts." On appeal, findings of the Surgeon General
would be conclusive, according to S. 2143, "unless substantially contrary to the
weight of evidence." The Administrative Procedure Act of 1946 states that
administrative findings are conclusive unless they are "unsupported by substantial evidence." The difference in the two approaches to the review of administrative determinations would be a confusing and unnecessary complication of
administrative law the Attorney General believes.
The Secretary of Labor says, "* * * the unwieldly and unsound provisions
for review of a decision by the Surgeon General to disapprove a State plan are
major objectionable features."
2. PROPOSED TITLE VIII-DENTAL HEALTH SERVICES FOR SCHOOL CHILDREN AND
FAMILIES AND INDIVIDUALS WITH LOW INCOME

Deficiencies of dental program
Almost all the foregoing objection to title VII also apply to title VIII. As
Secretary Anderson puts it, "The dental care sections of S. 2143 are developed
in much the same way as is the -medical care system for the needy, and reveal
the same inadequacies. In fact, the dental plan has the additional provisions
that dental treatments, even for the needy, are not a regular part of the program
but are optional for individual States."
The Federal Security Agency also states that "*
* most of the objections
of title VIII also apply to this title [VIII]. The funds authorized in relation
to the size of the problem are particularly inadequate. * * * In addition,
this amendment appears undesirable because provision- for the annual inspection
of the teeth of all children enrolled in the elementary and secondary grades of
the public and private school, with stringent limitations on eligibility for service,
would constitute a serious waste of dental manpower. Since almost all children
are afflicted with dental disease, the annual examination of children merely to
find the same dental defects and diseases year after year is not justifiable."
The Federal Security Agency also objects to the absence of any provision for
the training of personnel required for the administration of the dental health
program since school principals are not qualified nor staffed to determine ability
to pay.
The Bureau of the Budget is also dissatisfied that the expansion of childhealth work is limited to dental inspection.
3. PROPOSED TITLE IX-FURTHER RESEARCH AND TRAINING-PART A. DENTAL RESEARCH

Research provision approved but funds too limited
In discussing the provisions of the bill relating to medical and dental research,
the OWMR report says, "It is in this area that S. 2143 most nearly approaches
the President's program. By providing funds for dental, neuropsychiatric, and
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general medical research, the bill will materially-enhance the Nation's health.
However, the sums allocated-aside from construction costs for two hospitals to
be used in connection with the research program-are scarcely large enough to
foster research of a scope commensurate with the vast resources of our Nation."
The Federal Security Agency also considers this amendment sound in that it
would provide grants-in-aid for dental research by nonprofit institutions as well
as for research in the proposed National Institute of Dental Research. However,
the Agency also objects that the amounts authorized to be appropriated are far
too small in relation to the size of the problem. It also states that "* * * the
basis for the division of research funds * * * is not clear."
4. PROPOSED TrLE IX-FURTHER RESEARCH AND TRAINING-PART B. NEUBOPSYCHIATRIO
RESEARCH

Provision deemed unnecessary
The Federal Security Agency writes that although the objectives of this part of
the bill appear to be sound, there is no longer any necessity for these provisions
because of the recent enactment of the National Mental Health Act (Public Law
487, approved July 3, 1946). And the Bureau of the Budget has almost the same
thing to say about this provision: "The recently enacted National Mental Health
Act apparently has the same objectives as 'Part B. Neuropsychiatric Research' of
S. 2143 and makes that part of S. 2143 unnecessary."
The Civil Service Commission points out that the bill provides for the appointment of members to the proposed National Advisory Council on Mental Research
without regard to civil-service laws. It agrees, however, that "Due to the nature
and functions of this Advisory Council the Commission has no objection to the
appointment of members without regard to the civil-service laws."
5. PROPOSED TITLE IX-FUBTHEB RESEARCH AND TRAINING-PART C. NEW CONSTRUCTION
FOR RESEARCH

The Federal Security Agency has this to say about this provision: "Part 0.
New Construction for Research, while recognizing the need for facilities for dental
and neuropsychiatric research, would appropriate less than half the amounts
required for the construction .of appropriate facilities. Here, again, the provisions with respect to neuropsychiatric research are no longer necessary."
The Department of Labor considers "* * * the provisions authorizing appropriations for research in dentistry and neuropsychiatry * * * inadequate,
and [they] would tend to cause concentration of the work done in proposed new
institutions located in Washington, D. C., at the expense of other sections of the
country."
. TITLE If-MIASCLLANEOUS

Deductions from salaries for health insurance
The Civil Service Commission "* * * gives its wholehearted support to
section 308 [a provision that would allow for deductions from the salaries of
Federal employees of fixed sums or percentages to be paid to nonprofit or private
health insurance funds], provided that under the procedure set up in deducting
sums from the salaries of Federal employees participation will be elective or
voluntary on the part of the employees. In this connection the Administrator
of the National Health Agency should be vested [with] the responsibility of
approving health insurance plans in which Federal employees can participate
through pay-roll deductions by setting necessary standards which will protect
employees in the matter of adequate and reliable insurance against expenses of
hospital, medical, or dental services, or any other services connected with health."
The Administrator of the Federal Security Agency also favors the provision
for the deduction from the salaries of Government employees upon their request
of payments to any public or private nonprofit health insurance fund. However,
he has several serious objections to section 308 in its present form, "In the
first place, the section contains no authorization to set or to enforce standards
to assure either that the services will be of good quality or that the charges will
be reasonably related to the services offered; yet governmental assistance in the
collection of premiums would involve governmental expenditure to perform this
function and would be bound to imply to many persons governmental endorsement of the organization to which the payments are made. The term 'public or
private health insurance fund,' moreover, is so broadly defined as to embrace
many organizations and purposes that would hardly fall within the ordinary coneept of 'health Insurance.' Finally, with no limitation upon the number of such
85907-46--pt 5--87
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organizations for which deductions might be required and no uniformity in the
sums or percentages to be deducted, with complete freedom to each officer or
employee to chose whichever organization or organizations he likes and to change
bis choice whenever he wishes, the administrative burden upon the several
Government agencies would appear to be excessive." The Administrator concludes that U* * * if a provision could be drawn which would meet these

objections, I should be in favor of its enactment."
This is TVA's view on section 308: "Section 308 authorizes voluntary pay-roll
deductions by Federal employees for payments to any public or private nonprofit
health insurance fund. However, adequate authorization for the financial
participation of the Federal Government upon behalf of Federal employees
in approved State compulsory program insurance systems for low-income groups
is not provided. Such participation would presumably require authorization
for compulsory pay-roll deductions from the salaries of Federal employees together with the right of the States to collect employer contributions in lieu of
pay-roll taxes from Federal agencies operating therein. This problem might
be handled more effectively if the program contemplated in S. 2143 were integrated with the Federal-State Social Security system * * * we believe
that TVA employees should be brought within the coverage of the Social Security

Act."
III. SUMMARY COMMENTS
OWMR summarizes its opinion of S. 2143 in this way: The report says there
are five basic health problems to overcome. They are:
"1. The maldistribution of doctors and hospitals;
"2. Inadequate public health and maternal and child care services;
"3. Inadequate medical research and professional education;
"4. The inability of millions of persons--normally self-supporting as well
as needy persons-to pay for medical care when they need that care; and
"5. The loss of earnings when sickness strikes.
"S. 1C06, which your committee is now considering, will overcome four of these

problems; S. 2143 effectively attacks none of them."
The B'lreau of the Budget finds that S. 2143 ignores the two major points of the
President's health message, that is, the expansion of the present Federal-State
cooperative health program, and the strengthening of professional education in
medical and related fields and increased support of medical research. There is
no provision for Federal assistance in medical education.
The Secretary of Agriculture, Mr. Anderson, feels that "the bill fails to deal
realistically with the two major problems of rural medical care-those of insufficient numbers of health personnel and inability to maintain and support
hospital facilities. This again can only be corrected by national health insurance * * *."
The Secretary of Labor, Mr. Schwellenbach, states that "the real problem

which must be met by comprehensive Federal health legislation is the lack of
sufficient clinical and hospital facilities and well-trained professional personnel,
and the fact that a large proportion of the population either has no access at all
to health services or cannot afford good care without depriving itself of the primary necessities of living. In my opinion, S. 2143 fails to meet this problem."
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NATIONAL HEALTH ACT OF 1945
I. BRIEF SUMMARY OF WAGNER-MURRAY-DINGELL
NATIONAL HEALTH BILL (S. 1606; H. R. 4730)
The bill provides for a national health program, includingI. COMMUNITY-WIDE HEALTH SERVICES

Federal Government provides grants-in-aid to States for (1) public
health programs (the existing programs for control of venereal diseases and tuberculosis are not changed), (2) maternal and child
health (including crippled children's) services, and (3) medical care of
needy persons.
Federal Government will pay between 50 and 75 percent of what a
State spends for these programs, with the States having the lowest
per capita incomes getting the maximum Federal aid.
State plans to be approved must provide that programs be in effect
in all political subdivisions (1) by 1949 for public health programs,
(2) within 10 years after date of approval of first State plan for
maternal and child-health service, and (3) immediately, for plans for
medical care of needy persons.
(1) State plans for public health must provide for extension and
improvement of public health work toward achieving nationally accepted standards; (2) State plans for maternal and child-health services must provide that the services and facilities furnished shall be
available to all mothers and children in the State or locality; (3)
State plans for medical care of needy persons must assure meeting in
full the need of individuals for medical care throughout the State as
determined in accordance with standards established by the States,
and may not impose citizenship or residence requirements or exclude
recipients of public assistance under the Social Security Act in determining eligibility for medical care.
SMedical care for needy persons may be provided either by the State
or local public-assistance agency (through money payments to needy
individuals or through payments to persons or institutions furnishing
the care), by another State or local agency through mutual agreements, or through the prepaid personal health service benefits program on the basis of equitable payments by a State or local public
agency to the personal health services account.
Federal administrative agencies are (1) the United States Public
Health Service, for the public health program, (2) the United States
Children's Bureau for the maternal and child-health program, and
(3) the Social Security Board for the program for medical care of
needy persons.
Provision is made for coordination between the administration of
the public health, the maternal and child health, and the medical care
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of needy persons programs, and between these and related programs
including the prepaid personal health service benefits program also
proposed by the bill.
II.

PREPAID PERSONAL HEALTH SERVICE BENEFITS

Medical benefits for workers, their wives or disabled husbands, their
children under 18 or children of any age, if disabled, and their dependent parents, and for persons receiving retirement or survivors'
benefits. Any other person may qualify for the benefits if equitable
payments to the personal health services account are made on his
behalf by a public agency.
Benefits include all needed service-preventive, diagnostic, and
curative--furnished by a general practitioner of the individual's
choice (from among all doctors participating in the system), specialist services, laboratory services, and necessary hospital care up to
60 days a year for each member of the family, or 120 days if funds
permit. Dental and home-nursing services are also provided but these
may be limited in scope at the outset if there is insufficient personnel.
Doctors, dentists, and hospitals may choose the method by which
they shall be paid. Payments to doctors, dentists, and nurses shall
be adequate, especially in terms of annual income, and having regard
for age, specialization, and type of community, and for individual
skill, experience, and responsibility.
Provisions are included to assure high quality care, and advancement of medical knowledgeland prevention of disease through grants
for research, education, and training of medical and health personnel. Priority is to be given to courses for returning servicemen and
women.
Benefits are to be administered through the United States Public
Health Service with decentralized administration by local areas, and

utilizing State (and local) agencies for administration if the State
agrees. A national advisory medical policy council, with professional and public representatives, must be consulted by the Surgeon
General, and its recommendations transmitted to Congress; local and
regional advisory committees are to be established.
All employees in industry and commerce (except railroad workers),
agricultural and domestic workers, employees of nonprofit institutions, and all self-employed persons are covered.
A personal health services account is established in the Treasury.
Sums sufficient to finance the benefits provided are authorized to be
appropriated to this account; from such appropriations there is to be
credited to the account (1) amounts equal to 3 percent of wages, up to
$3,600 a year, in covered employments, (2) the cost of dental and
home-nursing benefits and (3) the amount expended for social security beneficiaries who became insured before the bill goes into effect, as
well as (4) reimbursements to the account made on behalf of noninsured persons (needy persons, workmen's compensation cases, etc.)
The Surgeon General of the United States Public Health Service
and the Social Security Board jointly shall study and make recommendations as to methods of providing dental, nursing, or other benefits not currently furnished and of providing facilities and services
for the care of the chronic sick and for prevention of chronic physical
and mental diseases.

II. ATTITUDE OF AMERICAN MEDICAL ASSOCIATION

A.

CONSTRUCTIVE PROGRAM FOR MEDICAL CARE
AMERICAN MEDICAL ASSOCIATION

This platform was adopted by the council on medical service and
public relations and the board of trustees of the American Medical
Association on June 22, 1945. (Journal of American Medical Association, July 21, 1945, p. 883)
PREAMBLE

The physicians of the United States are interested in extending to
all people in all communities the best possible medical care. The
Constitution of the United States, the Bill of Rights and the American
way of life are diametrically opposed to regimentation or any form
of totalitarianism. According to available evidence in surveys, most
of the American people are not interested in testing in the United
States experiments in medical care which have already failed in regimented countries.
.
The physicians of the United States, through the American Medical Association have stressed repeatedly the necessity for extending
to all corners oi this great country the availability of aids for diagnosis and treatment, so that dependency will be minimized and independence will be stimulated. American private enterprise has won
and is winning the greatest war in the world's history. Private enterprise and initiative manifested through research may conquer cancer,

arthritis, and other as yet unconquered scourges of humankind. Science, as history well demonstrates, prospers best when free and unshackled.
PROGRAM

The physicians represented by the American Medical Association
propose the following constructive program for the extension of improved health and medical care to all the people:
1. Sustained production leading to better living conditions with
improved housing, nutrition, and sanitation which are fundamental
to good health; we support progressive action toward achieving these
objectives.
2. An extended program of disease prevention with the development or extension of organizations for public health service so that
every patt of our country will have such service, as rapidly as ade-

quate personnel can be trained.
3. Increased hospitalization insurance on a voluntary basis.
4. The development in or extension to all localities of voluntary
sickness insurance plans and provision for the extension of these plans
to the needy under the principles already established by the American
Medical Association.

NATIONAL HEALTH ACT OF 1945

5. The provision of hospitalization and medical care to the indigent

by local authorities under voluntary hospital and sickness insurance
plans.

6. A survey of each State by qualified individuals and agencies to
establish the need for additional medical care.
7. Federal aid to States where definite need is demonstrated, to
be administered by the proper local agencies of the States involved
with the help and advice of the medical profession.
8. Extension of information on these plans to all the people with
recognition that such voluntary programs need not involve increased
taxation.
9. A continuous survey of all voluntary plans for hospitalization
and illness to determine their adequacy in meeting needs and maintaining continuous improvement in quality of medical service.
10. Discharge of physicians from the armed services as rapidly as
is consistent with the war effort in order to facilitate redistribution
and relocation of physicians in areas heeding physicians.
11. Increased availability of medical education to young men and
women to provide a greater number of physicians for rural areas.
12. Postponement of consideration of revolutionary changes while
60,000 medical men are in the service voluntarily and while 12,000,000

men and women are in uniform to preserve the American democratic
system of government.

13. Adoption of Federal legislation to provide for adjustments in

draft regulation which will permit students to prepare for and continue the study of medicine.
14. Study of postwar medical personnel requirements with special
reference to the needs of the veterans' hospitals, the Regular Army,
Navy, and United States Public Health Service.
[Editorial from the Journal of the American Medical Associaiion, vol. 129, No.
14, December 1, 1945, pp. 950-953.]

B. THE PRESIDENT'S

NATIONAL HEALTH PROGRAM AND THE NEW

WAGNER BILL

Last week the Journal published the message sent to Congress on
November 19 by President Harry S. Truman submitting a national
health program. On the same day Senator Wagner, of New York,
introduced for himself and Senator Murray Senate bill 1606, and
Congressman Dingell introduced into the House the same version of
the new Wagner-Murray-Dingell bill. Obviously a number of conferences between those interested must have preceded the coordinated
action that occurred. Senator Wagner accompanied his introduction
of the measure with another opening statement, a brief summary of the
health provisions and a long series of questions and answers about the
prepaid medical care provisions of the National Health Act of 1945.
The language of the President in his message to the Congress and of
Senator Wagner in his statement to the Senate and the language of the
measure itself are the same trite locutions that the advocates of Federal
compulsory sickness insurance have used for these many years in trying
to force these proposals on the American people. According to Arthur
Sears Henning, 'the compulsory health insurance plan is chiefly the
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brain child of Isidore S. Falk, research director of the Social Security
Board, and Michael M. Davis, a member of the CIO political action
committee."
Elsewhere in this issue appears an analysis by the bureau of legal
medicine of the American Medical Association of the changes in the
latest version of the Wagner-Murray-Dingell bill from that introduced
previously. Mr. Wagner in his opening statement again informs the
Senate that this bill is the result of the constructive suggestions of
many outstanding medical authorities and of labor, farm, consumer,
and health organizations interested in improving the Nation's health.
Neither the President nor Mr. Wagner nor the Social Security Board
made the slightest attempt to consult any representatives of the American MedicalAssociation, which now embraces in its membership more
than 125,000 American physicians. Typical of the kind of government
that the bureaucrats would force on the American people is this technique of consulting advisers who are known in advance to be in complete agreement with the persons whom they are supposed to advise
and of studiously avoiding anyone who might offer a contrary opinion.
This is government by minority with a vengeance.
The insidious strategy that has been employed in recent years, leading toward culmination by approval of the President of the United
States, is clearly apparent to those with an understanding of what has
been going on. Since the time when Michael Davis and his associates
engineered the formation of the Committee on the Costs of Medical
Care down to the present, a gradual enlistment has been secured in
behalf of socialized medicine of every agency that could be induced
to combine in a movement toward socialization of the American system of government. Around their banner have rallied the members
of the so-called Boas' Physicians Forum, certain doctors of philosophy
in the field of economics and sociology, the socialist element in the
American Public Health Association and those employed in governmental health agencies who thirst for increased power and expansion of the bureaus that they serve. Let the people of our country
realize that the movement for the placing of American medicine under
the control of the Federal Government through a system of Federal
compulsory sickness insurance is the first step toward a regimentation
of utilities, of industries, of finance, and eventually of labor itself.
This is the kind of regimentation that led to totalitarianism in Germany and the downfall of that nation. Its prime consideration is deduction from the pay of the worker and taxation of the employer so
that the Government does for the people most of the things that our
people in the United States have been accustomed to do for themselves.
The time may yet come when'the American worker, as was the case with

the German worker, will have more deductions from his wages than
"take home" pay.
"SOCIALIZED MEDICINE" AND FREE CHOICE

In the President's message to the Congress and in the material written for Mr. Wagner by those whom he employs and consults in the
preparation of his proposals, constantly reiterated is the statement
that these proposals are not "socialized medicine." The first of Mr.
Wagner's questions and answers is concerned with this question in
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semantics. Worse than socialized medicine is "state medicine." In any
system of state medicine the government collects the funds available,
manages the service, and distributes the payments. Is not this what
the Wagner-Murray-Dingell bill would accomplish? True, in the
proposed legislation for a Federal system of compulsory sickness insurance, patients are told that they will have free choice of doctors;
doctors are told that they will have the right to refuse any patients;
but the bill provides that the Surgeon General can limit the number of
patients that a physician will see, and that the Surgeon General will
provide other physicians when too many patients select one or more
of the physicians in a community. The measure mentions free choice
of doctor for the patient, but it is free choice within limitations. It
is free'choice of the doctors who are willing to work under the system. It is free choice if the doctor is willing to work under a fee bill
set up by the Government. It is free choice if the doctor is willing to
accept a payment of so much per person per year for his services. It
is free choice if the doctor is willing to work as a salaried member of
a group. It is free choice if the doctor is willing to abide by a majority
vote of the doctors licensed to practice in his community. What kind
of free choice is that ?
Senator Wagner has always insisted that compulsory health insurance-really sickness insurance-is not socialized medicine. Actually the proposals involve both socialized medicine and state medicine.
The American people are entitled to straightforward, honest statements from their representatives as to what such proposed measures
would do to them and to their physicians. They have not had such a
straightforward statement either from the President in his message
or from Senator Wagner in his statement to the Congress.
THE STATISTICS

In opening his message to the Congress, President Truman referred
again to the rejections of registrants under the draft and to the rejections of women who applied to the Women's Army Corps and other
women's services. Every fundamental principle of the scientific interpretation of statistics has been violated by the proponents of Federal compulsory sickness insurance in their utilization of these figures
as propaganda for the measures they proposed. The facts have been
provided in several previous editorials in the Journal. One needs
only to recognize that the standards of physical fitness for military
service changed greatly from the army of preparedness to the end
of the war. Men who were rejected as physically unfit for military
service in the first year of war were accepted as quite fit for complete
service or for limited service in the later years of the war. Furthermore, none of the proponents of this legislation have ever admitted
frankly, as they should if they are interested in an honest scientific
statement of the facts, that a tremendous number of those rejected as
unfit could not be made more fit by any knowledge available to modern
medicine today.
In his questions and answers presented to the Congress, Senator
Wagner again challenges the statement that health conditions and
standards of medical service in the United States are higher than in
any other large country in the world. Here are more tricks with
words. The figures for New Zealand have often appeared better than
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those of our country, but New Zealand is quite different from the
United States and not in any sense of the word comparable. And
even if it were comparable, the statistics for New Zealand concern its
white European population and carefully avoid citation of its colored
and native population. As we go to press New Zealand's system of
socialized medicine reportedly faces failure and bankruptcy. Mr.
Wagner even challenges the figures for life expectancy in the United
States. Let him consult the most recent figures prepared by the leading life insurance companies in this country, which have a financial
stake in the life expectancy of the people; he will'discover how far
ahead the United States really is of any other country in the world
with or without a national compulsory system of medical care.
FEDERAL AID FOR HOSPITALS

The President's program includes five features. First is the proposal to grant Federal aid for the building of hospitals and health
centers throughout the Nation. Both the American Medical Association and the American Hospital Association have approved the
principles of the Hill-Burton bill, which make this proposal effective.
Senator Wagner in his statement to the Congress reminds us that he
himself introduced a hospital construction bill in 1940. He has now
eliminated from the new Wagner-Murray-Dingell bill the section in
the previous draft which concerned hospital construction. This at
least is fortunate for the American people because the provisions of
the Hill-Burton bill, as modified by the Senate committee which conducted the hearings and which has reported the bill favorably to the
Senate, are much more wise and much more scientific than the proposals of Wagner, Murray, and Dingell. Under the Hill-Burton bill
money will not be spent until the need is shown by a survey conducted
in the individual State. Furthermore, State organizations will be
developed which will have the responsibility for allocation of funds
and the control of the expenditure of funds. The place of the Federal
Government will be to act as custodian of the funds and to provide
the funds when adequate evidence of their need and proper utilization
is supplied. Incidentally, this measure recognizes that some areas
of the country may need funds much more than do others, and beyond
the ability of the individual State to match any Federal appropriation.
MATERNAL AND CHILD HEALTH SERVICES

The second recommendation by President Truman is for an expansion of maternal and child health services. Apparently President
Truman failed to take into account the pending Pepper bill for maternal and child health, which was analyzed in an editorial published in
the Journal on November 10. Senator Wagner in his statement to
the Senate does recognize the existence of other proposals. The Wagner-Murray-Dingell bill would make increased grants-in-aid through
the Children's Bureau to the individual States for maternal and child
health and crippled children, the States developing their own plans,
which, of course, would have to have the approval of the Chief of the
Children's Bureau. Here the grants are made variable according to
the established need in the individual States. The Wagner-MurrayDingell bill requires that the Chief of the Children's Bureau enter into
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agreements or cooperative working arrangements with the Surgeon
General of the Public Health Service to insure coordination in the
administration of programs and services in this field. This at least
is a recognition of the fact that Federal coordination of health activities is a fundamental need in our Government at this time. The Congress will soon give authority to the Chief Executive to transfer
various agencies in order to secure coordinated action and to bring
about unified policies. The American Medical Association has recommended again and again and again that the No. 1 step necessary in
coordination of health activities is removal of the Children's Bureau
from the Department of Labor to the United States Public Health
Service in the Federal Security Agency. Previous Presidents have
apparently been unable to accomplish this highly desirable objective.
The American Medical Association favors the utilization of Federal
or State funds for the extension of maternal and child health services
where needed.
President Truman also urges an extension of public health services

throughout the United States. At present less than half the counties
in the United States are provided with full-time public health service.
Perhaps some of our counties could never utilize a full-time public
health service efficiently; groups of counties could, of course, cooperate.
Nevertheless the American Medical Association has been among the
leaders of the Nation in urging that adequate public health service be
made available in every community in our country.
EDUCATION AND RESEARCH

Confusion again prevails when the proposals of the President's
message and of the Wagner-Murray-Dingell bill. are read in connection with the proposals of the various measures for establishing a
national science foundation. This Mr. Wagner recognizes in his
statement to the Congress; he points out that the Senate Committee
on Military Affairs has before it legislation providing for the promo-

tion of medical research and professional education. He indicates
that these proposals remain in his revised National Health Act because he wants to help promising individuals without financial means
to get a medical education, and he wants to overcome "the restrictions which the medical schools apply particularly to persons of
minority groups." For these purposes the sums of $10 000 000 the first
year and $15,000,000 the second year are mentioned. Incidentally,
the Senator wisely recognizes the necessity for training adequate personnel in the field of public health if progress is to be made in that

field. Nevertheless the Congress would do well to place in some single
agency all of the various programs allocating funds for training
personnel in the field of research, medicine, the public health, the basic
medical sciences and related fields of study. Scientists throughout
the Nation are agreed on the desirability of a national science foundation. Physicians favor increased research on cancer and on mental
disease and indeed in every medical field in which research could be
helpful. They do feel, however, that any national science foundation
should be directed by a competent board of scientists, who could coordinate research and education. Apparently the present adminitration seems to prefer a national science foundation which would
be headed by a politically appointed director. Apparently Wagner,
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Murray, and Dingell seem to prefer a system in which the Surgeon
General of the United States Public Health Service would allocate
funds to medical schools, research institutions, and similar agencies
that meet this approval. The movies have a czar who directs and
coordinates their activities in certain fields, but they can remove him
when they wish to do so and they are free to resign from his supp,,rt
when they wish to do so. Similarly baseball has its czar. Now npparently our Government wants a czar for medicine and another czar
for research, but there is no way in which those who would be com-

pelled to subscribe for the establishment of the system and for those
who would be compelled to work under the system to resign.
freedom would become a thing of the past.

Their

Incidentally, in his statement on medical research and education,
Senator Wagner has one quite revolutionary paragraph. Under the
Constitution of the United States the control of medical practice is
within the province of the individual States. Here is the statement
of Senator Wagner:
State licensure laws are so complex, so lacking in uniformity, and so obstructive of interstate mobility of qualified practitioners that some Federal legislation
is necessary to bring order out of this chaos. There are no medical schools in
some States, and measures to remedy this defect should be considered. Finally,
the discrimination which most medical schools practice against student applicants from minority groups requires congressional consideration and action.

Regardless of whether or not some of the abuses to which the Senator refers exist, the Senator finds only one possible remedy--compulsion by the Federal Government and removal from the individual
States of their right to control their own policies. Furthermore, has
he made the slightest possible investigation to find out whether or
not every State in the United States can support and operate successfully a modern medical school I Has he considered the necessity for
teachers, for pupils, for patients? One is reminded of the State which
built with Federal funds a hospital for crippled children that exhausted the needs of a hospital for crippled children in that State
within 2 years.
COMPENSATION FOR LOSS OF EARNINGS

DUE TO SICKNESS

The fifth proposal in the President's program and in Senator Wagner's measure is compensation for loss of earnings due to sickness.
The American Medical Association through its house of delegates has
consistently favored such insurance. Most strange among the changes
in the present measure offered by Wagner, Murray, and Dingell from
their previous promulgation is the failure to indicate anywhere in the
proposed measure the taxation to be provided on the worker and on
the employer to provide funds for this measure. True, the President.
in his message mentions 4 percent on the first $3,600 earned by an

employee, but the measure itself makes no such mention. Perhaps
the mention was avoided deliberately by Senators Wagner and Murray
and by Congressman Dingell so that the bill could be referred to the
Senate Committee on Education and Labor, of which Senator Murray
is chairman, rather than to the Senate Committee on Finance, to which
the previous measure was referred. This may serve to secure hearings
on the legislation and thus to keep it alive rather than to permit it to
sink into the innocuous desuetude that was the fate of the previous
measure.
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EVILS OF COMPULSORY SICKNESS INSURANCE

Many of the answers included by Senator Wagner in the questions
and answers submitted by him to the Senate are denials of the charges
repeatedly made against his proposals by those who wish to see the
principles of initiative, democracy, and freedom maintained in American medicine. Thus he categorically denies that his measure "will
destroy the private practice of medicine," that it will place the medical
profession "under the direction of one man, the Surgeon General of
the United States Public Health Service," that "the National Advisory

Medical Policy Council will have no authority," that "the hospitalization provisions in the bill" will "destroy the voluntary hospital system," that "medical education will be controlled by the Surgeon General," that "the bill will plunge the physicians into political slavery,"
that "people will be obliged to take any doctor the Surgeon General
tells them to," that "the Surgeon General of the Public Health Service"

will have "the power and authority to designate which doctors can be
specialists." The Senator by sophistic argument and smooth phrases
categorically denies all of these charges against this measure; the
Journal of the American Medical Association now insists that every
one of these charges against the measure is valid and that the actual

text of the measure itself is the proof of that validity.

No one will ever convince the physicians of the United States that

the Wagner-Murray-Dingell bill is not socialized medicine. By this
measure the medical profession and the sick whom they treat will be
directly under political control. By this measure the great system of
private hospitals and community hospitals that have grown up in our
country will depend for their continued operation on funds paid to
them by a Federal Government agency. By this measure the philanthropic efforts for the care of the sick, which have been the pride of
our Nation, will be forever deterred. Through this measure competent young men who would enter the medical profession will be forced
to seek other fields of action still remaining under our democracy which
still permit the exercise of individual initiative and freedom of thought
and action. By this measure doctors in America would become clock
watchers and slaves of a system. Now, if ever, those who believe in the
American democracy must make their belief known to their representatives, so that the attempt to enslave medicine as first among the professions, industries, or trades to be socialized will meet the ignominious
defeat it deserves.
C. THE

AMERICAN ASSOCIATION AND MEDICAL CARE

Dr. Louis H. BAUER, Chairman
Council on medical service and public relations of the American

Medical Association
I am very glad to have an opportunity to discuss the subject of
medical care today. We are all delighted that the United States Chamber of Commerce has taken such a keen interest in the subject.
1

Reprinted from Social Security in America, Chamber of Commerce of the United
States, 1944, pp. 96-100.
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The American Medical Association has this subject very much at
heart. While the association has been accused of being reactionary and
obstructive, it is an unfair accusation. The association has been the
victim of a great deal of propaganda, some through ignorance and
some, I fear, through malice. For example, the association has been
accused of opposing group practice. The charge is a false one. There

are many groups operating in the United States, approved by organized medicine and members of these groups are and have been officers
in the national and State medical bodies. The American Medical Association has only opposed those groups which were so organized that
they could not possibly deliver good medical care and which were
organized by irresponsible parties who were not interested primarily
in the welfare of the patient. The association has also been accused
of opposing prepayment insurance plans. This again is not true. The
association has only opposed those plans which were not sound and
could not deliver good medical care. There are large numbers of such
plans in operation which have the approval of national, State, and
county organizations.
Realizing the necessity for further action, however, the association
last June set up a new council on medical service and public relations
whose duties are as follows:
1. To make available facts, data, and medical opinions with respect
to timely and adequate rendition of medical care to the American
people;
2. To inform the constituent associations and component societies
of proposed changes affecting medical care in the nation;
3. To inform constituent associations and component societies
regarding the activities of the council;
4. To investigate matters pertaining to the economic, social, and
similar aspects of medical care for all the people;
5. To study and suggest means for the distribution of medical services to the public consistent with the principles adopted by the house
of delegates; and
6. To develop and assist committees on medical service and public
relations originating within the the constituent associations and component societies of the American Medical Association.
In the exercise of its functions, this council, with the cooperation of the board
of trustees, shall utilize the functions and personnel of the bureau of legal medicine and legislation, the bureau of medical economics, and the department of
public relations' in the headquarters office.

The council feels that one of its outstanding duties is to evolve a
system of medical care which will cover all the people and be in accordance with the traditions of American medicine as to high standards
of medical care and the American tradition of free enterprise.
There is no evidence that the American people want different doctors
or a different system of medical care. They merely want what is available at a lower cost and want it more widely available. They want
the privilege of choosing their own doctor. They do not want to be
regimented in medical care.
To quote from the general policies of the council:
The council on medical service and public relations recognizes the desirability
of widespread distribution of the benefits of medical science; it encourages evolu-

tion in the methods of administering medical care, subject to the basic principles
79876-46--2
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necessary to the maintenance of scientific standards and the quality of the service
rendered.
It is not in the public interest that the removal of economic barriers to medical
science should be utilized as a subterfuge to overturn the whole order of medical
practice. Removal of economic barriers should be an object in itself.
It is in the public interest that the standards of medical education should be
constantly raised, that medical research be constantly increased, and that graduate and postgraduate medical education be energetically developed. Curative
medicine, preventive medicine, public-health medicine, research medicine, and
medical education, all are indispensable factors in promoting the health, comfort,
and happiness of the Nation.

There are many emergency situations which must be met. These
situations are caused by the general shortage of civilian medical personnel and by shifting industrial populations. Because of the temporary nature of these emergencies, the measures adopted should be
temporary and may vary from time to time and from place to place
as the situation demands.
The private practice of medicine as now conducted, with certain
modifications, will meet the needs of a large proportion of the population. Costs of medical care under this system can be met by those in
only moderate financial circumstances, by (1) the use of voluntary
group hospital insurance now protecting about 14,000,000 people, but
it should protect several times that number and extension of this service should be made so that it is available to anyone who desires it; (2)
the use of voluntary medical-expense indemnity insurance. A number
of these plans are in operation. Many of them cover only surgical and
obstetrical care. A few cover all medical expense, but the public has
shown, to date, little interest in such plans and there is little actuarial
experience on which to base such plans. Hence, many plans which
started out with the idea of giving complete coverage have altered the
coverage to the limited nature mentioned above. The public must be
sold on these plans and educated in the costs of medical care. There
is no doubt that complete medical coverage can be obtained by such
plans at a considerably lower rate than would be required in any compulsory plan. Progress has been slow, but experience is being acquired,

and changes will gradually be made in these plans as indicated by that
experience. Criticism has been made that voluntary plans will not
work. They have not yet been going long enough to warrant such a
criticism. It is often said that the voluntary plans in England were
unsatisfactory. There is no relationship whatever between the socalled voluntary plans or lodge practices in operation in England prior
to the adoption of the compulsory sickness plan, and the voluntary
plans being developed in the United States. It takes time to develop
any new system of insurance, and the entire habits and customs of. a
country cannot be changed overnight.
Each State medical society should foster such voluntary plans and
assist in their advertising. Joint arrangements should be made with
the hospital group insurance so as to avoid duplication of selling costs,
but hospital care and medical care require different policies. To start
with it may be well to cover only surgery and obstetrics as these are
the most catastrophic financial burdens. As experience develops, further extension of these plans will be possible. It is doubtful if a
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national plan is feasible because of the differences in local situations.
Consideration of inclusion of nursing care in the voluntary plans must
be given careful study, also, as this is often one of the most expensive
items of medical care. The provision of certain expensive therapeutic agents at a low cost must be considered. The State, in many instances, provides smallpox vaccines, diphtheria toxoid, and antitoxin,
and, in some cases, the various sera and sulfa drugs. The Federal
Government has provided radium. A wider extension of this service
for the lower-income groups is essential. Oxygen is a valuable therapeutic agent and it is being more and more widely used, but it is expensive. Possible State subsidy on this is to be considered.
The use of group practice should be studied further in local communities. Grouping of doctors to save office rent and equipment without further association is a help. Groups organized for diagnostic
purposes have not proved too successful except in certain isolated instances. The group method, however, has proved practicable for
mushroom industrial populations; and where there is a shortage of
doctors or where the industrial population is resident in a restricted
area it may be the answer to the problem.

It has not yet been tried in

rural areas and its feasibility there is doubtful but its use as an experiment is justifiable, and State and county organizations are urged to
conduct such experiments to determine its value.
The question of the development of diagnostic centers needs careful
study. In some areas this may be feasible and productive of a less
expensive, yet excellent, type of medical care. Again, States and counties are urged to foster such plans on an experimental basis.
Different methods will be found to be satisfactory in different areas.
The indigent are in most areas well taken care of and no change
seems to be indicated in their case, except to extend care to those areas
not covered. The State will continue to provide hospital care and the
doctor will continue to donate his services. There is a group, however,
which is above indigency and below self-sufficiency which needs help.
The insurance schemes mentioned previously and the provision of free
or less costly therapeutic agents, the use in some cases of diagnostic
centers will help them, but there will still be a group that is not protected, and some other plan must be found for them. Until a better
plan is available, the extension of the medical relief system to them
will afford a temporary answer. The law in some States permits this
but it is inoperative.
A steady evolutionary change along the lines already outlined will
meet the needs of the public and no revolutionary change as suggested
in the Wagner-Mrrray-Dingell bill is justified. The latter would provide mass medicine of an inferior character under the absolute dictatorship of one man. It would interpose a third party between the doctor and the patient and the doctor would be responsible to that party
and not to the patient. He would become restricted in his therapeutics.
He would spend much of his time with reports. There would be no inducement to practice good medicine, and he would be subject to political buccaneering. It would overthrow everything we now have and set
up a completely new system practically overnight.
. I
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More specifically, this bill provides the following:
1. It practically does away with the private practice of medicine as
now carried on. Medical care will deteriorate from a highly personalized service to an impersonal, regimented service under a Government
bureaucracy.
2. It subjugates all doctors and all patients to the authority of one
man, the Surgeon General of the United States Public Health Service,
who prescribes fees, determines who are specialists, prescribes under
certain circumstances whom the patient can see, whom the doctor can
have as a patient, and to what hospital he is to go, although free choice
is supposed to be provided in most instances.
3. Although the bill provides for an advisory council, to be appointed by the Surgeon General, there is not one word in the bill that
requires a physician to be appointed, and even if all members of the
council were physicians, the council has absolutely no authority-it
is advisory only.
4. It provides for a study of dental and nursing care, apparently*
with a view to regimenting them also at a later date.
5. It calls for grants-in-aid to medical education. This will result
in the Government eventually controlling our medical schools. It will
remove the incentive that stimulates the student to acquire the best
medical education obtainable, by offering him a regimented practice,
federally supervised and controlled.
6. It provides for grants-in-aid for medical research. The Surgeon
Genera again is the one who will decide to whom these grants will be
given, and whether or not the contemplated research is worth while.
7. It calls for the expenditure during the first year of $3,048,000,000,
only a portion of which will be for medical care and this money is to
be obtained by increase of social security taxes-from employer, employee, and self-employed, and applies these taxes to nearly all the
people. The sponsors of the bill claim that there will be no politics
connected with the plan. I ask you if you can conceive of any plan involving the expenditure of over $3,000,000,000 of Government funds in
which politics will not play a part, and a large part at that?
Compulsory sickness insurance has, in no instance, given good medical care. It has resulted in higher morbidity and mortality rates than
we have in the United States. It has resulted in an increase in the preventable diseases, and it has fostered malingering.
In Germany, before the war, the lay employees of the health bureau
outnumbered the doctors working for it. In England, the general practitioner (the only service given under the English scheme), has become
merely a certificate writer. As one English doctor has said, the "certificate must satisfy the patient, satisfy his own tattered conscience, and
at the same time keep the doctor out of the hands of the general medical council."
We are earnest in our endeavor to provide good medical care for all
the people but we believe this can best be done by gradual evolution and
modification of our American system rather than by discarding all we
have now in the way of the best health record in the world and substituting what is essentially a foreign system. In all probability, when
found, there will not be one answer, but several answers.
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NEW MEDICAL CARE PROGRAMS AND THE AMERTAN MEDICAL
ASSOCIATION 1

R. L.

SENSENICH,

M. D., trustee, American Medical Association

New medical care programs cannot be discussed intelligently without giving some consideration to what we now have, the factors that
have influenced progress to this point, and what needs are to be met.
For that reason a brief survey of the situation should be helpful.
The best possible medical care for all the people has been the constant
aim of the medical profession of the United States throughout the
years. The present standards of medical care in America are higher
than in any other country in the world.
The remarkable achievement of present high standards of medical
education and medical care has been accomplished by the profession
itself. The American Medical Association and its constituent and component societies have provided the means for study and action to those
ends. The individual would be helpless. The uninformed public, the
economic planner without experience in giving medical care, and the
politically minded public official could be more harmful than helpful.
In fact, higher standards of medical education, advancement of scientific medicine, improvement of hospitals and medical equipment, and
evaluation of new drugs and techniques have been accomplished by
the councils of the American Medical Association and by its constituent
State associations against indifference in government circles.
Medical service in illness, preventive medical measures, attention to
nutrition and immunization in childhood, through education and voluntary efforts, are more advanced in the greater portion of the United
States than in comparable European groups having compulsory sickness insurance plans.
The medical profession has been justly proud of its cooperation with
all agencies, governmental and private, in giving medical care to those
in need of care and unable to pay for that service. Services and medicines to the sum of many millions of dollars have been given without
charge by physicians each year without public statement or record.
No one in need of medical care and making that need known to the
proper officials of government or private agencies or directly to physicians should have failed to receive medical service. An inquiry concerning this matter was addressed by the American Medical Association to public officials and charity agencies of towns and ministers
of local churches and other citizens in smaller areas throughout the
United States. Only a few instances of inability to obtain needed
medical care were reported and the reasons for these failures were
not clear. Others who should have had medical care may not have
sought it because of the cost.
Although the number of these is apparently not as great as is often
estimated, the American Medical Association is interested in determining the causes of these unnecessary hardships and in assisting in
correcting them.

I Reprinted from Health Insurance in America, Chamber of Commerce of the United
States, 1945, pp. 17-25.
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It is recognized that certain areas do not have physicians or medical
facilities in which good medical care could be given. Sufficient education in matters of health are often lacking and services which might
have been helpful are not sought. There are no available facts from
which any approximation may be made of the actual effect of this
deficit upon the health of the public in these areas other than the prevalence of nutritional disorders and of communicable disease, notably
tuberculosis and syphilis.
The American Medical Association began years ago to study the
needs for medical services and the inadequacies of medical facilities.
Roughly the subject may be considered under four subdivisions:
I. Provision of medical facilities and location of physicians in
areas not so supplied.
II. Medical care of the indigent and those having chronic
illness.
III. Medical care of those of low income who are able to pay
for ordinary medical services but upon whom an unusual expense
because of illness creates hardship or requires protracted payments.
IV. Medical care of those who are well able to care for themselves financially and do not desire any interference with their
program of living. This group does not need attention other
than that the medical profession must continue to maintain high
standards of medical care for them as well as other groups.
Included within these groups are several millions of individuals
who, because of religious beliefs or for other reasons, do not consult
physicians or desire medical care. So long as these people do not
expose others to communicable disease this freedom may not be
abridged.
This subject cculd be still further subdivided but for brief discussion
this grouping directs attention to the major points to be considered.
I. Provision of medical facilities: The establishment of hospitals
and laboratories and other medical facilities in areas not having adequate provision to meet medical needs meets with general approval.

Grants of Government aid to areas where need is demonstrated has
also been generally approved. We do not have time here to discuss
the details of determination of needs, or of the management, local or
national, of these facilities. Nursing service and better community
health protection may be the items of greater need. Education of the
public in health matters and in utilization of modern facilities in the
treatment of illness are necessary. It will not be difficult to get physicians to locate in areas where facilities and economic status make good
medical care possible. But it must be pointed out that the needs of
these inadequately supplied areas cannot properly be used as a reason
for subjecting to national regulation the major portion of the country
having more advanced standards and facilities. The areas of higher
standards will progress better under their own planning than they
would under any governmental pattern.

II. The medical care of the indigent and chronically ill: Concerning this group it would seem that there could be no difference of
opinion. They should be cared for at governmental expense from tax
funds. Indigency results from many conditions, among them economic causes in which illness is only incidental, factors of habit,
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thriftlessness, and subnormal mentality as well as those whose indigency is primarily due to chronic illness. Cases of indigency of economic origin and those of constitutional inadequacies, crippling or
chronic disease, cannot properly be loaded upon insurance funds.
These funds are accumulated from regular premium payments as a
means of advance budgeting against the average incidence of illness as
it may occur in those mentally competent and presumably well. To
include the chronically ill would force unjustifiable burdens upon the
shoulders of this group and also result in deterioration of medical
services available to them. The economic casualties, accidents of
birth, constitutional inadequacies, and crippling should be supported
by the whole taxable group and not from the funds of a limited insured
group.

Study of the manner in which governmental agencies have met the
indigent need for medical care reveals what in many respects has been
the most disappointing finding. In many cases the medical care of
this group has been provided almost entirely by nongovernmental
agencies or charitably inclined individuals and physicians who gave
their services without charge. The urge to provide political sales talk
by a record of low cost to the taxpayers apparently prompts many
public officials to set up evasive formulas by which indigency is determined. The same formulas are used to avoid responsibility for medical care even when the law permits a broad construction with respect to care in illness. If all governmental agencies would meet the
medical needs of the indigent as they are in most instances directed by
existing law or as could be provided by minor legislation, there would
not be any indigent medical-care problem.
III. lMedical care to those of lower income who are able to pay for
medical services in the average illness but upon whom an unusual expense of illness creates hardship or requires protracted payments.
The American Medical Association began the study of the needs of
this particular group years ago. The individual in this group may
be described as generally appreciative of good service and therefore
selective in his choice of the physician in whom he has confidence.
He is an individualist in his thinking and objects to interference with
his own planning. Despite the absence of a large financial reserve he
gets by very well. Although the unpredictable illness may require
udget payments, he pays debts incurred within a reasonable time.
In this the physician helps him, and surgical or other fees are generally
adjusted to his ability to pay within a year. In fact the illness, if not
unusually expensive, may be much less burdensome than his payments
upon the new automobile, refrigerator, radio, and household furniture
that will be repossessed by the seller if he fails to make payments as
promised. Credit authorities state that the aggregate obligations of
the group for these purchases sometimes due to high-pressure sales
are very large in amount. As compared with them, the debts incurred for medical services are negligible.
To meet the particular problem of catastrophic illness and its effect
upon this group, insurance plans in operation all over the world were
studied by the American Medical Association to explore the possibilities of some mechanism by which budget payments into an insurance
pool might provide funds for medical needs as they develop.
Government compulsory plans in other countries were studied as
to advantages, disadvantages, tendencies to loss of the importance of
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the individuality of the patient, and to deterioration of quality of the
service. Political manipulation and exploitation for political jobs
and diversion of insurance funds to various purposes were reported.
Various constituent State medical associations also studied the possibilities of insurance plans as related to the medical problems of their
respective States. Plans were proposed for the purpose of gaining actuarial experience and observing the public reaction to such insurance.
The American Medical Association approved and encouraged well
planned study and experimentation in the use of insurance plans
whereby budgeted payments could be accumulated to be available for
the payment of medical care at the lowest possible cost without impairing the quality of the service. Twenty States now have such plans in
operation or are in the process of preliminary study, enabling act or
experimentation sponsored by the State medical society. In addition
to these, 38 States cooperate with the Farm Security Administration.
Most of the plans of State societies are now on a sound financial basis.
The service offered varies but changes are brought about as actuarial information is gained. Some of the plans have had a number of years of
experience. However, the major portion is less than 4 years old.
As a consequence there has not been sufficient time for the public to
become thoroughly familiar with this insurance method. Because of
the lack of actuarial experience, many of the plans have not accepted
more than 1,000 new subscribers per month. Despite this short period
of time, one of the plans has approximately a million members and
another one only slightly less than a million. Other State plans have
been growing in number and the total membership is now reported in
excess of 3 million. This does not include hospital insurance. Also
it does not include any of the plans connected with industry, in which
it has been estimated that more than 16 million are covered by some
kind of group insurance to protect against sickness costs.
The types of insurance vary-some plans being entirely service type
plans and others indemnity type. The service type in general have
upper income limits upon those who can secure membership. The income limits generally specified are not to exceed $2,400 annually. The
indemnity type are not limited to any special income group.
Any prepayment plans in which funds are pooled to meet future
needs are in essence a type of insurance and most States require sub-

stantial reserves deposited with the State insurance departments to
guarantee the fulfillment of the contracts. Special legislation has been
enacted in some States under which only a very minimum of reserve

deposit is required from certain organizations.

The guarantee that

the service will be rendered by participating physicians is accepted in
lieu of the larger reserves required of other types of insurance.

Many

physicians have participated in these service plans, in a desire to cooperate in the experimental study of the possibilities of this type of
insurance, who would not participate if the plan placed the major portion of their practice on that basis.
The indemnity type of insurance has the advantage of being more
elastic, more universally applicable and has been generally accepted
by the profession in the many types of health insurance which have
been operative throughout the years. It leaves the patient in control
of selection of his physician.
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Some of the State plans in operation are limited to surgical and obstetrical service. Others provide both medical and surgical services to
male and female and are closely integrated with existing hospital plans
so that the purchaser of such insurance has coverage of all the phases
of medical care.
These plans seem to be not only quite satisfactory but increasing in
popularity despite the fact that in most instances there has been no
active sales effort. In a number of States, plans are being made to
extend the protection to illnesses not now included.
Public opinion surveys in communities having these mutual types of
insurance and in other communities not having insurance have indicated a high percentage of individuals who desire some kind of insurance protection. The same individuals, however, are reported to have
voted strongly against government compulsory sickness insurance.
Some years ago conferences were held by representatives of the
American Medical Association with representatives of organized labor
with reference to medical care in industry and to the families of the
employed, giving special thought to the possibility of some insurance
plans. A vice president of one of the larger units of the American Federation of Labor spent some time in Europe representing the Federation of Labor in studying compulsory sickness insurance plans. On
his return, his recommendation was definitely against the operation of
such compulsory plans. He reported many observations of the unsatisfactory character of the service and its administration under govern-

ment control.

Labor has repeatedly stated its objection to the contract

doctor.
The council on industrial health of the American Medical Association, in conference with representatives of the American Federation of
Labor, the Congress of Industrial Organizations, the National Association of Manufacturers, stock and mutual insurance companies, the

Public Health Service and other agencies, has come to agreement upon
far-reaching plans for health in industry. These plans provide for
health education including nutrition, prevention of illness, physical
examination, confidential records, and selective placement in suitable
jobs, confidential consultations between the industrial surgeon and the
private physician of the patient in matters relating to the health of the
employee and simplified processes of adjustment in compensable illnesses and injuries were approved.
Many of the employees are now covered by hospital insurance to
which premiums the employer and employee contribute. In a number
of industries these health measures, as outlined, have been so satisfactory to both parties that the possibilities of extending the coverage to
the families of employees is being discussed. The attitude of labor
toward governmental compulsory insurance plans at this time has been
variously stated by some representatives of labor organizations.
Where individuals and groups of members of labor organizations understand the implications of compulsory Government sickness insurance, the attitude has not been in favor of compulsory Government

insurance.

The American Medical Association has for many years given study to
the costs of good medical care with a view to keeping that care available
to the low-income group without deterioration of quality. Better or-
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ganization and higher standards in specialization with proper facilities
for good work at a minimum charge have been encouraged. Group
participation in the use of office facilities, also the grouping of medical
men in the various specialties of medicine in the joint ownership of

facilities, commonly referred to as group medicine, are being tried.
At the close of World War I there was heightened interest in group
medicine and many organizations were established in various parts of
the country. Not all of these group organizations continued as operating units over any great period of time. Some of the physicians continued to occupy adjoining offices although they practiced as individuals not professionally associated. It would not be helpful to discuss
the varied reasons for these failures, but it must be remembered that
the individual patient is still an individual. He will place his confidence in Dr. Jones and will have nothing to do with Drs. Smith and
Brown. No one can deny him the right of the choice of his confidential adviser.
The effect upon the cost to the patient in group practice is apparently
not impressive. Some costs may be moderately reduced in various
group organizations, but it must always be borne in mind that the
practice of medicine is an individual service and the physician can give
the best medical service to only a comparable number of patients no
matter in what type of organization he is working.
Medical science has made remarkable progress. The average of
human life has been greatly extended and the quality of life in terms of
physical and mental health and happiness has been made better in
similar proportion. A recent report by an insurance company, based
upon a study of causes of death, estimated that more than 1,000,000
lives have been saved in the past year as compared with the average
annual mortality over a long period, due to progress in the medical
treatment of certain diseases. However, the very progress that has
made possible this remarkable prolongation of life and better levels of
health has made medical service more costly in facilities requiredhospitals, special equipment, special laboratory tests, and trained nurse
care, in addition to the closest observation and care by physicians.
Today good medical care cannot be cheap.
Every possible plan of improvement of the methods of distribution
of medical care is constantly being studied.
CONCLUSIONS

I. Government aid should be extended in the provision of medical
facilities in areas where need is determined. In the determination of
that need the local community should have a voice and should have the
control and operation of facilities thus provided.
II. The indigent should not be included in any plan of insurance
even though payments be made by the Government, because of the
abnormal concentration in that group of the congenital defectives,
crippled, and chronically ill. Those who have insufficient income to
live properly under healthful conditions would also fall in the same
high liability group. Both would become unfair burdens upon the
pooled funds contributed for insurance purposes by those living under
average conditions with normal nutrition, reasonably healthful conditions of employment, and normal housing.
The economic needs of this group should be met from general tax
funds. The American Medical Association is now giving thought to
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the problem of the chronically ill. Many of these patients should have
treatment not available in the home. Many require nursing care that
is beyond the physical capacity of the family to provide. Probably
some new kind of institution will be necessary to meet this need. The
long duration of chronic illness makes it impossible to take care of
them in hospitals whose facilities are necessarily geared to the needs
of acute cases.
A better approach to the problems of the indigent can no doubt be
worked out through cooperation of the responsible public officials with
the medical profession.
The statement frequently repeated that one third of the public are
unable to have needed medical care because of insufficient income is a
broad generalization based upon economic variables that change constantly. Certainly it is not true now and there are so many undefined
and changing factors that it could not be proved at any time. It is
noteworthy that in the group of those of reported low income were
many millions of small farmers who obtain almost all of their living
needs from their farms. Among them, in areas studied, indigency
was almost unknown and health and comfort levels were high despite
the small income in money. At any rate, such economic disability as
actually exists in the group should be adjusted from an economic basis
and not be placed as a burden upon the shoulders of others under some
misleading type of insurance. Incidence of illness is influenced greatly
by economic status, nutrition, clothing, housing, and conditions of employment. Economic causes of illness require economic treatment and
are not corrected by medical treatment of illnesses that will recur as a
result of continuing economic causes.
III. Those of lower income who are able to pay for ordinary medical
service but find any serious illness difficult to finance.
This group is normally employed; their living conditions approach
that of the average and their contributions to an insurance pool is for
the purpose of meeting extraordinary costs due to prolonged illness
and disability. The contributions of this group to insurance funds
and the hazards of illness among members of the group which will
result in demands on those funds are substantially equal. To them
insurance offers a useful mechanism for providing for budgeted payments in advance of needs and the equitable distribution of the entire
cost. This is the group who have expressed the greatest interest
in sickness insurance. Many of them would probably purchase such
insurance at once if they were contacted by a dependable insurance
company.
This group has in substantial majority expressed opposition to any
compulsory Government insurance plan.
IV. This group is made up of those to whom the ordinary incidence of illness does not constitute a hazard of extreme hardship.
Those of this group who wish to avail themselves of insurance protection find it possible to do so with private companies and are obviously not in need of Government help.
The American Medical Association has approved of the use of insurance to protect against the hazards of illness but has consistently
opposed the establishment of compulsory Government insurance.
The reason for this opposition can be briefly stated. The profession
is interested in maintaining the highest quality of medical service
and it has opposed any proposals that would lead to deterioration
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of service. Government-controlled medical service is dependent upon
regimentation of the public and the medical profession. The bureaucratic administration which develops as a part of governmental control must inevitably lead to standardization of service at a minimal
level. Standardization is never at the level of the superior work,
but must always be made low enough to include that of lesser quality.
The minimal standard thus tends to become the average level.
Those who advise Government compulsory insurance plans repeatedly use for public appeal the "need for medical care by those who
cannot pay for it." Although, as pointed out, the indigent group
cannot in fairness to others be included in any insurance plans.
However, the proposed Government compulsory plans for prepayment by insurance methods do not permit the individual to use the
insurance funds to which he is entitled, to purchase needed medical
care. To the contrary, Government possession of the insurance
funds is apparently to be used as a means to secure Government

control of all the conditions under which the medical service could
be provided.
It is an idle statement to say that under such plans the individual
could still have his own choice of physician when the conditions of
bureaucratic medicine would not be acceptable to a portion of the
best physicians and they would not therefore be available to him.
The statement that personal interest and confidential relationship
between physician and patient is not important betrays a lamentable
lack of understanding of emotional factors and of psychosomatic
manifestations of illness and consequently the essential helpfulness
of the confidential personal adviser-his physician.
It is not realistic to say that medicine would continue to attract
the best minds, if the possibilities for advancement in the profession
would have to avait the nod of some political bureaucrat, or if
opportunity and incentive were stifled in the mechanics of a governmental structure.
It is a distortion of facts to point to the remarkable work of the
medical profession of the Army and Navy in war as an evidence
that a regimented method for medicine is superior or more desirable.
It must be recognized that all but a very few of the medical officers
of the armed forces are civilian doctors nearing middle life who are
applying their skills acquired in civilian training and experience to
the treatment of the unusual exposures and physical and mental
wounds of war.

At the conclusion of the war these physicians and patients will
return in full agreement that although regimentation is necessary
in the Army it is undesirable in civilian life. As a more American,
wholesome, self-reliant method of securing protection against the
costs of unusual or serious illness for those to whom that protection
is desirable, the American Medical Association and its constituent
associations are endeavoring to be helpful in securing protection for
them through familiar insurance mechanisms. Medical associations
have no desire to enter into the insurance business and private insurance companies should find this a desirable field of new business. If private companies are not interested at costs within the
capacity of the individuals to pay, mutual and cooperative efforts
will no doubt increase. Other methods may be found.
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Benjamin Rush, an eminent American physician, signer of the
Declaration of Independence, said in 1790 when political independence had been gained and a new form of government had been
established upon a basis of principles new to any government, that
there still remained to'be developed, along those lines, an American
economy free from European domination; an American jurisprudence; an American system of medicine; an American orthography;
an American plan of education and an American literature.
An American system of medicine of a higher standard than is
enjoyed anywhere else in the world has been developed and it continues to progress. The American Medical Association, for nearly
a hundred years, has directed its efforts to the improvement of
medical service and the broadest distribution of its benefits to the
public.
It now becomes necessary to protect the public by opposing the
substitution of an un-American system of medicine with bureaucratic regimentation of patients and physicians, such as would destroy those American qualities of medical service that are most important to health and the American way of life.
The American Medical Association will direct its efforts to still
further advancement of medical science and will continue to explore
every means of making the best possible medical service available
to all the people.

III. STATEMENT BY PHYSICIANS FORUM ENDORSING
PRESIDENT TRUMAN'S MESSAGE ON NATIONAL
HEALTH INSURANCE
The Physicians Forum strongly approves the message of President Harry S. Truman calling for the establishment of a Nationwide health and medical-care program to supply the medical needs
of all Americans regardless of income, race, or religion.
The Physicians Forum is a national organization of doctors, all
members of the American Medical Association, who are interested
in the extension of good medical care to all the people. In a telegram to the President, Dr. Ernst P. Boas, chairman of the Physicians Forum, said:
Our membership, composed largely of practicing physicians throughout the
country who belong to the American Medical Association, most warmly commend you for your able and comprehensive message to the Congress on the
state of the Nation's health. You have made a telling presentation of the
many unmet medical needs of the country, and have rightly pointed out that
the masses of our citizens do not earn enough money to buy adequate medical
care.
As practicing physicians we know better than any other group of fellow
Americans the difficulties that arise, the needless suffering and death constantly occurring throughout this land because of bad distribution and
scarcity of doctors and hospitals in many communities. We know that many
regions in this country cannot support the doctors and hospitals they need
so badly.
We agree that national health insurance is the only measure that can fill these
needs in accord with American tradition; that in addition there must be Federal
support for hospital construction, maternal and child-health, extension of public
health services, and encouragement of medical research and education. We
have learned from experience in this country that voluntary insurance plans are
and always will be totally inadequate to serve the health needs of all the people.
We, too, regard adequate medical care as a right to which all are entitled.
Early action is needed. Within the coming year tens of thousands of doctors
will be returned to civilian life. Now is the right moment to set up such a system
of national health insurance which will permit an equitable distribution of
doctors throughout the country, before these young men flock to the cities, leaving
vast stretches of the country unprotected. As you have so truly stated: "Demobilized doctors cannot be asigned; they must be attracted."
We earnestly hope that the people of the country, through their Congress,
will take immediate action to improve these conditions in accordance with your
worthy proposal.
THE PHYSICIANS FORUM, INC., FOR THE STUDY OF MEDICAL CARB,

New York 22, N. Y.

Offcers: Dr. Ernst P. Boas, New York, N. Y., chairman; Dr. Miles Atkinson,
New York, N. Y., vice chairman; Dr. Sidney M. Greenberg, New York, N. Y., treasurer; Dr. George D. Cannon, New York, N. Y., secretary; Dr. Henry B. Richardson, New York, N. Y., editor.
Executive committee: Dr. Deborah V. Dauber, Chicago, Ill.; Dr. Roland
Davison, San Francisco, Calif.; Dr. Channing Frothingham, Jamaica Plain, Mass.;
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Dr. Martha Mendell, New York, N. Y.; Dr. May E. Romm, Los Angeles, Calif.;
Dr. Theodore Sanders, New York, N. Y.
Counl: Dr. Harold Aaron, New York, N. Y.; Dr. Thomas Addis, San Francisco,
Calif.; Dr. Jacob Auslander, New York, N. Y.; Dr. Lillian DeMuth, New York,
N. Y.; Dr. Lorin Kerr, Portland, Oreg.; Dr. Harold Koppelman, Brooklyn, N. Y.;
Dr. Bernard Kurz, Bronx, N. Y.; Dr. Norman Pleshette, New York, N. Y.; Dr.
Adele Sicular, New York, N. Y.; Dr. David Silberman, Bronx, N. Y.; Dr. Gadiel
Smith, Bronx, N. Y.; Dr. Anna Tulman-Rand, Washington, D. 0.
Rebekah Holland, executive director.

IV. MEDICAL CARE IN A NATIONAL HEALTH PROGRAM

A.

AN OFFICIAL STATEMENT OF THE AMERICAN PUBLIC HEALTH
AsSOCIATION ADOPTED OCTOBER 4, 1944

At the annual meeting of the committee on administrative practice
of the American Public Health Association, October 9, 1943, the committee directed its subcommittee on medical care to draft a set of principles expressing the desirable content of a comprehensive program
of medical care, the methods of its administration, and the part which
public health agencies should take in its operation. In pursuit of this
assignment, the subcommittee completed a tentative draft which was
considered and adopted by the committee on administrative practice
at its meeting, October 1, 1944. The report was then transmitted to
the governing council of the association where, after certain revisions,
it was adopted as a statement of association policy.
Because of its composition and charge, the subconunittee has limited
its considerations to one sector of a comprehensive national health
program, namely, medical care.
In preparing the report, the subcommittee has considered: (a) The
needs for a national program for medical care; (b) the objectives of

such a program; (c) recommendations for immediate action.
The American Public Health Association, through its national organization and its constituent societies, stands ready to collaborate with
the various professional bodies and civic organizations which may be
concerned with either the provision or receipt of medical service with
a view to implementing the following general principles:
A. THE NEEDS

I. A large portion of the population receives insufficient and inadequate medical care, chiefly because persons are unable to pay the costs
of services on an individual-payment basis when they are needed, or
because the services are not available.
II. There are extensive deficiencies in the physical facilities needed
to provide reasonably adequate services. Such facilities include hospitals, health centers and laboratories. The needs are most acute in
poor communities, in rural areas, and in urban areas where the population has increased rapidly or where the development of facilities
has been haphazard or the financial support inadequate.
III. There are extensive deficiencies in the number and the distribution of personnel needed to provide the services. Here again, the
needs vary according to categories of personnel and to characteristics
of communities.
SReprinted from American Journal of Public Health, vol. 34, No. 12, December 1944.
Published by the American Public Health Association, 1790 Broadway, New York, N. Y.
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IV. There are extensive deficiencies in the number and categories of
personnel qualified to administer facilities and services.
V. Many communities still are not served by public health departments; others inadequately maintain such departments. Thus, some
communities have never utilized organized health work to reduce the
burden of illness, and others share its benefits only in part. In these
communities especially, people lack information on the benefits of
modern medical care.
VI. Expansion of scientific research is urgently needed. Despite
past and current scientific advances, knowledge as to the prevention,
control, or cure of many diseases is lacking.
Each of the six conditions defined above can be broken down into
many component parts representing specific needs. In general, however, solutions of these broad problems require simultaneous attack on
four fronts: namely, the distribution of costs, construction of facilities,
training of personnel, and expansion of knowledge.
B. THE OBJECTIVES

I. A national program for medical care should make available to
the entire population all essential preventive, diagnostic, and curative
services.
II. Such a program should insure that the services provided be of
the highest standard, and that they be rendered under conditions
satisfactory both to the public and to the professions.
III. Such a program should include the constant evaluation of practices and the extension of scientific knowledge.
C. RECOMMENDATIONS

The recommendations presented in this report represent guides to
the formulation of a policy for action. It is believed that study of
these recommendations by the professions and others concerned in the
States and localities will produce new and more specific recommendations for the attainment of the objectives of a national health program.
Recommendation I. The services

(a) A national plan should aim to provide comprehensive services
for all the people in all areas of the country. In light of present-day
knowledge, the services should include hospital care, the services of
physicians (general practitioners and specialists), supplementary laboratory and diagnostic services, nursing care, essential dental services,
and prescribed medicines and appliances. These details of content
must remain subject to alteration according to changes in knowledge,
practices, and organization of services.
Because of inadequacies in personnel and facilities, this goal cannot
be attained at once; but it should be attained within 10 years. At the
outset, as many of the services as possible should be provided for the
nation as a whole, having regard for resources in personnel and facilities in local areas. The scope of service should then be extended as
rapidly as possible, accelerated by provisions to insure the training
of needed personnel, and the development of facilities and organization.
79876-4----8
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(b) It is imperative that the plan include and emphasize the pro-

vision of preventive services for the whole population. Such services
include maternity and child hygiene, school health services, control
of communicable diseases, special provisions for tuberculosis, venereal
diseases, and other preventable diseases, laboratory diagnosis, nutrition, health education, vital records, and other accepted functions of
public health agencies, which are now provided for a part of the
population.
(c) Insofar as may be consistent with the requirements of a national
plan, States and communities should have wide latitude in adapting
their services and methods of administration to local needs and conditions.
Recommendation II. Financingthe services
(a) Services should be adequately and securely financed through
social insurance supplemented by general taxation or by general faxation alone. Financing through social insurance alone would result in
the exclusion of certain economic groups and might possibly. exclude
certain occupational segments of the population.
(b) The services should be financed on a Nation-wide basis, in accordance with ability to pay, with Federal and State participation,
and under conditions which will permit the Federal Government to
equalize the burdens of cost among the States.
Recommendation III. Organization and administration of services

(a) A single responsible agency is a fundamental requisite to effective administration at all levels--Federal. State. and local. The public
health agencies-Federal, State. and local-should carry major responsibilities in administering the health services of the future. Because of administrative experience, and accustomed responsibility
for a public trust, they are uniquely fitted among public agencies to
assume larger responsibilities and to discharge their duties to the
public with integrity and skill. The existing public health agencies, as
now constituted, may not be ready and may not be suitably constituted and organized, in all cases, to assume all of the administrative
tasks implicit in an expanded national health service. Public health
officials, however, should be planning to discharge these larger responsibilities, and should be training themselves and their staffs. This
preparation should be undertaken now because, when the public comes
to consider where administrative responsibilities shall be lodged, it
will be influenced in large measure by the readiness for such duties
displayed by public health officers and by the initiative they have
taken in fitting themselves for the task.
(b) The agency authorized to administer such a program should
have the advice and a counsel of a body representing the professions,
other sources of services, and the recipients of services.
(c) Private practitioners in each local administrative area should
be paid according to the method they prefer-i. e., fee-for-service,
capitation, salary, or any combination of these. None of the methods
is perfect; but attention is called to the fact that fee-for-service alone
is not well adapted to a system of wide coverage.
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(d) The principle of free choice should be preserved to the population and the professions.
(e) State departments of health and other health agencies are
urged to initiate studies to determine the logical and practical administrative areas for a national medical care plan.
Recommendation IV. Physical facilities

(a) Preceding, or accompanying, the development of a plan to
finance and administer services, a program should be developed for
the construction of needed hospitals, health centers, and related facilities, including modernization and expansion of existing structures.
This program should be based on Federal aid to the States and allow
for participation by voluntary as well as public agencies, with suitable controls to insure the economical and community-wide use of
public funds. The desirability of combining hospital facilities with
the housing of physicians' offices, clinics, and health departments
should be stressed.
(b) Federal aid to the States should be given on a variable matching
basis in accordance with the economic status of each State.
(c) Because of its record of experience and accomplishment in this
field, the United States Public Health Service should administer the
construction program at the Federal level, in cooperation with the
Federal agencies responsible for health services and construction.
(d) Funds available under this program should be granted only if(1) The State administrative agency has surveyed the needs of the
State for hospitals, health centers, and related facilities, and has drawn
up a master plan for the development of the needed facilities (taking
account of facilities in adjacent States); or, in the absence of a State
plan, the project is consistent with surveys of construction needs made
by the United States Public Health Service;
(2) The proposed individual project is consistent with the master
plan for the State; its architectural and engineering plans and speci-

fications have been approved by the State agency and/or the United
States Public Health Service; and there is reasonable assurance of support and maintenance of the project in accordance with adequate
standards.
(e) State health departments are urged to conduct studies to develop State plans for the construction of needed hospitals, health

centers, and related facilities.

Such studies should be made in co-

operation with official health agencies, with State hospital associations,
and other groups having special knowledge or interests.
Recommendation V. Coordination and organization of official health
agencies
(a) The activities of the multiple National, State, and local health
agencies should be coordinated with the services provided by a national
program. There is no functional or administrative justification for
dividing human beings or illnesses into many categories to be dealt
with by numerous independent administrations. It is difficult to reorganize agencies or to combine activities and this cannot be accomplished hurriedly. Therefore studies and conferences should be un-
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dertaken without delay at the Federal level, and in those States and
communities where the health structure is already unnecessarily
complex.
(b) The Federal and State governments should provide increased
grants for the extension of adequate public health organization to all
areas in all States. Increased Federal grants should be made conditional upon the requirement that public health services of at least a
specified minimum content shall be available in all areas of the State.
Recommendation VI. Training and distribution of service personnel
(a) Within the resources of the program, financial provisions
should be made to assist qualified professional and technical personnel in obtaining postgraduate education and training.
(b) The plan should provide for the study of more effective use of
auxiliary personnel (such as dental hygienists, nursing aides, and
technicians), and should furnish financial assistance for their training and utilization.
(c) Professional and financial stimuli should be devised to encourage physicians, dentists, nurses, and others to practice in rural
areas.

Plans to encourage the rational distribution of personnel,

especially physicians should be developed as quickly as possible, in
view of the coming demobilization of the armed forces. Such plans
should be integrated with the whole scheme of services and the establishment of more adequate physical facilities.
Recommendation VII. Education and training of administrative
personnel
(a) Education and training of administrative personnel should
be encouraged financially and technically, especially for those who
may serve as administrators of the medical care program, for hospital
and health center administrators, and for nursing supervisors.
(b) State health departments should utilize those funds that may
be available to train personnel in such technics as administration of
health and medical services, and hospitals. Such a training program may contribute more than any other single activity to the
future role of the official public health agency. As a corollary, the
attention of schools of public health is directed to the importance
of establishing the necessary training courses.
Recommendation VIII. Expansion of research
(a) Increased funds should be made available to the United States
Public Health Service and to other agencies of government (Federal,

State, and local), and for grants-in-aid to nonprofit institutions for
basic laboratory and clinical research and for administrative studies
and demonstrations designed to improve the quality and lessen the
cost of services.
(b) The research agencies and those responsible for making grantsin-aid should be assisted by competent professional advisory bodies to
insure the wise and efficient use of public funds.

.
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B. A BRIEF OF THE REPORT ON MEDICAL CARE IN A NATIONAL HEALTH
PROGRAM

1

(JOSEPH W. MOUNTIN, M. D., F. A. P. H. A., Assistant Surgeon General,
U. S. Public Health Service, Washington, D. C.)

Before a professional body such as the American Public Health

Association, there is little purpose in belaboring the point that the great
unsolved problem in public health is one of making available to every
American citizen the full benefits of good medical care. The very fact
that this problem has already taken on the status of a political issue
is a more convincing indication of its importance than any argument
or body of statistics that could be adduced. The intemperate sup-

port of limited remedial measures by partisan groups, as well as the
blind opposition to any change in the status quo encountered from
other sources, clearly indicate the need for responsible agencies to give
technical direction to the public movement for better medical care.
The American Public Health Association should be peculiarly fitted to
give such direction, since its members are familiar with the intimate
character of medical service and can see the problem from the point of
view of both those who receive and those who provide health services.
Mindful of the urgency in this matter, the committee on administrative practice at its meeting in November 1943 directed its subcommittee on medical care to draft a set of principles which would
describe the content of a suitable medical care program and methods
of administration. Inasmuch as a great wealth of material had
already been accumulated through basic studies and as a result of
practical experience in the operation of limited medical-care programs,
it was decided that the first job for the subcommittee to undertake
should be to analyze these findings rather than engage on additional
research studies. The subcommittee was fortunate in having as members individuals who had participated in former studies, others who
were familiar with the experience gained in various organized methods for distributing medical care, and still others responsible for medical-care programs now in operation-in brief, its composition included both students of the problem and practical administrators.
The subcommittee met several times during the past 12 months.
After exploring in detail many of the problems involved in the design
of a national medical-care program, the group felt that its thinking
had reached the stage at which a statement of principles could be
formulated. A preliminary report setting forth these principles has

been released. It was published in the September 1944 issue of the

American Journal of Public Health, with the thought that the entire
membership of the association might have ample opportunity to

' Presented before the American Public Health Association at the 78d Annual meeting in
New York N. Y., October 4, 1944. Reprinted from American Journal of Public Health, vol.
84, No. 12, December 1944. Published by the American Public Health Association, 1790
Broadway, New York, N. Y.
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study the proposals in advance of formal action. After some modification, this report was accepted by the committee on administrative
practice and passed on to the governing council with suggestion that
it be considered as an expression of association policy. There follows
a brief summary of the report, together with a few of the underlying considerations.
The objective of a national medical-care program should be to make
available to the entire population, regardless of the financial means
of the individual, the family, or the community, all essential medical
services. Such services must be of high standard and rendered under
conditions acceptable to the public and the professions concerned.
In scope they should include hospital care, the services of physicians,
laboratory and diagnostic services, nursing care, essential dental services, and prescribed drugs. Because of inadequacies of personnel and
facilities, all of these measures cannot be provided immediately to the
whole population, but their complete development within 10 years
may be taken as a goal. Regardless of temporary shortcomings, a
beginning should be made now in the provision of services to the
extent that available personnel, facilities, and administrative technics
make possible. Later, but as rapidly as possible, the program should
be expanded to the intended scope.
An achievement of the objectives of a national medical-care program, the subcommittee thought, would require simultaneous attack
on five main fronts, namely, distribution of costs, development of administrative organization to provide the service, training of personnel, construction of facilities, and improvement of knowledge.
The basic problem in providing more and better medical care for
persons of all circumstances is that of distributing costs over the

entire population in proportion to ability to pay. Already the phenomenal success of nonprofit voluntary insurance against hospitalization costs makes it quite apparent that the people desire a convenient
way of paying for medical care, and especially a way that will give
protection against the risk of heavy bills. Despite such achievements,
there is ample reason for believing that voluntary insurance, unaided,
will not be able to include the whole population for all of its medical
needs.
The subcommittee therefore came to the conclusion that health
services must be financed by compulsory social-insurance contributions
supplemented by general taxation, or by general taxation alone.
Financing through social-insurance contribution alone might result
in the exclusion of farmers or self-employed persons, or still other
occupational groups, who need the advantages of prepayment as much
as industrial and commercial employees. Certain of the long-term
disabling conditions, such as mental disorders and tuberculosis, had
better be financed for the present at least, as they now are, out of general revenue separate from the provisions for general illness.
The subcommittee was unwilling to compromise the principle that
service should be of high quality and available to all persons regardless of economic circumstances or geographic location. It also recognized the desirability of decentralized operation, with participation
by State and local authorities. Because of the great mobility of our
population and the wide variation in economic resources among the
several States and their political subdivisions, an unrelated series of
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State or local plans cannot assure a suitable service national in scope.
Only the Federal Government, through its broad powers of taxation,
can compensate for those differences in income which exist among
individuals and among the lesser units of government.
After the fund has been collected, through social insurance or taxation, arrangements must be made whereby the institutions and
professions rendering service may be paid for their efforts. The
great bulk of service in this country today is performed by voluntary
hospitals and private practitioners; they need to be brought into the
scheme. Methods of paying hospitals for their services have been
developed under extensive voluntary insurance plans; these methods
can be readily adapted to the requirements of a national health program. The problem of compensation for professional service is more
complex. Inasmuch as fee for service has been a tradition, this, with
suitable controls, may have to be accepted as one of the methods;
however, the inherent defects in fee for service should be faced, and
it should be recognized from the beginning that unsatisfactory experience may in time force more extensive utilization of other methods.
The subcommittee believes that the principle of free choice must
be preserved' for the public, the professions, and the institutions,
namely, that patients shall be at liberty to select their physicians
from among all who participate, subject to acceptance by the physicians, and to select their hospitals, subject to the practices and the
staff arrangements of the hospitals, and that all qualified physicians
and hospitals shall be eligible to participate in the program. This
principle should apply to group as well as to individual action.
At the present tune public medical-care functions are being discharged through a host of agencies at all levels of government. The
effective operation of a national program requires that at each level
of government-Federal, State, and local-administration, or the
supervision of administration, should be by a single responsible agency.
Because of their strategic position in the framework of Government,
their record of successful administrative experience, and their interest in prevention as well as cure of disease, health agencies are believed best fitted to discharge the responsibilities incident to administration of a Nation-wide medical-care program. However, any agency
that expects to carry major responsibilities in a program of such magnitude and complexity should begin preparing itself now for the position it intends to occupy. When the public comes to consider where
administrative responsibilities for a national health service shall be
lodged, it will be influenced in large measure by the readiness for such
duties displayed by the agency, by the initiative taken in fitting itself
for the task, and by the eagerness shown in wanting to accept these
responsibilities.
Perhaps of more interest to the members of this association than
the operation of a plan at the national level is its management locally.
It is here where the program functions in relation to the needs of the
people and where the true measure of satisfaction is determined.
Irrespective of whether the national program be a Federal scheme or
federally aided State schemes, it must operate through units of control
that are in direct contact with the people who receive the service, and
with the facilities and personnel throu h which the service is delivered.
The subcommittee gave thought to the proper size of jurisdiction for
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local service and to the relative advantages and disadvantages of State
administrative districts as compared with districts composed of one
or more existing political units. If, as the subcommittee believes, local
health agencies should take a prominent part in the administration of
medical care, it is difficult to escape the conclusion that material modification in the boundaries of local health jurisdictions must be effected
in most, if not all, of the States. For the most part health agencies are
built upon a foundation of law enforcement. Consequently, health
jurisdictions conform, in the main, to local political boundaries. Many
of these areas are too limited in population for efficient administration
and their resources are so limited as to make it difficult for them to
make any substantial contribution to a program, such as medical care,
which involves large sums of money. Furthermore, neither hospitals
nor physicians have been accustomed to draw their clientele from
within the confines of existing local political subdivisions. In other
words, medical service must continue to follow the natural lines of
trade areas. Health officers are rapidly coming to the belief that public
health jurisdictions also must be reshaped in similar fashion. Whether
these areas be made administrative districts of the State, or become
new political entities with considerable degree of local autonomy, must
be left for determination by the State and local authorities concerned.
In reality a decision either way is not of great importance from the
standpoint of developing a suitable framework for medical service.
Under an acceptable plan of medical care the hospital must occupy
a central position. In addition to providing beds for the more serious
cases of illness, its facilities should be generally available for diagnosis and treatment of ambulatory patients and for appraisals of physical status. Before these purposes can be accomplished, it will be
necessary to construct additional hospital accommodations in many
rural areas where such facilities are nonexistent or wholly inadequate.
Even in the larger centers of population a high proportion of present
hospitals are in need of extensive alteration, ar replacement by more
modern structures.
When bringing the total bed capacity of hospitals throughout the
country up to actual requirements, a concerted effort should be made
to replace the individual and haphazard arrangement that has characterized hospital evolution to date by a planned development under
National and State guidance. The scope of service in existing and
proposed hospitals should be arranged so as to meet the needs of the
localities in which they are situated and fit into both the State and
the regional scheme of hospitalization. Under such a plan the modern medical center as well as the outpost first-aid station will have its
place.
Closely related to the location of hospitals is the placement of physicians and other medical personnel. A hospital without a competent
medical staff is of questionable value, but on the other hand experience
has shown repeatedly that a community cannot expect to attract and
retain qualified physicians in sufficient numbers unless opportunities
for hospital practice are afforded. A large part of the maldistribution
of physicians could be corrected in short order if advantage should be
taken of the unusual opportunities that will attend demobilization of
the armed forces for placing physicians where they are most needed.
The presence of hospital facilities, together with the assurance that
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funds are available for the payment of medical bills, will go a long way
toward effecting a permanent distribution of physicians in proportion
to the population. For the more remote and sparsely settled areas
some measure of direct aid in addition to the foregoing broad provisions may be necessary. Such instances should not be numerous and
neither should the costs entailed be burdensome.
Under an expanded medical-care program shortages of personnel
no doubt will be experienced for most categories of service.

This is

likely to occur especially if the present pattern of practice is carried
over into a national program. Dentistry perhaps represents the most
critical situation. While this general subject of personnel requirements and methods for meeting probable needs deserves further study,
the subcommittee pursued the matter far enough to be impressed with
wastages of resources which normally occur. The average physician
in private practice does not reach his maximum performance until
age 40 and, after a period of about 5 years, a falling off in output
begins. The time of nurses consumed in maid and clerical services
has been a subject of study and unfavorable comment for years. Now
it would appear that many of the operations done by dentists could
be assigned to persons of less training than that prescribed for graduation from dental schools. Much more work needs to be done in
the way of job analyses before precise statements can be made regarding the extent to which subsidiary personnel can be used to lessen the
demands for those in higher educational brackets. Likewise, a great
amount of thought needs to be given to the training of auxiliary personnel themselves, and their certification for prescribed types of work.
At present this whole matter is in a chaotic state. Until the entire
subject of auxiliary workers has been fully explored it will be difficult
to make calculations as to the needs for personnel with more extensive
preparation.
Of all the groups that contribute to medical service the basic professional education of physicians seems to have been fairly well stabilized at sufficiently high level to assure good quality of medical graduates. If used to full capacity the present number of medical schools,
or possibly with moderate increase, should be able to satisfy the normal needs for physicians by the population of the continental United
States. The great unsolved problem in medical education is that of
keeping physicians abreast of scientific and technical advances sub-

sequent to completion of their formal education. This deficiency is
especially apparent among physicians who, because of location or
lack of hospital connections, become isolated from their fellow
practitioners.
The mere provision of additional hospitals and clinic facilities
alone will not solve this problem. A continued educational influence
must be infused into the system. This influence should emanate from
teaching nuclei which may be located in medical schools or medical
centers to which satellite institutions of the surrounding areas are
related. In addition, individual physicians must be encouraged to
pursue specialized courses so that the particular needs of each locality

may be properly satisfied. Within reasonable limits these and other
measures necessary for maintaining quality of service should be regarded as appropriate for public support, but should not be charges
against the medical-care fund proper.
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From the very outset there should be a frank recognition of the
fact that any medical-care program is certain to deteriorate unless
research goes hand in hand with the provision of service. Hence the
support of research, like the support of personnel training, must be
accepted as a legitimate and necessary item in the over-all cost of
medical care. When selecting topics for basic research, it would seem
appropriate that primary consideration be given to conditions such
as mental disorders and chronic disabling disease of advancing years,
which tend to overburden any comprehensive program of medical
care. In the normal course of operaitng a medical-care program endless opportunities will arise for improving service and reducing costs;
such matters constitute appropriate subjects for the administrative
type of research. There will also be need for the pilot-plant type of
installation in which new procedures are tested and perfected prior
to full-scale application.
In the foregoing discussion an attempt has been made to set out
the circumstances which prompted the preparation of the report of
the Subcommittee on Medical Care, the subject matter considered,
and the factors which determined the conclusions. Each of the problems under discussion has many facets. Papers that follow in this
symposium represent attempts to describe in more detail the underlying factors which have precipitated out medical care as a national
issue, and the corrective measures that seem applicable, together with
appropriate methods of administration.

V. PRINCIPLES OF A NATION-WIDE HEALTH PROGRAM
This report, by its 29 sponsors, is published with the cooperation of
the Committee on Research in Medical Economics. Through the
committee, arrangements were made for the meetings of the conference and of subcommittees, in the autumn of 1943 and in 1944.
The expenses of the conference and of this publication were met by
gifts contributed for this purpose. The sponsors acknowledge with
appreciation the generosity of these donors.
FOREWORD
AIM AND SPONSORSHIP OF THIS REPORT

The purpose of this conference is to formulate the elements of a
Nation-wide health program which would unite the views of physicians, economists, and administrators. The composition of the conference indicates both the diversity and the unity of the participants.
All agree that good medical care is a necessity of life, comfort, and
efficiency; that the need for medical care is now insufficiently met for
large numbers of persons; and that, to meet the need, public action is
required on a Nation-wide scale, as well as action by voluntary organizations and by individuals in their own behalf. All therefore agree
in anticipating and welcoming important changes in the organization
of medical services and in methods of paying for them.
This report has been worked out by meetings of our whole group, by
subgroups, and by correspondence. Each person has participated in
the conference as an individual and approves this report as such, not
as a representative of any agency. At a few points in the report
alternatives are presented, representing the views of one or more members, as indicated in the text.
We appreciate the important roles of dentistry, nursing, and pharmacy, but have been compelled to restrict our scope to physicians' and
hospital services. Even within this range the conference could deal
only with selected subjects in the limited time available.
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I. ISSUES AND PRINCIPLES OF A NATION-WIDE HEALTH PROGRAM
(SUMMARY)

American medicine at its best is unsurpassed, but it is also beyond

doubt that the medical facilities and services actually available to
many of our people are far below the best or even the sufficient. There
have been great achievements of the American medical profession,
American hospitals, public health and welfare agencies in providing
care for sickness, educating personnel, advancing medical knowledge,
reducing and preventing disease. Nevertheless unmet needs for medical care are widespread and the burdens of sickness costs are heavy
and sometimes overwhelming. There has been a gratifying reduction
in the death rate, but the lowering of death rates is not an adequate
measure of the extent to which medical care is available or needed.

Moreover, the fact that death and disease rates are much greater in
some States than in others, and greater among low- than among highincome groups, demonstrates that there 'are still unmet needs and
opportunities.
Medical services should be made financially accessible to all through
a national system of contributory health insurance, combined with
taxation in behalf of people without sufficient income, preventive services and needed extensions and improvements of facilities. In order
that comprehensive service shall be available to all or most of the population and in order to minimize the administrative costs of acquiring
members, it is essential that financial participation in the system be required by law. The contribution for medical-care insurance will not
mean an added burden on the earnings of workers. The American
people are now spending for physicians' services and hospitalization
enough to provide for all with only minor supplementation, if these
payments are regularized, instead of falling with disastrous uncertainty. Place should be maintained for voluntary action by many
agencies as well as for action by our National, State, and local governments.
To achieve this financing would be a boon to millions; but financing
alone will not guarantee satisfactory medical service. The amount
and economy of medical care are greatly affected by the methods
through which the services are organized and paid for; by the geographical availability of hospitals, physicians, and other personnel;
by the provisions for professional education, and by the opportunities
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for the pursuit and application of science. The same factors also
largely determine the quality of care. A health program must coordinate both professional and financial ends. With the growth in the
powers of medicine to prevent and control disease, a program dealing
mainly with serious or "catastrophic" illness is insufficient medically
and uneconomical financially. The program will be most beneficial
and economical if it includes measures for prevention, for the detection
and care of illness in its early stages, and for rehabilitation.
The people and their physicians must be assured freedom in service,
the right to act through self-chosen organizations as well as individually, and the opportunity for free experimentation with new applications of science and new forms of medical practice.
In emphasizing the necessity of adequate compensation for physicians and hospitals, we have suggested principles for judging adequacy. Greater economic security should not reduce professional competition among physicians. It should discourage competition which
is merely financial, with its attendant evils.
The people will be assisted in selecting their physcians and other resources for care, and physicians will be enabled to supply the best
service, if services are supplied through teamwork in organized professional groups and with hospitals as the centers from which most
preventive and curative services radiate. A Nation-wide health program should expedite the present evolution of American hospitals
in this direction, by providing financial underpinning and stimuli to
unproved hospital organization.
The program presented in this report rests upon 10 principles:
1. Comprehensive coverage and service.
2. Spreading of costs.
3. Distribution of facilities according to community health
requirements.
4. Encouragement of group medical practice with hospitals
as professional service centers.
5. Determining policy through participation of those who

receive and of those who furnish service.
6. Responsibility of the professions for strictly medical activities.
7. Freedom for physicians and patients.
8. Adequate payment of physicians and hospitals by methods
which encourage quality and promote economy of service.
9. A national system.
10. Local administration of services under national standards.
The physicians, the hospitals, and the public of each locality must
deal with the ultimate distribution of medical care, under general
standards which make place for voluntary as well as governmental
action, and which give room for freedom and supply helpful incentives.
In proceeding toward a health program that will serve millions
with comprehensive, scientific medicine, the interests of both the
people and the professions should be integrated in the planning,
and both public and professional groups must participate throughout. Their interests are opposed only when, through separation,
These and other related principles are developed in the noteworthy Report on Medical
Care In a National Health Program, adopted in October 1944 by the American
Public
Health Association and published in the December 1944 issue of Its journal.
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they fail to appreciate their mutual dependence. The people cannot obtain a high quality of service unless adequate training, intellectual freedom, and economic security are assured their physicians.
The medical profession cannot realize the highest social esteem nor
its traditional ideal of service to all according to their needs, unless
the financial accessibility of service is assured the people. The
elements of service, science, efficiency, and economy are intermingled
and interdependent. They cannot be pursued separately without
lessening effectiveness and creating tensions. The health program
presented here arises from the belief that there is now need for
public action to make adequate medical care more widely accessible
to the American people and to improve the quality, organization,
and economy of medical services.
II. PARTICIPATION IN A NATION-WIDE HEALTH PROGRAM

Those who receive medical services comprise all of us. A few major
organized groups represent many of us-employers, labor, farmers.
Churches, women's organizations, academic, fraternal, and welfare
bodies-one classification crosscutting the other-represent other important elements in the consumer group. All such groups have a
common concern with the availability, efficiency, and economy of
medical services. The medical needs and ways of meeting them differ,
however, among population groups-between rural and urban sections, for example. Employers are concerned with medical services as
consumers, but also have other special responsibilities as employers.
These diverse and yet allied interests need representation *inplanning
and administering a program.
As compared with the 135,000,000 people who need service those
who supply service number only a million or so, but these also include diverse elements-physicians, hospital and public-health administrators, dentists, nurses, pharmacists, and other professions and
vocations as well as the numerous specialties within medicine.
Considering physicians alone, service today depends not only upon
the individual doctor, whether general practitioner or specialist, but
also upon other important groups and agencies, such as the organized
faculties of medical schools, laboratories, research institutions, public
health and public welfare bodies, and the administrators and trustees
of hospitals. In planning and providing medical services, these functional groups need to have direct participation, along with the medical
societies which represent mainly the physicians in private practice.
Only thus can there be included all the elements which are essential
to provide needed services, maintain quality, and advance standards.
III. OBJECTIVES OF A NATION-WIDE

HEALTH PROGRAM

Generalaim.-Good medical care-preventive, diagnostic, and curative-should be available to all the people in proportion to their need
for it, and regardless of their ability to pay.
Scope of care.--"The health service of the future should be comprehensive and coordinated, embracing community health and individual
health, prevention, and cure."
Plans of medical care which are limited to hospitalization,
surgery, or catastrophic illness only, do not express the ideals
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of medicine, nor do they apply the present powers of medicine
at the most effective points or in the most economical ways. Plans
which provide cash payments only, to meet the cost of some services
in whole or part, are still more limited in medical and economic
value. Only comprehensive preventive, diagnostic, and curative
service will minimize disability, inefficiency, and premature death,
which bring heavy losses to individuals and to the productivity
of industry and agriculture.
Quality of care.-Legislation and administration should be designed to maintain, promote, and extend a high quality of medical
care, especially in those areas and those kinds of medical service which
at present need improvement.
Relation to maintenance of income.-A health program should be
associated with a broad system of social security which, through insurance and other measures, assures at least a minimum income for ordinary family expenses during periods of unemployment, disability, and
maternity, dependency due to the death of the bread winner and
throughout old age.
Medical services differ from the other branches of social security
in several important ways. They involve the provision of services,
not merely cash payments. American families ordinarily spend
directly about 4 percent of their earnings for all kinds of medical
services. Of this, the expenditures for physicians and for hospital services constitute about three-fourths, i. e., about 3 percent
of annual income. The percentages are larger among low-income
groups. The insurance principle applied to medical expenditures
means regularizing existing payments rather than imposing new
burdens.
Relation to housing, food supply, employment, and education.The health of body and mind is interdependent with the conditions
of home life occupation, and nutrition. The best medical care ma
be futile if the individual lives or works under bad conditions, or if,
because of poverty or ignorance, his fobd is insufficient or ill-balanced.
Nevertheless, competent medical services can remove many hazards
and disabilities and can directly aid the individual to improve his
income and living conditions. A health program need not and should
not wait for general economic reforms, nor could its purposes be
accomplished through such reforms alone. It will be assisted, and
should be accompanied, by a high level of general education and by
increased attention to education in health matters.
Facilities.-Atthe present time, physicians and hospitals are insufficient in certain areas and were so before the war. The same is true of
local public health departments supplying sanitary and preventive
services. If the economic barriers to medical care were largely removed from individuals through health insurance and taxation, the
demand for medical services and hospitalization would increase, so
that physicians and hospitals might be insufficient even in areas where
previously they could meet local demands. A Nation-wide health
program must therefore include provisions whereby medical facilities-such as hospitals and health centers-and personnel--such as
physicians, nurses, and technicians-shall be made available physically as well as financially in all sections of the country.
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Costs.-When the costs of medical care are paid for by people as
sickness occurs, according to the traditional system of fees to physicians and hospitals, these costs fall unevenly and unpredictably upon
individual families. Such costs cannot be regularized in the family
budget as can other items of expenditure, and they consequently bring
financial distress and sometimes economic disaster to many families
of all income groups except the well to do. Furthermore, the cost or
the fear of cost often lowers the adequacy of service, or prevents the
utilization of services at a time when they would do the most good.
Appreciation of these facts has become common among the general

public and among the professions, and it is now widely accepted that
the costs of medical care should be distributed among groups of people
and over a period of time.
One method of thus distributing medical costs is through insurance.
Another method is through taxation. These methods may be utilized
separately or in combination. Both of them are employed today in
this country, but to a limited degree, and mostly for special types of
care or for particular groups of the population.
Services.-These methods of paying for care can assure people of
the financial accessibility of services, but cannot of themselves insure

that efficient and adequate services will actually be supplied. The
quality and the amount of service are greatly influenced by six factors:
(1) The training and skill of the physicians and other professional
personnel, (2) the material facilities and equipment, (3) the geographic accessibility of professional personnel and facilities, (4) the
attitudes of the people toward health care, (5) the manner in which
medical services are paid for, and (6) the way in which they are
organized.
Group medical practice.-The last-named factor needs especial attention. At the present time, most medical care outside of hospitals
and clinics is supplied by physicians who practice as individuals, with
limited equipment and facilities. The advance of medical knowledge,
however, makes it no longer possible for any one physician td master

more than a fraction of medical science or of professional skills. Moreover, modern facilities and equipment have become too extensive and
too costly for individual physicians to provide for themselves.
For these reasons, the best medical care requires coordinated instead
of individual practice. An organized group of doctors, including general physicians and specialists in due proportions, with pooled use of
equipment and assistant personnel and in affiliation with a hospital,
represents the most desirable form of service. There are sufficient
examples of group practice in the United States to demonstrate its

efficiency and economy. Numerous studies have shown that, through
well-organized group practice under a prepayment plan, about twice
as much physicians' and auxiliary service may be furnished for the
same total expenditures as the people are accustomed to spend for comparable services supplied in the same community through individual

practice paid for on a fee-for-service basis. These studies also indicate
that (1) economy in the cost of service is possible in group practice

because of the more effective use of personnel and facilities, and reduction in overhead expenses; (2) the quality of care furnished by a
well-organlized group of physicians is usually better than, and certainly at least as good as. that furnished by individual practitioners
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serving similar population groups in the same community; and (3)

these advantages to the public are accompanied by improved professional opportunities and more assured income for the physicians.
Specifc aims.-A Nation-wide health program should therefore
seek to accomplish four main results: (1) Comprehensive medical
services and facilities shall be physically and financially available
to all the people; (2) these services shall be so organized and supplied as to be scientifically efficient, and as economical in cost as is
consistent with quality; (3) the services shall be adequately and
securely financed; and (4) professional opportunities shall be improved, and adequate income assured the persons and institutions
furnishing service.
Thus the medical aims and the economic aims must be brought
together.
IV. GENERAL OUTLINE OF PROGRAM

National action.-The health program should be a national system, with decentralized administration of services. National action
is required for a number of reasons; e. g.(1) We have a mobile population.

There should be equal

eligibility for medical service everywhere, for persons moving
from one State to another.
(2) At present there are great divergences in the relative
wealth of different areas, and in the services and facilities available among the different States and among local areas within
States. Many of the localities now most poorly provided for,
or lowest in purchasing power, are those which, through a large
excess of births over deaths, are contributing most of the Nation's
future population. The whole Nation is therefore concerned
with reducing the existing geographical inequalities in medical
facilities and services.
(3) Economies can be achieved through a unified national
collection of funds.
(4) Past experience shows that standards of medical and
hospital care established nationally by governmental and voluntary agencies are effective in raising the level of facilities and
services in many localities, while maintaining local responsibility.
(5) There need to be national standards, for example, for the
certification of specialists, the acceptability of hospitals, the
amounts and methods of payment to hospitals and physicians,
the conditions of service, and the adjustment of complaints. But
these standards and policies must be adaptable to local conditions and their ultimate application demands responsible local
action.
Relation of States.-A national health program may be admin-

istered on a Federal or a Federal-State basis.
Policy.-The determination of policy, on national, local, and intermediate levels, should be by bodies representing the public interest.
Local responsibilities.-Thereshould be responsible participation

of local people, physicians, and agencies (governmental and volun79876-45---4
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tary) in the administration and control of their health services, under
national standards. Medical care cannot be run satisfactorily by
remote control.
The policies of administrative decentralization and of local participation should be clearly expressed in legislation.
Functional local areas.-The services of many hospitals and specialists extend over areas the size of which depends on the number,
density, and economic status of the population, and upon the facilities for transportation. Functional local areas frequently cross the
boundaries of cities, counties, and often State lines also. Medical
and hospital services can be administered most effectively if they can
be planned in such functional local areas. The powers, funds, and
administrative agencies of local political subdivisions, and of the
States, must be utilized in planning and in the provision of services.
Voluntary action.-Voluntary agencies, with their extensive facilities, should be utilized as well as governmental agencies.
Coverage.-At least nine-tenths of our population need protection
against the uneven and unpredictable costs of sickness. Most of our
population need access to better organized professional services. Limitation of coverage to certain income groups or to those engaged in
certain occupations is not desirable. However, those who wish to purchase medical care outside of the national health system should be
free to do so.
Three members of the conference believe that it would be wise
to permit a maximum development of voluntary health insurance
for families of the middle economic levels. They would therefore favor the immediate application of contributory health insurance under a national system only to persons with annual earnings
below some fixed figure, somewhere between $2,000 and $3,000.
Five members who accept broad coverage as the goal think
that it.should be attained gradually to avoid lowering the quality
of care.
It is, however, feasible and desirable to start with broad coverage. The services available will be at least as good in each area
as those to which the population of that area has been accustomed.
Furthermore, broad coverage would stimulate the improvement
of facilities and personnel, and therefore of the quality of care.
A national health program should therefore include, in its coverage, all or most of the population. If the health program is established as part of a general system of social security, this system should
include all insured employed and self-employed persons and their
families, and indigent and other persons who, becapse of employment
or income status, are not directly eligible to the insurance system.
Among such persons are those who are legally dependent on
State or local governments, or who receive federally supported
assistance or who for other reasons are ineligible for social insurance benefits when they require medical care. Such persons should
as far as possible obtain medical services from the same sources
and under the same conditions as beneficiaries of the insurance
system. Payment should be made in behalf of these persons by
the local, State, or national agencies responsible for them.
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There is at present a tendency for a double system of medical
care to develop (1) a poor-man's system supported by taxation,
under welfare departments and other governmental auspices, and

restricted to indigent and other needy persons; (2) an insurance

system for employed persons and their families, supported by payments from them and sometimes from their employers also.
Thb second group is potentially very much the larger. Medical efficiency and economy and general social considerations are
against a double and in favor of a unified system.
Finances.-The chief support of a Nation-wide system of medical
care should be contributory insurance required by law, with the
amounts of payment from employees, employers, and self-employed

persons related to the earnings of the contributors, combined with
support from general taxation.
It is considered by some that general taxation provides a more
flexible and theoretically more desirable method of distributing
the costs of medical care among large groups of people and over
a period of time. An income tax earmarked for medical purposes
has been suggested. As a practical program, however, primary
use of the contributory principle is recommended for financial
and other reasons.
One member wishes to emphasize his belief that the insurance
method is for those employed and self-supporting, and the taxation method for those who are not employed and who need
assistance.
As stated previously, the insurance principle, applied to medical costs involves the utilization and organization of expenditures to which the people are already accustomed. Furthermore,
the contributory principle makes service a right and dissociates
it from the onus of charity. If the Nation-wide health program is associated with the other branches of social security,
coverage for the medical services can be made identical with, or
broader than, coverage for old-age and survivors insurance, with
no additional machinery or expense required.
We agree with the recent statement of the International Labour
Office, that medical care should be "provided without qualifying
conditions as to payment of contributions or taxes and without
means test." Tax-supported medical care, however, is associated
with dependency in the minds of most people in this country.
The extension of tax-supported medical care would have to proceed gradually for financial and political reasons, and would be
likely to proceed from dependent and low-income groups upward,
and to be held back at each stage by demands from sections of the
public and of the medical profession for an income limit and a
means test. Broad coverage can be more effectively maintained
through the contributory principle.
A supplemental proposal, retaining this principle is to draw a
substantial part of the total cost from general taxation. From
the expenditures of the American people for medical care referred
to on page 6, it is evident that a required contribution of 3 percent of earnings from employed or self-employed persons would
be no addition to their present direct burdens. If the required
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contribution from employed persons were lowered because of
contributions required from employers, there would be a corresponding lessening of the burden.
Eliminating all or part of the contributions from employers
and employees and utilizing taxation instead would require an
increase in income or other taxes. The ultimate incidence of the
burden, when contributions are levied directly upon employers,
and the relative advantages and disadvantages of various combinations of the contributory and general tax principles, are matters for fiscal and political experts rather than for those
primarily interested in medical services.
The place of general taxation.-Thenational health program should
include general tax funds from the start, especially to aid (a) new or
improved hospitals and health centers, particularly in rural areas;
(b) the further extension of full-time public health departments and
other preventive measures, so that every part of the country will be
served thereby; and (c) the provision or improvement of medical services to those dependent and other persons not directly covered by the
insurance system. The chronically ill, the disabled, and the aged are
important sections of this group.
General tax funds now support such medical services as(a) Complete preventive and curative service to the armed
forces, from Federal funds.
(b) Hospital and other medical care for veterans, from Federal
funds.
(c) General medical and hospital care for dependent persons,
mostly through State and local governments, with Federal funds
for certain groups.
(d) Specialized care, largely in institutions, for persons with
mental diseases, tuberculosis, and a few other diseases; supported
by State, Federal, and local governments in that order of importance.
(e) Preventive services, mainly for certain diseases and conditions of public health interest; mostly through State and local
governments, with substantial Federal participation under titles
V and VI 2 of the Social Security Act and under other laws.
A total of some three-quarters of a billion dollars annually was
expended from tax funds in the prewar period for these purposes.
This was nearly one-third of the total expenditure for all physicians'
o
and hospital services in the United States.
These public services and expenditures should be related with
those of a national health program, so as to tend toward a professionally unified and financially economical system; and the whole
program itself should be closely related to existing National, State,
and local public health services.
National collection of fwnds.-The finances of the system should
be national; i. e., the contributions from individuals and employers
should be levied and collected by the Federal Government.
National collection of funds is especially advantageous when
the health fund is collected along with other social-security pay' Title VI of the Social Security Act was repealed by the Public Health Service Act of
1944 but was incorporated into this new act (78th Cong., Public Law 410, sec. 611).
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ments. Thus a single combined payment becomes possible, with
great saving in record keeping an other administrative work.
National collection of funds is compatible with any one of the
several possible systems of disbursing the funds and administering
the services, whether a direct Federal system, a Federal-States
system, a Federal-local system, or variants of these.
Capitalfunds for facilities.-The establishment, enlargement and
improvement of hospitals and health centers require capital funds
which, insofar as unavailable from nongovernmental sources should
be provided by Federal, State, or local taxation, or combinations of
these.

Rural needs.-The primary need for rural areas, as for urban, is, of
course, broad coverage of the population by the social security program to provide for the payment of all medical and related services.
With the adoption of this basic measure, many subsidiary problems
would be on their way to solution. Many rural needs, however, cannot be met simply by providing means of paying the current costs of
medical services. Such a system would assist in maintaining rural
physicians and hospitals, and would tend to attract more physicians;
but there are many rural areas wherein the physicians and the hospitals
requisite for adequate or even minimal service do not exist. In general, moreover, the quality of medical service is inferior in many rural
areas.

Shortage of physicians existed in many areas before the war, and
was increasing.

Relatively few young physicians have been locating

in rural areas. There has been an increasing preponderance of physicians in the older age groups, men far removed from scientific medicine and its current developments. The war has enhanced the shortage of rural physicians. It is questionable how many of those drawn
from rural areas into the armed forces will return to rural sections
after demobilization, unless opportunities for rural practice are improved. Basic public health services are also deficient or practically
absent in many rural sections.
The accentuation of rural medical problems by the war renders
it especially desirable to plan ahead to meet rural needs when the
war is over. At that time hospitals can again be constructed enlarged, or improved, and some 60,000 or more physicians will be
demobilized, about 20 000 of whom will be young men who have never
been in practice.
Therefore, a Nation-wide health program, planned now, should
give especial attention to the needs of rural areas in the following
ways:

(1) It should recognize that without good local diagnostic and
hospital facilities and greater assurance of adequate income, the
long-time trend of young physicians away from rural areas cannot
be altered after the war.
(2) It should provide capital funds for the construction of
needed hospitals and health and diagnostic centers, and for the
enlargement and improvement of existing institutions; with
emphasis on the development of the rural health center or combined health center and hospital as a place to house the health
department and to provide offices for local physicians as well
as furnish needed diagnostic and therapeutic equipment.
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(3) It should promote organized arrangements among hospitals and public health and other agencies whereby laboratory facilities and the services of specialists can be made available to the people and the physicians of communities too small
to maintain such services for themselves, with organized provision for the referral of difficult cases to larger centers.
(4). It should encourage the local organization of rural people,
along with their physicians, for the purpose of promoting the
development of health services adequate to meet their particular
needs as part of a Nation-wide program.
(5) It should further the extension of public health services
and their coordination with curative services, and should stimulate the passage of mandatory State legislation for full-time
health departments organized on the basis of districts with population and area optimal for efficient administration. There
should be emphasis on coordinating public health and medical
care administration in rural areas, or, where practicable, integrating them.
(6) It should establish effective national machinery for
aiding in the post-war relocation of physicians.
(7) It should promote (a) the development of medical education along lines designed to increase the number of physicians
going into rural practice and (b) opportunities for institutional
graduate study by rural physicians and also for "graduate study
in place," assisted by periodic visits to rural communities by consultants, demonstrators, and lecturers from medical teching centers and State health departments.
V. PRINCIPLES OF FREEDOM

Freedom.-The general principles of freedom for people in the
choice and change of medical resources, and the corresponding freedom for physicians to accept or reject patients, are basic protections
against regimentation, and should be extended beyond what exists
today.

With the increased complexity of medical services, the variety
of specialists, the extension of hospitals and other organized
agencies providing care, the choice of resources for medical service has become far from simple. Increasing numbers of patients
choose their physicians by selecting a hospital, clinic, or other
organized agency, having confidence that any member of its
professional staff will be competent. There is at present little
or no free choice of physicians and hospitals by many patients,
especially those who have small means and those who live in small
towns and rural areas.
A publicly established system of medical care should recognize
the right of choice among the variety of resources accepted by
law or custom; and the right of the people to information regarding all such resources.
Range of choice.-Beneficiaries of a publicly established plan of
medical care should be entitled to choice among individual physicians,
organized groups of physicians, hospitals, clinics, and any other agents
or agencies of service recognized under the law; and to change their
sources of service when they so desire, under reasonable regulations.
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Group choioe.-The choice among physicians and hospitals to render
service to the members of an organized group of beneficiaries may be
made by representatives chosen by these members.
Professional freedom.-Physicians should have the right to accept
or reject patients; the right to participate or not to participate in a
publicly established system ; the right to be represented in negotiations
through organizations of their own choosing; and the right to furnish
services as individuals, or to organize medical groups, or to associate
themselves with existing medical groups or hospitals which will accept
1
them.
Public information.-Information furnished by public authorities
concerning the available sources of service in any area should include
all participating agencies and individual practitioners.
Under a publicly established plan of medical care or hospitalization, lists of all the participating practitioners, hospitals, clinics,
private medical groups, and other agencies through which services
may be obtained under the law should be available to the people
of the area.
Voluntary agences.-Voluntary agencies providing services of acceptable standard should have the right to participate in the system.
Voluntary agencies not providing services should have the right to
participate if they would contribute to the efficiency and economy
of the system.
Under these principles, voluntary agencies which directly provide physicians services or hospitalization of acceptable standards
would be eligible to participate in the system, but agencies would
not necessarily be included when they were concerned only with
the collection of funds and the distribution of cash indemnities to
beneficiaries.
Under these principles, voluntary hospitals would remain as
independent agencies which would make individual or group contracts for furnishing services under the national program and
which would retain full responsibility for their own administration.
Some existing voluntary agencies, like the Blue Cross hospitalization plans, do not actually furnish services, but they do organize
and administer a system through which services are provided
and they pay for the services in behalf of the beneficiaries. Such
voluntary agencies might be recognized as administrative agents
of a public system in certain areas, when such recognition would
contribute to the efficiency and economy of the whole system
within that area.
Voluntary agencies might function along with a publicly established system by assuring supplementary services or financial
protection beyond what is supplied by the public system; e. g.,
the extra expenses of semiprivate or private accommodations in
hospitals. Voluntary agencies furnishing such supplementary
insurance might also participate in the public system under the
preceding principles, and would then receive and administer, on
behalf of their service agencies, both the public and the supplementary funds, provided that such participation contributed
to the eficiency or economy of the system as a whole within the
area covered.
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VI. MAINTAINING AND IMPROVING THE QUALITY OF MEDICAL CARE

General policies.-The quality and the continued improvement of
medical services cannot be assured unless there is ample support for
medical education and research; freedom of experimentation in medical science, medical technology, and in the forms of medical practice;
and unless the career of a physician offers stimulating professional
opportunities and adequate financial compensation.
The national program should therefore-(a) Aid m the improvement of professional education and in
the advancement of knowledge concerning the causes, prevention,
and treatment of disease;
(b) Provide for the establishment and observance of standards for hospitals that may supply services under the law;
(c) Provide for the establishment of standards for the certification of physicians who may be designated and compensated
as specialists under the law;
(d) Utilize methods of administration, including methods of
payment to physicians, which will encourage the provision of
adequate personal service with the greatest economy; and
(e) Provide standards and opportunities for the training of
administrative personnel.
Methods of paying physicians.-Forcompensating physicians, the
following principles should be observed:
1. Compensation should be adequate.
2. Adequacy should be estimated in terms of annual income.

3. In judging adequacy of income for any physician or section of
physicians, consideration should be given, among other factors, to
the professional incomes usual among physicians of comparable ages,
specialties, and types of community.
4. Compensation should be commensurate with skill, experience, and

responsibility.
5. The methods of payment should be such as will maintain professional competition and discourage financial competition among
physicians.
6. Compensation should, wherever possible, be on a basis not directly
related to the amount of service supplied to any individual patient.
7. Having regard to these principles, a national plan of medical
care should recognize three methods of payment, or combinations of
these: salary, capitation, and (under certain conditions) fee for
service.
Of the existing ways by which physicians are compensated,
the fee-for-service method, of course, preponderates. Full-time
salaried physicians caring for patients (excluding those performing administrative work only) numbered probably about 10 percent of the physicians in the United States just before the war.
A larger number was on part-time salary. Specialists in clinic
service are often paid on a session basis; i. e., an agreed sum per
clinic of a specified number of hours.
Under the capitation method, the physician is paid a fixed
amount per annum for each person who selects the physician as
his regular doctor. The amount of remuneration of each phy-
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sician thus depends on the number of persons choosing him, but
is independent of the amount of work he does for them. The
capitation method is readily applicable to the remuneration of
general practitioners, but would rarely be suitable for the compensation of specialists. It requires much less administrative
work than the fee-for-service method. It provides an economic
incentive to the physician to satisfy his patients and to keep them
well.
The fee-for-service method is most open to abuse by patients
and physicians and is the most ostly to administer. Adequate
control of the services requires fiscal and professional supervision, which is expensive and often vexatious. The promotion
of quality and of prevention is difficult. The use of the fee-forservice method should therefore be diseouraged, except for specialist services under certain conditions.
-The principles stated for judging adequacy of income (Nos.
2, 8, and 4) make possible the use of any one of the three methods
of payment, or of combinations of them. They also provide a
basis on which local adjustments of compensation can be fairly
made. The methods of payment used greatly affect the quality
of service and the expense of administration.
Principles No. 5 and No. 6 taken together would tend to encourage the compensation of general practitioners by the capitation or the salary method; but, as stated in the following paragraphs, there would be local determination by the individual
practitioners of the method of payment which they preferred,
while those physicians who wished to carry on group instead of individual practice in the same area and to be remunerated accordingly, would also be protected in their right to do so.
Local adaptations.-The methods and rates of payment to physicians cannot be uniform throughout the country but must vary acording to local conditions and with the nature of the services. In any
area, tne methods of remunerating physicians may be determined as
follows:
(a) For general or specialist services provided by organized staffs
of medical agencies such as hospitals or clinics: Each such staff, in
agreement with the authorities of its agency, would determine the
method or methods whereby its members would be remunerated.
(b) For general medical service provided by individual practitioners: All such practitioners of the area would determine the
method of their remuneration by majority vote.
(c) For specialist services provided by individual practitioners:
The method would be determined by majority vote of all the practitioners of each specialty in the area.
With respect to paragraphs (b) and (c), further study should
be given to possible metho of permitting the supplementary use
of a method of payment for the minority, other than that determined by majority vote.
Speeialists.-Physicians qualified to furnish specialist or consultant
services under a system of medical care, and to be remunerated accordingly, should be designated by professional bodies under national
standards regionally and locally administered.
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Such standards should'have regard to the professional education of
the physician, to his special experience, and to the conditions in the
type of area wherein his services would be utilized.
If standards for specialists and consultants are based only upon
uniform national specifications for the professional training and
experience of the physicians, many of the less densely populated
sections of the country would have no recognized specialists at all.
The specialists certified by the professional specialty boards are
located preponderantly in large cities and medical teaching centers. Many whole States have only a few physicians thus certified
in important specialities, and there are large areas in many States
which have no certified specialists at all. These sections are now
served by physicians who practice full or part time in a specialty,
although they do not qualify for certification by a specialty board.
In most instances these physicians are accepted as specialists by
one or more approved hospitals in their locality.
While the outlook is that the requirements of the specialty
boards will be more and more widely met in the future, nevertheless for some time to come, in many communities, the local.
conditions of medical and hospital practice must be considered, as
well as the specialty-board requirements, in certifying specialists
and consultants for service in a plan of medical care covering all
or most of the population.
Well-organized hospital staffs currently serve to certify the
competence of individual physicians on those staffs for performing certain functions; e. g., major surgery, pathology, ophthalmology. Hospital staffs now serve this purpose locally, supplementing the national specialty boards. Hospital staffs act thus
under the legal governing body of the hospital, usually a lay
board of trustees. The powers of such hospital boards would continue to exist and to be exercised under a national system.
In some sparsely populated areas, specialist and consultant
services can be supplied only by qualified physicians visiting the
locality at intervals, according to a plan covering a number of
localities or a whole State.
VII. GROUP MEDICAL PRACTICE

Group practice, previously mentioned, has been defined as follows:
Group medical practice is the application of medical service
by a number of physicians working in systematic association, with
joint use of equipment and technical personnel and with centralized administrative and financial organization. 3
Group medical practice is found today in conjunction with all of
the forms of payment for medical care. Thus, persons receiving
attention from most private group clinics and from some salaried
hospital staffs pay fees. Some private groups and some hospital
stafs serve persons who pay for their medical care under an insurance plan. Both private and hospital groups care for some
SIn a report by a committee of eight physicians (of whom five are members of this
conference); published in 1940 by the Committee on Research in Medical, Economics.
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persons whose medical expenses are paid by philanthropy or by
taxation.
In many of our best hospitals and their out-patient departments, the professional staff conducts well-organized group practice for nonpaying patients, and supplies these patients with
both general and specialist care, and diagnostic service, but home
care is rarely included. Group medical practice in the private
clinics, when organized primarily for the purpose of caring for
patients referred by other physicians, does not furnish general
medical care. Many private groups do. so, however.
A Nation-wide health program should encourage group medical
practice(1) by making both physicians and patients free to initiate or
to participate in it.
All young physicians now receive their education under conditions of group practice in hospitals and clinics, and should be
encouraged to understand its advantages as a career. The public
should appreciate that properly conducted group practice means
a high quality of personal attention supplied with maximum economy, not an impersonal service.
(2) By adhering to the general policy that medical service, when
paid for under the system, shall be supplied at the lowest cost consistent
with a high quality of care.
(3) By use of hospitals as medical service centers.
The organized staffs of the best hospitals and clinics now constitute the most widely diffused examples of group medical practice. The full advantages of such service are at present chiefly
confined to nonpaying patients. Similar benefits should be available to people of all income groups and should be extended to
include home care.
VII.

HOSPITALS

Medical service centers.-The national program should encourage
a policy under which hospitals would function as medical service
centers, offering preventive, diagnostic, and treatment services for
bed, ambulatory, and home patients and providing office facilities for
the physicians on their staffs.
The typical general hospital in the United States now provides
quarters equipment, and an organization of professional and
technical personnel which furnishes a better basis for medical
service than can be had by any physician or small partnership of
physicians working alone.
There are examples of hospitals which are medical service centers now. Their medical staffs provide diagnosis and treatment
for ambulatory ("office") patients within the building, as well
as for bed patients; and within a certain distance will supply
care in the homes when this is necessary.
Hospitals can advance in the direction of becoming medical
service centers by gradual steps. A number of leading hospitals
have, for example, supplied space within their buildings or in
an adjoining building, for the office or "clinic" practice of their
staff physicians.
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The organization of the typical nonprofit American hospital
is under a lay board of trustees. This board appoints the professional staff, and this staff is organized under authority granted
by the board, so as to be self-determining in all purely professional matters.
Hospitals acting as medical service centers would be encouraged
under a national health program by the measures which follow, and
by several of those which have been already stated, especially (1)
assuring the right of physicians to practice, if they wish, as salaried
members of hospital staffs and to be compensated accordingly (2) assuring to hospitals compensation covering services rendered by salaried physicians on their staffs (3) assuring to patients the full rights
of choice; (4) encouraging group practice.
Physician and hospitals.-Every physician should have access to

the facilities of a hospital or a clinic to perform services which are
within his professional competence. For this purpose, professional
competence should be determined by the hospital authorities and
their professional staff, acting under the nationally established standards.
Under laws effective in most if not in all States, and according
to the prevalent practice in all hospitals which are organized
on a nonprofit basis, the hospital governing board has the legal
responsibility of appointing the staff physicians and of ratifying
the professional standards adopted by the organized staff.
This important measure of local autonomy would continue
under a national health program. National professional bodies
have been active for years in improving the standards of hospitals in general, of hospital staff organization in particular,
and of the specialties of medicine. These professional bodies
would continue to function under a national health program and
the results which they have already achieved should be substantially advanced by the standards and incentives which this program would provide. These bodies would necessarily be utilized
in advisory capacities in the administration of the program.

It is recognized that many hospitals today have organized
professional staffs which are, however, too loosely organized to
limit the professional work of each staff member to the area
of his competence. The competitive relations between physicians practicing similar specialties, and between specialists and
general practitioners, militate against a fully effective profes-

sional organization.
There are also many small hospitals which have little or no
staff organization. Considerable numbers of these are proprietary
instead of nonprofit institutions. Some of these proprietary institutions are the only hospitals available to their communities.
Much therefore has to be done in order that hospitals shall
generally function on a high level as medical service centers.
Standards.-Standards for hospitals acceptable to furnish services under national law should be determined by the administrative
authority with the advice of a council familiar with professional
services and with hospital administration.
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Hospitals should be acceptable for either an unrestricted or a limited
scope of service.
Standards for unlimited service should have regard to the quality
and scope of the professional care available through the hospital.
Standards for limited service should consider also the hospital's size,
and the other hospital facilities which are accessible to the people
of the area, or which could be obtained by affiliation.
Hospitals range from large, fully equipped and completely
staffed institutions to small local units with minimum facilities.
Standards should take into account not only the institutions as
such but also their coordination. Standards should require, or
at least encourage, arrangements among hospitals on a regional
basis, whereby the smaller institutions shall be aided by the
larger, in diagnostic services, in the care of referred patients,
and in educational opportunities for staff physicians.
Teaching hospital.-Special provisions should be made for meeting the needs and maintaining the standards of hospitals which are
directly associated with medical schools and which are therefore
largely concerned with teaching medical students and with the-pursuit of research.
Hospital construction and improvement.-The heavy cost of constructing new hospitals where needed, and of enlarging and improving existing institutions, is not infrequently beyond the private or
public means of the locality. As previously stated, where private
funds are unavailable or insufficient, public funds should aid, fromFederal, State, or local sources or a combination of these. Before
public aid is given, the area to be served by a hospital should be determined by competent investigation and a type of organization
should be required which conforms with the standards approved by
national hospital and medical bodies. Conformity with these requirements would assure maintenance income from the care of patients
under the national health program.
In small communities, medical or health centers providing office
space for physicians, for diagnostic facilities, and for public-health
work may be appropriate. Such centers may be without hospital
beds, or may have a few beds for emergency use; provided arrangements can be made for bed care in an accessible affiliated hospital.
Payments to hospitals.-In compensating hospitals under a national program which includes all or a great majority of the population, the income of hospitals will be mainly derived from services
rendered to beneficiaries of the program, and, consequently, the payments from the health-insurance fund must be sufficient to support
hospital services of high quality.
The methods and rates of payments to hospitals must therefore
be worked out by the public authorities with agencies representing
the hospitals of a given area, or (when necessary) with individual
hospitals with recognition of four principles:
(1) The hospital's administrative independence is to be maintained.
(2) The hospital is entitled to remuneration covering the rea-

sonable cot of furnishing a high quality of service of the type
required.
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(8) Cost should include professional services insofar as these
are furnished by salaried physicians.
(4) The public authorities are entitled to require reasonable
economy by the hospital in administering its services, judged
by a body in which both the public and the hospitals should be
represented, and which should include persons familiar with
professional services and with hospital administration.
IX.

ADMINISTRATIVE

ORGANIZATION

It is assumed that the .financial side of the system of medical
care will be closely related with other branches of social security.
The form of the administrative organization will necessarily be
influenced by this relationship, for the professional and the financial
aspects must be coordinated. The health program, of course, includes much more than the collection, pooling, and equitable disbursement of funds. It involves also the furnishing of highly
skilled personal services by important professions and institutions.
These are already organized in a complex variety of units, local,
State, and national, voluntary and governmental. The organization
and administration of the health program must therefore be determined by some elements which are peculiar to itself and which are
not shared with other branches of social security.
No attempt is made to blueprint administrative organization. Only
some principles are stated, relating to (a) the determination of policies, (b) administrative responsibilities, and (c) advisory bodies.'
Three basic principles, already outlined, may be restated here:
1. National collection of funds, integrated with the collection of
funds for other branches of social security.

2. Local and State administration of services under national standards and national supervision.
3. Unified administration of the medical services; or, where unification is not feasible, machinery for coordination to be established.
Especially important is coordination between public health work and
medical care.
Policy making.-The national policy-determining body for the
health program should be representative of the chief groups of those
who receive service and of those who furnish it. The same procedure
should be followed at local and intermediate levels.
All policy-determining bodies and officials should be responsible to
the general public interest as distinguished from the interests of any
vocational or economic group.
Local bodies should function in their respective areas according
to similar principles.
Local responsibility.-The local administrative organization, covering so far as possible a "functional area" as defined on page 10,

should be the administrative unit and foundation of the national
system. It would necessarily be related to the governmental agencies of the locality, the State, and the Nation. It would work under

* The American Public Welfare Association has adopted policies and principles for the
administration of tax-supported medical care which will be helpful at certain points for
those concerned with prepayment plans serving any large groups of the general population (Organization and Administration of Tax-Supported Medical Care. A Tentative
Statement of Essentials and Principles, approved December 1939 by the board of directors
of the American Public Welfare Association, Chicago, Ill.).
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the national standards. It might be contiguous with a single local
political subdivision, or it might-and in most instances it shouldinclude several such political subdivisions. Even so, contractual relations with other units would frequently be necessary in order to obtain
certain special services. It would be the duty of the national bodies
to work out the areas and their organization with the State and local
agencies.
The area from which a hospital draws patients (its "service
area") is usually larger than the city or county in which it is

located and not infrequently crosses State lines. The authorized
service area of a hospital under the national system should correspond as nearly as possible with its natural service area, and
arrangements to this effect should be worked out as far as practi-

cable by the governmental and voluntary bodies concerned.
The organizations functionally concerned with medical services
in a locality are numerous and vary considerably from area to
area. Among such agencies, on the side of those who supply
service, are medical societies; private medical groups; voluntary
hospitals and clinics under church, industrial, or general auspices;
governmental hospitals; hospital staffs; medical-school faculties;
health departments. On the side of those who receive service are
local public bodies or officials representing political subdivisions*
employee groups, especially labor unions; employers; farmers
organizations: some cooperative and fraternal agencies. Many
public welfare and some local public health departments may be
in the position both of furnishing certain services and also of paying hospitals and physicians for services furnished some members
of the community.
The local administrative organization in any area should carry
out the preceding principles by including in its consultative
body through which local policy must be guided, representatives
of the chief groups and agencies which are directly concerned
with medical services as well as the general public. Agencies
of local government, and especially the public health department, are of course to be included.
Administrative repon. ibilitie.-Administrative responsibility
should be divided functionally, on the operating level, between the
professional and the financial fields.
The administrative officials should be appointed by and responsible
to a public body or official and should be removed as fully as possible
from partisan political pressures.
The administrators of all professional and technical aspects of
the program should be qualified professional persons. The professional and the financial officials should each have administrative
authority in his respective field. The two agents must work together
in those numerous matters wherein the two groups of functions are
mingled, coordinated through the policy-determining body, which
will represent both interests as well as the general public.
In local areas, the professional and financial functions would likewise be performed by two administrative officers, respectively, coordinated through the local consultative body described above and through
officials at national and intermediate levels.
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Advisory bodies.-The policy-determining body and the administrative officers should be aided by advisory councils composed of
informed persons from professional and lay groups.
Medical care and hospitalization involve a variety of diverse
elements: medical, financial, and public relations. This wide
range of knowledge and interests cannot be represented within
the administrative body itself. At least one general advisory
body is required, representing the major lay and professional
groups. A number of special advisory bodies are also needed to
assist in technical matters, e. g., physicians' services; hospitalization; various specialized services; finances.
Advisory councils are needed on the local as well as on the national
and intermediate levels.
The advisory councils concerned with general policies should include informed persons drawn from groups of persons who receive
and from groups who furnish services.
The councils concerned with specialized matters should be representative of all the major elements within their field.
The members of advisory councils should be appointed for stated
terms by the policy-determining body. It is not desirable that councils
be appointed by an executive officer whom they are to advise. Boards
and executive officers should be required to consult the councils in the
preparation and revision of regulations defining administrative
policies. Councils should have a budget for secretarial and other
expenses and should have the right to hold meetings on their own
motion, to initiate suggestions, and to make public their reports or
recommendations when they so desire.
There are numerous important regulations which cannot be
specified in a law. Some of these regulations may be national
in application. Others will be designed for certain localities,
-or will relate only to particular forms of service. These regulations must be worked out by the administrative authorities
and when adopted have the force of law.
It seems important that the advisory councils representing
the appropriate functional and geographical interests concerned
shall be consulted before the adoption of such regulations, without, however, placing administrative responsibilities on the
councils or lessening the responsibility of the boards and executive officers.

VI. EXTRACT FROM STATEMENT NO. 16 OF THE COMMITTEE OF PHYSICIANS FOR THE IMPROVEMENT OF
MEDICAL CARE, INC.: AN ANALYSIS OF THE HEALTH
INSURANCE FEATURES OF THE WAGNER-MURRAYDINGELL BILL (S. 1050)
DIscussION AND

RECOMMENDATIONS OF THE COMMITTEE OF PHYSICIANS

NATIONAL SOCIAL INSURANCE SYSTEM
INTENTIONS

The attention given to the committee's criticisms of the previous bill
is a proof of the receptive attitude of the proponents of this bill to
constructive suggestions and their solicitude for the quality of medical services, the chief interest of the committee of physicians. The
following comments and criticisms are advanced with confidence that
they will be received in the same sympathetic spirit.
COVERAGE

That a program for medical care should ultimately comprehend the
whole population has been the opinion of the committee since its inception. The difficulties which attend attempts to provide at one step
for the coverage of such an enormous number of persons (100,000,000
to 115,000,000) as this measure contemplates, cannot be mimimized.
A more gradual procedure would be theoretically advantageous. It
might offer opportunity for the development of machinery and administrative techniques by the experimental method and thereby avoid
gross initial errors and commitments that would compromise the quality of medical care. No realistic or equitable program for less comprehensive coverage has been found. One of the inherent objections
to a less comprehensive program is the necessity for the introduction
of a means test. Circumstances have arisen moreover, that mark this
as a most advantageous moment for a radical revision of our system of
medical care. As a result of the war the medical services throughout
the Nation have been dislocated. Reorganization of these services and
relocation of physicians are inevitable. Provision must be made for
further education and distribution of physicians. Medical and hospital care must be provided for veterans. It has been pointed out in
the last three statements of the committee (Nos. 13, 14, and 15) that
only the institution of a comprehensive national program for medical
care will offer a satisfactory solution to these problems.
The committee regrets that it has again seemed necessary to exclude
from participation Federal employees. Presumably the reasons for
this discrimination are the same as before. It is also regrettable that
employees of States cannot be automatically included instead of hav59
79876-46--5
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ing their participation contingent upon special arrangements between
the States and the Federal authority. The committee wishes to reiterate that "efforts should be made to extend to these government employees unconditionally at least the medical benefits to which existing
arrangements do not entitle them" (statement 12).
The provision that servicemen be given generous credit for their
service in the military forces is no more than a fitting acknowledgment.
FINANCIAL

The motives which actuated the changes in the size of contributions
and the income ceiling and the estimated relation of income by the
new provisions as compared to that expected from the previous rates
are unknown to the committee of physicians. Presumably the subject
has been carefully studied by the Government's actuarial experts. In
any case such estimates must be considered as provisional. No one can
predict with certainty the extent to which costs of care will be increased by expansion of services nor how far these increases will be
offset by reduction of overhead and other economies which may be
anticipated from more systematic organization of these services.
Much will depend on the wisdom and efficiency with which the system
is planned and conducted. Every effort should be made to achieve
economy; but the quality of care will suffer if this economy is achieved
at the expense of needed facilities and by reducing remuneration for
services to such a point that personnel of the desired quality will not be
induced to participate in the program or, of they are induced, will not
have the time needed for self-improvement.

Efforts should be made to

improve the unsatisfactory incomes of physicians in rural areas. It
is expressly stated under "Methods and policies of administration"
below that "methods of payment should be aimed

*

* * to pro-

vide professional and financial incentives to professional advancement of practitioners; to encourage high standards of quality of service by adequate payment to practitioners

* * *." If this policy

prevails it may be expected that errors in present estimates will be
rectified.
ADMINISTRATION OF CONTRIBUTIONS

Provisions for a trust fund and its administration need no particular comment.
HEALTH AND MEDICAL PROvISIONS
ADMINISTRATION

Authorities.-As before, administrative authority is vested in the
Surgeon General of the Public Health Service. It has always been
the opinion of the committee of physicians that a single centralized
Federal authority is essential and that the Surgeon General of the
Public Health Service is the most appropriate authority in our present
governmental structure. Since the health measures are linked with
social security measures that are not related to the functions of the
Public Health Service. parallel administrative authority must be given
to the Social Security Board. This necessitates some higher authority
to which both the Public Health Service and the Social Security Board
are responsible. For this office the Federal Security Administrator
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has been selected and has been endowed with almost absolute veto'
powers, without the provisions for appeal that exist throughout lower
levels of the administrative structure. Such an ultimate authority
is probably inescapable. Intelligent appointment and informed public
opinion will have to be relied on to insure the wise use of these powers;
Advisory Council.-The composition, methods of appointment
functions, and responsibilities remain essentially as before. The committee of physicians expressed its general approval of these provisions.
Provision is made that there be some representation of the beneficiaries
in the Medical Policy Council. This would appear to be,an equitable
provision. It is -specified in various sections of the bill that in some
instances consultation with the Advisory Council is mandatory upon
the Surgeon General, in others it is elective. With respect to a few
matters the initiative is given to the Council. On the whole the authors
of the bill have shown good judgment in adopting for each provision
the most appropriate of these formulae for the allocation of initiative.'
Since this Council properly has only advisory functions the committee
has held that special provisions should be made for publication of its
decisions, recommendations, and studies, to lend force to these recommendations, and to deter the authorities from disregarding them. In
the present measure the Surgeon General is directed to include a
record of these consultations, reports recommendations, etc., in his
report to the regular session of each Congress. In a matter of such
concern to the people at large and one in which reports are likely to be
of such general interest and may often have economic and scientific
importance, the public interest would be better served if provision
were made for the regular publication of reports by the Council on
matters which it feels should be called to the public's attention. The
right to issue such reports should reside with the Council, unconditioned by the approval of any authority.
The provisions for the institution of special and regional councils
and committees and the provisions for appeal bodies and their procedures seem adequate.
MEDICAL AND HOSPITALIZATION BENEFITS

These again follow the pattern of the previous bill with a few notable exceptions to which attention will be drawn.
The personal health benefits are defined in the same unexceptionable
terms.
Limitations on beneEts.-Objections must again be raised to the
provisions in section 210, page 91, authorizing the Surgeon General
to limit practitioner's and laboratory services. As we said concerning
similar provisions in the last bill: "The exception of first visits from
coverage under the bill violates the principles of preventive medicine.
It acts as a deterrent to the early treatment of disease, thereby tending
to prolong disability. Limitation of laboratory benefits will be a
detriment to the best medical care. These exceptions are intended to
prevent abuse of the system. Payment of extra fees to physicians
for excepted services will aggravate such abuses, because the physician
will profit by increasing the number of such exceptional services, while
the beneficiary can reduce them only by foregoing what may be an

essential item of medical care. These abuses can be more effectively'
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eliminated by establishing sound principles for the program as a whole
and efficient administration."
The limitation of general and special dental benefits, though undesirable, may be unavoidable at the present time. To undertake in any
new program to provide the salvage work necessary for the complete
dental rehabilitation of the adult population by existing techniques
would be beyond the capacity of the available personnel and facilities
and probably prohibitively costly. The minimum services available
after January 1, 1947, appear well considered. The proposed preferential treatment of children may make it possible in the future to incorporate complete dental care in the program.
Provision of home nursing poses another knotty program. Wisely,
special provisions have been made for the study of this service and
dental services. In the last bill drugs were not included among benefits, but it was
provided that their inclusion at a later date might be possible. In
the present bill they are not even mentioned. The committee repeats that such important therapeutic instruments should not be
excluded without consideration, but should be made a subject of special study by the Council with a view to appropriate action.
Methods and policies for administration.-The formula for the
designation of specialists and consultants remains essentially unchanged. The committee still feels that "on the certification of specialists the exclusive utilization of standards and qualifications developed by competent professional agencies is open to objection. The
Government cannot properly delegate selective powers to self-perpetuating nongovernmental bodies over which it has no control. The
standards and certifications of these agencies could, like any other
relevant data, be employed by the Council, but their use should not
be prescribed in the bill." Besides, as it was pointed out, these agencies prescribe standards and certify physicians only for the exclusive
practice of a specialty; whereas it will be necessary in the contemplated program to broaden the definition of specialists to meet local
conditions and particular medical problems. Such a broad definition
of specialists is necessary to assure the development of the more highly
qualified specialists.
The provision for appeal by a beneficiary if his practitioner will
not recommend the services of a specialist or consultant is a necessary
. .
protection for the patient.
be
The provision that groups as well as individual practitioners
included in the lists to be published by the Surgeon General corrects
a rave error.
ee-for-service payment is still listed among the permissible metha method of
ods of remuneration for physicians. The choice of
to be determined
ayment for practitioners in a given area is also still
in the area. It is,
by the majority of general medical practitioners make
arrangements
however, provided that the Surgeon General shall under the system
by which the minority may be enabled to practice
special
payment tht is most satisfactory to each. It also grants
consideration to groups and particularly to groups organized about
and statement
hospitals. It was pointed out, in both statement 12 an
area elected
of
15, that without such a provision, if the physicians
fee-for-service payment, teaching hospitals and other institutions with
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salaried staffs would be unable to participate in the program. Although the committee of physicians still feels that inclusion of feefor-service payment is extremely regrettable, if it cannot be excluded
because of the pressure of organized medicine and the uninformed
state of public opinion, the proposed compromise is satisfactory. It
will establish competition between individual practitioners, groups,
and hospital organizations on fee-for-service or other bases of payments, permitting each to demonstrate its superiority. The declaration that "The methods of administration, including the methods of
making payment to practitioners, shall

*

*

* provide

* *

*

coordination among the services furnished by * * * practitioners,
hospitals, public-health centers, educational, research, and other institutions, and between preventive and curative services

* *

*"

is a profession of real significance.
Hospitalizatio-n-The period of hospitalization has been extended
from 30 to 60 days in a benefit year, with possible prolongation to
120 days (instead of 90) if the funds prove sufficient. With the increasing use of hospitals for therapeutic courses this is a change in
the right direction.
The definition of hospital benefits remains vague. There is almost a contradiction between the statement that in order to participate
in the system hospitals must "meet general standards prescribed by
the Surgeon General" and the statement that "The Surgeon General
shall exercise no supervision or control over a participating hospital * * * nor shall any requirement * * * prescribe its
administration, personnel, or operation." Confusion is not diminished
by the definition of a participating hospital in a subsequent section.
As in the last bill no separate consideration is given to the payment
of practitioners in hospitals. Provision must be made for the care
in the hospitals of patients referred by practitioners who have no
hospital privileges.
In its discussion of the previous bill and in its statements 13 and 15,
dealing respectively with the Hill-Burton bill and with education the
committee of physicians has advocated that participating hospitals be
required to have salaried medical staffs and that payment be made to
hospitals for complete care of patients, including remuneration of physicians for their services. The funds allocated for hospital care and
associated social services should, however, be distinguished from those
allocated for medical services, which should be reserved for payment of
members of the medical staff.
The present bill does permit the Surgeon General to make contracts
with participating hospitals for such inclusive services. It does not,
however, prescribe that payments for physicians' services in these hospitals should be reserved for this purpose and should be made at prevailing rates. Without such specific provisions institutions might be
tempted to compete on a basis that would lead to exploitation and
economic debasement of physicians. Care should be taken that the
distribution of the funds earmarked for physicians' services is not so
specifically prescribed that proper organization and rewards for varying competence and utility would be prohibited.
The general increase of maximal rates for hospital benefits manifests a realistic appreciation of the growing costs of hospitalizaton
with the development of new techniques andthe demand for more ex-

64

NATIONAL HEALTH ACT OF 1945

pert services.

Although. the contemplated grade of hospital services

is nowhere explicitly defined, it seems to be implicitly described in the

clause "for the cost of essential hospital services, including the use of
ward or other least expensive facilities compatible with the proper care
of the patient," found in the authorization of the Surgeon General to
enter into contracts with hospitals. If the system is to serve the population at large it is evident that many of the economically fortunate
will prefer semiprivate or private accommodations. For this reason
it is provided that participating hospitals may "require payments from
patients with respect to the additional cost of more expensive facilities
furnished for lack of ward facilities or occupied at the request of the
patient, or with respect to services not included within a contract."
Without such a provision such patients would be deprived of hospitalization benefits under the special contingencies mentioned. Payments
for physicians and other personal services must not be treated in a similar manner. Recognition that the quality of such personal services
could vary with remuneration would be intolerable.
DISABILITY BENEFITS

These provisions, similar to those of the last bill, are excellent. The
method of certifying disability, always a knotty problem, is entrusted
to the Surgeon General in consultation with the Social Security
.Board and is recommended to the consideration of the Medical Policy
Council.
WORKMEN'S COMPENSATION

The provision that insurance benefits cannot be used in lieu of payments for injury or disability covered by workmen's compensation is
eminently sound. These acts have proved invaluable weapons in the
reduction of industrial hazards. Nevertheless, if the system of medical care is to be largely conducted under the insurance system, it would
be unfortunate to exclude persons who have incurred illness or disability for which compensation is authorized from the privilege of
using the machinery of the social insurance system. In fact it may
be anticipated that to deprive them of this privilege, as the system
grows, might prevent them from obtaining proper care. It is, therefore, important to make this machinery available to them so long as
payment for services is made from the sources and at the rates required by compensation acts.
GRANTS-IN-AID

FOR MEDICAL EDUCATION,

RESEARCH,

AND

PREVENTIVE MEASURES

The committee again endorses the consideration given to education
and research, without which the quality of medicine will not improve.
The importance of educating medical officers discharged from the military services cannot be questioned, but the wisdom of diverting to this
purpose for 5 years grants intended for research may be. Some other
expedient should be found to rectify errors of the past, the fundamental efforts of research and education should always be directed to
the future.
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DENTAL, NURSING, AND OTHER BENEFITS: CARE AND PREVENTION FOR
CHRONIC SICKNESS AND MENTAL DISEASES

The difficulties of including full dental and nursing care in the program have been mentioned. Chronic sickness and mental diseases present somewhat similar problems. A painstaking study of these problems is a necessary antecedent to their solution, which the committee
of physicians hopes may be found.
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VII. STATEMENTS OPPOSING HEALTH INSURANCE BY
THE NATIONAL PHYSICIANS COMMITTEE FOR THE
EXTENSION OF MEDICAL SERVICE

A. POLITICAL MEDICINE

AND FREEDOM OF ENTERPRISE

THE CONTINUING THREAT OF COLLECTVE CONTROL

A factual statement on the compulsory health insurance provisions of
the social security amendments of 1945 (Wagner-Murray-Dingell
S. 1050, H. R. 3293) and an explanation of some of their meanings
and implications
THE SOURCE OF STRENGTH

The war has shown us that we have tremendous resources to make all the materials of war.

It has shown us that we have skillful workers and managers

and able generals, and a brave people capable of bearing arms.

The new thing-the thing we had not known-the thing we have learned now
and should never forget-is this: That a society of self-governing men is more
powerful, more enduring, more creative than any other kind of society, however
disciplined, however centralized.
We know now that the basic proposition of the worth and dignity of man is
not a sentimental aspiration or a vain hope or a piece of rhetoric. It is the
S. TBUMAN,
strongest, the most creative force now present in this world.-HAma
President of the United States, in Report on Potsdam Conference.
FOREWORD

Within the last 4 years we have won two wars.
The basic tenet of the American people has been, from the first
beginnings, the Christian concept of the individual right above that
of the state, the sanctity of human personality. The freedom-of-enterprise system-the profit motive in industry and commerce-are inherently a part of this concept.
This system, through operation over a period of more than, a century, provided this Nation with the imagination, the know-how, the
ingenuity, the skills, and the stamina that resulted in limitless production of superior instruments of destruction. Such was the need
of the time. This concept provided the incentives which made possible universal mobilization of manpower and resources for the waging
of total war. It gave to this Nation the atomic bomb. "It is the
strongest, the most creative force now present in this world."
Yet, while finally tested in competitive world conflict, wholly vindicated and gloriously triumphant, this concept is held suspect by the
whole of the rest of the civilized world. They do not understand or
even remotely comprehend this source of strength and of power. The
United States stands alone, an isolated island of free enterprise in
a vast tumultuous ocean of socialistic and collectivist thought.
In this country there are many who still profess to believe that the
common good can be best served through centralized collectivist con66
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ti-ol. Continuously they strive to establish bridgeheads of collectivism from which to extend operations. The most dangerous among
these are the advocates of compulsory health insurance, now before
Congress in the Wagner-Murray-Dingell bills.
On the basis that has been proposed, compulsory health insurance
means state medicine-the political distribution of medical care. It
would entail the establishment of a vast army of bureaucrats that
would become the determining authority in the most delicate and
sacred matters affecting every human being in this country. It would
create an atmosphere and an environment in which free enterprise in
any of its forms could not long survive.
Every American--every believer in the American way of lifeshould joiin n opposition to this effort to foist on the American people
this strictly collectivist mechanism, compulsory health insurance.J. M. P.
POLIT CAL MEDICINE AND FREEDOM OF ENTERPRISE

Wagner-Murray-Dingell bills (Senate 1050, H. R. 3293)

The key provisions-compulsory health insurance-of the WagnerMurray-Dingell bills, social-security amendments of 1945, are truly
revolutionary in their implications. They are more far-reaching
than any proposals ever previously presented in the United States

Congress. They are more comprehensive than any measures enacted
into law in any country with the possible exception of Russia.
They not only represent a departure from all precedents but they
would establish a governmental machinery and administrative mechanism that are truly collectivist in concept. They stem from the Sir
William Beveridge recommendations for making all British citizens
dependent on the state for security. They are wholly alien.
If our way of life is to be preserved, Americans must take time to
understand and appraise these proposals. Every strength must. be
mobilized and concentrated in opposition to the menacing sections
until they are finally and totally defeated. There must be an unconditional surrender. The alternative is the sacrifice and final forfeiture
of our priceless heritage.
*

*

*

*

*

*

*

HEALTH INSURANCE

Under this heading the Wagner-Murray-Dingell bill departs from
all precedent and, under the guise of sheer altruism, would establish
a wholl socialistic device to attempt to provide full "personal health
services' for all social-security beneficiaries and all of their dependents-110,000,000 people.
It would establish the Surgeon General of the Public Health Service-under the direction of the Administrator of the Social Security
Board-as a medical dictator, under orders to provide the services
and with full authority to:
1. Hire doctors, specialists, dentists, nurses, laboratory technicians, and establish rates of pay.
2. Establish fee schedules for physicians' and dentists' services.
3. Fix the qualifications for specialists.
4. Determine the number of individuals for whom any doctor
or dentist may provide service.

68

NATIONAL HEALTH ACT OF 1945

5. Determine what hospitals or clinics may provide service for
patients and under what conditions.
The operation would entail making a public record of the characteristics and the most intimate and sacred personal relationships of
each and every patient. The privacy of every human being would
be invaded and violated. It can be imagined how the information
might be used by the curious and the unscrupulous.
The benefits
The personal health service benefits which this medical "fuehrer"
must provide would include a general medical service, special medical
benefit, general and special dental services, hospitalization, laboratory services, and home nursing. The meaning of these various services is fully explained under "definitions" below. They should be
carefully studied.
The tam
The over-all social-security tax is to be 8 percent of wages up to
$3,600, 4 percent to be paid by the employer and 4 percent by the
employee. Self-employed individuals are to pay 5 percent of "the
market value" up to $3,600 of their services. In the case of State
and local governments coming into the system, the tax is 5 percent,

21/2 percent being paid by the government unit and 2 1/2 percent by the

employee.

It is estimated that this total tax will produce approxi-

mately $10,000,000,000 annually.
For personal health services
Of the taxes levied, 3 of the 8 percent tax, or 371/2 percent of the

total (approximately $3,142,000,000 a year) is to be earmarked to
Provide personal health services. This stupendous sum is to be supplemented by appropriations from general revenue.
The fundamental distinction
Under the Wagner-Murray-Dingell provisions it is proposed to:
1. Appropriate funds for the construction of hospitals and
health facilities. Payments are to be made in cash.
2. Provide grants to States for public-health services. Payments are to be made in cash.
3. Provide grants to States for maternal and child health and
welfare service.

Payments are to be made in cash.

4. Provide grants to States for more comprehensive public
assistance for the needy. Payments are to be made in cash.
5. Provide grants to nonprofit corporations and agencies engaged in research or in undergraduate or postgraduate professional education (estimated amount $30,000,000 annually). Payments are to be made in cash.
6. Reimburse workers during periods of unemployment and
for temporary disability. Payments are to be made in cash.
7. Provide monthly retirement benefits for all male workers
having reached the age of 65 and female workers having reached
the age of 60. Payments are to be made in cash.
8. Provide monthly benefits for widows, mothers, parents, and
dependent children of workers. Payments are to be made in cash.
9. Provide lump-sum payments to widows, widowers, or heirs
on the death of workers. Payments are to be made in cash.
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10. With it comes the revolution-provide personal health services for all social-security beneficiaries and their dependents. No
cash payments are made.
Instead, the Surgeon General of the Public Health Service, under
direction of a layman-the Federal Security Administrator-is to
hire or otherwise secure the services of doctors, specialists, dentists,
nurses, and laboratory technicians. He is to arrange to secure and
pay for hospital, clinical, and other medical facilities.
He is to provide full personal health services, as herein defined
below, for 110,000,000 people. In effect, the Federal Government
would establish tens of thousands of retail establishments and conduct the business of providing medical, dental, and hospital care.
One man, the Surgeon General of the Public Health Service, would
become the dispenser of all health care and the final arbiter of the
mental and physical well-being of the Nation.
Appraisal essential

These proposals should be recognized for what they are. They are
in reality state medicine. If enacted into law and made fully effective
they would(a) Place all doctors and dentists under direction of a bureaucrat-regiment the medical, dental, and nursing professions.
(b) Destroy the private practice of medicine and dentistry in
the United States.
(c) Inevitably result in a deterioration of the quality of medical and dental care.
(d) By a reasonable progression, necessitate the Federal Government conducting the business of producing drugs, pharma-

ceuticals, eyeglasses, appliances, hospital equipment, and supplies.
(e) Establish a core of collectivist control that surely will be
extended, and under which free enterprise in any field could not
long survive.
American medicine
Under the American system, American medicine-American doctors-have developed the most effective and the most widely distributed medical care that has ever been provided for any comparable
number of people anywhere at any time.
Free men-with fearless minds-progressively provided a higher
and higher quality of medical care. This better and better medical
care has been continuously more widely distributed and made more
generally available.
Through Blue Cross, physician-sponsored medical-service plans,
and employer-employee group insurance programs more than 25,000,000 people are now provided with needed protections. The expansion of these services will provide other tens of millions with
means for the easier payment of the cost of medical care. Through
voluntary methods steps have been taken to bring to every American
more effective medicines and medical procedures than were ever before
known or imagined.
The basic tenet of the doctor
The basic tenet of the medical profession is "the most effective
medical care for every human being regardless of race, color, social
position, or financial status."
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However, the doctor is a human being--a personality. His tradition, his knowledge, and his experience make him more sure and more
confident than his fellow men. He must be free to act as an individual. He dare not be robbed of his freedom of action and decision.
Bureaucratic direction would destroy the intangible, indefinable essence that is the secret of his effectiveness.
The all-importantissue
Communism, fascism, nazism, collectivism in any of its forms are
not mere matters of terms or definitions. They result from the establishment of centralized controls and the operation of mechanisms of
administration. Unfortunately, in the development of these mechanisms the insidious step by step procedure may postpone recognition
of their real significance. The Wagner-Murray-Dingell compulsory
health-insurance proposals are strictly collectivist in form and intent.
They would provide a most potent instrumentality of the collectivist
state.
In this country at this time there is a leadership of groups that would
personally profit by the centralizing of controls. They would become
the Gauleiters or the subfuehrers of a new order. These are the sponsors and chief supporters of compulsory health insurance.
We are faced with a real crisis more menacing than any that has
gone before.
We have won two wars. We must convert a war-production plant
to serve peacetime civilian needs. There must of necessity be a period
of confusion, dislocation, and unemployment. It may last 6 months,
9 months, or a year before there is the prospect of leveling off to normal
production and full employment.
Under these conditions political pressures are being brought to
bear-almost irresistible pressures-to force to passage this basic issue
of compulsory health insurance during this period of confusion and
uncertainties.
This is not a matter which affects doctors, dentists, nurses, and
medical technicians only. The regimentation of these professions
inevitably would lead to the control of all professions. It would lead
quickly to the Government production of drugs and medicines, medical
and hospital supplies, and equipment.
This production could not be undertaken without establishing the
principle of "production for use"--no profit. All of the professions,
all business, and all industry are directly affected. Every human
being would be victimized. Incentives would be destroyed-personal
initiative ruthlessly suppressed. A combined strength is necessary if
these efforts of the collectivists in our midst are to be thwarted.
This combined strength--confident and aggressive-is essential if we
are to preserve in this country our priceless heritage: The individual
right as superior to the state--the system of freedom of enterprise.
*

*

*

*

*

*

*

Of the 185 pages of the Wagner-Murray-Dingell bills, 188 pages
are devoted to preachment, propaganda, provisions, and benefits. Only
2 pages are devoted to assessing the largest tax ever levied by this or
any other country for a single purpose-$10,000,000,000 Annually.

a

a

a

a
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HEALTH SECURITY PROGRAM '

The National Physicians' Committee for the Extension of Medical

Service

The management committee has been instructed by the board of
trustees to take all necessary steps designed to:
(a) Encourage the medical profession to active participation
in the development of plans and the more general use of existing
facilities to provide for easy payment of insurance against unusual or prolonged illness;
(b) Educate the people to the importance, nature, and value of
prepayment facilities (within the framework of principles approved by the'medical profession), now available for meeting
the costs of unusual illness;
(c) Investigate conditions relating to and inform industry concerning the principles underlying sound participation with employees in prepayment plans for meeting the cost of unusual or
prolonged illness and hospitalization;
(d) Inform private insurance underwriters of the opportunity
that is being offered through cooperation in Nation-wide efforts
to provide group-insurance policies for those needing or desiring
insurance against the hazards of unusual illness;
(e) Encourage the more generous use of Government funds administered at State and local levels to insure effective medical care
for the indigent;
(f) Encourage contributors and friends to a greater degree of
participation in the efforts of the National Physicians' Committee in this constructive program.
The National Physicians' Committee is utilizing to maximum capacity its resources and organizational strength in ceaseless effort to
preserve in the United States our system of private enterprise to the
end that doctors of medicine may retain, in the public interest their
personal independence-their individual and collective integrity and
effectiveness.
Understanding of purpose is sought and cooperation is welcomed in
the belief that joint efforts will result in the attainment of these objectives.
NATIONAL PHYSICIANS' COMIfTTEE FOR THE EXTENSION OF MEDICAL

SERVICE

A nonpolitical, nonprofit, organization devoted to1. The task of securing the most widespread distribution of
the most effective methods and equipment in medicine and surgery.
2. Familiarizing the public with the facts in connection wit
the values, the methods and the achievements of American medicine.
Maintained exclusively by voluntary contributions.
Needing, for maximum effectiveness, the systematic, organized support of all county and sectional medical societies, insurance underwriters, and interested units of business and industry.
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------------------Dr. Edward H. Cary, chairman ..----------------------Dr. William F. Braasch, secretary
treasurer--------------------Chicago
Dr. George H. Coleman,
------------------------Dr. F. F. Borzell
-------Dr. John H. Fitzgibbon--...------------------------------Dr. Edward J. McCormick
Dr. Leland S. McKittrick-------------------------Dr. Wm. J. Carrington---------------------------------------------Dr. Wingate M. Johnson -----McGoldrick-------------------------A.
Dr. Thomas
-----Dr. Wm. R. Molony-----------------------------------------------Dr. Alton Ochsner
Dr. J. Milton Robb------------------------------------------Dr. Edward H. Skinner--.----------------

--- Dallas
Rochester
Philadelphia
Portland
Toledo
Boston
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Los Angeles
New Orleans
Detroit
Kansas City

Administrator, John M. Pratt

B. THREE BILLION FORTY-EIGHT MILLION DOLLARS OF POLITICAL MEDICINE YEARLY IN THE UNITED STATES-WHAT DoES IT MEAN FOR SICK

PEOPLE, THE DOCTORS, THE PUBLIC
NATIONAL PHYSICIANS' COMMITTEE
FOB THE EXTENSION OF MEDICAL SERVICE,

PittsfieldBuilding,Chicago.
One reason why the compulsory state seems to be gaining on us is defeatism
among the vast majority who don't want any part of it. We have been told
so often and so emphatically that collectivism is inevitable that we have come
to believe it, as if some strange bacterial growth were gnawing at our economic
vitals and it was too late for an operation. Investigation of specific symptoms
usually reveals that the only inevitable feature of the march toward collectivism
is the determination of the little group which wants to collectivize us.-The
Saturday Evening Post.

Often human life depends upon a physician's skill-shall he be made
subservient to politicians?
POLITICAL MEDICINE FOR AMERICA

On June 3, 1943 Senator Robert F. Wagner, of New York-for him-

self and Senator James Murray, of Montana-introduced in the Senate, bill 1161.

If the recommendations in this bill are enacted into law, they will
destroy the effectiveness of medical care in the United States.
The bill proposes to raise annually by taxation-from pay rolls

mostly-approximately $12,000,000,000.

Of this sum an amount esti-

mated at $3,048,000,000 is to be allocated to provide medical care by
the Government.
ONE-MAN MEDICAL CARE

The bill proposes placing in the hands of one man-the Surgeon
General of the Public Health S3rvice-the power and authority- to
1. To hire doctors-possibly all doctors- at fixed salaries
provide medical service;
2. To designate which doctors can be specialists;
3. To determine the number of individuals for whom any physician may provide service;
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4. To determine arbitrarily what hospitals or clinics may provide service for patients.
It instructs the Surgeon General to provide general and special
medical care, laboratory tests, and hospitalization for all beneficiaries
of the Social Security Act and their dependents-estimated at 110,000,000 people.
WHAT COULD HE DO?

It is estimated that, at the present time, there are in the United
States, available for civilian practice, 120,000 effective physicians.
With $3,000,000,000 the Surgeon General coulda. Allocate 20 percent for administration costs- ----------b. Hire every effective physician in the United States at an
average salary of $5,000 a year----------------------c. Pay for every available bed in every non-Government-owned
hospital (368,046) 365 days each year (134,336,790 hospital

bed-days) at $5 per day ---------------------d. Pay $2.50 per day for each and every Government-owned
hospital bed (1,051,781) 365 days in the year (383,900,065
hospital bed-days) ------------------------e. Spend for drugs and mediciness......- ------------

$600,000,000.00
600,000,000.00

- 671,683,950.00
959,750,162.50

168, 565, 887. 50

3,000,000,000.00

It is obvious that if these proposals become the law of the land, they
will destroy the entire system of medical care as we have known it in
the United States.
WHAT HAS AMERICAN MEDICINE DONE?

Under the American system, American medicine--American doctors-have developed the most effective and the most widely distributed
medical care that has ever been provided for any comparable number
of people anywhere at any time.

In 150 years the average number of years a man will live has been
nearly doubled. In 1790 the average was 35 years. Today it is 62
years.
A child born in 1942 has the prospect of living 12 years longer than a
child born in 1900.
In the last 40 years the death rate per 100,000 people has been reduced from 1,755 to only 1,060.
During this period typhoid fever almost has disappeared; smallpox
has been subdued; diphtheria practically has been conquered; pernicious anemia, tuberculosis, diabetes, and a score of lesser ailments are
being brought under control.
In 1942 the United States had the highest general level of health
and the lowest death rate ever known for a like number of people under
similar conditions.
WHAT DOES POLITICAL MEDICINE MEAN FOR DOCTORS?

Doctors would be paid by Government. Presumably they would
work 8 hours per day instead of 24 hour.
There would be little incentive for the doctor to become skilled in
the art of medical practice. His advancement would depend upon his

influence with politicians rather than on his skill or the character of his
work.
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The doctor would not- develop initiative-he would have to adopt
the methods and prescribe the treatments and medicines determined by
superiors.

The doctor would have little, if any, personal interest in the patient
who is compelled to visit him.
State medicine-political control of medical service-lways has,
always will develop doctors who are politically amenable, who cater to
the ward committeeman or the precinct captain rather than to the
needs of human beings who are their patients.
For the doctor, political control of medical care means incompetence,
professional deterioration, and the forfeiture of self-respect.
WHAT DOES POLITICAL MEDICINE MEAN FOR SICK PEOPLE?

It means that they must depend upon a doctor whoIs paid by the Government--presumably working 8 hours per
day. The emergency sickness must wait until the doctor is on the
job.
May not be the doctor of their choice but the one that has been
assigned by a political bureaucrat.
Cannot have a personal interest in patients who come to him
because they are compelled to do so.
Is less knowing and less efficient because he must follow methods
and prescribe remedies that are fixed by his bureaucratic superiors.
Since his job is political, is more interested in pleasing or appeasing his political bosses than he is in curing his patients.
THE QUESTION

Unless a tidal wave of protest forewarns the sponsors, this bill or
similar proposals may be enacted into law. The question to be
answered is a simple one:
Do you want medical care for the sick to be provided by bureaucrats,
politicians, or by doctors?
WHAT DOES POLITICAL MEDICINE MEAN FOR THE PUBLIC?

Three billion dollars annually of extra pay-roll taxes-an average
of about $120 yearly for each family;
One hundred and fifty thousand additional bureaucrats to tell patients where to go and doctors what to do and how to treat human
beings who are sick;
The sacrificing of the highest level of health and the most effective
medical care ever known;
Doctors--to care for loved ones-who are first political stooges
and henchmen instead of self-respecting human beings and-it is
understood that, if the medical profession is regimented, it will represent a decisive step forward toward establishing centralized Federal
control of all the professions and industry, and the destruction of
freedom of enterprise in the United States.
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This issue must be decided by the people-the voters of the United
States. Make your decision. Show this to your neighbor. Talk to
him about it. Talk or write to your Senators and Congressmen.
THE NATIONAL PHYSICIANS COMMITTEE FOR

THE EXTENSION OF MEDICAL SERVICe,
The PittsfieldBuilding, ChicagoS, Ill.

C.

EDITORIALS FOR EDITORS DISTRIBUTED BY NATIONAL PHYSICIANS

CoMxMITrr
THE MEDICAL-CARE ISSUE

In this vitally important folder are reproduced five of a series of
Editorials to Editors.
These, were objectively prepared to make clear the point of view
of the medical profession in connection with the vital issue of the
political distribution of medical care. They call attention to the
broader implications of such proposals.
No. 2 of the series explains the fundamental distinction between
existing social security benefit concepts and the revolutionary procedures involved in proposals to establish the Federal Government as
the sole dispenser of medical care.
No. 3 attempts to define the distinguishing characteristics of American medicine.
In view of the introduction of new and far-reaching social-security
amendments, No. 5 may be considered as the most important of the
series.

All of these editorials previously have been published as advertisements in Editor and Publisher and other newspaper trade publications. They are submitted in this form in order that all who are
interested in preserving our system of private medical practice may
have evidence of the steps that are being taken to clarify this issue
for the newspapers of this country.
(Permission to reprint any portion of contents of this folder is
hereby granted.)
NATIONAL PHYSICIANS COMMITTEE.

STATEMENT OF POLICY

"It is essential that we understand that, to the extent we move toward a form of fascism, nazism, communism-totalitarian control-will we affect the practice of medicine in the United States. Under
any form of Government, social and economic structure, medicine
must and will occupy merely its relative place.
"If the independence of medicine, our doctor-patient relationship,
and our pattern of medical practice are to be preserved, we must preserve the principles underlying our institutions" (excerpts from policy statement of National Physicians Committee, published November
19, 1940).
79876-46----
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The National Physicians Committee is utilizing to maximum capacity its resources and organizational strength in ceaseless efforts to preserve in the United States our system of private enterprise to the end
that doctors of medicine may retain, in the public interest, their personal independence-their individual and collective integrity and
effectiveness.
Understanding of purpose is sought and cooperation is welcomed in
the belief that joint efforts may result in the attainment of these objectives.
NATIONAL PHYSICIANS COMMITTEE FOR THE EXTENSION OF MEDICAL SERVICE

A nonpolitical, nonprofit organization for maintaining ethical and scientific
standards and extending medical service to all the people
NO. 1.

GUARDIANS OF A PRICELESS HERITAGE

In this Nation there are vital issues which transcend all partisanship. The American people have a priceless heritage. It is not

shared by the people of any other nation. It belongs exclusively to
the people of the United States.
This inheritance sets the American people apart from all other peoples in the world. It has given us advantages so great that most
minds fail to comprehend them. This heritage stems from a tradition and sensing of freedom which antedates by centuries the establishment of this Nation and the adopting of its written Constitution.

Its tangible expression is embodied in the private enterprise system.
The essential to its preservation is the sanctity of the human personality-the supremacy of the individual and the subordination of the
state.

Yet, because the people do not fully understand this inheritance-because they are unable properly to appraise its worth-there is the

prospect, or at least the possibility of its forfeiture. In a peculiar but
very real sense, editors are the guardians of this priceless heritage of
the American people. It is the privilege and the responsibility of the
editors to explain its meaning and create an awareness of its vast yet
incalculable value.
Politicians-possibly to extend tenure in office-have advanced proposals which would transfer to minions of the Federal Government the
actual task of distributing medical care to 110,000,000 people. Such
procedure would involve making the doctor subordinate to the bureaucrat. It would mean the regimentation of the medical profession-if it worked. Actually, no laws could regiment the doctors.
They could refuse to serve under conditions which would result in
mechanical and ineffectual service-personal subservience and pro-

fessional deterioration.
However, consummation of the plans inevitably would result in absolute regimentation of the people as far as medical care is concerned.
They would be forced by law to accept such medical care as could be
provided by the politically appointed bureaucrat.
Such a development could be a fatal step toward complete totalitarian control over the lives and destinies of all men. The people have
a right to know. They should be told. Editors should tell them.John M. Pratt.
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NO. 2 SOCIAL SEC7UITY

Deep depression, the hazards of war and limitless propaganda have
made the American people "security conscious." Benefts which accrue under the existing social -seurity laws generally are approved.
Most people believe that the extension of benefits to more people is
justified.
It is the function of editors to interpret for the people the meaning of the laws relating to social security. It is their responsibility
to understand and explain to their readers the implications of proposed changes and extensions.
Under the existing social-security law, employment offices are maintained-under Federal and State control-to find jobs for the unemployed. Provisions are made for aid to the needy aged, the blind
and for dependent children. Payments are made in cash.
To beneficiaries under the act, compensation is paid during periods
of unemployment. Payments are made in cash. Retirement benefits death benefits for surviving relatives, monthly allotments for
widows and dependent children, are provided. The payments are
made in cash.
Proposals have been advanced for the Government's providing full
medical care and hospitalization for all social-security beneficiaries
and their dependents. Authority is to be given a single Government
official to hire doctors and establish rates of pay; to control and
operate hospitals and actually dispense medical care to 110,000,000
people. No cash payments are involved. In effect, the Federal Government would establish 100,000 retail establishments, man them, and
conduct the business of peddling pink pills to people.
Some people believe that in bureacracy's vast pool of master minds
there are individuals fully qualified to tell farmers what and how
much they can sow and when and how to reap; other individuals
competent to tell the oil wildcatter the size of the pipe and depth to
which he is permitted to drill; and yet others with capacity to tell
the newspaper editor what he can print and how he shall treat and
headline his dispatches. It may be true.
No sane person can believe that any bureaucrat can direct the rendering of medical care without actual suicidal deterioration in the
quality and effectiveness of the service that is provided. It is the
ultimate in absurdities. The people should be told the facts. Editors
should tell them.-John M. Pratt for the National Physicians Committee.
NO. 3. THE SENTINEL ON THE WALL

For the American people the editor is the sentinel on the wall.
They depend upon him to sound a warning when danger nears. Investing centralized government with unlimited powers always must
be viewed with alarm. There is terrifying menace in proposals that
have been made to transfer to Government the function of distributing
medical care.
In the short span of 150 years American medicine has moved forward to a position of universally recognized world leadership. It
has provided a more effective and a more widely and evenly distributed medical care than ever has been made available anywhere at
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any time. If analyzed and understood, the achievement is without
parallel in the history of the progress of mankind.
In the successful treatment and cure of disease medical care must
be considered as having two separate yet closely related parts:
First: There is disease--disease as such. There are many diseases.
Each disease is ceaselessly, relentlessly seeking a human body to de-.
stroy. And each disease affects each human body in a different way.
Second: There is the patient-a human being-who, by accident,
misfortune, or coincidence, contracts a disease. American medicine
has conquered many diseases-controls many others. However, the
basic factor responsible for the unequaled effectiveness of the practicing physician is that the whole of his effort always is concentrated
on treating and curing the patient-the human being who is sick.
Incidentally only is he concerned with conquering the disease. The
basic tenet of American medicine is that where there is a sick patient
a life is the issue. It matters not whether prince or pauper is involved. The one concern is that of saving the human life which is
in jeopardy. The task is exclusively a matter between the patient,
the doctor, and their God.
The doctor is a human being, a person, a personality. His tradition, his knowledge, and his experience make him more sure and more
confident than his fellowmen. Proposals advanced imply robbing
him of his freedom of action and decision-making him subordinate
to the bureaucrat. Bureaucratic direction would destroy the intangible, indefinable essence that is the secret of the American doctor's
effectiveness.
It is the responsibility of American editors to investigate thoroughly and to understand fully the dangers inherent in Government
assuming the task of distributing medical care in the United States.
It is the duty of these "sentinels on the wall" to advise the people
fully of the realities and the implications which are involved. Editors
should tell them.-John M. Pratt for the National Physicians Committee.
NO. 4. CONGRATULATIONS TO ANPA

Since the very beginning of our Republic, newspapers have been
recognized as the principal medium for the dissemination of information. They have performed a public service of inestimable value.
They have been-and still are-a potent force in enlightening the
people. Without a free and courageous press the progress that has
placed the United States in a position unparalleled among the nations
of the world could not have been achieved.
Americans have reason to be proud of the character and courage of
the men who have guided the destinies of the public press through
all these years. Editorial integrity and independence of thought have
built a foundation upon which the confidence of the people rests
securely. This public confidence imposes an added responsibility upon
editors and publishers. It affords them a vast opportunity for public
service. In times like the present, when the gravest of domestic
problems and momentous issues with world-wide implications confront
the people, the need for vigilance on the part of the press is imperative.
Foremost among the problems faced by the people of the United
States is the terrifying trend toward collectivist control. In recent
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years our constitutional processes have been challenged. Vast danger
lurks in proposals that have been made to transfer to Government
agencies tasks that have heretofore been recognized as a vital part of
our free enterprise system. The most menacing of such proposals is
embodied in measures now pending in Congress-for amendment of
the Social Security Act-that would place the distribution of medical
care in the United States under a Government bureaucrat. That the
leaders of the American press are alert to this danger is evidenced in a
report to the recent ANPA convention by its social-security committee. In a paragraph headed "Publishers should watch socialsecurity legislation,' the report says:
Your committee once more desires to urge upon every member newspaper to

maintain an active interest in all of this type of legislation, as the many interests,
including governmental agencies, labor organizations, -and social groups are
advocating so many different methods and applications of social security that
we are developing some situations where it could conceivably be more profitable
to be unemployed than it would be to work *' ** *. Additional items such as
sickness, hospitalization, and the like, are being urged vigorously and will be
given consideration by many State legislatures as well as by Congress in the
years immediately ahead.

The ANPA social-security committee is to be congratulated
on forewarning editors against contemplated actions which would
involve revolutionary changes in our methods of distributing medical
service, lower the quality of medical care, and make practicing physicians subservient to politicians.
NO. 5. WAGNER BILL SEMANTICS

On May 24, Senator Wagner introduced in the United States Senate
a new bill amending the Social Security Act. The bill S. 1050, is a
book-length document of 185 pages covering every phase of social
insurance. It is presumed that none can take exception to any part of
the proposals without being subject to the accusation of heartless
opposition to providing the underprivileged with the benefits to which
they are justly entitled.
American editors are the Nation's experts in the use of words. They
are ever alert to safeguard the interests of the public. In a study of
this document, these editors will be especially interested in the remarkable admixture of cold-steel intentions expressed with softening
phrases and sheer preachment and propaganda disguised as integral
parts of the proposed amendments.
The bill levies a direct tax of 8 percent on all wages and salaries
of all workers in private employment up to $3,600 of annual earnings
and a direct tax of 5 percent on the earnings of all self-employed
people up to $3,600 per year. It is estimated that this tax would
produce each year a fund in excess of $8,000,000,000. In all likeli.
hood this is the largest amount resulting from any single tax levy
ever made anywhere at any time. Yet, in all of the 185 pages of text,
the term "tax" does not appear save with reference to refunds prior to
1946 and to make records conform to sections of the Internal Revenue
Code-pages 168 and 172. The term "social security contribution"page 164, is substituted for the unpopular term "tax."
Approximately $3,142,000,000 of the total tax fund would be ear-

marked to provide personal health services.

A National Advisory
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Medical Policy Council is established-page 77. The Council is appointed by the Surgeon General of the Public Health Service. Its
function is strictly advisory. It has authority to establish other advisory committees and commissions. But the Surgeon General is
"authorized and directed to take all necessary and practical steps to
arrange for personal health service benefits for all social security
beneficiaries and their dependents"-page 72. These include general
medical, special medical, general dental, special dental, home nursing,
laboratory, and hospitalization benefits-page 100. The Surgeon
General is established by law as the agent to dispense and pay for
medical, dental, nursing, and hospitalization services for an estimated
110,000,000 people.
The bill states that the methods of administration shall insure the
prompt and efficient 'care of individuals, promote personal relation-

ships between physician and patient, provide incentives for professional advancement and encourage high standards in the quality of
service--page 82. These are worthy objectives. They will be quoted
endlessly by proponents of this legislation and by those who strive
to establish centralized controls in the United States. They are nullified by direct proposals of the amendments. The sacred nature of the
physician-patient relationship is destroyed by the introduction of an
administrator and the public recording of symptoms and case histories. Professional standards are automatically and dangerously
lowered when political favor takes the place of personal competence.
The real incentive of the doctor is forfeited when he is made subordinate and subservient to the bureaucrat.
In the United States more than 50,000,000 people have provided for
themselves measures of health protection through insurance with
private carriers. When presenting his omnibus bill to the Senate, Mr.
Wagner stated:
There has been much misunderstanding about the part that existing voluntary
insurance or prepayment plans and similar agencies may play in the social insurance system. Let me emphasize that our bill makes a place for them to continue

their good work.

But these are the facts. Participants in voluntary insurance plans
or programs are exempted from the payment of the tax on that part
of their earnings that is expended for the insurance premium-page

151.

The tax to be paid by a worker earning $3,600 per year would

be $144 annually. If a worker earning $3,600 expends $100 for any
voluntary or group insurance program, he would pay the tax on $3,500
of income or $140. Under such circumstances private insurance programs could not survive.
In introducing his bill, Senator Wagner said: "But health insurance is not socialized medicine: it is not state medicine," and "I be-

lieve in the American system of free enterprise."
It is a fact, however, that under the proposals the Surgeon General
of the Public Health Service, working under the Administrator of the
Social Security Board, becomes the dispenser of all health care and the
final arbiter of the mental and physical well-being of the Nation.
If such a core of collectivist control is ever established in this country
applying to the most sacred and vital wants of every human being it
would require a miracle for free enterprise in any- of its forms to
survive the impact.
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These things the people should know. It is predicted that American
editors will tell them.
(Political Semantics has been defined as the technique of pasting
soothing-sirup labels on bottles of nitroglycerin.)
NO. 6. THE COLLECTIVE STATE

There are those in this country who sincerely believe that the
welfare of human being can best be served through collectivist control.
Benito Mussolini believed it. He succeeded in persuading the
Italian people that his belief was valid. The fruition brought neither
contentment nor security.
Adolf Hitler believed it. Sixty million Germans accepted his philosophv. Today that which was the Reich is one vast panorama of
desolation.
This belief is the cardinal tenet of the code of the Japanese Emperor. Tokyo, Yokohama, and Osaka have been leveled by flame.
We are a trusting people. In some respects we are gullible folk.
It is essential in these times that we be ruthlessly realistic.
Communism, fascism, nazism are not mere matters of terms or
definitions. They result from the establishment of centralized controls'and the operation of mechanisms of administration. Unfortunately, in the development of these mechanisms the insidious stepby-step procedure may postpone recognition of their real significance.
There have been introduced in the United States Congress amendments to the Social Security Act. They are known as the WagnerMurray-Dingell bills. Most Americans favor the expressed objectives of some of the proposals. However, almost hidden in the careful verbiage of the amendments is the cold steel move to place in the
hands of appointees of the Federal Government sole and exclusive
responsibility for the distribution of health care for 110,000,000 people. This service would consist of general medical, special medical,
general dental, special dental, laboratory care, hospitalization, and
home nursing service. In no country has machinery been established
more sweeping in its provisions to serve the purpose of a collectivist
state.
In the beginning the tax provisions would create a central fund
of more than $8,000,000,000 annually. It is not anticipated that this
amount would even approximate the total cost. It is to be supplemented from general revenue. Alert editors have pointed out that
our national debt is approaching $300,000,000,000; that we are in the
midst of a war only half won; that our economy could not sustain this
additional drain of from 10 to 15 billion dollars each year.
The key principle of our freedom of enterprise system is more jobs
for more men at maximum wages to provide ever greater markets
for the products of a constantly expanding industry. Editors have
drawn attention to the fact that the Wagner-Murray-Dingell proposals are a direct tax on employment. There would be a minimum of
$8,000,000,000 yearly less for consumers to spend for the potential
output of our mines and factories and farms. This, of necessity,
would create a downward spiral of production and fewer and fewer
jobs for workmen. These results, within limits, would be inevitable.
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They might be disastrous but they are not the really important consideration.
The unparalleled progress and incomparable achievements of the
American people are the result of self-respect, individual initiative
and self-reliance. When formalized security is substituted for selfreliance we forfeit the essence of the factor that has been our strength.
When the incentive for individual effort and thrift is removed progress, as we have known it, will be shifted into reverse.
It may be possible that a truly wise and honest administration can
reasonably ration the food supply of a nation. Save under truly
totalitarian concept and control is it within reason to expect the effective rationing of physician and hospital services for 110,000,000 people. A vital difference should be kept in mind. If the food rationing fails, it may mean only that there are no steaks or pork chops
on dining-room tables. If the doctor rationing fails, men and women
and children die. Human lives are the issue.
The Wagner-Murray-Dingell health services proposals should be
recognized for what they are. They are in reality state medicine.
They are instrumentalities and mechanisms of the collectivist state.
If we are to preserve our freedom-of-enterprise system we dare not
enact these proposals into law. If the American people understand
the facts and the implications, almost unanimously they will stand
solidly in opposition.
In their final action on these amendments elected representatives
will be influenced by what they believe to be the desires of their constituents. Editors can render an incomparable service by explaining
the meaning of these proposals and encouraging readers to write to
their Congressmen and Senators.-John M. Pratt, for the National
Physicians Committee.

VIII-ARTICLES BY DOCTORS IN FAVOR OF
HEALTH INSURANCE
A. Am6EIA's GPETEr OPPORTUNITY
(By Dr. Ernst P. Boas)
[Reprinted from the November 1945 Issue of Reader's Scope Magazine, New York 16, N. Y.]

Mankind is on the threshold of its greatest age of discovery. Power and
machines and natural forces far beyond our most daring aspirations will soon
be made the servants of man.
But what of man's advancement in the most obvious-but most preciou--of
all fields, the maintenance of life and health? Are we to remain backward?
Or do we dare to-take the first steps into the new future?
(Dr. Ernst P. Boas is chairman of the Physicians' Forum, assistant clinical
professor of medicine at the College of Physicians and Surgeons, Columbia
University, and associate physician at the Mount Sinai Hospital, New York
City. During World War I, Dr. Boas was a captain in the Medical Corps and
served as chief of medical services at Base Hospital No. 63, American Expeditionary Forces.)

A law to provide medical care for every one of the 135,000,000
people in the United States awaits passage by the Congress of the
United States.
Senate bill 1050 aims "to provide for the national security, health,
and public welfare." It has been variously called the Wagner-Murray-Dingell bill after its sponsors, the health insurance bill by its
advocates and "a totalitarian blow to American liberties" by its foes
We physicians have been fighting disease for centuries. Invincible
as our enemy seems, we have never capitulated. We have made progress-in recent decades medical knowledge and methods have advanced rapidly through new laboratory techniques, specialization,
and the use of powerful beneficent drugs.
Yet the American people participate only partially in the benefits
of modern medical science. Millions who at this very moment need
medical attention, neither can afford a doctor nor pay for treatments.
Their minor ailments become chronic, and the chronically ill become
a burden to themselves, their families, and to the community.
To correct this deplorable condition, Senate bill 1050 would expand
medical and research facilities and make facilities for diagnosis and
treatment available to everyone in the United States.
Under its provisions, every American-$200-a-year share cropper
to movie tycoon Louis B. Mayer--could afford the best medical service money can buy.
Senate bill 1050 brings the problems of the nation's health into correct perspective. It expands our existing social security law, whieh
has been accepted as a small yet basic defense against old age and
unemployment. It would broaden public assistance to the aged, blind,
dependent children, and unemployables. It would permit the con-
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tinued operation of the United States Employment Service to assist
war workers, veterans, and other jobless, as well as farm workers,
domestics, and others not covered by the present law. It would set
up a national social-insurance system, increasing unemployment payments to cover temporary or extended disability, retirement pay, and
payment to survivors in case of death.
But it is in the field of health that Senate bill 1050 offers something
new in American life-the guaranty of the right of every citizen to
the protection of medical science.
Upon passage of this bill, the social-security tax would rise from
its present level to a flat 4 percent on incomes to $3,600, with employers
paying a like amount. (Three-fourths of the American people earn
.less than $3,600 annually.) Only 3 percent or three-eighths of the tax
would be applied to medical care.
A worker making $3,600 a year would pay $54 annually for health
insurance. A worker earning $1,000 a year would pay $15. Selfemployed professional men, shopkeepers, executives would pay a
slightly larger amount.
This sum would guarantee not only ordinary medical care and hosfpitalization to the contributor and to his dependents, but also care by
specialists, X-rays, laboratory tests, operations, etc.
Critics of Senate bill 1050 falsely charge that it would add $4,000,000,000 annually to what the American people pay for medical care.
This is flatly untrue. The American people now spend about $4,000,.000,000 a year for medical care.

An average family of four in the

middle income brackets now pays around $120 a year for medical
bills. But many families of small incomes pay but a few dollars a
year and get little care. In about 5 percent of families, every year,
some major illness costs hundreds of dollars and puts the family deeply
in debt. Under the terms of the bill, all will prepay a small proportionate amount of their income while they are well, to take care of all
illness when it occurs.
Senate bill 1050 would bring good medical care to this vast majority
of Americans.
Like everyone else, Henry Ford would pay his annual health-insurance tax. Perhaps he would not make use of its advantages. He
could, if he chose, protect his health as he pleased and as he could
afford. George McDowell, 30, Ford plant electrician, who earns
$52.50 weekly, who has a wife and one child, would no longer need
to dip into his reserves when sickness or accident affects him or his.
Mrs. McDowell is expecting a baby. George would pay nothing
'beyond his social-security payments for his wife's prenatal care, laboratory tests, specialists in obstetrics and pediatrics, or for postnatal
care. Hospital bills up to $7 a day would be paid by the Government
from the general health-insurance fund for a period of 30 days and
$3.50 daily thereafter up to 120 days.
In the years to come the McDowells will frequently need medical
advice. The children must be vaccinated against diphtheria, smallpox, typhoid; they will suffer typical children's diseases. Vincent
may break his wrist skating on city pavements. Delicate Emily may
require a special diet until she is three. Mrs. McDowell, hard-working
housewife and mother, may be bothered by varicose veins. Intravenous injections might relieve her. Otherwise too costly, she would
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obtain them automatically under the terms of the health-insurance
bill.
When George first notices that the little letters in the telephone
book wave before his eyes, he would visit an oculist and obtain a prescription-the oculist's fee would be paid by the insurance fund as
well as the optician's charge for eyeglasses. When George suffers a
touch of arthritis, progress of the disease would be averted and he
would receive partial-disability insurance during his 3 weeks in bed.
Afterward he could consult a specialist to learn whether the disease
had affected his heart.
And similarly with Mrs. McDowell-as the children grow older and
she approaches middle age, she may become depressed, sleepless, suffer
from sweats, heart palpitations. With Senate bill 1050 a law of the
land, she could visit a neuropsychiatrist who would ease for her the
period of change of life.
In the deep South, Will Maxton, white sharecropper, and Jim
Turner, Negro plantation hand, have worried through lives beset with
the aftereffects of malnutrition, tuberculosis, pellagra, hookworm.
Midwives have brought their children into the world. In emergencies, they have waited hours, sometimes days, for help.
Senate bill 1050 provides Federal grants to the States for the construction of hospitals and clinics. Doctors would hang out their
shingles in the rural areas which up to now have been without a doctor's services. Why ? First because they would be paid by the healthinsurance fund for their work and thus be able to make a living in
areas where they cannot earn a living under present conditions. Second. medicine today cannot be practiced effectively without hospital
facilities. Both these handicaps would be overcome under Senate bill
1050. Will Maxton's and Jim Turner's family would have adequate
medical care.
The Surgeon General of the United States would administer the
health-insurance law. He would appoint, upon recommendation of
leading medical authorities, a National Advisory Medical Policy
Council, on which representatives of the public would sit with medical men.
The opponents of this legislation have raised the cry that the
United States Surgeon General would become the medical dictator
of the Nation. Nothing could be further from the truth. The bill
specifically states that the Surgeon General must consult with the
Advisory Medical Policy Council on every step in the health program.
Further, the Council has the right to publish all of its decisions, bringing any disagreements to the attention of the general public.
Another false charge raised by the opponents of the bill is that the
whole "show" would be run from Washington by a bunch of bureaucrats. Actually, all that the National Government would do would be
to collect the money and set up minimum standards to be followed b
all doctors and hospitals. Existing agencies within each State and
local area, would supervise the application of the law. Where no such
agencies exist, they would be created with the aid of national medical
authorities.
Would-as enemies wildly charge-the quality of medical care deteriorate t No. Every doctor would have equal access to costly equipment, specialists' and consultants' services, laboratory tests. Every
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patient would have equal access, regardless of his financial status, .to
the best medical science can offer.
In every community, the local agency would post lists of doctors
who have agreed to practice under the plan. No patient would be
forced to consult an approved doctor-no doctor would be forced
to place his name on the public list. Complete freedom of choice
would remain, as at present.
Doctors' average incomes would increase. They would be paid from
the general fund either on a fee basis, by flat rate per capita, or by
salary, as they preferred. In all cases, they would be paid.
When American youth responded to the selective-service law, a
tragic wastage was exposed. Millions in the prime of life were ill with
ailments which were immediately remediable or which might have been
earlier checked, especially in childhood. It is to the credit of Senators
Wagner and Murray and Representative Dingell that they have composed a measure which would help to correct this condition simply,
democratically, and in accordance with approved medical standards.
The children of America, future defenders of democracy, will become stronger, abler citizens if Senate bill 1050 becomes law.
Because infectious diseases may now be more easily controlled,
man's life span has increased in recent decades. Today, chronic degenerative diseases, cancer, heart trouble, diabetes, stand as the last
barriers to longevity. With universal medical care through health
insurance, these diseases may be discovered early, checked early.
Why, therefore, has Senate bill 1050 met with an unprecedented
campaign of misrepresentation from such august organizations as the
American Medical Association, the American Bar Association, the
American Hospital Association?
Doctors, in most cases, are high individualists. Bqund by their
oath, they are proud of their responsibilities, yet jealous of their
rights. Many, especially high-priced specialists, honestly believe that
the health bill would enslave them to some vague bureaucracy. They
fear that they will no longer be able to assess fees according to the
patients' ability to pay. Others have unthinkingly swallowed the
shibboleths of the American Medical Association, slogans which describe this bill as "communistic," "un-American."
Many millions of laymen have been similarly misled by the fantasies
of such journalists as Paul Mallon, Benjamin de Casseres and other
propagandists whose opposition is based not upon specific criticism
but is part of a general counterattack against all progressive legislation.
To defeat Senate bill 1050 over $1,000,000 has been raised in the past
3 years by the National Physicians' Committee. This committee is a
front for the American Medical Association which, because it enjoys
tax exemption as an educational and scientific organization is barred
from participation in political action. Much of this money has come
from great pharmaceutical corporations and manufacturers of surgical
ap liances.
The spread between the manufacturing and retail costs of most life-

giving drugs is unimaginably wide. Patients pay a minimum of $1
for prescriptions which a New York City hospital compounds for an
average of 31.cents.
Senate bill 1050, at this writing, makes no mention of drugs. But
with its passage, the sick will obtain such products less frequently over

NATIONAL HEALTH ACT OF 1945

87

the counter, more frequently from their doctors in clinics or durin
hospitalization. Business for the pharmaceutical corporations will
fall off-hence their interest in working to defeat the bill.
Our parents thought of a doctor as someone to be called in times of
serious illness, after the usual home remedies had failed to cure. We
are learning to think in terms of positive health. We want our doctors
to keep us well, to guard us against the ravages of disease such as
cancer, and we know that to enable them to do so we must be able to
consult them freely before the disease process has become irreparable.
We must give them the opportunity to employ in our behalf the complete resources of scientific medicine. As a nation we have learned the
importance of good health of all our citizens, and are realizing that
we cannot afford to leave the health of our people to the chance that
they may have sufficient income to command modern medical care; or
to expose them to the disadvantages that their race, their color, their
occupation, or the residence in a less favored economic community may
bring about.
America now has its greatest opportunity before it-the opportunity
to safeguard and improve the national health. The time has come
to marshal the complete resources of modern medicine and place them
at the service of all of our people. It is for such a national health
program that all of us, doctors and laymen, must work together.
Our efforts are needed to give actuality to the plans that have been
developed by competent experts.'
IF THE HEALTH INSURANCE BILL BECOMES LAW

Question. Will I be able to choose my own doctor ?
Answer. You may choose from all doctors participating in the
insurance plan in your community.
Question. If I am dissatisfied with his services, may I change to
another doctor
Answer. Yes.
Question. Will I be able to go to my present doctor I
SAnswer. Yes; if he participates in the insurance plan.
Question. Will I be forced to visit a public-health office to engage
a doctor
Answer. No. He will visit you at your home or you may go to his
office, exactly as you do now.

Question. How will I pay him
Answer. You will not pay him directly but through an annual payment of your social-security tax, part of which will go into the healthinsurance fund.
Question. How will he be paid?
Answer. Either by a fee scaled to your case, by a per capita flat fee,
or by salary-as he chooses.
Question. How about specialists, operations?
Answer. The services of specialists and surgeons will also be provided for those who need them.
Question. What if I already have a chronic disease
Answer. You will be at all times entitled to hospitalization for 30
days, with possible extension to 120 days.
Question. How about members of my family who do not pay the
social-security tax ? Will they be covered?
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Answer. Yes.
Question. Will I receive as good medical care as now ?
Answer. Better, because your doctor will have access to all needed
laboratory, specialist, and hospital services; and you will be able to
afford any treatment he recommends without added cost.

B. MEDICAL

CARE FOR ALL l

(By Miles Atkinson, M. D.)
(Since the introduction of the first Wagner-Murray-Dingell bill in 1943, the
Nation has been flooded with propaganda attacking the health provisions as
"socialized medicine" and "regimentation." This propaganda purports to speak
for the whole medical profession. There are a great many doctors, however,
who, though they are themselves members of organized medicine, do not share
this hostility. One of these is Dr. Miles Atkinson, one of New York City's leading
doctors and a well-known writer on medical subjects. His views on health insurance are representative of those rapidly gaining support among liberal United
States doctors who recognize that all is not well with our present methods of
making health services available to the people who need them.)

The doctors of America realize increasingly, as do the men and
women in the factories, on the farms, in the villages, and in the cities,
that the health of the American people is not what it should be.

In the past we doctors and the public have boasted about our tre-

mendous advancement in medical science, about the giant strides medi-

cine has made in the last 75 years. Today we are forced to acknowledge that, in the very country with the finest doctors and hospitals
and laboratories in the world, there is still far too much preventable

illness. The draft rejections dramatized this fact for us. They
shocked the conscience of the Nation.
We cannot maintain our equanimity, either, in the face of more
than 100,000,000 cases of sickness occurring in this country every year,
sickness causing a $3,000,000,000 direct yearly wage loss, not to mention the toll in needless suffering and death.
We know now that the problem is largely one of finance, that a great
deal of this illness is due to the inability of large sections of the public
to pay for doctors and hospitals. The American Medical Association
says that every family earning less than $3,000 a year needs help in
meeting the costs of serious illness. This is a staggering finding, for
it really means that at least 75 percent of all Americans need suchhelp.
The Nation's health has become a social problem. As one eminent
doctor has said: "Because the doctor's services are purchasable and
yet almost beyond price, they are coming to be regarded like life, liberty, and the pursuit of happiness-a civic right, a public necessity."'
And our late President Roosevelt included in his economic bill of
rights "the right to adequate medical care and the opportunity to
achieve and enjoy good health."
WORKERs' UNMET MEDICAL NEEDS

We doctors recognize that you workers of America have vast un-.
met medical needs. We want to meet them, not only for your sake,
but for our own sake as well. A method is needed to pay for those
who cannot afford to buy good health, and to insure for doctors an.
adequate financial return.
SReprinted from American Federationist, June 1945, vol. 52, No. 6.
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The size of the investment in training a doctor is often forgotten.
Doctors, too, must live, and they have to meet heavy expenses-under
present conditions it costs 40 percent of a doctor s gross income to
maintain his practice.
The young doctors in this country, even in boom times, often have
a very hard time getting along. Some physicians do not like to adinit

this, but it is nevertheless true. They usually do a great deal of
clinic work, also, for which they. are not paid. All they do, if their
private practice diminishes-because of patients' inability to payand their free clinic practice increases, is to stand agape and say,
"Look what's happening to me " When the Government comes along,
however, with an offer to pay them for the work they now do for nothing, they draw themselves up with great dignity to announce, "I'll have
none of this. My patients must come to me only on a private-practice

basis."
This is a head-in-the-sand attitude which, unfortunately, is encouraged by the leaders of organized medicine. A group of progressive doctors have joined together, however, in an organization which
we call the Physicians' Forum. We are menlbers of organized medi-

cine, but we disagree with the official policies of the A. M. A. in these
matters. We stand with organized labor in actively supporting compulsory national health insurance as the only satisfactory way to distribute good medical care to all.
We all see cases every day where men and women needed medical
attention long ago, but did not get it because they had not the money
to pay for it and would not accept charity.
Iam going to cite some of these cases.
There was a train engineer who thought he had indigestion, but put
off getting the X-rays his doctor wanted because he was putting two

sons through school and was perpetually short of cash.
By the. time the pain became so severe that he couldn't bear it,

stomach ulcers had developed and he had to have an operation that
cost him $200 plus weeks of hospital care and lost wages. If' his
difficulty had been diagnosed in time, good care might have saved
him all this pain and expense.
There was a housewife whose seemingly slight cold was neglected
until she was in bed with pneumonia. It took weeks of expensive
doctoring and nursing to put her back on her feet. Fortunately, she
had hospital insurance, so that phase of her care was prepaid.
Think how wonderful if she and the engineer had belonged to a comprehensive medical plan such as would be set up under a system of
national health insurance! Each would have called the doctor earlier,
each might have received preventive care rather than have waited until

they were seriously ill.
That is why the Physicians' Forum believes the Wagner-MurrayDingell bill

2

now pending in Congress is an approach to solving the

problem. By its provisions Americans would receive comprehensive
medical care from birth to death.
'The Wagner-Murray-Dingell bill (S. 1050 and H. R. 3293) was introduced in

the Seventy-ninth Congress on May 24.

This improved bill takes the place of the

old Wagner-Murray-Dingell bill which expired with the Seventy-eighth Congress.
It was prepared by the sponsors in consultation with President Green and the
A. F. of L.'s committee on social security.
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You-and all of us-would pay for this by pay-roll deductions
of 1Y2 percent of your wages, with the employer paying a like sum.
In this way you could afford complete medical care for yourself and
every member of your family. The self-employed would pay into the
fund, too, and the indigent would be covered by taxes.
I* recognize with pleasure that labor helped to draft and is supporting the Wagner-Murray-Dingell bill. We doctors who approve
the bill have made some suggestions for changes in it so that it will
give the highest type of medical care to you, the consumers, and also
guarantee the right of adequate medical eductation, intellectual freedom and economic security to us doctors.
We feel very strongly that such a system of national health insurance should be compulsory rather than voluntary. Voluntary schemes
of health insurance have been with us for a long time. In fact, there
are more than £00 such plans in effect now, enrolling 21,000,000 of the
population, and new ones are springing up all over the country, raised
as last-minute dikes by some frightened doctors and others against the
encroaching tide of public action. The main objection to them is the
very fact that they are voluntary.
Now, I am all for the individual and against regimentation, but
there are times when even the individualist with the best of intentions
needs a little prod. We would need a vast amount of education before
the public would join in the numbers necessary-the majority of the
population, remember-and ask to be enrolled in a scheme of health
insurance. Many millions of persons who need health insurancein fact, those who need it most-will never recognize that they need
it or be able to afford it.
The main argument for compulsory health insurance is that nearly
all existing voluntary systems give only limited service. The Blue
Cross Hospital plans have been quite successful in reaching many
people in many cities, but they only pay your hospital bill, not your
doctor bill. n 12 years they have reached only 12 percent of the
population. The voluntary plans generally accept for membership
only those entering in a group. This usually excludes wives and
children of workers. A few plans have experimented and have permitted everyone to join. This has usually been disastrous financially,
for the poorest medical risks rush into such a plan.
Normally there must be at least 50 in a group. Thus, employees in
small units, the self-employed and the farmers are not taken care of.
Further, this type of insurance is expensive.
Some plans are sponsored by commercial-insurance companies that
operate on the cash-indemnity system, whereby a flat payment of cash
is made to cover certain specified payments. For instance, the company will pay you $75 for an appendectomy, $25 for the removal of
tonsils, or $50 for a fractured pelvis. But your doctor bill alone may
exceed these sums, not to mention the weeks of hospital care that may
run costs up hundreds of dollars more.
This sort of insurance puts the emphasis in the wrong place. It
treats ills after they have occurred, rather than trying to prevent them
before.
"With the growth in the powers of medicine to prevent and control
disease," says the report of the Health Program Conference, which is
made up of eminent doctors, economists, and medical administrators,
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"a program that mainly deals with serious or 'catastrophic' illness is
insufficient medically and uneconomical financially."
These cash-indemnity plans are favored by the American Medical
Association, however, because they preserve an illusion of the traditional method and because payment comes not from the State but from
a private company, a large proportion of whose directors are often
doctors.
Medical societies also sponsor health insurance plans that go further than cash indemnity. These usually provide insurance only to
cover surgical or obstetrical cases in hospitals and the doctors must
be paid on the usual fee-for-service basis. The Pepper committee
report said of fee-for-service:
The pay-as-you-go or fee-for-service system, which is now the predominant
method of payment for medical service, is not well suited to the needs of most
people or to the widest possible distribution of high-quality medical care. It
tends to keep people away from the doctor until illness has reached a stage
where treatment is likely to be prolonged and medical bills large. It deters
patients from seeking services which are sometimes essential, such as specialist
care, X-ray, and laboratory examinations and hospitalization. Individuals
with low incomes, whose need is greatest, are most likely to postpone or forego
diagnosis and treatment.

Organized medicine has insisted on this fee-for-service principle
which invites abuse when carried over into a health-insurance system.
The best and most economical type of service can be given the ailing
public by a group of doctors who work together instead of in separate
offices. This is called group practice. The group should include
general physicians and specialists in various fields, since the advance
of medical knowledge makes it no longer possible for one physician to
master more than a fraction of medical knowledge and skill. Moreover, modern equipment such as X-ray machines and other facilities
costs too much for each individual physician to own.
Under the group-practice plan you, as a patient, would have the
advantages of pooled knowledge, experience, and equipment. Doctors
in the best group practices are paid on salary. They work like a
well-organized hospital staff and they can supply good care at lower
cost than solo doctors.
The enemies of compulsory insurance attack the Wagner-MurrayDingell bill on many counts. Actually, the "compulsory"' feature
does not mean that everyone would be compelled to receive Government-ordered care. There will be no regimentation of either doctors
or patients. There will always remain those patients who prefer to
pay the private fees to one man rather than accept the services of
another, just as there are private schools and public schools 2 and there
will always be doctors who will cater to this type of practice.
We progressive doctors, along with other liberals and friends of
the Wagner-Murray-Dingell bill, say:
The bill would not rob the patient of his right to choose his own
doctor, but would extend that privilege to those who have never had
it before.
Standards of care would be raised because a physician, working in
a group in a hospital or health center, could make free use of costly
equipment, specialists' services and laboratory tests, now often too
expensive for patients to use.
79876-----7
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Doctors would be as independent as now, except that they would
be sure of getting paid.
Most doctors' incomes would be raised (certainly the half of all
United States doctors who earn less than $8,000 annually would

benefit).
The many persons who now have no care at all would receive it.
This method would not violate any. of our American traditions,
since the Government already helps pay the medical bills of many impoverished people, and the local and State health departments and
the United States Public Health Service look out for the health of
all of us in certain particulars.

Medical fees could be kept as stable as in the past, with the net
income of the profession increased through the increased consumption
of medical care.
Very little "new" money would be called for, since the American
people already spend between three and four billion dollars on medical
care and the latter sum is what would be spent under the WagnerMurray-Dingell plan.
Passage of a national health insurance bill would not destroy voluntary plans meeting good standards-many would continue.
Along with the Wagner-Murray-Dingell bill there is a hospital construction bill which we favor because it would provide hospitals and
health centers in all those sections that are now so pitifully devoid of
them-especially the rural sections where it is a commonplace for sick
people to travel from twenty-five to a hundred miles to visit a doctor or
a hospital. If these hospitals are built they will help to draw some of
the 20,000 young doctors returning from the war to the areas that need
them so badly. The doctors would be glad to go where they are sure
of a livelihood and of the opportunity of taking their patients to fine
modern hospitals, of using the laboratories and of consulting with other
doctors on the hospital staffs.
We progressive doctors believe, along with organized labor, that a
bill of the nature of the Wagner-Murray-Dingell bill should be passed
as quickly as possible by the Congress. We hope that organized labor
will be active in pushing it, and we ourselves will do all we can to make
our voices heard.
C. THE MEDICAL PROFESSION'S REACTION TO COMPULSORY HEALTH
INSURANCE

1

(By Dr. Allan M. Butler, member, Committee of Physicians for the Improvement
of Medical Care, Inc., and associate professor of pediatrics, Harvard Medical

School)

In a letter that reached me December 31, Mr. Schmidt wrote:
You might discuss the problem of providing adequate medical care for the
people of the United States, giving the background of the problem; the adequacy
of medical men; the distribution and availability of hospital and clinical facilities
in terms of various groups; and special problems, in order to give the audience,
which will be composed of intelligent laymen, a picture of what the medical
problem in this country really is. As I view the problem, I am driven to the conclusion that compulsory health insurance is only one phase of a much bigger and
over-all problem.
SReprinted from Social Security in America, addresses before National Conference on
Social Security, sponsored by Chamber of Commerce of United States of America, Washington, D. C., January 1944.
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Mr. Schmidt's point of view is in agreement with that of the Committee of Physicians for the Improvement of Medical Care. This committee, in presenting in 1937 certain principles and proposals concerning the provision of medical care, not only began with the principle
"'the health of the people is a direct concern of the Government," but
ended with the statement "the subscribers to the above principles and
proposals hold the view that health insurance alone does not offer a
satisfactory solution."
In an attempt to conform to Mr. Schmidt's suggestions, my remarks
will deal with three aspects of the problem: First, the background;
second, certain considerations pertaining to compulsory health insurance in a national health program such as the Wagner-Murray-Dingell

bill; and, third, the public's reaction to such a national health program.
I. THE BACKGROUND

Medicine is only one of the many fields of science in which advances
in technology have outstripped the application to social needs. These
inadequacies are reflected by popular interest in bettering medical care
and by the fact that you have devoted an afternoon to the discussion
of health insurance. Inadequacies in medical care, of course, exist.
The problem has been objectively presented in the report of the Committee on the Costs of Medical Care, 1932; the two-volume study,
American Medicine: Expert Testimony Out of Court, 1937; the report
of the California Medical Economic Survey of 1938 by Dodd and Penrose (not the abbreviated report published by the California Medical

Society, in which the conclusions and summary were omitted) ; the report of the National Health Conference in 1938; and the recent findings concerning the health and medical care of draftees. A frank recognition of these shortcomings in our present medical care and a tolerant discussion of means of correcting them is a primary prerequisite to
evolving means of providing better medical care in a democracy.
Most students of medical care recognize that the present-day organ-

ization or rather lack or organization of our medical services is to a
considerable extent responsible for the gap between our actual and
possible accomplishment.
From an operation standpoint, the individualistic practice of medicine entails an inefficient utilization of doctors and facilities and,
thus, a wastefulness that must be shocking to businessmen. Young
physicians at their most vigorous time of life sit idle in their offices
waiting for patients that do not come, when many individuals are being seen hurriedly in crowded clinics or by older, less vigorous doctors.
The partial use of expensive facilities in individual offices adds the cost
of idle and reduplicated equipment.
In this day of expensive medicine, it is a widely accepted premise
that the average patient should not be expected to meet the costs of
serious illness at the time they are incurred. Yet the present fee-forservice system of payment expects and demands just that. In so
doing, it limits the individual or private support of medical care and
places an unnecessary burden of charity on government and private

hospitals and doctors. To compensate for this charity work, physi,cians demand the right to make arbitrary charges with meager knowledge concerning their propriety and with a totally inadequate means of
distributing these social collections to the doctors according to the
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actual charity services rendered. Moreover, hospitals are deprived
of an income that might be used to pay the young doctors who now
render service to the public without adequate remuneration. Since
everyone needs medical attention at many times during his life, a logical budgeting for illness would be accomplished by applying the principle of insurance cost-sharing as widely as possible. Even with an
adequate distribution of costs and an efficient organization of medical
services, the quality of medicine that can be attained probably will be
limited by what society can afford to pay. But so long as good medicine continues to reduce the costs of illness to society, even if it increases the cost per sick individual, what is an impossible extravagance for the individual may become a realizable economy to the
Nation. No data at hand suggest that application of this principle
to medical costs is per se either economically unsound or detrimental
to the quality of medicine. Yet in the United States its application
in an economical manner has met with considerable opposition. Insurance for hospital care was well under way in 1932. Prepayment medical groups sprang up here and there. The house of delegates of the American Medical Association in 1933 did not approve
the majority report of the Committee on the Costs of Medical Care
which recommended that medical service be furnished largely by
groups of physicians organized preferably around hospitals and that
cost of medical care be placed on a group payment basis. In 1934 the
house of delegates adopted 10 fundamental principles. One deserves
mention here:
Sixth: However the cost of medical service must be distributed, the immediate cost should be borne by the patient, if able to pay, at the time the service is
rendered,

The American Medical Association opposed Blue Cross hospital

insurance as late as 1934.

In the same year the judicial council of the American Medical Association reprimanded the American College of Surgeons for promulgating a prepayment plan for medical care at approved hospitals.
The expulsion of Drs. Ross and Loos from the Los Angeles County
Medical Association and the California Medical Association because of
their operation of a group prepayment medical service is one of several
such instances that might be mentioned. Subsequent investigation in
1938 revealed that:
The appellants were brought to trial with no definite knowledge of what they

were charged; they had no adequate opportunity to defend themselves; they were
expelled for some unknown act not appearing in the charges and they did not have
a fair trial (J. Amer. Med. Assn., 1036, 106: 301.)

The Journal of the American Medical Association (1938,
110: 230B), in commenting on medical problems in California, stated:
There are continuous efforts to induce county medical societies to organize
prepayment medical service groups, but so far these have been successfully
discouraged.

The house of delegates of the American Medical Association] in
June 1938, reiterated its ten fundamental principles of 1934, adding
the following:
That the American Medical Association adopt the prinelple that in any place
or arrangement for the provision of medical services the benefits shall be paid
in cash directly to the individual member. Thus, all direct control of we4ucal
services may be avoided.
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Then came the National Health Conference, followed by a special
meeting of the house of delegates of the American Medical Association
which approved in principle tax-supported medicine for the indigent
and voluntary self-supporting prepayment schemes. But the policy of
not permitting control over economy and quality of service remained
unaltered. Moreover, the means by which a distribution of the costs
of medical care incurred by the intermediate low-income groups, who
are neither indigent nor financially able to pay the costs of voluntary
schemes, was left for future consideration. This is the very group
which reports from the American Medical Association's recent survey
of medical care show is receiving inadequate medical service. Surely
the individuals of this group should not receive care as indigents. If
they do, the number of individuals in this and the indigent group
would approximate 75,000,000. They should and can assume a portion
of the costs, but they cannot afford most of the voluntary schemes that
provide complete medical care of a proper quality.
The rapid increase in medical knowledge and facilities has created
a pressing need for an organization of medical service in the interest
of economy and efficiency. A sound approach to the problem is provided by the recognition of the validity of two statements which appear paradoxical when considered superficially. First, medical
knowledge and science have grown beyond the capacity of the individual physician. Second, 80 percent of illness may be cared for properly by the general practitioner. On the one hand, there is the recognized specialist trained to apply special knowledge and technique to
the diagnosis and treatment of disease; on the other hand, there is the
family practitioner who cares for the many illnesses that do not demand special technical knowledge and facilities, but, nonetheless, require a high quality of clinical experience and ability. It is as inefficient to have the highly skilled specialist caring for minor illnesses
as to have the family practitioner treating illness that demands knowledge and techniques with which he is not thoroughly familiar.
Attempts to organize medical services must include all aspects of
its science, its art, personal relations, techniques, and physical equipment. The inclusion of all these makes the problem of organization difficult. But it need not follow that regimentation is implicit
in organization, nor that th4 family physician will be discarded. He
should still care for the 80 percent of illness for which he is the
specialist and by his skill recognize the 20 percent that is best handled
by other specialists.
There is a natural and increasing tendency for the recognized specialist to become associated with large clinics. This is probably as it
should be. It favors their continued education as well as the economic utilization of assistants and modern expensive equipment.
There should be no antagonism between these specialists of the large
clinics and the family practitioners. The services of the one supplement those of the other in fields so vast that neither alone is adequate. The former make available to the practitioner diagnostic services and special treatment. They introduce new methods of medical
and surgical diagnosis and therapy. They staff teaching clinics
publish results of their special investigations, speak before medical
societies, and thus give gratuitously to the general practitioner the new
medical knowledge that each succeeding year becomes his stock in
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trade. On the other hand, many practitioners give much of their
time to the clinics, thus providing them with the experience that they
alone possess. The mutual dependence of these two groups of physicians is evident. Yet there is a lack of appreciation of their respective roles.
Qualifying professional boards have classified the well-qualified
specialists of urban communities by certification as specialists in
particular fields of medicine. In spite of this, the fact remains that
most laymen have great difficulty in distinguishing between the qualified and the unqualified specialist. Yet during the past few months
representatives of the American Medical Association in considering
the emergency maternal and infant care program have opposed recognition of a distinction between the provision of ordinary obstetric and
pediatric care by physicians possessing professional qualifications as
specialists in obstetrics and pediatrics and by physicians having no
such special professional qualifications. At the same time, these representatives have advocated that payments under this program be made
as cash payments to mothers, not physicians. Thus, once again, they
are violating the fundamental principle that the collection and disbursement of large sums of other people's moneys must be supplemented with a responsibility for their prudent and economical use.
This responsibility obviously is removed if all control over the effectiveness of the expenditures is denied.
Moreover, in spite of the ardent advocacy of free choice of physician

by the American Medical Association and its constituent State societies, the representatives of several State societies wish under this
program to restrict free choice to individual private practitioner care
by denying mothers the right to freely seek medical care from organized medical groups, such as clinics or hospitals, that are well suited
to provide a high quality of service economically. Equally informative of the medical profession's attitude is the fact that 420 doctors in
Maryland, for example, are caring for patients under the program as
voted by Congress in spite of the opposition of the so-called representatives of organized medicine.
The so-called organized medical profession still limits even voluntary prepayment schemes to rather circumscribed patterns, which much
evidence suggests do not meet the needs of economy and high standards. Within the past few years it has opposed the development of
Group Health Association, Washington, D. C., in a manner that was

judged by the Supreme Court of the United States to be contrary to
our accepted laws of free enterprise. It opposed the White Cross
Health Service of Boston and. as you know, it more recently has opposed the development of the Kaiser Health Service on the west coast.
Why does the medical profession appear to be opposed to insurancefinanced integrated group practice A logical explanation might be
the following:
First, as indicated even by this brief review, the societies representing organized medicine do not permit the expression of a minority
opinion.

The majority opinion is considered the unanimous opinion.

The book The Political Life of the American Medical Association by
Garceau, Harvard University Press, 1941, explains the manner of
accomplishing this without openly transgressing democratic principles. Unfortunately, this restriction of minority opinion inhibits
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considered discussion and the development of sound progressive
thought. Hence organized medicine is notoriously reactionary.
Second, most of the other medical societies are composed, for the
most part, of the physicians who are working in clinics, hospitals,
research, and teaching institutions. They are concerned almost wholly
with clinical and scientific medicine and are not concerned with the
economic or organizational aspects of medicine. Therefore, their
journals provide no means for expressing opinions regarding these
latter matters. As a minority group in the societies of organized practitioners, this group of doctors is permitted no opportunity to express
publicly its opinions through the channels of organized medicine. This
statement does not apply to hospital and public health association
journals, which have been far more liberal in presenting various points
of view.
Third, insofar as the American Medical Association and its constituent State and county societies are composed largely of individualistic fee-for-service practitioners, they may both naturally and honestly oppose a development of medical services that changes their
system. An example of the attempt of representatives of such societies
to suppress discussion and inhibit activities by physicians is furnished
by the proposal in 1938 of the council of the New York State Medical
Society to amend the bylaws as follows:
The component county medical societies, their officers, committeemen, and
members shall not initiate any policy, propose any legislation or participate in
any activities that are contrary to the policies of the Medical Society of the

State of New York.

Fortunately, this was so objectionable to liberal members and to the
inherent individualism of many physicians that the amendment was
not accepted.
Thus a possible explanation is that the official attitude of organized
medicine derives from a greater interest in perpetuating a timehonored system of medical practice than in providing better and more
economical medical care.
But whatever the explanation, it should be remembered that it does
not necessarily reflect the considered opinion of all doctors. Whether
it reflects the best interests of the majority of the consumers of medical
care or even of the medical profession remains to be seen.
It can hardly reflect concern for quality and economy of medical
care, for it opposes the very type of insurance service best suited to
such ends. Those of you who are familiar with the clinic, hospital
social service, nursing, and occupational therapy services associated
with such institutions as the Johns Hopkins Hospital can readily conceive the exemplary and economical care that could be provided under
an integrated insurance medical service operated by such a hospital
and its staff. At long last the majority of patients receiving medical
care from such a hospital would not be classed as indigent and the
physicians providing the care would receive the compensation deserved.
The needed extension of hospital service to home care could be accomplished without treading on the toes of private practitioners. Certainly the time is long overdue for the voluntary development of such
services. And it is imperative to economy and the preservation of
high standards of teaching and practice and to the advancement of
medical knowledge that any national health program provide for the
development and full utilization of such integrated hospital services.
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n. CERTAIN CONSIDERATIONS PERTAINING TO COMPULSORY HEALTH
INSURANCE IN A NATIONAL HEALTH PROGRAM

Recently the Committee of Physicians for the Improvement of
Medical Care in its summary and analysis of the Wagner-MurrayDingell bill stated:
The committee has already recorded its approval of a national health program.
It believes that some very definite legislation is necessary to make better medical
care available to individuals of average income and to the indigent. It, therefore, believes that the medical features of the Wagner-Murray-Dingell bill deserve thorough consideration and constructive criticism. However, the committee does not approve the bill as it now stands without definite and important
changes which will further the economy and efficiency of the administration
of the bill and of the service rendered under it.

The statement, which I shall quote freely, then discusses various
parts of the bill.
That economy demands Federal collection of funds seems almost
self-evident. Collection by States under various schemes and systems
of records would create a confusion incident to change of residence
alone that would be uneconomical. Though the committee appreciates

that direct contributory insurance favors a desirable public awareness

of the cost of medical care, the committee is of the opinion that a taxsupported system may be more equitable and more economical.
Moreover, under such a tax-supported system it would be possible to develop
a program logically to provide care, first, for those who lack it most, the truly
needy, expanding it progressively to cover the whole population, either according to a prearranged time schedule or as experience warranted its extension.

If economy demands that the collection and distribution of funds
be at the Federal level, then the broad "principles which shall govern
the use of these funds must also be established at the Federal level"
in order to define the responsibility for the prudent expenditure of
funds with a clarity conducive to economy. Equally essential to efficient and economic operation of a national-health program is decentralized control of operational aspects of the health services. The
organization of medical practice should vary with the density and
wealth of the population and with other factors.
Medical care cannot be bought and distributed like a commodity; it is a service
involving a mutual personal relationship between doctor and patient; between
one doctor and another and between doctors and l embers of other professions
involved in hospital and other aspects of medical care. For all these and
other reasons and because it will foster variety of experiments in procedure
and health emulation, the program, though centrally controlled, should be, as
far as possible, locally administered with its integral parts subject to modification and control by the communities in which they are situated.

The Surgeon General of the Public Health Service appears to be
the logical responsible administrative officer. Provisions in the
Wagner-Murray-Dingell bill for a National Advisory Medical and
Hospital Council are highly commendable.
Great care should be taken lest the Council consist only of representatives
of large organized groups, concerned chiefly with furthering their own particular
purposes.
To endow the Council only with advisory powers and to grant its members
moderate remuneration only for the time spent in the conduct of their duties
will tend to remove membership from the political arena. On the other hand,
unless certain additional provisions are incorporated in the bill, the Council
may be reduced to impotence. It should be made mandatory upon the Surgeon
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General and the Social Security Board to refer all matters of policy to their
respective councils for study and advice before action can be taken. Provision
should also be made for publication of decisions, recommendations, surveys,
and studies made by the Council. This would lend more force to their recommendations and would tend to prevent the authorities from disregarding them
without cogent reasons.

Of the validity of the actuarial statistics upon which the financial
estimates are based, the committee is not competent to judge. The editorial columns of the Journal of the American Medical Association and
its propaganda agency, masquerading under the name of the National
Physicians Committee for the Extension of Medical Care, has made
much of the magnitude of the figures involved. Dr. Nathaniel W.
Faxon, director of the Massachusetts General Hospital and a past president of the American Hospital Association, in a recent analysis of the
bill, expressed the opinion that the financial estimates seemed reasonable. Careful study will reveal, I believe, that they are not excessive.
You as businessmen know something of the cost of absenteeism incurred
or prolonged by lack of adequate medical care. Either fortunately or
unfortunately, more and better medicine should result in an economy to
the Nation, though the cost on superficial inspection appears large.
The last thing we want is cheap Government medicine, for the bill
would still belarge and the economy in national health nil.
Available experience shows that current individualistic fee-forservice medical practice and insurance or tax-supported medicine are
incompatible. It is one thing to have a patient pay a doctor for each
visit or service rendered and a far different thing to have a third
party make the payment. Where the patient pays or is under obligation, there is an automatic check on unnecessary and extravagant medicine. Where a third party pays, there is the opportunity of malingering on the part of patients and of prolonging or exaggerating treatment
on the part of physicians.
Although the majority of physicians and patients would not take advantage of
this situation, it is a mistake to institute a system that puts a premium; upon
chicanery and connivance. Fee-for-service payment under a system of public
medical care places unscrupulous patients and physicians at an advantage, and
forces the decent membersof both groups to assume the unpleasant role of censors.
It is significant that in England, under the system of national health insurance,
physicians have expressed their preference for per capita payment rather than
fee-for-service.

The fee-for-service system is particularly objectionable when combined with the provision now in the Wagner-Murray-Dingell.bill that
the majority of general medical practitioners in each area shall elect
the method of payment. This might mean that in an area in which
the majority did elect fee-for-service payments, the formation or continuation of group organizations might be impossible. Teaching hospitals and other institutions with salaried staffs could not participate
in the plan. As many such institutions are the major contributors to
teaching, maintenance of high standards, and the introduction of new
methods of treatment, limitation of their use and support would be a
serious catastrophe to American medicine.
The bill states:
The methods of administration, including the methods of making payments to
practitioners, shall * * * provide * *
coordination among the services
furnished by practitioners, hospitals, health centers, education, research, and

other institutions, and between preventive and curative services.
a

* * *
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This becomes little more than a pious hope if measures, such as fees
for services, which are inconsistent with such a coordination, are
authorized.
The incompatibility of individualistic fee-for-service practice and
economical and efficient insurance of tax-supported medicine has long
been recognized by the American Medical Association. Its desire to
defend the former explains its opposition to the latter. Now that it
has accepted insurance medicine m principle, it is protecting the fee for
individual physician service by ignoring the incompatibility. State
medical societies are setting up various voluntary insurance schemes
under which insurance premiums or subscription rates are to pay the
costs of individualistic fee-for-service medicine without any adequate
control over economy or quality of service. Under these schemes, if the
subscription rates are to be kept at a price the public can afford, fees
will have to be slashed or services curtailed. In either case, the quality
of medical care will deteriorate.
There should be concern about the expenditures under the bill of
capital funds for hospital construction; for example, for the construction of hospital laboratories. There is no doubt as to the importance
and need of improvement in such facilities. The major need, however, is not the building of laboratories for all community hospitals
but the proper development of comprehensive laboratories at selected
medical centers to which patients who need highly specialized examinations will be referred by surrounding community hospitals and
physicians. An appreciation of the proper role of such laboratories
is particularly important in relation to a national health program.
Without it, large sums of money may be wasted in a "pork barrel" fashion for the construction of laboratory facilities throughout the country
that may then go unused or misused for years.
The Wagner-Murray-Dingell bill needs the modifications indicated
to protect the public against wasteful expenditures, to defend a high
quality of medical care, and to permit the provision of better health

to the majority of the people. It should be given considered thought
and constructive criticism.
If a national health bill is to be written at all, it should be one that
has some chance of attaining the desired ends, not one in which compromise at the inception has defeated them. The lack of coordination, efficiency, and economy that is inherent in our present individualistic medical practice and many of the State-wide insurance
schemes must not be carried into Government medicine. To argue
that it should, because the medicine we have today is better than that
which we have had, is irrelevant. In considering a national health
program, we are concerned with the quality and cost of the medicine
we shall have as the result of legislative enactment. The pertinent
questions are: Must a system of providing medical care be used, which
will make that care more costly and more inefficient than it is today?
Or, faced with the reality that Government medicine is at hand, shall
we insist that it be provided economically and efficiently?

If we do,

health and solvency may be had. One thing is certain-the one cannot be had without the other.
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WHAT IS THE PUBLIC'S REACTION TO A NATIONAL HEALTH PROGRAM?

Instead of participating in tolerant consideration and constructive
criticism, some organizations are appealing to emotion and prejudice
by raising the Hitlerian cry that the evils of communism are about to
destroy the standards and quality of American medicine because insurance medicine under the supervision of our democratic government
may limit our private individualistic fee-for-service practice.
The propaganda implies that the fee-for-service system has madeour medicine what it is today. What are the facts? The research
that has led to new medical knowledge has been accomplished for the
most part by individuals working on a salary basis in university,.
foundation, and government laboratories. New knowledge has been
introduced to medical practice by the doctors employed in the largecity, county, State, or large private charity or noncharity hospitals.
Most of the advances in preventive and social medicine represent theaccomplishments of State and Federal departments of health.
The same propaganda charges that the essential personal relation
between doctor and patient depends on the perpetuation of private individualistic fee-for-service medicine. To be sure, in the United
States this has to some extent been true. But whyS Not because.
this type of practice particularly favors this relationship; but rather
because the restrictions placed on clinic and hospital medical serviceshave given very little opportunity for the development of such a relationship. As already indicated, there is no valid reason, other than
the opposition of physicians, why these limitations should continue.
Many Americans react violently to bringing the Federal Government into a national health program. They do so though the Federal collection of the insurance funds is in the interest of economy;:
though Federal control of broad policies is in the interest of efficiency
and high standards; and though administration of services is to be
decentralized and at the local level. It is odd that in spite of the fact
that we boast of our representative government, we unhesitatingly
refer to it as corrupt and incompetent. In fact, it is believed to be so
dishonest and inefficient that an important political concept is that
our Government should be as ineffectual as possible so that it will do
as little as possible. No wonder the totalitarian states thought littleof our ability to function on a national scale. And yet our National
Government faced with the present emergency has directed our war
effort with extraordinary ability.
Not only does this bill entail "government" but also "compulsion."
People in this country of a free government react to that with equal
violency. One may well be puzzled by what is voluntary and what is
compulsory under a representative democracy.
We yearly experience the trials incident to the successful raising of
the prescribed community chests. Solicitors call on us in our offices
and in our homes. Names of individuals with the amounts donated
are published. Probably the adequacy of your and my contributions
are commented upon at teas and luncheons. We all agree that our
donations fall under the category of "voluntary."
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Our freely elected Congress and President years ago enacted an
income-tax law. Yearly we comply according to the specific rates
applied. Is that compulsory or voluntary? Is it totalitarianism or
an example of the smooth functioning of democracy?
Our same freely elected representatives after public discussion may
extend the existing social-security laws to provide for all persons, access to, but not compulsory use of, essential medical and hospital services according to their medical needs. Is that autocratic compulsion
or an expression of the free will of the majority in a democratic
society? Is that un-American or as American as our democratic
system of education, where both support and use of service entail
compulsion ?
These questions deserve tolerant consideration. For the health and
suffering of the people of the United States and the cost of their
medical care are a direct concern of our Government and a reflection
of the character of our democracy.
C. MEDICAL CARE PROBLEMS 1
Basil C. MacLean, M. D., director, Strong Memorial Hospital, Rochester, N. Y.

There may be some in this audience who deny or decry the presence
of problems in medical care. There are others here, however, who
know at first hand that in spite of the scientific advances of American
medicine during the past 50 years and in spite of a relatively high
standard of living in this country, there are many blind spots of
supply and many barriers to adequate medical care. I shall not try to
write all of the Lord's Prayer on the head of a pin, but briefly let me
summarize what I believe are some of the main obstacles. They are
problems of quantity, of quality, of ignorance and apathy and of
money.
The current Nation-wide shortage of physicians, dentists, and
nurses is due mainly to service in the armed forces of a large proportion of these professional personnel. But, in addition, much of the
current shortage is due to an increased demand for needed service by
civilians who suffer also from the paradox of war prosperity. The
same may be said of the shortage of hospital and related facilities.
In certain localities there are critical shortages because war industry
has swollen the local lists. Yet community after community which
has had little, if any, increase in population reports an unprecedented
demand for hospital care. This demand undoubtedly reflects increased income, the growth of prepayment plans for hospital care. plus
the continuance of a long-time trend toward greater use of hospitals.
It is believed that the demand for more and better medical service
will continue in war and in peace. Many thousands more public health
nurses are needed now. For medical care, it is predicted that more
physicians will be needed or that more efficient distribution must be
obtained. A poll of medical officers in the armed forces indicates that
most of them would prefer to practice in groups and I believe that
many of them will wish also to continue to have the advantage of
'Reprinted from Health Insurance in America, Chamber of Commerce of the United
States, 1945, pp. 26-81.
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salaried practice. Millions of men and women in the armed forces
have learned the benefits of group practice and have received good
medical and hospital care with no "fee for service." The Committee
on the Costs of Medical Care, under the chairmanship of Ray Lyman
Wilbur, recommended group practice in their report of 13 years ago
and although the Journal of the American Medical Association
branded it then as "socialism and communism inciting to revolution,"
group practice has now belatedly received a nod of official approval.
Hospitals, like doctors, are unevenly distributed. Doctors and hospitals are located generally in direct relation to the financial resources
of the people. The more prosperous communities are relatively well
supplied. The poorer areas with greater needs are lacking in doctors
and hospitals. Many areas will need new hospitals.-many will require additions to existing hospitals. And here I digress to hope that
the new hospitals of the next decade will be designed for efficiency of
function rather than extravagance of form. One of the barriers to
medical practice in a rural area is overcome when a hospital is built.
A modern doctor needs more than a black bag and penicillin.
Few would dispute that the quality of medical care received by the
people of this country is variable. In buying most things, the individual's experience and common sense usually enables him to judge
the quality of the product but witness the number of people who patronize chiropractors, naturopaths, and all the other types of charlatans and witch doctors. Among licensed physicians it is difficult, for
the public to tell who is competent and who is not. Medical licensure
is no guaranty of professional skill for it is based only on a prescribed
course of study and examination. Once licensed, a doctor is always
licensed unless convicted of some extremely antisocial act.
The medical profession has assumed the responsibility of policing its
own members. Now medical societies are a power for good professional conduct, but it is extremely difficult to judge the extent of their
influence. In this country the penalties for misconduct are light.
When they are imposed, which is seldom, it is as often as not for conduct deemed bad for the medical society as an organization, as for
conduct prejudicial to the interests of the patient. Further, a substantial number of physicans, possibly those most in need of regulation, do not belong to medical societies and are thus beyond their
jurisdiction. Membership in a medical society, like licensure, therefore, is no guaranty of competence. The State and the medical society
assume that the physician is as competent 35 or 40 years later as he
was at the time he was licensed. In New York State, for example, the
recognition of specialists is in a state of confusion. Where the expenditure of public funds is concerned, a physician may, as in workmen's compensation, be considered competent in a special field if so
judged by a committee of his county medical society. To render special service for another governmental agency, he may be required to
be approved by a national, nonofficial board of physicians. Or the
governmental administrator may have the power to accept a physician
as a specialist on rather elastic grounds, depending upon general reputation and local circumstances as guides. Where public funds are not
involved, the patient as a rule must rely upon the judgment of the
physician who refers him to another physician for specialized treatment.
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Affiliation with a recognized hospital is perhaps the best assurance
to the patient that the care he receives will be of good quality. Unfortunately, not all physicians-only 4,500 out of 18,000 in New York
City, for example--have connections with recognized hospitals, but
it is certainly not implied that all the others are incompetent. Service on the staff of a good hospital, however, offers the physician
opportunity to study and use modern diagnostic and curative facilities, provides stimulating contacts with physicians in the same or
other fields, permits joint discussion and study of current developments in medicine and, through clinical and pathological conferences,
enables evaluation of the methods employed. In other words, the
voluntary hospital system provides continuous postgraduate education for staff physicians. Attempts to furnish the equivalent for
nonstaff members have for the most part consisted of articles in medieal journals and lectures and addresses at medical-society meetings
and special institutes under the sponsorship of the medical societies,
sometimes with aid from State health departments. The results are
often disappointing because physicians most in need of instruction
frequently fail to attend. One method proposed to insure continued
professional competence is to require physicians to take examinations
at intervals of, say, 5 years. Failure would necessitate further study
before the physician could be licensed for an additional period. This
proposal seems rather extreme, and it is doubtful if it would ever
be adopted. Another proposal 'is to provide and require periodical
resident postgraduate education at public expense, as obtains in some
educational systems.
A system of regionalization of hospitals offers perhaps the best
hope for improvement of quality. The gearing together of the facilities for diagnosis and treatment of the large medical centers or teaching hospitals and the smaller institutions is recommended by many.
Further out on the periphery of such a plan, but equally important,
is the provision of diagnostic aid to doctors in areas where there is
no hospital at all. Such plans promise better care for the patient
and continuous education for the practitioner. Can the necessary
diagnostic facilities be provided by private initiative and be accessible to all classes who need them, or should the State furnish this
aid free to all physicians and their patients? Unfortunately, there
is little evidence that the job can be done by voluntary effort.
In dentistry also there is the problem of providing for postgraduate education but it is not so acute or important in this limited
field. In the field of nursing, similar needs are encountered, but it
is believed that in general they are being met reasonably well through
the requirements , facilities, and financial assistance of the hospitals
and public agencies that employ them.
The quality of care provided by hospitals has undoubtedly been
improved through the efforts of nonofficial bodies such as the American Medical Association, American Hospital Association, and the
American College of Surgeons. They do not touch, however, some
hospitals which are most in need of improvement. To guarantee
good standards in all hospitals, some element of compulsion seems
necessary. Only two States have licensure laws for institutions caring for sick people and, in general actual supervision of quality of
care is lacking. The enactment of more stringent regulations and
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supervision of and assistance to hospitals by governmental agencies
would serve to raise standards without impairing the independence
of the institutions.
Ignorance and apathy is a problem imposed more by patient than
by physician. Even when medical and hospital care are easy to get,
there are many who will not seek it. These include not only the barefoot boys in the hills but also the well-heeled people of Park Avenue.
The former may buy snake oil, but the latter take vitamins. Despite
the striking accomplishments of public-health agencies in the prevention of disease and premature death, there remains an often discouraging degree of apathy toward acceptance of such obvious preventive measures as im unization against diphtheria or vaccination
against smallpox. People are most concerned about their health
when they have lost it. Fear, ignorance, and superstition still result in seriously delayed diagnosis or treatment of cancer and tuberculosis, or even in obtaining dental care. This is mentioned only to
point out that the provision of personnel and facilities and the removal of economic barriers is not enough to insure a healthy citizenry. People are more sophisticated today, but there is need of
large and frequent doses of public education in preventive medicine
and in all matters of health.
When all other problems of medical care are disposed, there is still
the problem of payment and the money barrier is probably the biggest
of all. At present the provision of medical and hospital care falls
into three broad patterns: (1) Private arrangements and payment of
charges as incurred; (2) voluntary insurance for employed persons
and, generally, their dependents, the costs being met by individual
contributions, with or without employer participation; and (3) free
or low-cost care for persons unable to provide it for themselves, the
costs being met from general tax funds and to some extent by charitable contributions.
The first and third systems are generally recognized as being inadequate. Under the first system, the resources of the many families and
individuals subject to more than the average amount of sickness are
too small to pay for the costs incurred or for care needed, but not
obtained. Under the third system, where care is paid for by taxes
and charity, it is often limited to emergencies or obviously serious conditions. Further, many people are not inclined to accept charity or
relief unless very hard pressed. Failure to seek care early may result
in death or disability and involve an economic and social loss to the
community. The decision to forego care from these sources may be
within the province of the adult for his own need but it is unfortunate
indeed when such a decision deprives a child oi the opportunity for
health and fitness. In theory these two systems might, but in fact
do not, make for good medical care. There is a large group between
poverty and affluence who are benefited little by either of these
systems.
It is the hope of many sincere persons that the second system, voluntary insurance, may fill the gap between the two ot1 er systems.
Voluntary hospital insurance or Blue Cross Plans have caught the
public eye. They are well promoted and most of them are well managed. With an enrollment now of about 12 percent of the population
of this country they have made an enviable record in the past decade
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It is difficult to predict the potential growth of these plans, however,
for the barriers to growth are often outside the plans themselves.
For example, recession of employment after the war may restrict
them even more to the comfortable classes. The plans are sincere
in an effort to provide uniform and comprehensive coverage and to
cut out the common exclusions. But here and there determined and
selfish opposition by middle-aged minorities of successful specialists
prevents the inclusion of such recognized hospital services as X-ray
and anesthesia which for many years have been part of the hospital
bill in most hospitals. The success of inclusive rate systems in hospitals is proof that patients do not prefer a multitude of separate
bills for hospital care. Is there any way in which the State can
assist and hasten the growth of these voluntary efforts or must this
bickering go on until the State takes over the job I
Medical insurance plans of the voluntary noncommercial type are
now stimulated by the fear of governmental action but their record
is not a good one. They protect less than 2 percent of the people of
the country and that protection is mainly against the professional
fees of surgery and obstetrics. Few offer service contracts comparable to those of the Blue Cross hospital plans. Most are for a cash
indemnity against an unknown fee and offer little more than the
protection of commercial contracts. Their development has been
embroiled for a decade in details of medical ethics and attitudes and
to quote one distinguished physician, "A large part of the thinking
public has become convinced that the organized profession is simply
fighting a rear guard action against the advance of a necessary social
reform." It is apparent from public polls and from press comment
that the public is impatient and this impatience is reflected in national
and State legislatures. Within the past two weeks, it has been announced that Governor Warren will introduce at once legislation for
a compulsory health program to protect 6,000,000 citizens of California. Again the question-ean the State assist and hasten the organization and development of voluntary plans of medical insurance
I favor the principle of private and voluntary action, but I fear that
the expansion of voluntary insurance will not meet the problem from
the viewpoint of the general public health and welfare. The difficulties
met with are mainly these: Voluntary medical insurance is actuarially
sound only when applied to employed groups; otherwise there is a distinct tendency toward short-term enrollment by individuals or families
who know they need care at once. The premiums are not graded in accordance with ability to pay and there are many families whose cash
income is so low that they are unable to pay the premiums of the voluntary insurance plan. There are many people who will not provide
voluntarily for their own protection. It is not within the province of
this paper to attempt to chart the best course through this rough sea of
medical care problems. I have mentioned only some of the hazards of
navigation-natural and man made. I assume there are many here
today who also would like to see medical care made more available to
the people who need it and who have hoped that, by voluntary effort,
prepayment plans could be made to reach a decent proportion of the
population. Let us look at the record. The voluntary hospital insurance plans have done a creditable job. They protect fairly well
about one-eighth of the people of the United States. The same cannot
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be said of the voluntary medical insurance plans. Harassed and
heckled by squabbles and brawls, they have made so little progress that
both labor and management have pleaded for a more realistic, businesslike, and social attitude. The job will not be done by pious references
to the American way of life or flaming attacks on Federal or State Governments for daring to regard health as a problem not only of private
enterprise but also of public service. It would be more logical for
private enterprise in this field to recognize the truth of the old maxim,
"Salus populi suprema lex esto" and to propose some method by which
government could participate in the promotion and financing of voluntary plans. I believe industry is willing and anxious to lend a hand to
voluntary efforts but the efforts must be sincere and vigorous. Failing
that, Government surely will take over the task and the only subject for
discussion then will be Who killed Cock Robin 9

T7986-4---

IX
THE SOCIAL ASPECTS OF MEDICINE
(By Dr. E. A. Park M.D.)
(Journal of Pediatrict,

August 1945, pp. 202-205)

The physician called, when the child is born, is the pediatrician,

and his problem is to keep the new baby well. And since, as the baby
grows into the child, the child continues in need of guidance and protection, the pediatrician remains a practitioner of preventive medicine.
The pediatricians of this country in particular owe a large debt to
that really great man, Dr. L. Emmett Holt, not only for starting
pediatrics as an organized department of medicine but for giving it a
great shove along the road of preventive medicine, the momentum of
which can still be felt. I was a pupil of Dr. Holt in 1904 and 1905
and can testify that the obligation to keep the child well was always
in the forefront of his mind. This was the motive force which caused
him to write his guide of questions and answers for mothers which
exercised probably a greater educational influence among the laity on
the upbringing of children than any other book which has ever been
written. His textbook, so influential in molding the thought and
attitude of physicians, differed from others in that so much of it was
devoted to the ways of keeping children healthy.
But whatever the reasons, pediatricians have been among the first
to be concerned with raising and maintaining the standards for the
production and distribution of milk. They were the ones who established and conducted the infant welfare stations, where they acted not
only as physicians but also as individual teachers to the mothers, furnishing'the community with a preceptorial type of instruction regarded as so valuable in our universities. They have been the teachers
of the art of feeding and raising children and have recently extended
their responsibilities into the field of mental health. The pediatrician
of today represents the finest type of general practitioner in that in
his attitude, feelings of obligation for the general welfare of his patients, and his practice of preventive medicine he represents what the
ideal family physician should be. I mention all this because I believe
that the pediatricians have an advanced point of view which should
enable them to face the future in a particularly liberal frame of mind,
and because I think that from inheritance as well as from the requirements of their daily professional lives they are the ones who should be
leaders in the social reorganization of medicine which is bound to
come.
All thoughtful people are conscious that great changes in the organization of society the world over are in progress. These had been
developing obviously enough prior to the outbreak of this present
war, but the war, with its loosening and stirring-up processes, has
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undoubtedly intensified their progress. We are in the beginning of a
great social upheaval. No one can foresee just what changes will
result, but it is possible to speak in generalities. A movement throughout the world toward the left, which has as its ostensible object the
improvement in the conditions of the average man and his family, is
in process. More consideration is going to be given and better provision made for economic welfare, housing, comfort, recreation, and, in
particular, for the maintenance of health and for safeguard against
helplessness during periods of joblessness, illness, and old age. The
power of the individual to acquire great wealth is going to be diminished, and institutions such as our private hospitals endowed medical
schools, and universities on private philanthropy will have to look for
support to other sources, very probably to the state. There is undoubtedly going to be increased power vested in the state; in other
words, in spite of every desire to maintain individualism and power
of initiative, more centralized control is going to be forced upon us,
for the reason that such is the simple, direct way for the people to get
these things which they so fervently desire. Medical care is so insinuated into the structure of society that inevitably it will be caught
in the general upheaval and will share in the changes in general. No
one can foresee just what the changes in medical care will be, but it is
safe to say that, whether we like it or not, they will be considerable,
that they will be initiated and dictated largely by the lay public, that
the preventive aspects of medicine will have a much more important
place than at the present time, and that medical care will be extensively reorganized and increasingly regulated and controlled by centralized authority.
All that we have to do. in order to appreciate the truth of what has
just been said is to look at the world around us. Take England, for
example. In England the National Health Insurance Act, carrying
with it the so-called panel system of medical eare, was forced through
Parliament in 1911 by the Lloyd George government against the most
determined opposition of the British Medical Association. Looking
back at what happened, one can see that the legislation was a revolt
of the public from the leadership of the medical profession. The
panel system was full of defects which were subsequently partially
rectified through the aid of a committee of physicians appointed by
the Ministry of Health. It is generally conceded that had the physicians of Ehgland tried to guide instead of uncompromisingly oppose,
they could have made the panel system much better for the public
and for themselves from the outset. In 1943 the Beveridge plan
which contains an elaborate system for health insurance and medical
care with the creation of a system of fully equipped and staffed hospitals and health centers under state control, was made public and
created enormous interest among the lay public. Indeed, the plan
seemed so popular that its provisions were embodied by the Churchill
government with relatively small change in the British white paper.
In Scandinavia an elaborate system of state medicine has been in
operation for years, and more recently one has been introduced and
put to test in New Zealand.
In this country we have witnessed the development of the WagnerMurray-Dingell bill, and this bill in revised form is now before a
committee of Congress. The Wagner-Murray-Dingell bill contains

r
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ideas and provisions similar in many respects to those in the British
white paper, including health insurance, preventive medical care, improvements in the facilities for the kind of medical care rendered,
and a distribution of physicians, hospitals, and medical centers determined by community requirements instead of the location of money.
Other indications of the trend in medical care in this country are to
be found in the special system for medical care as set up by the Group
Health Association for Federal civilian employees in Washington,
D. C., over which the American Medical Association fought and sustained so conspicuous a legal defeat, and also in the organization of
medical care at the Kaiser shipbuilding plant. Many other examples
in which large groups of lay people have organized their own systems
could be cited. The truth is that scientific advances in medicine have
far outstripped their social applications. People are beginning to
realize that there exists a better kind of medicine than is generally
available. In particular among the great labor groups, one sees this
awareness and the full intention of obtaining these advantages.
In summary, several facts stand out clearly. A movement in the
field of medical care has begun, and it is plainly toward state medicine.
Moreover, on every side it is coming from the people themselves. It
is just a part of a much greater movement, also emanating from the
people and actuated by the vision of more security and comfort and
better protection from disease and its economic consequences. It is
world-wide in its dimensions and has the uncontrollable force of all
world movements.
We physicians have power to guide the forces of change; it is the
personal opinion of the writer that we have very little power to stop
them. Therefore, at this critical time, the social questions pertaining to medicine are every bit as important, if they are not more important, than the scientific ones. Yet no medical journal has thrown
open its columns with the invitation to a free discussion of them. For
the more radically minded, it has been necessary to go to the socioeconomic group of journals or to those devoted to public health, but these
are publications which fail to reach the medical profession generally.
Accordingly, at the last meeting of the Academy of Pediatrics, the
suggestion was made that the Journal of Pediatrics establish a column
which would have as its object the free discussion of the social aspects
of medicine, one which would serve both as a clearinghouse for ideas
and a source of factual information. The editors of the Journal have
now embarked on this policy and have made the writer responsible for
the conduct of the column.
We now come to the important question: What will be the policy of
the editor of the column ? In brief, it will be to present information
in regard to developments of a social nature in medicine with particular stress on pediatrics and to promote expressions of ideas and
discussions which will result in constructive thoughts and the development of the best policies. If any of us wished to build a hospital one
of the first things we would do would be to visit other hospitals in
order to learn their good points and defects. •
In making up our minds in regard to the best program for medical
care in the future, a helpful step would be to learn the plans and experiences of other people. Accordingly, the editor will try to secure
expositions of the systems of medical care which have been in opera-
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tion for some time in Scandinavia and in New Zealand, a summary of
the proposals for medical care in the British white paper, and also a
critical exposition of the revised Wagner-Murray-Dingell bill, which
is very difficult for the nonlegal mind to understand on account of its
phraseology and intricacy. When possible, pediatricians will be secured as authors. The editor will also invite communications from
pediatricians and will not exclude those of others, some of whom may
not even be physicians, provided they furnish interesting and helpful
ideas or information. The editor will not be disappointed if the column at times becomes decidedly "hot." Of course, it will be impossible to publish all communications which may be sent to the Journal.
This does not mean that the editor will exclude matter because it differs
from opinions which he may hold or develop as he goes along but rather
that he will use his best judgment in selecting contributions that present different points of view. He will welcome extremes because there
is nothing which brings out vigorous reactions as they do. No unsigned contribution will be accepted. It is expected that the column
will have a certain amount of autonomy which will follow from the
fact, understood by everyone at the outset, that the views expressed by
contributors will not be taken as expressing the opinions of the editorial board or the beliefs or policies of the academy. Through all
this the editor will attempt to remain as impartial and fair-minded as
he is capable of being.
Before concluding, a word of caution is in order. When Galileo
declared the earth round, the Catholic Church, in the person of the
Pope, silenced and punished him. When Darwin brought forward
the theory of evolution, obstinate opposition arose not only from the
laity but also from scientists. The ideas were too big and different
to be swallowed and digested immediately. The human mind instinctively dislikes change because it fears change, particularly when the
change involves the unknown, leaving security for doubt. Yet all
of us know in the depths of our minds that progress means change
and that change in the right direction is the only way in which progress can be attained. We must all of us, therefore, in this critical
time, take precautions against beingprejudiced against ideas just because they are new and strange. We must attempt to obtain a de-

tached point of view; and if new ideas seem on adequate study good,
we must not be afraid to try them.

X
[Source: Medical Annals of the District of Columbia, Vol. XIV, No. 10, October 1945]

MUST WE BE COMBATIVE

Pick up any medical journal and one usually finds some such phrase
as "we must combat." It is the war cry of most medical editors urging their readers to oppose socialized medicine, radical changes in
medical practice, and further expansion in the field of medicine by the
Government.
In the opinion of your observer, the reaction to this belligerent attitude is, to put it midly, regrettable. Of course, we must defend the
things for which we stand; and, if necessary, we must be willing to
fight for them. But persistent combativeness becomes a little tiresome. It is, therefore, not surprising that people ask: If the medical
profession is so opposed to what the Government or some agency is
trying to do to improve the health of the people, what are they prepared to do themselves ?
The truthof the matter is that our combativeness, even if successful, will not settle matters indefinitely so far as medical care is concerned. There are inadequacies which must be met. Physicians
know this to be a fact, many lay leaders know it, and so do an increasing number of ordinary people.
Neither the laity nor the medical profession like some of the proposals which have been made. Certainly, medical service would deteriorate under some of the systems proposed and would not be acceptable to recipients or physicians. But this does not alter the fact
that changes are in the making. Along with their combativeness,
physicians must be willing to join with the Government and seriousminded people in seeking a healthier America.
The day when physicians considered themselves set apart from those
engaged in other pursuits is gone with other types of isolationism.
They might as well face the fact that medical care is now the concern
of everyone. Some of our medical leaders do not act as though they
believed that. They are disdainful of "lay interference," although
people of undoubted intelligence and understanding have concerned
themselves with health matters. Such an attitude can only be deplored. If the medical profession acts wisely, it will look at the
health picture objectively, discuss the controversial issues dispassionately, and seek the cooperation of interested laymen. Only by this
means will a common ground be found.
Mention should be' made of the importance of the medical profession's relationship to the Government. This must somehow be improved. At present medical organizations are more frequently than
not ignored. Very seldom is their advice sought. Here is something
which should be remedied without delay.
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Your observer believes that thp combativeness of medical men who
are disinclined to discuss anything pertaining to medicine with "outsiders" has contributed largely to this state of affairs. They. should
be warned that they are playing a dangerous game, one which may
lead to disaster. "Pride goeth before destruction and a haughty spirit
before a fall."

0

ADDITIONAL PART FOLLOWS

79th Congreg
2d Session

SENATE COMMITTEE PRINT NO. 4

NATIONAL HEALTH ACT OF 1945
NEED FOR MEDICAL CARE INSURANCE
A MEMORANDA PREPARED BY
BUREAU OF RESEARCH AND STATISTICS
SOCIAL SECURITY BOARD

REPORT
TO THE

COMMITTEE ON EDUCATION AND LABOR
RELATING TO

THE BILL (9. 1606) TO PROVIDE FOR A
NATIONAL HEALTH PROGRAM

MARCH 1946

Printed for the use of the Committee on Education and Labor

UNITED STATES
GOVERNMENT PRINTING OFFICE
WASHINGTON : 1946

COMMITTEE ON EDUCATION AND LABOR
JAMES E. MURRAY, Montana, Chairman
ROBERT M. LA FOLLETTE, JB., Wisconsin
DAVID I. WALSH, Massachusetts
ROBERT A. TAFT, Ohio
ELBERT D. THOMAS, Utah
GEORGE D. AIKEN, Vermont
CLAUDE PEPPER, Florida
Louisiana
JOSEPH H. BALL, Minnesota
J.
ELLENDER,
ALLEN
H. ALEXANDER SMITH, New Jersey
LISTER HILL, Alabama
WAYNE MORSE, Oregon
DENNIS CHAVEZ, New Mexico
FORREST C. DONNELL, Missouri
JAMES M. TUNNELL, Delaware
JOSEPH F. GUFFEY, Pennsylvania
OLIN D. JOHNSTON, South Carolina
J. W. FULBRIGHT, Arkansas
CHA LzS A. MURRAY, Clerk
PAUL SAMPLE, Assitant Clerk
JOSEPH P. McMuRRAY, Economic ConIsulant

LETTER OF TRANSMITTAL
UNITED STATES SENATE,
COMMITTEE ON EDUCATION AND LABOR,

March 1, 1946.
To the Members of the Committee on Education and Labor:
In connection with our study of S. 1606, the National Health Act
of.1946, the committee has need for factual information that portrays

the medical needs of the Nation. I was glad to learn of a document
prepared by the Bureau of Research and Statistics of the Social
Security Board, Federal Security Agency. Since the document was
not likely to be available for distribution for some time I have
arranged to have it made available to the committee. On behalf of
the committee, I have expressed to the Bureau our thanks for its
valuable service in having prepared the document and in furnishing
it to us.
The document entitled "Need for Medical Care Insurance," first

published in 1944 and recently brought up to date, is a comprehensive
discussion of our national need for more adequate health services and

should be helpful to the members of the committee in outlining the
over-all needs and the multidimensional problems of medical care.
Insufficiencies in medical care, whether for a community or a family,
have a strong economic component. This is so not because average
expenditures for medical costs are too high but because these costs
are not incurred in averages. Most families have only nominal or
small medical costs in a year; some incur very heavy costs; and others
are unable to purchase the services they need, with the consequence
of unnecessary suffering, perhaps permanent crippling, or even premature death. The object of medical-care insurance is to see that
people provide for their medical costs when they are well and earmng
and pay them in relation to their income and on the basis of average
amounts needed to pay for adequate medical care. To use an apt
phrase from Winston Churchill, "It is the device of bringing the
magic of the averages to the rescue of the millions."
he document begins by enumerating the barriers to adequate
medical services.
The second section-deals with the measurement of health needs.
It indicates the extensiveness of need as reflected in the amount of
illness and disability; undiagnosed illnesses, neglected diseases, and
defects;, the medical findings of selective-service examinations; and
the concentration of illness and disability among families'with low
incomes. It presents evidence of the unpredictable character of
individual cases of illness; the uneven distribution of medical costs in
a given year; the unmet medical care, especially in low-income families; and illnesses without medical attendance or with attendance too
late for maximum effectiveness. It summarizes the uneven distribution of medical personnel and facilities; the much lower income of

LETTER OF TRANSMITTAL

medical practitioners in rural and other less-favored economic areas;
the lack of hospital facilities and the inability of families, for financial
reasons, to use the limited hospital facilities available in these areas.
The third part deals with the rationale of insurance to meet medical
costs. It discusses the scope and limitations of present voluntary
efforts to insure families against medical bills; it presents cogent
reasons why these voluntary efforts, valuable as they are, are not
commensurate with our national, needs, and why our national needs
can be met only through a national program.
I have found the document highly informative, and I recommend it
to the members of the committee for the help it will give in our deliberations on S. 1606.
Sincerely,
JAMEs E. MURRAY, Chairman
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NEED FOR MEDICAL CARE INSURANCE
Bureau Memorandum No. 57
(Second Edition)
FEDERAL SECURITY AGENCY
SoCIAL SECURITY BOARD
BUREAU OF RESEARCH AND STATISTICS

WASHINGTON 25, D. C., January 1946.
FOREWORD

In its Tenth Annual Report (1945), the Social Security Board said:
The object of social insurance against medical costs is to remove a financial
barrier which keeps people from getting service promptly when they need it,
from getting adequate service, and sometimes from getting any service at all.
Such insurance is not socialized medicine but a method of payment. The Board
believes that patients should be free to choose their own doctor from among all
who elect to participate in the system and to change doctors if they wish, and that
doctors should be free to reject patients. There need be and should be no fear of
"regimentation" of patients, doctors, or hospitals. Rather, with assurance that
the bills will be paid from the common fund, patients will be freer to seek the
care they need, and hospitals and medical practitioners will be freer .to make use
of the best that modern science has to offer and will have both incentive and
opportunity to improve standards of medical service. Both institutions and
individual practitioners would have far greater assurance than at present of
steady and adequate income. -This assurance will tend to make for better distribution of medical care resources as well as greater and better use of existing
resources, though additional measures are needed to provide adequate hospital
facilities in low-income areas which now lack them. The Board believes that
establishmert of a comprehensive system of medical care insurance need not and
should not supplant many existing group arrangements for medical care for persons who may wish and be able to take advantage of additional services such
arrangements can offer (p. 55).

This document on Need for Medical Care Insurance presents a

summary of the basis for the Board's recommendations.

It is in-

tended primarily for the Board's staff, so that they may be informed
on the underlying facts and reasons for the recommendations.
This report was prepared in the Division of Health and Disability
Studies, of which Mr. Barkev S. Sanders is Chief. It is the result of
a cooperative effort by various members of the staff.
I. S. FALK,
Director, Bureau of Research and Statistics.
JANUARY 1946.
' This memorandum has been prepared for the use of the staff of the Social Security Board and for limited
circulation to other administrative and research personnel concerned with the subjects here treated. It has
not been submitted to the Board for official approval.
VII

NATIONAL HEALTH ACT OF 1945
INTRODUCTION

President Truman in his message to Congress of November 19, 1945,
reminded the Nation thatMillions of our citizens do not now have a full measure of opportunity to achieve
and enjoy good health. Millions do not now have protection or security against
the economic effects of sickness. The time has arrived for action to help them
attain that opportunity and that protection (1).1

These words echo the sentiments of President Roosevelt who said:
there is no greater public need from the standpoint of the individual and social
security, than a comprehensive program to safeguard and improve the Nation's
health (2).

The war has dramatized the importance of the individual's health
to national security. Two Presidents have urged action. Public
opinion polls have made it clear that an overwhelming majority of our
people find that the present method of paying for medical care is outmoded.
The need for a change in the present methods of distributing the
costs and losses resulting from sickness is revealed by the amount of
illness, the unpredictability of its occurrence and its costs, the uneven
and burdensome distribution of the costs, the effect of income on
ability to purchase medical care, and the gaps between services received
and services needed. The possibility of progress in this field is shown
not only by experience in other countries but also by our own experience and our actual and potential resources for better medical care.
Nearly every individual in the population needs some medical
attention in the course of a year, preventive if not curative. Under
an adequate program of health conservation, there should be, in
addition to community public health services, a substantial volume of
preventive services, such as periodic health examinations and immunizations-vastly more than we have. In addition, some individuals
will require occasional medical services or care in the course of a
year; others may need much care over a protracted period. To bring
about that level of national health which the United States can and
should achieve, concerted and deliberate steps should be taken to prevent sickness, to reduce the prevalence of chronic and neglected illness
and defects, and to mitigate the severity of illness and disability by
early and competent diagnosis and treatment.
I.

BARRIERS

TO ADEQUATE

MEDICAL

SERVICE

The specific measurement of needs will be discussed in succeeding
pages. The discussion will reveal the many barriers to adequate
provision of health services and medical care which exist today. Some
I Numbers in parentheses

refer to reference list at end of monograph.
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of these barriers are inherent in the nature of sickness; some result
from present methods of meeting the costs and losses of sickness; some
represent the lag between medical knowledge and application or distribution of that knowledge. The principal observations may be
summarized at this point:
1. The unpredictability of the individual case of illness, in nature,

occurrence, duration, and severity, which leads to the unpredictability
of the variety, amount, and cost of services and makes individual
budgeting difficult or impossible for families of modest means.
2. The neglect of preventive measures and consequent increase in

serious illness.
3. The inability of a large proportion of the population to pay for
adequate medical services under the traditional method of payment
through fee-for-service at the time the services are needed.
4. The competition between doctors' bills and other costs of medical

care, such as hospital bills, which may result in the doctor's receiving
little payment, if any.
5. The hesitance of physicians to propose consultations with special-

ists or to recommend needed hospitalization, laboratory tests, and
other services because they know their patients cannot afford to
pay for them.
6. The inability of many in low-income families to obtain hospitalization except for extremely serious conditions or emergency treatment,
and that only in certain communities.
7. The inability of the smaller and less prosperous communities
to provide adequate hospital and health facilities from their own
resources.
8. The consequent reluctance of the younger physicians to settle in

places where they lack easy access to the facilities required by modern
medicine, which they have been trained to use.
9. The necessity for specialists, in particular, to locate where
hospital and laboratory facilities are available.
10. The long and expensive training of practitioners and the complexity of modern medical service which make costs high and emphasize the need for increased efficiency and economy in the methods
of providing the services.
11. The need of professional persons to make a decent living which
causes them to concentrate in cities and leads to overspeciaization
because of the larger incomes of specialists.
12. The inability of many physicians to get away for postgraduate
work or even for refresher courses, with the result that they do not
keep up with new and more effective methods of treatment.
13. The lack of adequate funds to carry on needed research in the
prevention and cure of disease that costs the Nation billions of
dollars through reduced work capacity, disability, and premature
death.
14. The shortage of trained professional personnel such as dentists
and psychiatrists.

II.

MEASUREMENT OF NEEDS

Despite great improvements in death rates, there is still a vast
amount of preventable sickness. There is also much illness we do
not know how to prevent but could reduce in duration, severity, or
in its consequences, through adequate and timely medical care.

3
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Amount of illness
The extent to which defects and incipient or unrecognized illness,
are found in a group depends in part upon the intensity of the search
made, as well as upon the type and duration of illness considered.
With careful reporting, many surveys (8) have shown that the illness
rate averages about one case per person a year, but even this rate
omits most minor illnesses and undiagnosed conditions. For example,
intensive studies have recorded as many as three or four "colds"
alone per person per year.
Not all illness disables; that is, keeps a person from his ordinary
work or other routine. An estimate of the prevalence 2 of disability
for the entire population 3 indicates that, on an average day of the
year more than 7,000,000 persons are disabled by sickness. Of these,
about half have been disabled for less than 6 months; the remainder,
for longer periods.
Almost half of the 7,000,000 people disabled from illness on any day
are "in. the labor force"; that is, when they are well, they are either
employed or looking for work. Much less than a tenth (perhaps nearer
a twentieth) of the disabling illnesses among persons who are in the
labor force are due to work-connected accident and disease. Nearly
all the rest represent various types of nonindustrial sickness or
accidents.
Disabling illness.-Young children and old people have the greatest
amount of illness, but the illnesses of childhood are relatively short,
while those of old age are longer than the average. Late adolescence
and early adulthood are the healthiest ages. Age differences in disabling illness are shown for all illnesses and for two broad classes of
disease by the following tabulation (5: p. 176):
Disabling illnesses per year per
1,000 persons
Age groups

All ges--------.......---......

----

l t1Alle a sedisB
-------....---

.....

65 and over---.---.......----

----.--..----.......-.--.....
---

eases

-

24. 6
12 88
149. 6

27& 6

eases'

30.3

171.4

I

---..------Under 15--...................----------------------...-........----..
15 to 24----------............-..-----..-25 to 64---....
--------------------------------------..--------......-

Communi- "Degenercable dis- ative' dis-

14.4

-

10& 4
114
0

2.8

8. 6
8.4
10

8.4

1 Disabling 7 days or longer.

I Includes measles, scarlet fever, whooping cough, mumps, chickenpox, and diphtheria.
* Includes cancer; diabetes; paralysis due to cerebral hemorrhage and other causes; diseases of the heart,
arteriosclerosis, and high blood pressure; other diseases of the circulatory system, exclusive of hemorrhoids
and varicose veins nephritis and other nonvenereal diseases of the genito-urinary system, exclusive of

diseases of the female genital organs.

For a long time public attention has been focused on the communicable diseases. The so-called degenerative diseases, which are characteristic of advanced ages and are usually long-continued or chronic
in nature, have been largely neglected. But the seriousness of chronic
disease has become increasingly evident from many special studies
I "Prevalence" of illness refers to the number of cases of illness in existence on any given day. "Incidence"
of illness refers to the number of illnesses that occurred during a specified period. "Duration" means the
length of time an Illness lasts-days, weeks, months, or year.
* This estimate was prepared by making use of the reports of the National Health Survey (4) conducted

by the U. 8. Public Health Service in 1983-36 and other data.
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and surveys.

At a given time, probably one person out of five in our

population is afflicted with some chronic disease or major physical
impairment or defect needing medical attention (6).
Urwecognized illness.-Much sickness escapes enumeration in mass
studies or even recognition by the sick person and his family. The
man who dies unexpectedly from heart disease was ill in the preceding
months or years though he may have considered himself well and have
been so reported in a canvass of illnesses made a day, a week, or a
month before his death. Only by thorough medical examinations, in
which the physician's skill is supplemented by special laboratory tests,
can the extent of illness or need for medical care be ascertained.
For example, many persons have cancer for months or even years
before they are aware of it. Often no diagnosis is made until the
disease has become far advanced. A substantial number of cases
remain undiagnosed until cancer has caused death. Among the
first 3,000,000 young men who had selective service examinations
(7: p. 35, table 7), growths which were definitely malignant were
found in an average of 2 per 10,000. An additional 25 per 10,000
had tumors not specified as nonmalignant. In a subsequent sample
representing registrants examined between April 1942 and December
1943, malignant tumors were observed at a rate of 3 per 10,000 examined (8). Most of these men had no previous knowledge of their
condition. This and other evidence suggests that the number of
persons with cancer must be larger than a recent national estimate of
500,000 known cases, which was made by applying to the whole population the proportion of persons under medical treatment for cancer
in certain cities where intensive studies have been made (9). Similarly, X-ray examinations of large groups of presumably healthy
adults have shown that, on the average, 15 persons in every 1,000 give
X-ray evidence of reinfection tuberculosis (10).
Neglected disease and defects.-Intensive examinations cast light on
the vast amount of neglected ill health and physical defects. For
example examination of nearly 150,000 young people under the outof-school work program of the National Youth Administration indicated thatwhile only one-third of the youth were limited in their employability, about
nine-tenths of all the youth examined had one or more "health defects." This
is shown by the number of youth for whom the examining physicians and dentists
recommended some sort of medical or dental service.

Two-thirds were "fit for any work or athletic activity," 30 percent
"had health defects which limited their employability to some degree."
Three percent were found to be "either temporarily or permanently
unfit for NYA employment" (11).
Examination of Farm Security Administration borrowers showed
significant prevalence of defects among low-income farmers. In a
representative sample of some 6,000 white persons and 1,000 Negroes,
one or more "physical defects" worthy of note were found for 96 percent of the white group and 97 percent of the Negroes. Forty-six
percent of the white group and 41 percent of the Negroes had 4 or
more defects.'
These statistics could be closely paralleled by similar findings among
industrial groups. For example, the examination of employees of
the Pullman Co. in Chicago for 1924 and 1940 showed the following
4 Unpublished data of the Farm Security Administration.
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classification, despite the fact that from 1925 to 1940 the company
had rejected 10 percent of the 5,227 applicants for employment because of physical defects (12):
Percent
Physical fitness rating
1940

1924
A
B
C
D
E

(good physique)---........--------------.---.--------------..------------------..--......
....
------------.....---..
(minor defects, etc.)..------------.........
--------------...-----------------------------.--..
(defects, etc.)--.......----...
--------------------..----------.----------------(defects, etc.)--.--........-----..
----------------.----------.---.--------.
(unfit for work)........-----------....

18
41
35
5
1

25
44
25
1

Results of selective service examinations.-Despite the repeated lower-

ing of selective service physical standards, near the end of the war, of
the 16,000,000 youth examined, fully half were unfit for military
service. These consisted of 5,000,000 rejectees, a million and a half
men with rejectible defects who were inducted into the armed forces
and rehabilitated, and an additional million and a half men who were
inducted but who had to be discharged for mental and physical defects
not acquired in the service.
The rehabilitation of a million and a half men who were unfit for
military service is in no way a full measure of the extent of the correctable or preventable defects among the men who were found unfit to
defend their country. The nature of defects among the rejectees
suggests that a half to two-thirds of the defects could have been prevented or rehabilitated with timely care.
The defects for which 4.2 million IV-F's were found unfit for military service were as follows:
Principal causes for rejection of registrants 18 to 87 years of age at local boards and

induction stations, October 1940 to May 1944 1

Rank

Cause for rejection
All causes---------....

1
2
3
4
5
6
7
8
9
10
11
12
13

.......--..---. -----

-

..---------

.
- -............-----...-.--

Percent
..--

Mental dissease.....---...-...............
........................................
Mental deficiency
------------------------------------.........
..........
.
Manifestly disqualifying defects ----...--..--------------------------...........
Musculoskeletal (muscles and bones)...--....- .....................................
Syphilis....-......
--.------............------------...........................
Cardiovascular (heart and blood vessels)--.................---.......--------....
Hernia....- -----.---..
----.......-- ..... -----------------------------------......
Neurological-...----..-----.....-....................................--------------------..............
Eyes-................................................----.........----.....-..............
Ears. ..........---..--.....-..................................
..Tuberculosis-................--------------------------..............................
Lungs---...-------.....
---------.......------..--...---.....--............------.....
Underweight and overweight...............------------------------................
All others....------------.---------.....---.............---------------..

00
17
14
10
7
6
5
5
4
3
1
1

I Hearings before a subcommittee of the Committee on Education and Labor, U. 8. Senate, on 8. Res.
74; July 10-12, 1944; pt. 5, p. 1625.
* Includes educational deficiency morons, imbeciles, and idiots.
* Both arms or legs missing, total blindness, total deafness, etc.

As one would anticipate, the rejection rates were by no means uniform in the population. There was a sharp progressive increase with
age. Among the first 3,000,000 examined, the rejection rate for those
aged 22 was 42 percent. It was 41 percent for those aged 23, rising
progressively to a maximum of 86 percent for those aged 37. Among
the men examined from September 1942 through June 1943, the rejec-
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tion rate for those aged 18 was 28 percent; the minimum rejection
rate of 25 percent, however, was for those aged 19, rising progressively
to a maximum of 55 percent for those aged 37 and 68 percent for
persons aged 46.
Rejection rates were higher for Negroes than for whites. For those
examied between September 1942 through June 1943, the rates were
34 rejections for 100 whites examined as against 53 Negroes per 100.
Rejection rates were higher in predominantly rural States than in
urban States and were higher among agricultural workers than among
other occupational groups. One special study of 18- and 19-year-olds
showed the rejection rate among farm boys as 41 per 100 and among
the unemployed, 38, compared with 20 per 100 among professional
and semiprofessional workers, craftsmen, foremen, and kindred workers. The over-all rejection rate for the group was 25 per 100, the rate
for whites being 24; and that for Negroes, 46.
These and other known differentials in rejection rates leave no
doubt that these rates were as high as they were because of past
medical neglect.
Rejection rates per se are only one indication of the state of the
national health. Selective-service examinations have made available
to the Nation sampled data showing the frequency of various types of
physical or mental defects among all the men examined, whether in-

ducted or rejected.
ized below:

These statistics on recorded defects are summar-

Rate of all recorded defects per 1,000 registrantsexamined I
Defect
'Total--.

Sample
No. 1

--.--------------------------------

, 366.8
115. 7
44.5
140.3
63.9
68.9
66.3

Eyes------........
----------------------------------..--.----.
--------------------------------------------.
Ears----.--....
-Teeth..-----.--------.------------.--------Mouth and gums..-------------------------------...------------....---------------...------........
Nose-Throat--...--......-------------------------------------...---

16.4
6.7

----Lungs-----------------------------Tuberculosis-------------------------------------------

Cardiovascular--..-----------------------------------------------Blood and blood-forming ------------Hernia---.......------. --....-----..----------.------..--.....
Kidney and urinary ------------------------------Abdominal viscera----------------------------------Genitalia ---.-------------------------------------------Syphilis- ---.......---------.....-----------.----------..
Gonorrhea and other venereal--...........--------........
----------------..-------------------------Skin---....--- .
Hemorrhoids...--...---------------------------------------Varicose veins--------.-------------------------------.
---.--............
Educational deficiency..--......------...
---------------Mental deficiency..--------------Mental disease-.....---------------........-------------.
--------------------------..--------------Neurological-.Musculoskeletal...-------------..--------------.-------------

Feet----------....

-

145.0

-------------.-----------..--..---

Endocrine....-----------.--------------.------------------------------------ ---------------------Neoplasms ..--Infectious and parasitic -...-.------.----......------........
Underweight, overweight, and other.----.-- ------------

100.4
1.0
64.6
14.0
12.2
59.0
27.5
7.4
115.8
30.6
26.7
3.6
8.4
18.2
22.8
101.3

-

16.0
1L 3
.4
48.9

Sample
No. 2

Sample
No.34

1,583.
123.5
60.1
167.8
84.2
81.5
81.5

16.2
9.7

83.1
L3
79.7
9.0
44.5
81.3
30.8
7.3
88.0
* 35 1
32.1
21.2 ...........--15.
23.7
22.4
113.9

172.4

19.7
14.1
.6
73.3

1,197.8
100. 9
35.0
59.3
38.4
42.1
10.9

14.5
31.6

58.0
.5
48. 0
9.6
l 1
46.6
55.0
6.6
29.2
17.
22.0
66. 4
117.5
23.9
10 .0

1013

5.6
14.3
1.0
62.5

I Hearings before a subcommittee of the Committee on Education and Labor, U. S. Senate, on S. Res.
74; July 10-12, 1944 pt. 5, p. 1627.
SBased on sample of Form 200 covering 19,923 registrants examined at local boards November 1940
through May 1941. Each registrant had a maximum of 8 defects recorded.
* Based on sample of Form 200 covering 121,966 registrants examined at local boards November 1940
through September 1941. In this sample, the number of defects recorded was not limited to 3.
' Based on sample of Form 221 covering 70,608 registrants examined at local boards and induction statims, November and December 1943 (prliminary figures). Each registrant had a maximum of 8 defects

recorded.
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The proportion of men found without significant defects varied
from 36 to 39 percent among those examined from April 1942 to
December 1943.
Increas- in illness as income decreases.-The amount of illness is
not uniform throughout the population; the prevalence and the incidence of illness vary not only by age but by sex, race, income level,
and other factors.
In the homes of the poor, sickness comes oftener and lasts longer
than in the homes of the well-to-do, and death comes earlier. The
chance for health and even for survival is far less among low-income
groups than among families in moderate or comfortable circumstances
(14). Much of the cost of dependency which results from this association of sickness and poverty is borne by the whole population.
The greater concentration of disabling illnesses among the lowest
income groups is shown below. The illustration covers age group
15 to 64 and represents disabilities lasting 1 week or longer (15).
9

Annual family income and relief status:

disabilvy per

person per year

Relief---------------------------------------Nonrelief:
Less than $1,000-----------------------------.
$1,000 to $1,499 ----------------------------------$1,500 to $2,999 ------------ ----------------------$3,000 or more------------------------------------

16. 0
11.6
7. 9
6. 9
6. 7

The wage earners in families with annual incomes under $1,000
have more than twice as many days of disability a year as have those
whose family incomes are $3,000 or more.
Unpredictabilityof iness and costs

Sickness rates are averages. They conceal the differences between
group and individual experience. The- average may forecast reliably
how much sickness will occur among a thousand or a million persons,
but it gives no forecast for the individual. One person may go through
the year with no illness; another may have two, three, or more. The
illness of one may be mild and brief; of another, severe, long, and
incapacitating. For example, studies (16: p. 54) made some years ago
indicated that in the course of a year, in a group of 1,000,000 persons,
the approximate incidence of illness is as follows:
470,000 will suffer no serious illness.

320,000 will be sick once.
140,000 will be sick twice.
50,000 will be sick three times.
20,000 will be sick four or more times.
Variations like these recur year after year; but no one can anticipate
whether his family will be the one to go through a year with little or
no illness or will be heavily burdened by sickness.
These large variations in the occurrence, duration, and severity of
illness among individuals cause similarly large differences in their need
for medical services and in medical costs. As medical science advances, there has been great increase in the variety of necessarily
costly special skills, laboratory techniques, and hospital services and
therefore in the range of medical costs for adequate modern care.
Unlike costs of food, shelter, or other necessities, these costs cannot
be budgeted by the individual family because the need for care and
the amount required to pay for it cannot be foreseen.

8
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A family, if it wishes, can ordinarily determine how much of the
pay check will go for rent, clothing, or food, and of what remains
how much for upkeep or purchase of a car, recreation, education of
the children, and other desires in family living. Household expenses
may, for example, be reduced in order to buy a car; the family income
will usually determine whether it is a Ford or a Lincoln.
No one, however can decide in advance what the year's costs of
sickness will be or whether the sickness bill will be of Ford or of Lincoln
magnitude. Unexpected pneumonia, chronic appendicitis which
suddenly becomes acute, an ear infection which develops into mastoiditis, a serious accident-these and many other situations may require
any amount from a month's pay to a year's income or more. Life
savings may be exhausted, debts may dog the family for years, plans
for buying a home or paying for a college education may be scrapped.
The burden of high medical charges is particularly heavy for lowincome families because food, shelter, and clothing take most of what
they earn. An expensive illness has wrecked many a family's solvency. The records of charitable-and welfare organizations are full
of cases in which a long and expensive illness, especially when it
strikes the breadwinner, has caused family break-down and dependency.
Uneven distributionof medical costs

An example or two from the many and detailed studies in this field
illustrate the extent of the variation in family bills for sickness.
Among the 8,581 families studied by the Committee on the Costs
of Medical Care in 1927-32 (16: p. 305), 58 percent of the families
incurred only 18 percent of the total charges reported in a year,
while upon 10 percent of the families fell 41 percent of the total
charges:
Percent of

Total annual charges per family

families

Percent of

total

charges

Total..---......---------------------.----------------Less than $60 ---------

-----------

100

100

58

1S

$0-250---........----------------------...----------------..-------------------

32

41

$250 or more....------------------...........

10

41

--------------------------------------------------.----------.-..-

--------.....

In a study of 2,157 urban California families during a 3-month
period in 1934, "charges of $60 and over constituted 60.3 percentof
the total but only 10.9 percent of the families were responsible for
their payment. Likewise, 3.3 percent of the households of the totally
unemployed incurred 46.5 percent of the charges reported for this
group" (17). Studies of representative communities in the United
States made during a 12-month period in 1935-36 by the Bureau of
Home Economics, Department of Agriculture, and the Bureau of
Labor Statistics, Department of Labor, reveal the same uneven
distribution of costs (18).
Gaps between needs for care and services received
There is a broad general correlation between income and the extent
to which people receive or go without care in time of illness. This
correlation is illustrated both by the relation between income and the

\
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amount of medical care purchased and also by the extent to which
people in low-income groups suffer illness with no care at all.
Relation of income to the purchase of medical care.-Although lowincome families have more thin average amounts of illness and greater
and more frequent need for care, they receive far less medical service
than the well-to-do. One illustration of many which might be cited
is provided by the following tabulation showing the differences in the
volume of three important types of services received by families at
different income levels studied by the Committee on the Costs of
Medical Care in 1928-31 (16: p. 283):
Services received per 1,000 persons

Income classes

Physicians'
calls '

Less than $1,200..--..-----............---....---........

$1,200-$2,000-........--,-....--.---..$2,000-3,000

...---...--....--

-

----

------------------.....

--...--..-- ..---

......---------

$3,000-5,000---...--.--...---.--.--..-----------...........
....
$5,000-610,000 ......--..--...--------..
------...
--................

$10,000 or more......----..........................----------...--..-.

Days of
general
hospital
care

Dental care
(cases),

2 194

928

118

2,548

757

248

1,201

622

293

3 049
4, 066
5481

667
604
840

185

300
446

I Includes all home, office, and clinic calls of physicians, and health examinations, including well-baby
care, immunizations, and refractions.
* For individuals aged 3 years and over.

Families with incomes of $10,000 or more received more than
twice as many physicians' calls as did those in the three lowest income
groups and over a third more than those with incomes of $5,000 to
$10,000. They also received many more days of hospital care. The
hospital care reported by families with incomes of less than $1,200
undoubtedly represents much that was free.

Families, in the highest

income group received from two and one-half to five times as much
dental care as did those in the three lowest income groups.
If low-income families were able to pay for all the care they need,
the volume of service they receive should exceed that received by the
well-to-do since low-income families have more sickness and more
serious sickness. Families with low incomes not only receive less
care but of course ordinarily spend less for medical services. In
over two-thirds of the families with incomes of less than $1,200
studied by the Committee on the Costs of Medical Care, the annual
charges amounted to $40 or less, and only a tenth incurred charges
of $100 or more. Among families with the highest incomes, on he
other hand, barely a tenth fell into the group who incurred charges
of $40 or less, and over four-fifths (84.2 percent) had charges of $100
or more (16: p. 289).
The relation between income and expenditures is even clearer when
the charges per person, rather than per family, are considered. More
than twice as much was spent per person in families with $2,000 to
$3,000 as in families with incomes below $1,200. Charges incurred
by families with incomes of $10,000 or more were $115.12 per person,
as contrasted with the $10.57 per person incurred by those in the
lowest income groups (16: p. 292).
Nevertheless, though spending less in dollar amounts, low-income
families usually spend a greater proportion of their incomes on the
82408-46-No. 4-8

10

"

NATIONAL HEALTH ACT OF 1945

costs of sickness than do the well-to-do and the wealthy. This situation, which was revealed in the Committee on the Costs of Medical
Care studies, is also brought out by more recent inquiries (19). . The
following tabulation presents the estimated average medical-care
expenditures during 1941 of all families and single consumers, and
the percent of income spent for medical care, by money-income group
and type of community in the United States:
Average medical-care expenditure, January to
December 1941
Money income group I

Urban s
Average
spent

Less than $500- --.------.-----.---------------$500 to $999--....--..-..--- ..---..----------...--$1,000 to $1,499 --.---....-------...--....-..-....-.--$1,500 to $1,999. -..---.----.----------...------.
$2,000 to $2,499_---. --------------.--------------.
-----------.....---------.
$2,500 to $2,999 .-------...
$3,000 to $4,999---..---.-----.--------------------$5,000 to $9,999.--......-..--------..---.--.--..---...

$26
32
58
77
96
115
153
236

Rural nonfarm

Percent of
income

Average
spent

8.3
4.3
4.7
4.4
4.3
4.2
4.1
3.8 ...

Percent of
income

$24
51
70
85
102
154
..

8.2
6.9
5.7
5.0
4. 3
...

4.2

1Represents annual income for January to December 1941.
* Data smoothed mathematically to eliminate random errors introduced by small sample.
I Relates to income group of $3,000 or more.

illness without medical attendance.-The percentage of illness which
is without medical attendance declines steadily as income rises. For
example, among the families studied by the Committee on the Costs
of Medical Care (5: p. 113), 37 percent of all illnesses (disabling and
nondisabling) reported by families with less than $1,200 had no medical
attention, while among families with incomes of $10,000 or more only
12 percent of .the illnesses were unattended. For disabling illnesses,
nearly four times as many in the lowest income group went without
medical attendance as did those in the highest income group (29
percent as against 8.5 percent)."

In their study of conditions in California, Dodd and Penrose (20)
found that in 1934less than 60 percent of the people in this State who are in need of medical care are
receiving such care. Only 56 percent of those with incomes of less than $3,000
a year-including almost 90 percent of the total population of the State-are
receiving the care that is needed. Among those with incomes of $3,000 or more
* * * 18 percent who have reported a need are going without the required
* inadequacy of care is most acute among persons in rural
services *
districts, where almost one-half of those with ailments remain unattended.

A study of 1,250 persons in 308 low-income families in Arkansas (21)
illustrates the lack of medical care in rural communities. In the lowest
income group (family income less than $250 per year), 85 percent of
the reported illnesses were unattended by a physician. Even among
those in the highest income group (family income $2,000 or more)
61 percent of the illnesses received no care from physicians. This
and many other studies indicate that people in small towns and rural
areas receive less hospital and nursing care than residents of the larger
cities.
* In all comparisons of illness rates among the different economic groups one must not lose sight of the large
volume of undlagnosed illnesses in the population. The greater extent of such illnesses among the lowincome groups who receive much less medical attention must be taken for granted. Therefore the greater
illness rate among low income groups as revealed by numerous studies based upon self-reporting probably
understates the actual difference.
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These findings conform to the general conclusions reached by the
Bureau of Medical Economics of the American Medical Association
in 1939 (22). The Bureau stated that families with incomes of less
than $3,000 sometimes require outside assistance in the case of major
illness, while those with incomes below $1,500 may need special assistance even for minor illnesses. Even in 1941 when the per capita
income reached its highest prewar peak, 85 percent of American families had annual incomes of less than $3,000. It is not surprising,
therefore, that many illnesses received no care.
Need for earlier care.-An indication of greater inadequacy of medical care in rural areas appears from recent statistics on care at-childbirth (23). In cities with populations of 10,000 and over in 1943,
only 2 percent of the live births were not attended by a physician; in
rural areas (including communities under 2,500), the percentage was
13.

There is an even greater contrast in the care of white and non-

white women. Only 2 percent of the white infants were born without
a physician in attendance; 43 percent of the nonwhite births were
attended only by midwives or other nonmedical persons.
There are like differences in prenatal care. It is, therefore, not
surprising that the maternal mortality rate (number of maternal
deaths per 1,000 live births) and the infant mortality rate are higher
among rural groups than among urban groups, and much higher
among nonwhite groups than among white groups.
In 1943 the national maternal mortality rate was 2.5 per'1,000, but
the maternal mortality was a fifth greater in rural areas than in cities
with populations of 25,000 and over (24). The Nation-wide death
rate for nonwhite mothers was more than twice that for white mothers
(25). In that same year, there were 26 States in which the death
rate among nonwhite was more than twice the rate among white
people and, in five of these States, nonwhite rates were more than
four times (25) the rates for white women.
In 1943, infant mortality was 40 per 1,000 live births throughout the
Nation, but was 41 per 1,000 live births in rural communities and 36
in cities with populations of 100,000 or more. The country-wide rate
was 37 for white babies and 62 for Negro infants (24). In Harlem
(a section of New York City predominantly Negro), infant mortality
rates in certain health areas were 60 or more during the period 1939-41.
During this same period, there were other city health areas (predominantly white) with rates of 12 and 13 (26).
The partial conquest of tuberculosis, once the "great white plague,"
is a source of great pride in accomplishment. Its persistence is due
largely to inadequacies in care, especially for economic reasons.
Early detection of the disease and early treatment are extremely
important. Nevertheless, only 13 percent of the patients with pulmonary tuberculosis adinitted to tuberculosis sanatoria are in the
early stage of the disease (27). Thirty-two percent are moderately
advanced at admission and more than half-55 percent-are far
advanced. Early detection and treatment of tuberculosis means a
saving not only in lives but also in costs of medical care and loss of

wages. Ignorance of the seriousness of their condition probably
deters some people from seeking care. Fear that the doctor may tell
them they have tuberculosis probably delays others. For a large
proportion, however, the chief reason for delay is undoubtedly economic. The tuberculosis death rate is generally highest in the States
D
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where facilities are least adequate and programs for tuberculosis
control least developed.
The difference between white and nonwhite rates is even more pronounced in tuberculosis than in maternal and infant mortality. In
1942 the death rate from tuberculosis among white people in the
United States was 34 per 100,000 population; the rate for nonwhite
persons was 94, almost three times as high (28). In two predominantly Negro areas in Harlem the rates over the years 1939-41 were
303 and 292. In contrast, in one predominantly white area no tuberculosis deaths were reported, and in another the rate was 4.
It has been estimated that "ideal application of present knowledge
of control would reduce the cancer mortality rate by 25 percent" (29).
Intensive studies conducted since 1937 by the National Institute of
Health show that a large proportion of the persons reported to institute investigators as having suffered from cancer had been under
treatment for less than a year, and in some cases the diagnosis was
made only at the time of death. The disease usually was moderately
advanced by the time treatment was commenced (9: p. 39).
Inadequacy of care.-Unless it is assumed that the well-to-do receive
too much service, the records from various studies show that the
poorer groups receive far too little. A more explicit approach to this
problem can be made by comparing the amount of services received
with some quantitative standard of adequate care. The Lee-Jones
standards (80), developed about 15 years ago, reflected the best

medical opinion then available as to what was necessary for "good
medical care." In the intervening period-medical opinion has undergone many changes, but there has been no reason to challenge the
fundamental validity of the Lee-Jones standards except, perhaps, for
their conservatism. In relation to these standards, even people in
the upper income brackets ($10,000 or more) do not receive all the
service which professional judgment considers desirable. Since lowincome families suffer more illness than the well-to-do and receive less
care, the gap between volume of care received and needed widens as
income declines.
The following tabulation disregards income and compares the total
number of services of various types actually received per 1,000 persons
with the number which should have been received, according to the
Lee-Jones standards (16: p. 124):
Rates per 1,000 persons
Types of service

Services
received

Setvices
required

(family

(Lee-Jones

survey) i
Cases hospitalized in general hospitals (1 day or longer)--.-----------------------

Days of care in general hospitals ------.......--------------------..-------.
---Home, office, and clinic calls (physicians)...--................-------..
--.----------------...
Dental care (persons over 3 years of age)...--..-------......
Health examinations 4--....-------------.....--------------.....-----.....
Immunizations --.-------..........----------------------------------------..-Number of refractions or glasses ---..--------------------.....------------------

.

study)

50

107

746
2, 391
241
82
59

1,385
5660
1,000
942
186

42

176

1 Data on all incomes were weighted for the several income classes according to the proportions presumed
to obtain in the United States during the period of the study, 1928-31.
SIncludes all hospitals except tuberculosis sanatoria and mental-disease hospitals.
3 Excludes

well-baby care and, when no illness is involved, health examinations, immunisatiobs, dental

and eye cases. Includes minor nondisabling illness.
SIncludes well-baby care.
*Includes service whether or not accompanied by illness.
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Hospitalization as judged by the Lee-Jones standards was received
by only about half the cases which needed it. Cases in general
hospitals received only about half as many days of care as they should
have had. Doctors' calls-home, office, and clinic-were less than
half the number there should have been. Only about one-fourth of
the people who needed dental care received it. Less than a tenth of
the necessary number of health examinations, barely a third of the
requisite immunizations, apd less than a fourth of the needed refractions or glasses were given.
Only a fraction of the-cases of illness which required X-ray services
and laboratory procedures received them. While undoubtedly some
of these services were included in a flat-rate hospital bill and omitted
in the count of specific services received, the difference between
services received and services needed was far too great to be ascribed
to this procedure.
Have we any direct evidence that volume of service is greater when
the economic barrier has been removed? The preceding discussion
surely indicates that costs are responsible in large measure for the
differences between services needed and received. This conclusion is
fortified by the experience of a group of people who received their
medical care through a plan which freed them from paying for services
at the time they were received.
Studies of prepayment plans for medical care reveal that the groups
of people who belong to them receive more care from physicians
than any group surveyed by the Committee on the Costs of Medical
Care, except possibly families with incomes of $10,000 or more. The
prepayment plans studied show from 4.7 to 13.9 clinic and home
visits received per eligible member per year from the staff of the
prepayment organizations. Additional care may have been received
from physicians outside the prepayment plans (31). A more detailed unpublished study of one prepayment plan which reported 6.7
clinic or home visits per eligible member per year shows that 5.2 were
physicians' home or clinic visits; the others consisted of clinic visits
to which a nurse or laboratory technician provided the service and a
physician was not seen. This 5.2 average exceeds the average of 4.2
home or office calls received by members of families with incomes of
$10,000 or more studied by the Committee on the Costs of Medical
Care. That same study showed that members of families with
incomes of less than $1,200 received only 2.0 physicians' home or
office visits in a year, and that in families with incomes of $2,000$2,999, 2.5 visits per person were received (16).
The Committee on the Costs of Medical Care and other studies
have indicated that not even persons in the highest income groups
meet the dental adequacy standard contained in the Lee-Jones study.
For all income groups, only about 25 percent of the dental needs of
the Nation are bein met. According to the estimated unmet dental
needs, as stated by S
. Gen. Thomas Parran, United States Public
Health Service (Sl), the full-time services of more than 400,000
dentists, 330,000 more than are available, would be needed during
an entire year to put the teeth of the Nation in good condition.
The results of an intensive study of dental needs for the adult white
population indicate that instead of the potential minimum of about
144,000,000 dental services of various types estimated to be required
annually by this group, fewer than 59,000,000 services are received
each year (S3).
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The vast amount of already existing dental defects was clearly
demonstrated by selective service examinations. During the first
year that selective service was in operation, dental defects outranked
all other recorded defects and accounted for 21 percent of the first
900,000 rejections. Later the requirements were modified and practically all standards of dental health were eliminated except for such
ccnditions as severe jaw malformation or malignancies. According
to Maj. Gen. Robert H. Mills, Director of the Dental Division, Office
of the Surgeon General, United States Army, it was found that the
average dental requirements for every 100 inductees were about 60 to
80 extractions and a minimum of 240 fillings. By October 1945, the
Army Dental Corps had made 71.5 million fillings, 16.5 million extractions, and 2.6 million dentures for personnel of the Army since Pearl
Harbor (34).
Although several factors contribute to the present inadequacy of
dental care, such as uneven distribution of dentists and the fact that
the public in general has not been adequately educated regarding the
necessity for dental care, surveys have indicated that insufficient care
is most commonly the result of inability to pay and that the frequency of dental services received bears a direct relation to annual
income. Among more than 38,000 white persons 'of all ages canvassed by the Committee on the Costs of Medical Care in 18 States,
dental services classified according to family income were as follows
(86):
Annual rate per 1,000 population I
Ufnder

rvie
Tye
ypeofservice

$1,200

$1,200 to

$2,000 to

$3,000 to

$1,999

$2,999

$4,999

$5,000

and over

Fillings-.--..........................................
Extractions..-.......................................
All prophylaxis ..--.---. ---.....--..--...-..--..
.....
Crowns and bridges------.. ---------. ----------Plates ...................................------

141.4
233.6
23.3
7.6
6.9

289. 4
298.0
44.8
18.9
11.9

474.3
308.9
81.0
32.3
15.9

617.8
311.7
145.4
55.3
12.8

996.7
253.8
359.6
82.2
13.3

Orthodontia -----------.------------------------Examinations or prophylaxis only -...--------.......

.6
5.3

1.9
13. 1

3.4
17.0

5.3
37. 5

29.0
91.2

X-ray,---.---------------------....

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

6.4

14.2

23.9

40.8

69.6

1 Adjusted to the age distribution of the white population in the death registration area in 1930.

Maldistributionof resources
The adequacy of personnel and facilities for medical care in any
given area is almost always closely correlated with its economic
resources. Before the war, shortages in doctors, nurses, and other
health personnel, and in health facilities existed in low-income and
rural areas. With the war and the recruitment of thousands of health
personnel into armed service, critical shortages became more acute
in many areas where previously too few medical personnel were
available.
Number and distributionof physicians.-Before the war, the United
States as a whole was well supplied with physicians. In 1940,
according to statistics prepared by the American Medical Association,
the total number of licensed physicians was about 175,000 (36) or, on a
peacetime basis, approximately 1 licensed physician to 752 in the
population. But even in normal times, not all licensed physicians
are effectively or actually available for practice or other general service
to the civilian population.
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A sizable proportion-about one-fifth-are aged or partly or wholly
disabled; are in Regular Army, Navy, or Public Health Service; or
are interns and residents. After taking account of this group, the
number of active physicians available in 1940 totaled 140,755 (87), a
ratio of 1 active physician to every 935 persons in the population.
This country-wide average conceals wide variation from region to
region and State to State and among counties within the States.
New York State in 1940 had 1 active physician to 597 persons;
Massachusetts, 1 to 696; California, 1 to 747; and the District of
Columbia, 1 to 411. In Mississippi, on the other hand, the ratio was
1 active physician to 1,784 persons; in Alabama, 1 to 1,684; in South

*
Dakota, 1 to 1,657; and in South Carolina, 1 to 1,565.
These State ratios conceal large differences in the availability of
physicians in different localities; even before the war, 37 counties in
the United States had no active physicians; 8 of these counties had
populations of more than 3,000 persons (88). Six counties, in 1940,
had more than 10,000 persons per active physician, 2 of these counties-Sandoval in New Mexico and Stewart in Tennessee-having
more than 13,000 persons per doctor.
An inadequate number of physicians is characteristic of rural areas.
The most rural States, in 1940, could claim only 1 active physician to
1,295 persons while the most urban States could claim 1 to 613 persons.
A disproportionate share of the rural physicians were relatively old
men. In a study of the effect of local factors on the location of
physicians, it was pointed out:
In counties with the highest per capita incomes the physician-population ratio
was nearly four times as great as in the poorest counties; this ratio for physicians
under 45 years of age was eight times as great. More than one-half of all physicians in the wealthy counties were under 45 years of age, but less than one-fourth
were in this category in the poorest counties (89: p. 1947).

The heavy recruiting of younger physicians for service in the armed
forces aggravated the prewar situation.

By 1944, the total number of

active physicians in the country had dropped to 99,000, leaving a
physician-population ratio of 1 to 1,284 persons. Wide variations in
the distribution of physicians among States and counties existed in
even greater measure than before (37).
In 1944, the counties with no active physicians reached a total of 81;
30 had populations of more thai 3,000. Twenty counties were found
to have more than 10,000 persons per physician, 2 Virginia countiesCarroll and Franklin-having nearly 22,000 per doctor (88).
In spite of accelerated medical training during the war, the situation
in the postwar period in many areas may be no better and probably
will be worse than it was before the war. Undoubtedly the Army and
Navy will need about 42,000 physicians to care for a contemplated
peacetime force of 2,000,000 men. 6 Many of the doctors who remain
in the service will probably be those who formerly practiced in needy
areas and will consider that adequate facilities for practice and

assured income are more desirable than their previous lot.
Information on the postwar plans of medical officers in the Army,
Navy, Public Health Service, and Veterans' Administration was
obtained from questionnaires sent by the American Medical Associa-

* Estimated on the basis of an average of 6.0 doctors in the Army Medical Corps per 1.000 men during
1986-41, and 6 doctors in the Navy per 1,000 men as of June 30, 1941. War Department, Annual Reports of
the Surgeon General, U. S. Army, 1937-41: Annual Reports of the Secretary of War, 1937-38; Director of
Selective Service, Selective Service in Peacetime, p. 418; also unpublished data.
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tion's Committee on Postwar Medical Service to all medical officers on

duty in those services. A summary of 21,029 replies shows that
about 12 percent of the medical officers desired to remain in Government service (40). Approximately 40 percent gave no answer as to
their choice of community of practice after the war. The majority
of these, however, were recent graduates and probably had not
established a practice before entering military service. Of the men
who had a definite community selected for postwar practice, about
half chose cities of 25,000 to 250,000; 17 percent chose cities of 250,000
or more; 20 percent, cities of 2,500 to 25,000; and less than 1 percent,
communities of 2,500 or less (41).
Nearly half of all medical officers indicated their intention to return
to their former community of practice. Of all officers responding to
the questionnaire, 11 percent were willing to go to a new community in
need of physicians if a subsidy were provided for several months; more
than 15 percent would locate in such areas if diagnostic facilities were
available; and nearly 29 percent, if hospital facilities were available (40).
Distribution of 6pecialists.-It is estimated that before the war,
from 25,000 to 35,000 full-time specialists were in private practice.
Accordingly, for a peacetime population of 132,000,000, there was
about 1 full-time specialist for each 4,000-5,000 people.
The 1942 issue of the Directory of Medical Specialists (42) listed
- some 18,000 physicians who had been certified by the various boards
as "diplomates" in their particular specialties. This number has
probably increased to more than 25,000 since, during the war, many
young physicians became qualified by means of special training
with the armed forces.
The tendency for physicians to settle in the urban areas and in the
wealthier sections of the country is particulArly marked among the
specialists (42: pp. 421-766, 1268-1499, 1798-1985). In 1941, 71
percent of the 1,717 certified pediatricians (specialists in the treatment
of children's diseases) were located in cities with 100,000 or more
population, yet 76 percent of children under 5 years of age in 1940
were in rural areas and cities of less than 100,000 population (43).
While. these certified pediatricians doubtless cared for some children
from neighboring areas, 2,762 out of 3,073 counties in the United
States had no certified pediatricians in 1941.
In 1941 half of the Nation's certified ophthalmolbgists (specialists
on the eye and its diseases) were located in 5 States-New York,
Pennsylvania, Illinois, Ohio, and California. Eighty-seven percent
were in cities of more than 25,000 population. Only 376 counties had
a certified ophthalmologist in 1941.
Vermont had only five surgeons certified by the American Board
of Surgery, all of thep in Burlington in 1941. The four certified
surgeons in Mississippi were located in three of the largest cities in
that State. There were only three certified obstetricians in Arkansas.
Mississippi had only one certified obstetrician; New Mexico, 3;
Oklahoma, 7; South Carolina, 5. There were none in Idaho, New
Hampshire, Nevada, or South Dakota.
While the maldistribution is probably greater among certified
specialists than among physicians who limit themselves to a specialty
but have not been certified, the situation among the certified groups
probably illustrates the trend among all specialists.

-.-.
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Physicians trained in modern medical schools to utilize elaborate
diagnostic and treatment facilities find it difficult to practice in communities where these facilities are not easily available. It is understandable that they should prefer to practice in communities which
are wealthy enough to assure them a comfortable and attractive living.
Specialists in particular cannot make a good living in a community
with a low per capita income, where people cannot afford to pay
specialists' charges, or in small communities where the number of
people who require service from a specialist of one type or another
is insufficient to keep them busy. Thus, the urban concentration of
physicians in general and of specialists in particular reflects and is
correlated with concentration of population, economic resources of the
community, and the availability of hospital and other facilities.
Income of physicians.-These economic factors are reflected in differences in the average incomes of physicians according to the size of
"the communities in which they practice. Estimated are presented
here for 1929 when physicians had higher average incomes than in
any other prewar year for which there is information, for the year
1941, and for the war year 1943.
For 1929, the national average per physician was estimated (44) as
$9,460 gross income and $5,700 net income. In communities with
less than 5,000 population, gross incomes averaged $5,285 and net
incomes $3,200. 'Average incomes in cities with populations of a
million or more amounted to $12,125 gross and $6,900 net.
aa
For 1941, the national estimate of average gross income was $8,524;
average net income, $5,047 (45: pp. 16-20). As in 1929, physicians
living in the smaller communities reported the lowest incomes. In
places with less than a thousand population, the average net income
was approximately $3,000. Physicians in communities with from
100,000 to 500,000 people reported the highest net income, approximately $7,000.
Incomes for 1943 show the effect of the war on civilian physicians'
practice. In that year, the average gross income of physicians was
$13,606 and the average net income, $8,688. As in the earlier years,
incomes were lower, on the average, in the smaller than in the larger
communities. In communities of less than 1,000 persons, the average
gross income was $9,470; in cities of 100,000-499,999 persons, $16,599
All inquiries indicate that specialists make the most money. In
1929, for example, the average gross income of general practitioners
was $6,421; of partial specialists, $9,995; and of full specialists,
$16,304. In 1943, average gross income of general practitioners was
$10,747; of partial specialists, $12,633; and of full specialists, $15,837
(46). Net incomes showed the same relationships.
All income studies indicate a wide range of income for all physicians.
For instance, the 1941 study showed that almost 1 out of every 6
physicians had a net income of less than $1,000 and nearly a quarter
had net incomes of less than $2,000; at the other extreme, 1 out of 8
had a net income of $10,000 or more (45). The 1943 study showed
the same variations. In that year, in terms of gross income, about
1 out of 6 physicians had incomes below $4,500, whereas another 1 out
of 6 had incomes of $22,500 or more (46).
Number and distribution of dentists.-According to a study made in
1941 (47) there were 77,510 dentists in the continental United States,
or 1 dentist to every 1,720 persons. The maldistribution of dentists
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is even more marked than that of physicians. While there was 1
dentist to every 1,200 persons on the west coast in 1941, and 1 to every
1,300 in the Middle Atlantic States, the West South Central States

reported only 1 to every 3,100, and the East South Central States, 1 to
every 3,900 persons.' South Carolina, Mississippi, and Arkansas had
only 1 dentist to more than 5,000 people in 1940 (48).
Because dentists tend to concentrate in large cities, the picture for
small towns and rural areas within each State is much worse. In 1941,
1 dentist in 2 was in a city of 100,000 or more population; 1 in 8 was

in a rural'area or a village under 2,500 population (47). Yet the 1940
census found that in the aggregate, sparsely populated places with
less than 2,500 persons had 50 percent more people than the number
living in all cities of 100,000 or more (49).
The transfer of dentists to the armed forces accentuate the previous
shortages. By 1944, active civilian dentists numbered only 51,883,
or a ratio of 1 dentist to every 2,454 persons. The Middle Atlantic
States in that year, ranked first in the ratio of dentists to population
with 1 dentist to 1,944 persons; the west north central region had 1 to
1,949 persons; the Pacific region had 1 to 2,019 persons; while the east
south central region had only 1 to 4,683 persons (50).
Members of the dental profession have often asserted that the number of dentists in the country, even were they appropriately distributed, would not be nearly enough to provide adequate dental services
for the whole population. A recent study of the costs of dental care
for adults (51) concludes:
At the rate of 6.9 chair-hours per adult, all dentists in active practice in the
United States in 1938-if they had devoted themselves exclusively to initial carewould have been able to provide it for less than 20,000,000 adults per year of a
total population of over 130,000,000. The present number of dentists is insufficient to provide either initial or maintenance dental care for the total population
on an adequate level.

Income of dentists.-A

study of the incomes of dentists in 20 States

in 1929 (52) reported average gross income as $8,279 and net income
as $5,011.

For dentists in general practice in communities with less

than 5,000 population, average gross income was only about half that
of dentists carrying on a general practice in cities of a million or more.
In 1941, the reported average gross income of dental practitioners
was $7,000; the average net income, $3,800 (47). Average net income of dentists, in 1941, was two-thirds again as much in cities of
25,000 to 500,000 as that of dentists in villages with less than 1,000
population.

Only 4 percent of the dentists participating in the 1941 income study
reported themselves as full-time specialists; 1 in 10, as partial specialists. Dentists limiting themselves to a specialty are found almost exclusively in the larger urban communities. The full-time specialist
had an average net income of about $6,100; the partial specialist, of
$4,300; while the general practitioner received about $3,700.
Number and distribution of nurses.-About 170,600 nurses reported
themselves in active practice in 1943 according to a national survey

of registered nurses taken for that year (53: p. 9). - In addition, about
39,000 inactive nurses said they were available for active duty. On
January 1, 1945, 126,576 student nurses were enrolled in Stateaccredited nursing schools (53: p. 34).
TDistribution of population by geographic regions in 1941 assumed as proportionate to 1940 census
distribution.
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Private-duty nurses, like doctors and dentists, tend to settle where
patients can afford to pay them. The institutional nurses are, of
course, found most frequently in the communities where there are the
largest number of hospitals and sanatoria. For example, in 1943, the
ratio of active nurses to population in New England was 1 to 423,
while in the south Atlantic region the ratio was 1 to 993, and in the
west south central region, 1 to 1,359. Among States, the spread was
even greater-Connecticut with a ratio of 1 active registered nurse
for every 323 was at one extreme; Mississippi with 1 to every 4,407,
at the other.
Of the 19,700 public-health nurses on January 1, 1945 (exclusive
of those in State and National agencies, industries, and universities),
nearly two out of every three were employed by urban agencies.
About one county in every three was without public health nursing
services (53: p. 66).
Income of nurses.-There is a wide range in the incomes of nurses.
In 1941 full-time private-duty nurses had an average gross cash
income of $1,200 from nursing. In the far West, the average was
as much as $1,300; in the Southwest and Northwest, as little as
$1,000 (45: pt. 3, pp. 25-28).
Graduate general-duty or general-staff nurses employed in hospitals
received on the average from $981 a year with full maintenance to
more than $1,200 with no maintenance. As a whole, general-staff
nurses in Government hospitals receive higher salaries than those in
voluntary or proprietary institutions (64).
Public-health nurses, on the whole, probably receive more than
nurses in hospitals. Salaries vary widely according to size and location of the agency. Staff salaries in county and municipal health
departments and in voluntary agencies range between $840 and
$2,700. In 1942 the median annual salary was $1,600 in voluntary
agencies and county health departments, $1,900 in municipal health
departments (55: pp. 32-33).
The large wartime expansion in the number of nurses will be felt
in the postwar years. Whether there will-be an oversupply will
depend upon the extent to which nursing services are utilized in the
postwar economy. Expanded public-health nursing programs could
use many effectively. Greater development of departments of-industrial hygiene would give employment to many more. Additional
nurses will be needed by the Veterans' Administration. Whether
there will be an even greater concentration of nurses in wealthy urban
areas and a continuing lack (in terms of true need) in the small rural
communities will depend upon whether steps are taken to provide
nursing through some organized payment basis.
Number and type of hospitals.-For the year 1944, the American
Medical Association listed 6,395 hospitals (exclusive of the hospital
departments of institutions) with more than 1,705,000 hospital beds
in the continental United States (56). These figures exclude an unknown number of hospitals, mostly small and with meager facilities
for service, which the American Medical Association does not consider
"worthy of inclusion" in its hospital register. 8 While the total bed
capacity of unregistered hospitals is too small to be significant in
national figures, it should be taken into account in considering the
resources or the needs of individual communities.
* The 1939 study conducted by the Census Bureau, reported 1,287 unregistered hospitals and almost
31,000 beds. Vital Statistics-Speal Reports, vol. 13, No. 53 (March 2, 1942), pp. 587-691.
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In 1944, the distribution of the registered hospital beds and of
admissions was as follows:

Type of hospital

Patients admitted
P--m

BeNds

Number

All types--------------....................................
eneral---------------- - - ---------------------------...........
Special ------------------------------------------------..........

Nervous and mental------------------------------------------....
..............
Tuberculosis-.......--------------------------------------.........

Percent

100

15,800,000

100.0

3

000,000
500,000

95.1
2.9

38
6

200,000
100,000

1.4
.6

1 Includes
maternity, industrial, eye-ear-nosc-and-throat, children's orthopedic, isolation, convalescent,
and rest, and other special types except the hospital departments of institutions. "Special" hospitals are
usually included with "general" hospitals in statistics of "general" hospital facilities.

Importance of the general hospital.-The importance of the general
hospital is evident from the preponderance of admissions (95.1 percent
in 1944) for general care. For this reason, and because the care of
mental and tuberculous patients is already largely a Government
function, it is readily appreciated why the distribution of hospital
costs through a prepayment plan is primarily focused on the costs of
care in. general (and special) hospitals.
General hospital facilities, like other resources for medical care, are
most extensive in States with the highest per capita incomes and least
extensive in low-income States. There are many States throughout
which the number of hospital beds falls far below standards of adequacy, and many rural areas and poor communities in other States
where the need for hospitals is acute.
General hospital beds in relationto population.-Inthe United States
as a whole, there were 3.7 general and special beds per 1,000 population in 1944, not including beds in Federal hospitals because these do
not ordinarily provide local community service. The ratios by regions were as follows:
Beds per IOO

Regions:

United States

population

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

Northeastern (including District of Columbia) --------------------Southern--..------------------------------------------- ------Central----------------------------------------------Western ----------------------------------------------------

3. 7
4.8
2.5
3.8
41

1 Based on special tabulations of the number of general and special beds (exclusive of those in Federal
hospitals) reported in the Journal of the American Medical Associton (hospital number), vol. 127, No. 13
(Mar. 31, 1945), pp. 771-863. Estimated State civilian populations for 1944 were used.

A ratio of 4.5 or 5 general beds per 1,000 population has often been
held a desirable minimal standard. Only five jurisdictions in the
Northeast (Delaware, District of Columbia, Massachusetts, New
York, and New Hampshire) had more than 4.5 general beds per 1,000
in 1941. In the West, there were three-Montana, Colorado, and
Nevada. In three States in the central region (Indiana, Michigan,
and Iowa), the ratio of general beds to population was below 3.5.
In the South, Louisiana, West Virginia, and Florida were the only
States with. as many as 3 beds per 1,000. Alabama, Arkansas,
Georgia, Kentucky, Mississippi, Oklahoma, and Tennessee had less
than 2.5 general beds per 1,000 population.
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Most of the general and special hospitals are concentrated in the
larger cities. The ratios of beds to population are therefore much
higher for urban than for rural areas. Urban hospitals, however,
commonly serve the surrounding rural areas. Urban-rural allocations
and needs must therefore be studied with regard for the specific local
conditions.
Various intensive studies have been made to determine the national
need for hospital facilities, taking local geographic factors into
account. In the most recent, the United States Public Health
Service estimated the need for general hospitals (57).
Fundamentally, the pattern (of need) for each State was evolved through the
designation of selected cities as hospital centers and the grouping of counties
about these centers into proposed service districts. The districts were then
grouped into one or more broad regional areas within State boundaries. * * *
Within each broad region, a city having hospital potentialities of sufficient scope
to act as an integrating unit for the entire region is selected as the primary
center. * * * According to standards adopted for purposes of the study,
cities containing 250 or more general hospital beds, some of which are located m
a hospital approved by the American College of Surgeons were considered qualified to be selected as primary centers. Cities or towns with from 100 to 249
beds were designated as possible secondary centers. * * * Other places
containing at least 50 beds were suggested as eligible "proposed secondary"
centers on the assumption that the facilities might be increased and upgraded
later to meet the criteria for secondary centers. * * * For purposes of
calculating future bed requirements in non-Federal general hospitals, 4.5 beds
per 1,000 population (on a regional area basis) has been taken to represent a
reasonable standard of adequacy.

It is estimated that 165,000 new beds would be necessary to provide
sufficient facilities in general hospitals to meet this standard. Estimates of deficits were based upon hospital beds reported for 1942 and
upon the population distribution of 1940. 9

Use oJ general and special hospitals.-A common method of measuring the use of hospitals is the occupancy rate; that is, the percentage
of beds occupied. For the United States as a whole, the rate for
non-Federal general and special hospitals was 72 percent in 1944. For
hospitals under various types of control the rates were (66):
Percnt
Type of control:
State and local governments ------------------------------------ 68
75
Nongovernment nonprofit ---------------------------------2
----Proprietary -------------------------------------------

These national rates are low, since a rate of 80 percent is eminently

practicable for effective use of hospital facilities, and a rate of as much
as 85 or 90 percent is feasible. In actual practice, however, a hospital's
occupancy rate depends largely on the amount of free or low-cost
service it provides. In the large cities, the occupancy rates of both
Government and voluntary nonprofit hospitals are often higher than
the national average. In Government hospitals rates may run as
high as 80 to 90 percent or even 100 percent. Proprietary hospitals,
on the other hand, have very low occupancy rates.
* In an earlier study by the U. S. Public Health Service, the need for general hospitals was estimated
ranging in radius from 15 miles in heavily congested areas
by setting up "arbitrary service areas
* * After service areas comprising groups of counties were
to 35 miles in sparsely populated areas.
outlined about existmg hospitals, the remaining counties having no facilities have been grouped so as to
The estimates were based on the ultraconservative ratios of
**
make up potential service areas.
4.5 beds per 1,000 persons in cities of 10,000 and over and 3 beds per 1,000 persons in smaller towns and
By this method it was found that not one of the 48 States was adequately served
rural areas. * *
throughout by general hospitals. The total deficit found amounted to about 100,700 beds." See: Hoge,
V. M. "Add Another Two Billions for 'Adequate' Future Plant." Hospitals, vol. 17, No. 12 (December 1943), pp. 3-24.
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As a rule, occupancy rates are highest where facilities are most extensive and lowest where they are most inadequate. For example, in
New York State, with 5.3 general and special hospital beds per 1,000
population, the occupancy rate in 1944 was 74 percent; in Mississippi,
with 41.8 general and special beds per 1,000 persons, it was only 57
percent. This paradox of low occupancy rates where facilities are
inadequate does not mean that these communities have little need for
hospital care; usually it is due to the fact that people cannot afford
to pay for the hospital care they need. Many people get along without hospital care-and some die for lack of it-because they cannot
pay for it, not because they do not need it. The distinction between
need for care and effective demand for care must be emphasized. A
report on an extensive Public Health Service study (58) concluded:
Presence of hospital facilities and the extent to which they are used depends
in. great measure upon levels of wealth as reflected by income * * * few
facilities, limited amounts of hospitalization, and low occupancy are coexistent
in areas with meager per capita income; in areas of increasingly high economic
status, supply of facilities and extent of their use are on the whole roughly proportionate to the enlarged average income.

In 1944, people in New York State received 17,685,000 days of hospital care (exclusive of care received in Federal institutions), or 1.4
days per person. Mississippians, on the other hand, received 754,000
days of care, or only 0.38 days per person.
SHospital income.-A study of sources of hospital income made by
the United States Public Health Service (69) indicates the extent of
Government support of hospitals through payment of hospital costs
for certain groups or through direct ownership and operation, in 1935.
Percent of income from
Avera
specified source
dage
Number Avh
of beds I census of
patients Patients
Taxes
Other

l
Type of hospital

All hospitals I...------......

------------------ 1,053,977

..850,373

43.1

47.4

9.6

460,776
155,386
295,390
6---32,437
512, 998
19,439
70,764

288,285
115,800
172,485
501,796
487, 070
14, 726
60,292

55.6
13. 1
73.7
16.1
7.5
84.3
14. 1

32.2
85. 4
9.5
81.7
90.8
9.4
78.6

12.2
1.5
16.8
2.2
1. 7
6.3
7.3

5,979

50,242

7.1

92.0

.9

14,785

10,050

42.3

24.9

32.8

General and special...-------------------------Government-..-.---- -------...... ----------------------------Non-Government...-------..
Nervous and mental _----..----------...-------Government.--......---------------.-----------SNon-Government..--..------------....-------------------------------Tuberculosis ..-.....--- .
Government.-----------........

------------.------

Non-Government --------------------------

I Exclusive of hospital departments of institutions.

Thus in 1935 about 43 percent of all income of registered hospitals
came from patients and more than 47 percent from State and local
taxes and, to a lesser extent, the Federal Government. Most of this
tax income was used to operate Government-owned hospitals, but
some was used to pay voluntary hospitals for the care of patients
who were public charges. Among general and special hospitals,
patients provided 56 percent of the income and taxes furnished 32
percent.

Mental hospitals derived 82 percent of their income from taxes. In
fact, 96 percent of the mental beds were in Government hospitals,
and these hospitals provided 97 percent of the total volume of service
of this type. Nearly four-fifths (79 percent) of the income of tubercilosis hospitals came from taxes. Seventy-nine percent of the
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tuberculosis beds and 83 percent of the volume of this service were in
tuberculosis hospitals under Government control.
Since 1935 Government participation in hospital care has increased.
In 1944 a larger proportion of beds of all types was in Government
hospitals. 10
The volume of services provided by these institutions increased
correspondingly. In 1944 at least 55 percent and probably 60 percent
of all income of registered hospitals came from tax funds. Perhaps
35 percent came from patients (including Blue Cross), and the remainder from other sources.
Hospitalconstructionneeds.-Some communities which lack hospital
facilities cannot raise the capital to build hospitals and could not,
by present methods of paying for hospital care, pay the operating
costs if a hospital were established. Many-although the number
cannot be estimated precisely-would be able to find the capital for
construction if they could be sure of the subsequent operating costs.
Any plans to meet deficiencies in hospital facilities must take account
of both types of financial needs.
In recent hearings before the Senate Committee on Education and
Labor on the Hospital Construction Act (S. 191) (60), the minimum
postwar needs for hospital construction were estimated as follows:
Type of service
All.--.---..

Beds

-----....---....--..--....------------------.....--.---

Total

Cost

cost (in
millions)

519,106 .........

$2,40L 5

General:

New................................................................
--------------------Replacement--.......-------...-----------.....-----................

16.000
66,000

6,000
6,000

990.0
396.0

---

59, 650
16,000

5,000
5,000

297. 8
80.0

...--.----...

115,556
97,000

3,000
3,000

346.7
291.0

Tuberculosis:

New---.......
---... --...---........--.....----------...
Replacement.-...-..--..--...--.....----...........----------Nervous and mental:
New----------.............
------...-----------Replacement
-----------------------------........----------......

---

t Based on hospital bed costs as reported in the hearings before a subcommittee of the Committee on
Education and Labor, U. 8. Senate, on 8. Res. 74, July 10-12, 1944. Pt. 5, p. 1787.

III. WAYS OF SPREADING

THE COSTS

Most of the barriers to adequate medical care stem from economic
causes. Some result from lack of organization or lack of health
education. The economic barriers can be largely removed by pooling
the costs and losses of illness. Financial assistance to some communities for hospital construction would also be necessary.

Assist-

ance may also be needed for specific programs, such as the care of the
indigent, the chronically ill, and child-health programs. In general
however, barriers caused by the present individual, unorganized, and
inefficient methods of providing service would be removed if medical
services were organized and furnished on a more economical basis.
t Percent of Government-operated beds in specified types of registered hospitals:

1935

General and special .---------.....-Nervous and mental .---------

-------.....

---------.............

-----------------------------------.....

Tuberculosis--------------------------.-..

---

----

-------

-

1944

34

65

96

97

79

85
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Present costs of medical care
Before the war it was estimated that total expenditures for medical
care probably approximated $4,000,000,000 a year.

About three-

fourths of this total was spent by patients and their families-the
consumers of medical care.

Four to five percent was contributed by

industry and philanthropy.

The remaining 20 percent was expended

by Federal, State, ani local governments (exclusive of the cost of

medical care for the armed forces).
The approximately $3,000,000,000 spent in direct family expenditures by the American people on medical care represented about 4 or
5 percent of consumer income.

Families in the lowest income groups

spent a larger average percentage.
,
For the population as a whole and for large groups, the costs of
medical care can be predicted with a substantial degree of accuracy.
If the risks were spread among these large groups, the costs could
also be spread. By this means the prohibitively high expenses of
the few families who have serious illness during a given year would be
borne not only by these few families but also by the much larger
group whose expenses are low in the same year. Each family would
then carry an average cost, and the average costs would be bearable
by all except the poorest. Payment of these average costs by a large
enough group would free individual families from the specter of large
bills for unexpected and costly illness -a specter which haunts all but
the fortunate few with ample incomes. Payment of average costs
would also enable those who delay or go without medical care because
they fear its costs, to receive the care they need.
The distribution of risks and costs can be accomplished by several

means. Costs can be distributed through general taxation, by having
the Government provide public medical services. Another method
often suggested is the voluntary organization of groups for the group
purchase of medical care (voluntary insurance). A third method
would be through compulsory medical-care insurance (social insurance).
Tax-supported medical care
Tax-supported or public medical care is not new in the United

States. The health and preventive services-carried on by the United
States Public Health Service and by State and local departments of
health have a long history. The Federal Government provides hospitalization and other types of medical service for veterans, members
of the merchant marine, Indians, the armed forces, and certain other
groups of Federal employees. Under the special war emergency program, it has provided and is still providing maternity and infant care
to dependents of men in the lowest four grades in the armed forces.
Medical care for persons without funds hasbeen considered a responsibility of local governments since colonial times. State and local
governments have assumed major responsibility for the hospital care
of the mentally ill and the tuberculous for many years. More than
one-fifth of the beds in general and special hospitals are under State
and local government control. Some States, notably Louisiana and
Mississippi, have established systems of general hospitals. A study
made several years ago found that most of the, Government general
hospitals were in communities with less than 100,000 population but
nearly three-fifths of the beds were in hospitals in larger cities (61).
It is.often assumed that general hospitals under State and local
government control serve only persons who are public charges or

NATIONAL HEALTH ACT OF 1945

25

those who are "medically needy," i. e., able to pay for the essential
needs of food, shelter, and clothing, but not for medical and hospital
care. This assumption is incorrect except for hospitals in some large
cities. In 1935, it was found that a small but substantial part of the
total income of all Government hospitals came from patients: 13
percent, for general and special hospitals; 7 percent, for nervous and
mental institutions; and 7 percent, for tuberculosis sanatoria (59).
According to the 1938 study among 247 hospitals in cities with populations of less than 100,000, 45 percent reported that receipts from
patients equaled three-fourths or more of the expenditures; in twothirds of the hospitals, income from paying patients covered half or
more of the total current expenditures (61). There are many American communities in which a city or county hospital provides medical
care to all economic groups and serves all or most of the privately
practicing physicians in the community.
Medical care of the sick poor in their homes also has long been a
theoretical responsibility of local governments. County or city
doctors are employed full time, part time, or on a fee-for-service
basis in many communities to take care of such patients. In practice,
except in a few large cities where extensive and in some places wellorganized systems have been developed, much of the "free" care has
been provided through private organized charity or by privately
practicing physicians who give emergency care without charge.
During the depression of the 1930's, the number of persons on relief
became so great that private physicians could not carry the burden of
"free" care, and salaried city and county doctors were faced with more
patients than they could cope with. Under Federal Emergency
Relief Administration Rules and Regulations No. 7, the Federal
Government established the policy that provision of medical care to
persons on relief was quite as much the responsibility of government
as the provision of food and shelter. Federal funds could be used to
pay physicians for care of sick persons on relief in their homes and
also in doctors' offices in communities where clinic service was not
available, but not in hospitals.
In most cases service was provided through panels of physicians,
with free choice of physician by relief patients. Physicians most
often were paid on a fee-for-service basis according to fee schedules
agreed upon by the medical societies and the local welfare authorities.
Some communities which already employed salaried city or county
physicians continued as they had before. Others set up divisions of
medical service in their emergency relief administrations. After the
withdrawal of the Federal Government from the financing of local
relief at the end of 1935, a number of State and local departments of
welfare took over these divisions of medical service. In a few places,
health departments assumed this responsibility.
Public medical services in the United States vary from community
to community and from State to State (62).. In a few places, systems
of public medical care have been well organized and highly developed;
in many, not much more than emergency service is provided. Lack of
coordination among the various services, niggardliness in financial
support, and a tendency to restrict care as much as possible to public
charges characterize many local organizations. There is increasing
recognition, however, of government's responsibility to provide
medical care to the "medically needy" as well as to "public charges."
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In his book on the organization of medical services (68), Michael M.
Davis points out that:
"Medical aid" for a pauper in an emergency of sickness or accident is the historical starting point of tax-supported care, beyond which some communities
have moved very little, but beyond which many have advanced a great deal. At
the other extreme stands a system of tax-supported medical care, planned by
physicians and public administrators with the aim of furnishing the best medical
care than can be supplied with personnel, facilities, and funds available; and of
integrating the medical services with the social services to the same families.

The expenditures -of Government agencies for medical care of
recipients of special types of public assistance and general assistance
and, to a limited extent, of other low-income groups (the so-called
medically needy) have been estimated as at least $150,000,000 a year
up to, the time of the war (64). Much larger sums are expended
annually out of tax funds for other types of health and medical care.
In the fiscal year 1940-41, according to a recent estimate (65), Government expenditures totaled $712,000,000-about one-fifth by
Federal agencies and four-fifths from State and local funds. This
total includes expenditures for public health services, public hospitals,
maternal and child-health services, and services for crippled children.
These are under- rather than over-estimates, since undoubtedly some
State and local expenditures were not included; for example, only the
amounts spent to match Federal funds were shown in expenditures
by States and localities for maternal and child-health and crippled
children's services. Nor does this total include the cost of medical
services- for the armed forces. The figure given serves merely to
show the extent to which Government now participates in paying
for the health and medical-care services which the American people
now receive. For the fiscal year ending 1944, Government expenditures (Federal, State, and local) for health and medical programs,
exclusive of services to the armed forces, amounted to $906,000,000.1

About one-third of this sum was from Federal funds (66: p. 26).
Voluntary sickness insurance (67)

The costs and losses of sickness have been distributed through
voluntary insurance to a limited extent for many years. Commercial
insurance companies have sold medical indemnity insurance, usually
to the more prosperous groups in the population. Fraternal societies,
union and other sick-benefit associations, and business concerns have
endeavored to protect their members or employees against the hazards
of sickness in -this way. The volume of health and accident insurance inereased sharply during the war years. The aggregate premiums
in 1944 were 2.5 times the premiums in 1938. But, even so, the total
payments both for wage loss and medical indemnity did not exceed
$250,000 in 1944 (68).

Industrial plans.-Some mining, railroad, lumber, manufacturing,
and other industrial organizations provide medical care and hospital
services for nonindustrial illnesses and accidents. These services
are paid for by employees or employers or by joint contributions.
Usually, service is provided to the employees only, ut sometimes their
dependents are included in the plans. In most plans which cover
dependents, the cost is borne either by the employees or by both
the employee and employer. Services vary under the different plans.
It Excludes most of the expenditures for medical care of welfare patients and those for health incidental

to performance other governmental functions, L e., Army, Navy, education, correction, etc.
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A great majority of the members, however, belong to plans which
provide hospitalization and physicians' services in the office, home,
and hospital for medical and surgical cases while two-thirds are in
plans which provide special duty or visiting-nurse service or both,
and many to some type of dental care, frequently diagnostic X-rays,
extractions, prophylaxis, and fillings (67).
Some of these plans have utilized group practice so as to have the
professional and financial advantages of effective organization. It
has been suggested that similar plans might be established throughout
the country (69). Setting up large medical services, industry by
industry or separately for each large employer, would involve an
immense amount of work, much unnecessary duplication, and still
would cover only a fraction of all the individuals in the communities
served. Moreover, it would be difficult to establish such services for
the many workers employed in small plants and factories which have
no organized medical services; presumably these workers would have
to be served by organizations developed by the larger establishments
for their own employees. Nor would such plans meet the needs of
self-employed people and of others not engaged in industry who live
in small towns and rural areas where there are no large employers to
provide the nucleus of organization. Before the war, some 70 to 85
percent of all employed persons worked in establishments with less
than 500 employees, the number considered the minimum for economical plant medical services. To approach adequacy the plans would,
of course, have to include dependents as well as the workers themselves-as some existing plans now do. In short, if voluntary insurance plans were to become general in industry, many types of arrangement would have to be devised, and ways of extending the coverage
would have to be developed. Prepayment plans usually require
about 10,000 potential patients as the minimum for efficient organization and operation.
Blue Cross (hospital) plans.-Within the last 10 to 15 years, a num-

ber of nonindustrial prepayment plans have been developed. The
most successful are the hospital service or hospitalization prepayment
plans. (Those which are approved by the Hospital Service Commission of the American Hospital Association are known as the Blue Cross
plans.) As of October 3, 1945, membership-excluding residents of
Canada and persons in the armed forces-approached 18.5 million.
More than 1.8 million Blue Cross members are also enrolled in medical
and surgicaYplans which are coordinated with Blue Cross (70). Membership in the past has been largely concentrated in medium-sized and
large cities and their environs. Although still presenting difficult
problems, ruril membership is increasing, principally through the cooperation of the Farm Bureau and the Farm Security Administration.
It is generally recognized that the Blue Cross plans have demonstrated, on the one hand, the relative ease of insuring a substantial
fraction of the middle-income groups against hospital costs and, on
the other hand, the great difficulty of insuring the low-income groups
through voluntary methods. Ordinarily, -the plans have failed to
insure those who most need this protection-the low-income groups.
Prepayment medical-care plans.-Prepayment medical-care plans
have been established under various auspices, e. g., by medical societies, private group clinics, consumer groups, and governmental
agencies, as well as by industry.
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Probably the oldest medical-society plans are those in the States
of Washington and Oregon, set up in connection with industry. Until
recently, most of these plans covered employees only but some plans in
Washington now cover dependents too. The plans provide hospitalization, special-duty nursing service, limited dental care, and relatively
complete medical care-physicians'

service in office,

-home,

and

hospital; nursing services; and sometimes, at least, minimal dental
care.
Recent development of medical-society plans has been stimulated
particularly by the growing fear of medical-society leaders that
Congress may give serious consideration to compulsory social insurance. All medical-society plans combine prepayment with individual
practice. In the spring of 1945, more than 1.6 million persons were
members of medical-society plans, exclusive of plans in Washington
and Oregon. Of this number, approximately 1,000,000 were eligible
for surgical care in the hospital only; about 450,000 additional could
receive medical and surgical care in the hospital; only a little more than

100,000 were eligible for physicians' services in the home, office, and
hospital. About 223,000 members were eligible for hospitalization in
addition to the physicians' services described above (67). Medicalsociety plans are frequently operated in close cooperation with hospital-service plans which sell both the medical-care service and the
hospital service. At first, many of the medical-society plans placed
income ceilings on eligibility for members. Some plans have now
abolished the ceilings, accepting members without income limit but
permitting physicians to charge extra fees to members with incomes
above a specified level. There are various other exceptions and
limitations which operate to restrict the services provided and to limit
the scope of membership.
These prepayment plans of private group clinics and those sponsored
by consumer groups usually provide a much more inclusive service
than that furnished by the medical-society plans. Most of them
place no ceiling on members' incomes. Care is customarily provided
by physicians working in groups. Home and office care and usually
hospital care are included. About 40 percent of the members of
private-group clinics are eligible for special nursing service in the
hospital when necessary, and 19 percent or more may receive some
type of dental care either on a prepayment or reduced-fee basis (67).
The Department of Agriculture is sponsoring three types of medicalcare plans. The Farm Security Administration has set up plans for
farm families which at the end of 1944 covered more than 60,000
families comprising about 319,000 persons. These plans, although
sponsored by the Farm Security Administration, are financed by the
borrowers. Funds are pooled and used to pay doctors, hospitals,
and, in some cases, dentists, for services provided to the persons
covered. Rates of payment for services to be provided are established
by contracts between groups of FSA families and the persons or organizations furnishing the services. In view of the small per capita
amounts available, physician and hospital services have been limited
ordinarily to emergency care. Deatal services are available to many
of these families. In some instances dental care is given as a part of
the services provided in medical plans, but the majority of the families
receiving dental care are members of separately organized dental
plans.
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The Farm Security Administration, although hampered by the
meagerness of resources, has done a pioneer job in providing for poor
farm families as much medical care as was possible with the funds
available. Because membership is limited to local groups of FSA
clients in each community where a plan has been established, many
of the groups are too small for economical operation.
The Department of Agriculture is also conducting experimental
prepayment medical-care programs among self-supporting farm
families in selected counties in 4 States. Families contribute 7 percent of their cash income (not to exceed a fixed dollar amount), and
the Department's contribution makes up the balance. Approximately 24,000.persons were eligible for care under these programs in
April 1945 (67).
A medical-care program for seasonal farm workers is also sponsored
by the Department of Agriculture and paid for by the Government.

These programs cover practically all areas of the United States in
which there is any considerable number of seasonal farm workers.
For the year ended May 1945, from 43,000 to 150,000 persons, according to the season, were reported as eligible for care under these programs. In addition to being eligible for relatively complete medical
care and hospitalization, these persons are also entitled to visiting
nurse services and dental care.
Percent of population covered.-Although interest in voluntary plans
has intensified during the past 10 years, the total number of persons
covered by all types of voluntary medical-care plans is probably only
6,000,000, or less than 5,perent of the civilian population. The
following tabulation lists the number of subscribers and dependents
in 229 plans of various types which provided information for a recent
study of prepayment plans (67). While undoubtedly some plans
were not reached in this study, the number of persons covered by
Such plans cannot be very large.
Number
of plans
with
known
or estimated
membership

Total number
of subscribers
and dependents
eligible for care

Total....................................................................

229

14,976,850

Industrial----------.......---------..--.-----.. --..........
-115
--........--...
Private group------------..--.........-------............-...------...........
Consumer.--------..---.. ----.. -------..
----...-.--...--.....--..........
Medical society........--....--..-----.... ...
--.. ---..
..............-.....
Government
..-------------------------------------------....--....--.

21
32
53
8

1, 12,148
406,330
850, 114
2, 594,356
112,902

Type of plan

1 In some cases, estimates had to be made because the figures were given in ranges. In such cases, the
midpoint is used. If the minimum had been used, &he total would have been 4,921,650; if the maximum,
5,040,060.

Limitations and weaknesses.-The relatively small proportion of the

population which is voluntarily insured against the costs of medical
care should not be taken as indicative of lack of need or desire for this
type of protection. While in some places and for some groups membership in a yoluntary-insurance plan is easily acquired--indeed, in
some cases is a condition of employment and thus really compulsory
and automatic-the number of such cases is small. More commonly,
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participation in plans requires decision and action by the potential
subscriber, whether he is acting as an individual or as a member of a
group, on matters on which he is little informed and often confused.
In general, voluntary insurance is blocked, or impeded by many
barriers. Often its development has been accompanied by controversy
in the community. As a result, the- otential subscriber is often only
indifferently informed (if not actually misinformed) by conflicting
charges and claims as to the real value of the voluntary insurance to
him and his family. If the voluntary plan has not included all
physicians in the community, many families follow their "family
doctor" (if they have one) and "join up" or "stay out" as he advises.
Some plans require that the subscriber pay the charges for the first
visit or two. Often there are extra-charges for home calls, X-ray, or
other special services. Preventive measures, so necessary for adequate health protection, are overlooked almost entirely.
Many would-be subscribers are discouraged, if not.actually excluded from the insurance plan, by limitations laid down by the plan
itself; there are exclusions on account of age, type of disease, disease
present at the time of enrollment, minimum number of persons who
must enroll in a group to make that group eligible to participate, and
many other limitations. Some medical societies permit extra charges
after a certain amount of services, according to a predetermined fee
schedule, has been furnished. Thus the family with especially
large sickness costs is only partially insured. In most plans the premiums are too high, in relation to services furnished, to be attractive
to the low-income groups for whom the plans are especially designed.
In medical-society plans, the income limit and the supplementary
charging of fees for persons with incomes over a specified ceiling also
discourage enrollment.
Finally, the growth of membership in voluntary insurance plans
suffers from the hard and relentless pressure of other costs of living
on the limited budgets of most people of small or moderate means;
day-by-day living costs take precedence over insurance against an
uncertain future risk which all families hope to escape. Unlike
death or old age, sickness is not sure to come. Many argue or wishfully
think that if it should, perhaps they will manage somehow to meet
the problem. The human tendency is "to take a chance."
When these difficulties surrounding the voluntary insurance plans
and their growth of membership are appreciated, it is not hard to
understand the paradoxical situation: widespread public interest in
and demand for protection against the costs of sickness, attested by
many polls of public opinion and by views widely voiced by individuals
and groups and-at the same time-the small percentage of the population eligible for medical care or hospital care on a prepayment basic.
Voluntary insurance fails of its primary purpose-to give insurance
protection to the people who need it most. The final test is not good
intention but the size of the coverage and the scope of protection. By
these criteria, voluntary insurance against the costs of medical care

has been tried and found wanting. Its greatest value has probably
been the experience gained in learning how to operate prepayment
plans for medical costs.
Comnpulsory sickness insurance

Voluntary plans, however successful in particular instances for
limited groups, cannot hope to provide protection to a large proportion
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of the population, particu
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ly the low-income groups who need pro-

tection most. To assure read access to necessary medical services for
our population and to furnish protection against the costs of these
services, a system either of tax-supported medical care or of compulsory social insurance is necessary. One after another, other countries of the world which have experimented with voluntary insurance
have turned to some form of compulsory insurance as the practical
method of-providing protection for all large segments of the population. In the United States we have faced similar problems in the past
in workmen's compensation, old-age insurance, survivor (widows and
orphans) insurance, and unemployment compensation. The present
widespread acceptance of social insurance as the most useful, practical
method of attaining social security points to the wisdom of extending
the existing social insurance provisions more widely and more fully
for a coordinated attack on the insecurity that arises from sickness.
A system of insurance against medical costs can and should be
established as an integral part of our social security system. A
soundly conceived plan will provide also for the construction of needed
facilities, such as hospitals. It will also provide for effective distribution of professional personnel, for strengthening public health and
other preventive services, for assuming receipt of required services by
needy (noninsured) persons, for encouraging professional education
and research, and for constantly improving the quality of medical
services.
Medical care for public charges and for the medically needy could
easily be provided under the system established for self-supporting
persons through payment of contributions to the social insurance fund

by States and localities. Grants-in-aid for public assistance would
assist State and local agencies in the provision of funds for thi
purpose.
Essential principlesfor medic-care insurance.-In planning medical
care insurance which would be appropriate to American needs, the

following fundamental principles deserve the most careful consideration:
1. Provision of adequate medical care for all persons in the United
States is essential to national health and well-being.
2. Preventive and curative services should be closely coordinated.
3. The quality df the services provided should not be sacrificed to
economy.

4. Medical, dental, and other practitioners, hospitals, and agencies
concerned with the provision of medical and health services should
receive adequate remuneration.
5. To the greatest extent feasible, medical care should be provided
for the dependents of insured workers on the same basis as for the
worker.
6. As far as practicable, the insurance program should be extended

by compact or otherwise to cover all noninsured groups who are in

need of protection against the costs of medical services.
7. The potential patient should have essentially free choice of practitioner and hospital. Likewise, practitioners and hospitals should be
free to accept or refuse patients in accordance with their customary
practices.

8. Existing personnel and facilities should be utilized to the maximum degree. In localities where these are lacking, it should be the
.
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responsibility of Government to ensure that necessary personnel
or facilities are provided.
9. Primary policies should be determined by joint consultation of
representatives of the public and of the professional

roups.

The

medical professions should participate responsibly in policy decisions
which concern the professional aspects of the provision of medical care.
There should be professional supervision of all professional activities
and personnel.
10. Regulation and supervision of the qualifications of medical and
other practitioners and of institutions should continue to be public
functions.
11. The costs of sickness should be broadly distributed over all
groups in the population that need insurance protection. An insurance system should not be "'apoor man's system."
12. Adequate provisions should be made to stimulate professional
education, research, and prevention of disease and disability.
Coordiation and improvement of medical services
In establishing an insurance system to provide medical care, Government would have a grave obligation not only to increase the quantity of medical care that the American people may receive but also to
assume responsibility for the quality of that care-to safeguard and
to encourage improvement in quality through effective coordination
of services and facilities and through other appropriate means.
Medical science has made amazing strides. Today there is a great
body of knowledge relating to prevention, diagnosis, and treatment of
disease that was largely or completely unknown a generation or two
ago. There has also been tremendous development in laboratory
techniques and in complicated (and costly) diagnostic and therapeutic
facilities. New discoveries are constantly being made.
Modern medical practice must make use of the coordinated skills
of general practitioners, specialists, laboratory technicians, and the
hospital. In hospital wards and out-patient departments, especially
those associated with medical schools, and in private group clinics,
the services and skills of physicians and of their aides may be pooled
to the advantage of patients and physicians alike. Medical students
are trained to teamwork with other physicians and-professional personnel, making use of all the equipment and facilities that modern
science makes possible.
This is the pattern of medicine at its best-essentially group medical
practice. Most medical practice at the present time, however, is not
group practice but individual practice. Many-if not most-physicians are more or less isolated from helpful and continued contacts,
consultations, and exchanges with their colleagues. They are unable
to afford for their individual use the costly and elaborate facilities
available in modern hospitals and well-established group clinics.

No

longer can any one individual master the diverse skills that are
required. In many smaller communities, in rural areas, and even in
large cities, much individual practice has changed little from that
which prevailed a generation ago.
The establishment of an insurance system of paying for medical
care will not alter the practice of medicine overnight where it has
lagged behind. If, however, an insurance system undertakes to
assure patients access to specialists' services and needed laboratory
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services, in addition to hospital and general practitioners' services, the
economic barriers to improved service will be removed as rapidly as
this can be accomplished. Provision for physicians to attend refresher
courses and to undertake postgraduate work will bring many into
closer contact with newer developments in medical practice.
Many communities which now lack hospitals and other facilities
would be stimulated to build them if insurance payments guaranteed
the costs of maintenance and operation or could do so if grants-in-aid
toward the capital construction were available. Assurance of hospital
facilities and of adequate payment for services can be expected to
lead young, well-tramed physicians to locate in poor or sparsely
settled communities now served only by elderly doctors.
By these means the level of medical service should be raised throughout the country, in both quantity and quality of medical care furnished. The extent to which group practice would be stimulated
would depend upon financial, professional, and other encouragement
that may be provided. The transition from individual to group
practice could come only as soon and as rapidly as physicians themselves desire it and the public demands it.
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